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early-stage Alzheimer’s disease, and her caregiver.

Outcome Our model envisages the development of a health expec-
tation as incorporating several longitudinal phases (precipitating
phenomenon, prior understanding, cognitive processing, expectation
formulation, outcome, post-outcome cognitive processing).

Conclusion Expectations are a highly important but still relatively
poorly understood phenomenon in relation to the experience of
health and health care. We suggest a pragmatic conceptual model
designed to clarify the process of expectation development, in order
to inform future research into the measurement of health expecta-
tions and to enhance our understanding of the influence of
expectations on health behaviours and attitudes.

in the context of a study into lay and profes-
sional expectations of Alzheimer’s disease and
This paper derives from an examination of the the care provided for it. At the heart of this work
theoretical literature in relation to expectation, lies an appreciation of the importance of
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expectations. Expectations contribute to an
individual’s psychological and physiological
health (the placebo effect, for example, may
account for up to 55% of any reported thera-
peutic benefit in relation to pain control'), and
to the work of health professionals providing
care, where the management of patient and
caregiver expectations of care, and of its out-
come, are major, day-to-day requirements.

In reviewing the existing literature in relation
to health (and health-care) expectations, the most
frequently cited conceptual framework we iden-
tified was that by Thomson and Sunol.? They
identified four ‘types’ of expectation: ideal
(desired or preferred outcomes); predicted
(actually expected outcomes), normative (what
should happen), and ‘unformed’. In considering
this classification, we thought that in many ways
it was problematic, mainly because it does
not adequately address actuality. For example,
so-called ‘ideal expectations’, constitute hopes,
desires, preferences, wants and needs, and may
not have any bearing on actual (or ‘real’) expec-
tations at all (as in ‘hoping for the best, but
expecting the worst’). Normative expectations
may also have no association with actual expec-
tations. Unformed expectations, in being either
nascent or unarticulated, cannot be considered as
being actual expectations either, until their for-
mation is complete. More importantly, the
Thompson and Sunol model is explicitly designed
to examine the role of expectations in the for-
mation of satisfaction. While accepting that there
is a relationship between expectation and satis-
faction, our particular interest lay in under-
standing the process of expectation development,
with specific reference to the influence of that
process on health attitudes and behaviours,
rather than on satisfaction specifically.

Olson et al.® proposed a simple model of
expectancy processes which summarizes the
major elements relating expectancies to subse-
quent behaviour. Their model identifies three
antecedents to an expectancy: direct experience,
other people and beliefs. However, their emphasis
is on the cognitive, affective and behavioural
outcomes of the process, rather than on the
processes of expectancy interaction itself. In our

view, understanding the process of expectation
development is vital for guiding future research
into practical aspects of the issue.

Returning to first principles, we have there-
fore tried to ‘anatomize’ the concept of a health
expectation by reviewing the theoretical litera-
ture on expectancy, in order to develop a con-
ceptual model which clarifies the components of
an expectation and illuminates their interaction
in the process of expectation development.

In asking ‘what is an expectation?’, two things
rapidly became clear. The first was that in the
psychological literature, the term ‘expectancy’ is
used to identify the general concept, while
‘expectation’ is used to identify specific examples
of expectancy in the real world. The second was
that, with the exception of the Thompson and
Sunol?® and Olson et al.® frameworks, we could
identify no literature that sought to translate the
psychological concept of expectancy into a
pragmatic and relevant conceptual model that
might be used to underpin research into the
attitudinal and behavioural sequelae of health
expectations per se.

This paper focuses on the latter. In deference to
psychological theory, we also use the terms
‘expectancy’ and ‘expectation’ to differentiate
between general concepts and specific applica-
tions. We begin by describing some broad con-
cepts and definitions of expectancies, and follow
with our proposed conceptual model, which
attempts to describe the process whereby an
expectation is realized. This is illustrated by
material drawn from a research interview, invol-
ving a person with early-stage dementia and her
caregiver. The interview derives from fieldwork
undertaken in a study exploring the phenome-
nology of expectations relating to Alzheimer’s
disease and its care, from both lay and profes-
sional perspectives. Approval for this study was
granted by the Conjoint Health Research Ethics
Board of the University of Calgary.

