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ABSTRACT 

Health-care costs in the United States have been rising 

at an alarming pace. Therefore, a great deal of emphasis has 

been placed on finding more cost-effective methods of providing 

care and maintaining health. An area that warrants investigation 

is the potential for reducing inappropriate utilization of 

medical-care resources for relatively minor self-limiting prob

lems. One method of accomplisping this is to provide the proper 

encouragement, skills, and resources to enable individuals to 

appropriately involve themselves in self-care activities. 

A study was conducted to determine if an intervention 

involving self-care information would change participants' be

liefs and attitudes concerning responsibility and involvement in 

their own health care. Students entering the Student Health 

Service at the University of Arizona during the study period 

were randomly assigned to the treatment group or control group. 

Members of the treatment group received the intervention and were 

asked to complete a survey instrument. Members of the control 

group were asked to complete the survey instrument only. 

The survey instrument consisted of a measurement of atti

tudes toward information and behavioral involvement in heal th 

care (i.e., Krantz Health Opinion Survey) and a measure of be

liefs regarding one's ability to exert control over their health 

(Le., Multidimensional Health Locus of Control). Also on the 
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instrument was a measure of the individual's behavioral inten-

tions regarding projected use of medical-care practitioners. 

Results of the study indicated that the intervention was 

able to change the treatment group's attitudes regarding a great

er preference for more active involvement in their health care. 

Also subsequent to the intervention, the treatment group's re

sponses reflected less of a belief that health was outside of 

their control. No difference was found between the treatment and 

control group in regard to behavioral intentions. These results 

demonstrate that a positive change in health-related beliefs and 

atti tudes can come about as a result of a relatively uncompli

cated and inexpensive intervention. 



CHAPTER 1 

INTRODUCTION 

The professional literature and lay press frequently make 

the observation that health-care costs in the United States are 

increasing at an alarming pace. These observations are based on 

sobering statistics that show expenditures for health care absor

bing a steadily rising share of the nation's gross national 

product (GNP). Resources devoted to this sector of the economy 

have far outpaced most other expenditure categories (Waldo, 1982). 

Al though currently growing more slowly than in the recent past, 

1984 spending for health in the United States amounted to $387 

billion, 10.6 percent of the GNP (Levit, Lazenby, Waldo, and 

Davidoff, 1985). Total health-care spending in 1985 increased 

8.9% to $425 billion, which represents 10.7% of the GNP (Health 

Care Financing Administration, 1986). 

A great deal of emphasis is being placed on developing 

more cost-effective methods of providing care and maintaining 

health. Since the control of health-care costs has become a 

dominant concern, many approaches have been used to slow the 

inflationary trend (Wilson and Neuhauser, 1982). These approac~es 

include control of capital expenditures (e.g., health planning 

agencies, certificate of need statutes), utilization and claims 

review (e.g, hospital utilization committees), budgetar~!~nd 

1 
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reimbursement controls (e.g., diagnosis-related groups, prospec

tive reimbursement), and promotion of competition (e.g., health 

maintenance organizations, preferred provider organizations). 

Cost-containment measures such as these have met with some degree 

of success, but, owing to the magnitude of the problem, other 

measures warrant investigation. 

One such measure is the reduction of inappropriate utili-

zation of medical-care resources for relatively minor self-

limiting problems. Ginzberg (1977, p. 239) asserts that "No 

improvement in the health care system will be efficacious unless 

the citizen assumes responsibility for his own well-being." 

Ginzberg's viewpoint is echoed by Wallston and Wallston (1982, p. 

65-66): 

••• if we as a society are to do anything about the rising 
cost of health care in the United states today, people 
must begin to take charge of their own health and not 
leave such an important matter.up to the so-called experts. 

Health-care cost containment is an especially important 

issue for the various organizations or institutions which finance 

the provision of health-care services. Prepaid health plans 

(e.g., health maintenance organizations) can be considered both 

insurers and providers of medical care. As such, the use of 

appropriate self-care activities as a means of decreasing the 

number of unnecessary visits is an attractive component of a cost-

containment effort. By providing information sources designed to 

improve the health-care decision-making skills of enrollees, a 

prepaid program could potentially reduce costs through more 
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effective and appropriate use of available staff and other health

care resources. 

It has been observed that a large number of patients visit 

health-care providers for illness which could be effe9tively 

treated through self-care measures (Estabrook, 1979; Zapka and 

Averill, 1979). This behavior is especially prevalent in situa

tions where the individual does not have to share the cost of 

care. A study by Newhouse and associates (1981) found that people 

who had to directly pay a portion of the health-care bill made 

approximately one-third fewer ambulatory visits to providers of 

health care. A follow-up report of the same study indicated that, 

for the average individual, the one-third fewer visits had no 

significant effect on their health status or health habits (Brook, 

Ware, Rogers, et al., 1983). 

These findings suggest that a significant number of pa

tient visits to health-care personnel, in emergency rooms and 

other ambulatory settings, may be inappropriate or unnecessary. 

It is, therefore, in the best interest of the financers of health 

care to promote activities which increase patient involvement and 

responsibility in their own care and health maintenance. Interven

tions, such as self-care education strategies, can be developed 

and utilized to promote self-assessment and self-care activities. 