Conceptual issues

The concept of expectancy has been discussed by
a variety of authors and applied to many dif-
ferent subjects, ranging from work motivation to
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hypnosis. Broadly speaking, expectancies are
stored associations between behaviours and
resulting consequences, which then guide sub-
sequent behaviours.* Because they are influential
in guiding behaviour, aiding recognition and
influencing understanding,” expectancies are an
important aspect of human experience. How-
ever, they are not easily recognized,® being both
conscious and unconscious’, and may vary in
scope from the highly circumscribed to the very
broad.®

Expectancy development

We assume that expectations are socially and
culturally contingent, since they are governed by
one’s understanding of the world, and form in
relation to the social and cultural contexts
within which one is located, including one’s
position with respect to larger political and his-
torical factors.” !' Nevertheless, expectancies
remain unique to the individual who holds them;
as they develop over time, expectancies help to
generate consistent behaviour, otherwise known
as personality.'?

According to Stewart-Williams'?, there are
three ways by which an expectancy may be
acquired: by direct personal experience with a
behaviour and its consequences; through the
suggestion of others (this may be demonstrated
by placebo effects'?); or by observing others. As
expectancies develop, they acquire a particular
strength, and when similar experiences in specific
situations occur, expectancies become stronger
and more resistant to change.'® This ‘strength’ is
regarded as being one of two ways in which
expectancies differ, the other being the import-
ance of the anticipated response to the
individual.'®

Developing a conceptual model for health
expectations

Following the work of Maddux,'” we consider
that many individual ‘taxonomies of expect-
ancy’ (including, for example, those of Ban-
dura'® and Kirsch'®), may be considered as
deriving from the same family of theories.
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Maddux calls these ‘social-cognitive’ theor-
ies, which share common principles and pro-
cesses.

The social-cognitive approach appears to be
useful for a pragmatic conceptual model of
expectations which has relevance in the real
world. This is important for our purpose,
because in the context of health services
research, what is important is not so much the
detailed and highly abstract concepts of expect-
ancy, but rather an understanding about the
processes whereby an expectation is formed, and
how it relates both to prior behaviours and
attitudes, and to subsequent ones. In considering
this, we identified several key elements «a priori.
The most obvious was that the process of
expectation formulation is both cyclical and
longitudinal in character: it is cyclical in that a
trigger phenomenon causes an expectation
about the future, which influences subsequent
behaviour and attitudes, which, in turn, influ-
ence expectations in response to subsequent
trigger phenomena; at the same time, within this
process, expectations may be broken down into
a series of individual, simple, longitudinal causal
relationships (if this is the trigger, expect that as
the outcome). We conceptualize this longitudi-
nality as consisting of a number of phases or
processes. Each phase itself contains one or more
aspects.

In the light of this, we developed a prelim-
inary conceptual model which describes the
process (see Fig. 1). We have illustrated the
model using data drawn from two research
interviews, one with a woman with early-stage
Alzheimer’s disease, ‘Mary’ (a pseudonym),
and the other with her friend and caregiver,
‘Denise’. Mary’s illness had been recently
diagnosed. She and Denise consented to par-
ticipate in separate, semi-structured, home
interviews, focusing upon their expectations
regarding the newly identified disease and the
medication prescribed for it. Both interviews
were audio recorded and subsequently tran-
scribed verbatim for analysis.

We suggest that the component phases within
expectation development, which become active
more or less in longitudinal sequence, include:
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Figure 1 Conceptual model for the process of expectation development.

e a precipitating phenomenon;

e a prior understanding;

e cognitive processing;

e expectancy formulation;

e outcome;

e post-outcome cognitive processing.

Precipitating phenomenon

We suggest that the process starts with the
experience of a precipitating phenomenon,
which functions as the trigger for a sequence of
subsequent processes. For example, for Mary,
the event that led to her referral to a geriatrician
was getting lost while driving home from her
nephew’s house, a short distance away. As
Denise explained:

She had gone over there one evening when I was
away. She took the car and she came back and it’s
straight, you come down and it’s first left, second
left, and you’re home. She ended up the other side of
town. Completely lost with no idea where she was...

Prior understanding

Previous experience

When a precipitating phenomenon occurs, be it
a physical event or a mental or imaginary
experience, we suggest that it is compared with
previous experiences of similar events and
information. This comparison constitutes our
‘prior understanding’ of the precipitating pheno-

menon, and involves the activity of a set of
social and cognitive imperatives which derive
from our knowledge and beliefs in relation to the
event:

When I think back, I kind of wonder if it wasn’t
slowly coming on, shortly a year or so after we
moved here...because I can remember one night
I went over to my nephew’s who lives over there,
on the next street...and I got in my car and I got
lost and I thought well, you know I couldn’t
believe it! ... You know, not to think well maybe
I'm over one street, you know, [that is, one street
further away from where she thought she was] it
was kind of strange. That was the first time and
then after that I'm not too — I remember maybe
I didn’t have too many more things like that
happen. But my memory has gotten slowly
worse. [Mary]

In this extract, Mary is comparing the preci-
pitating event with her previous experiences of
similar events, to put it into context. At the same
time, she re-interprets her previous experience in
light of the precipitating event.

Knowledge and belief

It is not the intention of this paper to differen-
tiate between the epistemological bases of
knowledge and belief. Both may be conceptual-
ized as stored information about different
domains of previous experience of the world,
including personal and collective understan-
dings, spiritual or religious faith and teachings,
dreams, direct encounters with other entities or
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situations, and contact with other people.
Knowledge and belief may facilitate compre-
hension and direct behaviour.'® They constitute
a set of assumptions about the physical, social,
cultural, psychological, and emotional ‘rules’,
whose actions realize what we consider to be
‘normal’ in day-to-day living.

Our prior understandings of the world,
including our personal experiences of it, are very
influential in the formation of expectancies®'?
about events. For Mary, prior understanding of
her experience of a memory problem was
summed up by her judgement that in her previ-
ous experiences, and in the development of her
prior knowledge and beliefs, her cognitive
functioning had been effective and reliable:

Well, you know, I guess because I’ve had such a
good memory. (starts to cry) [Mary]

Cognitive processing

The core of our model describes what we term
the ‘cognitive processing’ phase. The first aspect
of this is represented by an individual’s sense of
subjective probability, causality and temporal-
ity, which are interrelated, possibly simulta-
neous, and mutually influential.

Sense of probability

Subjective probability is the likelihood a
person attaches to something occurring.?
Applied to expectations, subjective probability
varies. For example, a factual expectancy is
associated with the experience of complete
certainty that a predicted outcome will occur.’
On getting into her car, Mary had no doubt
that she would successfully get to where she
wanted to go, save for some external impedi-
ment (traffic, weather, etc.):

I got in my car and I got lost and I thought well, I
couldn’t believe it. [Mary]

Processing the sense of subjective probability
is important in relation to the strength of any
subsequent expectation: a sense of high prob-
ability will be associated with a strong expecta-
tion.'®

What is a health expectation? | A Janzen et al.

Sense of causality

Alongside a sense of probability, we suggest we
cognitively process our experiences in the context
of a sense of causality. This may be summarized as
an understanding that one event or action is,
recognizably, the result of a previous event or
action. The relationship of causality to behaviour
may take two forms. ‘Internal’ causality occurs
when we see outcomes as a result of decisions we
have made?' or due to skills we possess.”?
‘External’ causality occurs when the results are
seen as a consequence of chance® or character-
istics of an individual that are deemed beyond
their control. For an expectancy to form, an
individual must recognize this causal association
between the stimulus or behaviour and its result-
ing outcome.?* The emphasis is on the act of
recognition as much as on the nature of the
association. It represents the beginning of an
attempt to provide an explanation for either the
concordance or discordance between what did
happen, and what we had expected to happen.
Furthermore, it is an explanation which meets a
subjective condition of being logical or reason-
able. In Mary’s case, attempting to find an
explanation for a memory lapse led her to posit a
systemic cause, even if the identity of the system
was unknown:

And so it’s (my memory) just recently gotten worse
to the stage you wonder, I just feel that there’s
gotta be something causing it. [Mary]

Once an expectation is formed, it may be more
readily preserved when it is seen as being exter-
nally caused, rather than internally. According
to social learning theory, individuals who see
outcomes as externally caused base their expec-
tations on outside factors such as luck or chance;
therefore, these expectations do not change as
readily because the outcome can vary with fac-
tors beyond the individual’s control. Persons
who view outcomes as contingent upon their
own behaviour modify the strength of their
expectations according to the particular out-
come that is achieved by the preceding beha-
viour. These expectations increase in strength
when a particular outcome is achieved by a
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particular behaviour or set of behaviours, and
these are therefore more dynamic than exter-
nally caused expectations.*?

Sense of temporality
All human behaviour exists in a temporal con-
text,”” and time provides information about
concepts such as duration and order. Expectan-
cies are strongly related to temporality because
they use information about the past to predict
future occurrences.® Our sense of temporality is
dynamic®® and subjective,”’ dependent on the
individual and his or her circumstances.
Temporality is of particular relevance in the
case of expectations relating to Alzheimer’s dis-
ease, in that the latter may be considered a
‘disease of time®® in which lost memory of
events may eventually lead to an amalgamation
of the past and the present. For Mary, it appears
that the slow perceived progress of her disease
mediated a reduction in her appreciation or
recognition of the problem. In effect, this time
period was of such long duration that no alter-
ation in her expectations occurred while the
process was taking place:

My memory has gotten slowly worse, I would say
in the last maybe three years... Slowly that a
person wouldn’t sort of think, you know, there’s
something wrong. [Mary]

Sense of self-efficacy

Our model proposes that the first section of the
cognitive processing phase, that which simulta-
neously incorporates senses of time, probability
and causality, subsequently leads to a second
phase of cognitive processing which itself incor-
porates two further phenomena: a sense of self-
efficacy, and perception of expected subjective
utility. These are less interactive, however, than
time, probability and causality. For example, self-
efficacy is a subjective assessment of an individ-
ual’s ability to perform necessary behaviours in
order to achieve future states. Because of the
relationship between present behaviour and
future events suggested by self-efficacy, it can be
thought of as a type of expectation nested within a
larger one: self-efficacy expectations relate to a

person’s perceived capability of carrying out a
specific behaviour to achieve a wanted result.>”
Self-efficacy thus serves to guide the level of
challenge in the goals that individuals set for
themselves; clearly, the higher one’s sense of self-
efficacy, the more challenging one’s goals are
likely to be.* Similarly, self-efficacy influences the
effort individuals put into achieving particular
goals by affecting their determination to
achieve.’’*>  Unsurprisingly, past successes
increase self-efficacy expectations while failures
diminish them.*

This medicine is, I have to remember it every day,
but I have to take, I've got a little thing where I
have my pills in, and I put a thing in for each day,
and then I take three in the morning and three in
the after...or at night and before I go to bed. And I
have been doing that for years. [Mary]

Self-efficacy, in turn, influences
expectations.”® These are the impressions indi-
viduals have about their capability to perform a
behaviour in order to produce a certain out-
come. In fact, it may be more precise to state
that outcome expectations and self-efficacy
enjoy a reciprocal relationship, because self-
efficacy is affected by outcome expectations, and
For example, if an individual
believes he or she has a strong ability to perform
a certain behaviour, the expectation of outcome
will include the consequences of that behaviour
being performed. As an illustration of this, Mary
went shopping, realized she’d forgotten to take
her list, but successfully persevered with the task
because she believed in her ability to ‘work it

)

out’:

outcome

vice versa.>

There’s a lot of things that happen. For instance I
went to the store and I forgot to take a list. And
I'm thinking now what did I come here for? I sort
of walk around the store and all of a sudden it was
coming to me what I did come for. [Mary]

Conversely, if the individual doubts his or her
ability to perform a behaviour, the outcome
expectancy will differ as a result of no behaviour
being performed. However, what an individual
perceives to be the result of a particular beha-
viour will affect that person’s perceived ability to
perform it.
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Perceived expected subjective utility
Alongside one’s sense of being able to perform
behaviours, we suggest, lies one’s perception of
expected subjective utility, but performance and
utility are largely independent constructs: our
potential to achieve a state or execute a beha-
viour need have no correlation with our
impression of the value accruing to us as a result
of achieving it. Ultility refers to the value we
think will accrue to us if those events are
manifested. Utility denotes actions and stimuli
as having properties which may be experienced
as either positive (advantageous) or negative
(disadvantageous). When making decisions,
individuals generally consider a variety of
options before selecting a particular one. Not all
of these options are demonstrably objective; a
great deal of the experience of positive or neg-
ative outcomes is subjective. Consequently,
‘subjective expected utility’ represents the anti-
cipated experience of a positive or negative
outcome that the individual believes will result
from a given action.>**

Well I'm hoping that it (the medication) will slow it

down, forgetfulness down... I'll probably have my

memory, you know. Not wonderful, but at least it

should be a little better and it’ll be better longer.
[Mary]

Since expectations of outcome anticipate
achieving some utility as a result of behaviour,
they direct the content of the behaviour itself.

Goals

We suggest that the final component in the
cognitive processing phase of expectation
development is the development of goals. Logi-
cally, these must be subsequent to the processing
of perceived utility, since they are directly
influenced by how much they are of value to us.
Goals are ideas directed towards future out-
comes, which are shaped by past successes and
failures.® Goals are also affected by expectancies
about the consequences of behaviours.*® To
achieve a goal, behaviours must be performed
and, obviously, the behaviours most likely to be
performed are those with a high perceived
probability of helping attain the goal. Goals also

What is a health expectation? | A Janzen et al.

hold within them a strong temporal component,
in that behaviours that take place in the present
are performed in the hope, or with the intention,
of achieving a future state of advantage.’’
Because goals take into account a person’s
ability to perform a certain behaviour, and
expectancies develop in relation to these per-
ceived abilities, goals are formed on the basis
of perceived self-efficacy, whereby they con-
tribute to developing expectations. Below,
Denise speaks of the action necessary to achieve
a desired outcome:

If it was Alzheimer’s 1 had read that there was
hopes of holding it but not curing it. And I thought
well, if he can keep her at this stage, it’s time to see
somebody who knows more about it than I do.
[Denise]

Expectancy formulation

Expectation of outcome
We suggest that the formulation of an expecta-
tion occurs after the processes described above.
All of these previous factors combine to deter-
mine an expectation of outcome. Outcome
expectancies are estimates of behaviours and
their consequences,> and influence beha-
viour depending on the perceived consequence.
Denise, for example, despite doubts, expected to
be able to cope even if Mary’s condition
deteriorated further:

That’s my expectation. That please keep Mary like

she is now. Don’t let her get any worse. How long I

could handle any thing worse, who knows... I'm
sure I could do quite a lot more. [Denise]

Interestingly, it has been found that positive
outcome expectancies are more influential in
inducing behaviours because they are recovered
from memory more quickly.*®

Outcome

In our model, we conceptualize outcomes in
terms of behaviour, attitude and motivation.
Any, or all of these, may be influenced by
expectations.
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Behaviour
From a health services research point of view,
the influence of outcome expectancies on beha-
viour may be the most compelling aspect of the
model. Behaviour is mostly, but not always,
purposeful and controlled by forethought.'® As
such, expectations of outcome influence subse-
quent behaviour. If the outcome expectancy is
positive, the behaviour required to attain it is
more likely to be engaged in than if the outcome
expectancy is negative. In the quotation below,
Denise responds to Mary’s anxiety which is
aroused when Mary’s family discuss moving her
into ‘a home”
One (family member) says she could come and
we could get you into a home. Well that! I said
not yet! That really worried her. She thought
that they might be able to move her. And so I
went and said that I have power of attorney in

money and other matters. So over my dead
body! [Denise]

In this case, Denise’s outcome expectations
associated with Mary going into long-term care
drive her to resist that eventuality. On the other
hand, behaviour can be seen to direct expecta-
tion, since experiences resulting from behaviour
affect future expectations.®”

Attitude

There is a relationship between attitudes
and behaviour. The most important under-
standings a person holds about an object or
situation establishes that individual’s attitude,
or overall feeling, towards the object or
situation.®> Accordingly, while attitudes are
clearly influenced by behaviour,** they also
facilitate choosing a behaviour or course of
action.®>#!

Motivation

In our model, behaviour and motivation have a
mutually influential relationship similar to that
existing between behaviour and attitudes.
Motivation is an internal process, which acti-
vates and guides behaviour. As motivation
increases, behaviour becomes more persistent.*

The corollary of this is that expectations influ-
ence behaviour, as different expectations pro-
duce differing levels of motivation.'® In the
following example, Denise discusses ideas about
Mary entering long-term care at some future
point in time:

I wouldn’t put Mary there because it’s, there you’re

on the second floor and there’s no chance of getting

out and walking around and looking at things.

Whereas (small town) has a very open one. And each
one has their private rooms... I’'m the boss! [Denise]

Denise’s assertiveness indicates the strength of
her motivation that Mary should not go to a
location where her freedom of movement is
expected to be limited.

Cognitive processing after outcome

After the actual behaviour is performed, or an
attitudinal or motivational shift experienced, we
envisage a phase of post-outcome cognitive
processing about what occurred. An important
aspect of this processing involves determining
the realized utility.

Realized subjective utility

This, in practice, constitutes the satisfaction
achieved®® from the outcome. Satisfaction is
the experience which results from the subject-
ive evaluation of the distinction between what
actually occurred, and what the individual
thinks should have. If the difference between
the two is negative, dissatisfaction will result,
but if the difference is positive, the result will
be positive.** The magnitude of the difference
between the two is stored as information for
future use in similar situations resulting from
similar precipitating phenomena.

The doctor thought that some of the Parkinson’s
medication might help Mary (tremor)... She’s been
to three or four specialists and they’ve all said that
it’s not Parkinson’s... (Side effects) were disgust-
ing. (laughs) It was a rough month until she settled
down and took her off of it. I talked to (doctor)
and he said get rid of it. It didn’t do any good. It
wasn’t helping. [Denise]
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Discussion

Our conceptual model differs substantially from
that proposed by Thomson and Sunol,” partic-
ularly in respect of their classification of ‘ideal’,
‘normative’ and ‘unformed’ expectations. In our
view, hope is a construct which is entirely inde-
pendent of expectation.® Similarly, we can dis-
priori  association between
expectation and preference (though we can,
obviously, between hope and preference). This
differentiation may be important because some
authors do conflate these experiences in relation
to health care.*** In sum, we believe expecta-
tions of outcome are, logically, independent of
the values which people attach to the substance
of those outcomes. While expectations and val-
ues are important at clinical and system-wide
levels of health care, and from the perspectives
both of lay people and health-care providers,
they are not the same.*’

Olson et al.’s model® of expectancy processes
bears some similarity to our conceptual model.
Both share the elements of belief and experience
as antecedents to an expectancy, the notion of
probability or degree of certainty, and the con-
structs of attitude, behaviour and cognitive
processing as consequences of an expectancy.
Our model emphasizes the elements leading up
to an expectancy, whereas Olson et al.’s model
has a major emphasis on consequences.

A health expectation can be thought of as a
prediction about the consequences of certain
health-related phenomena (behaviours and
conditions, both internal and external), on the
psychological condition of the body. As such,
health expectations may be focused on inter-
ventions and treatments,*® as well as on health
status or the presence of disease. Expectations
about health can be held by an individual about
themselves and their own health status or quality
of life, about caregivers of the individual, and
about health-care providers. These expectations
are acquired by the same processes and contain

cover no a

the same elements as general expecta-
tions, 29-31:33.49-52
Individuals also hold expectations about

47,53

health services and systems, which have a
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major influence on their satisfaction with those
services.** Our model concurs with the expec-
tation—satisfaction association identified empi-
rically by Larsen and Rootman®* and utilized by
Thomson and Sunol.? Extreme unfulfilled
expectations result in greater dissatisfaction
than average expectations, which when unful-
filled, may yet still result in some degree of
satisfaction.*” Satisfaction studies may be used
to assess quality of care and to improve servi-
ces,” but to do so without incorporating an
understanding and assessment of the expecta-
tions of that care is misleading, because low
expectations may be easily satisfied. This prob-
lem continues to dog patient satisfaction sur-
veys, confounding their validity and making
interpretation uncertain.

Caregivers of patients also hold expectations,
which may differ considerably from those of
patients themselves.’®>’ Family members in
particular generally hold (in the Thomson and
Sunol terminology) ideal expectations®® (or
hopes). If these are not satisfied, the caregiver
may suffer increased stress.”® Other determi-
nants of caregiver burden include the expecta-
tions held about the level of care they must
themselves provide.®®! For example, caregiv-
ers’ expectations of their duties have been
reported as consisting of taking complete
responsibility for care on a daily basis without
aid from health-care professionals at all. In this
instance, the only expectations caregivers would
hold about the involvement of health-care
professionals would consist of support during
the beginning of the caregiving experience.®
Cultural expectations surrounding the respon-
sibility and value of serving as a familial care-
giver have also been shown to be
important.'%:6376°

Given the importance of the topic, with the
exception of research into the influence which
patient expectations may have on physician
prescribing behaviours,®* ®® it was somewhat
surprising to find relatively little research into
the basis for a pragmatic conceptualization of a
health expectation. This paper utilizes a social-
cognitive approach to redress the balance. We
acknowledge that the model is unsupported by
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empirical evidence, though the illustrative case
material presented here implies it has more than
hypothetical validity. Future work by our group
is designed to examine the model empirically,
with the intention of validating its properties
(for example, in respect of whether all its ele-
ments are always present), developing an
instrument for assessing strength and type of
expectations of care for Alzheimer’s disease
(from both lay and professional points of view),
and applying that instrument in studies designed
to improve our understanding of both the
experience of expectation, and its influence on
attitude and behavioural outcomes. Such an
instrument may draw on research in health
promotion and public health research, where
methodologies have been developed for meas-
uring the type and strength of expectations
associated with, for example, alcohol consump-
tion.®

These phenomena are important, because it is
arguable that more effective and acceptable
clinical services are those which are seen to
realize a given set of prior expectations among
users, as individuals. Furthermore, societally,
our expectations of health care, and of health-
care providers, appear to be increasing with
time. In the light of this, understanding and
measuring health expectations explicitly may
become increasingly important components in
attempts to make clinical decision-making rele-
vant to individual patients as well as in priority-
setting, and needs assessment at the health sys-
tem level. We believe that these may have major
implications for socially relevant and ethical
resource allocation.
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