These strategies would not be designed to interfere with the 

provider-patient relationship, but to serve as a catalyst to 

facilitate appropriate care-seeking behavior and improve 
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communication with health professionals. As stressed by Levin 

(1981, p. 222): 

It (self-care) is the essential ingredient in health care 
that needs to be complemented by necessary professional 
and technical resources. The task is to appreciate and 
strengthen beneficial self-care practices, encourage the 
replacement of inappropriate ones, and back-up self-care 
with accessible (and acceptable) professional care. Rais
ing the level of lay health competence is also the best 
way to maximize the benefits of scarce and costly profes
sional resources. 

According to DeFriese, Sehnert, and Barry (1981, p. 48), 

there are three basic assumptions which underlie the effort to 

improve the self-care competence and health-care decision-making 

skills of consumers: 

1. Ordinary people with clear, simple information can 
safely handle in their homes many common health problems 
earlier, cheaper, and sometimes better than health care 
professionals. 

2. Laypersons with little formal medical education can be 
trusted just as much as persons with more formal education 
in wisely handling such common problems. 

3. Medical and nursing knowledge should not be the guarded 
secret of professionals but shared with the laity. 

Levin (1981, p. 221) identified five general activities 

encompassed within the realm of self-care: 

• health promotion 

• disease prevention 

• illness ?nd injury treatment 

• chronic disease management 

• rehabilitation 

Based on these activities, self-care covers a wide range of 
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behaviors undertaken by individuals to maintain and improve their 

heal tho An increase in the public's self-care competence has a 

tremendous potential for leading to an improvement of health 

indicators as well as the possibility of substantial economic 

benefits (Greer and Riessman, 19791 Levin, 1981). 

Interest in the cost-saving implications of self-care has 

been stimulated by observations of epidemiologists (McKeown, 1965, 

1976) and health economists (Fuchs, 1975) that medical care has 

had relatively modest effects on life expectancy and major mor

bidity trends. This is not a new finding, but in times when 

economic pressures are mandating cost-containment efforts, it 

draws attention to the cost/benefit of self-care activities. 

Levin, Katz, and Holst (1976, p. 25) report that 

Some observers have suggested shifting the major invest
ment in manipulations of the professional resource toward 
an approach which includes a eignificant effort toward 
improving the health competence of laypersons. The labor
intensive character of health services, particularly in 
meeting the increased demands for preventive care and 
chronic disease management, suggests a new look at the lay 
resources as the primary, primary health care resource. 

As evidenced by the millions of dollars spent each year on 

health-related literature and products, the public wants to take 

an active role in their health. In response to this demand, 

numerous publications have arisen from within the medical profes-

sion. In The Family Doctor's Health Tips, Sehnert (1981), a 

leader in the self-care medical movement, promotes a healthy 

lifestyle and stresses the savings in time and money that can 

result from informed self-care activities. 
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The American Medical Association (1983) has published 

self-care algorithms in its Family Medical Guide. As stated in 

the preface of the Guide (p. 5): 

In the economic climate of the 1980s, there is a special 
urgency about the responsible maintenance of health and 
the sensible treatment of disease. Inflation has pushed 
medical costs--and family medical bills--to unprecedented 
levels. certainly one of the best ways to combat this 
debilitating inflation is for all of us to avoid the 
avoidable and prevel1t the preventable •••• 

Fuchs (1975, p. 151) draws a similar conclusion: 

By changing institutions and creating new programs we can 
make medical care more accessible and deliver it more 
efficiently, but the greatest potential for improving 
health lies in what we do and don't do for and to our
selves. 

Along with cost savings due to more appropriate utiliza-

tion of health care services, informed self-care activities may 

also lead to increased job satisfaction of medical-care providers. 

Cartwright (1967) reported that the major cause of frustration 

among British physicians was inappropriate office visits for 

trivial conditions. Dunnel and Cartwright (1972) found that more 

than half of the physicians questioned felt that at least 25 

percent of their consultations were for conditions that the pa-

tient could have self-treated. Mechanic (1970) found a strong 

negative correlation between a general practitioner's professional 

satisfaction and the percentage of visits that were estimated to 

be unnecessary. 

Many of the potential benefits of informed self-care acti

vities have been summarized by Zapka and Estabrook (1976): 



• increased patient knowledge of specific disease entit~ies, 
treatment, and prevention 

• appropriate utilization of professional resources and 
subsequent reduction in cost 

• reduction of episodic care 

• increased provider satisfaction 

• increased patient satisfaction 

• decreased potential for contagion 

• reallocation of practitioner time (e.g., more time spent 
per patient, more time for staff training) 

• reallocation of patient time (e.g., decreased waiting 
time) 

• promotion of consumer participation in other medical areas 

• development of provider support and reinforcement for 
other self-care/patient education strategies 

• public support for organization 

The Problem 

7 

As observed by Levin, Katz, and Holst (1976, p. 10), "The 

most crucial limitations in self-care functioning stem from the 

motivation, knowledge, custom, and competence of the individual." 

It is, therefore, essential to provide the proper encouragement, 

skills, and resources to enable individuals to appropriately 

involve themselves in self-care activities. Owing to limited 

financial resources, cost-effective methods of providing self-care 

information need to be developed. 

Many of the self-care studies reported in the literature 

have required a great deal of time, up to a year, to determine if 
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the self-care material had an effect on the utilization of health

care resources. The goal of this study was to determine what 

impact self-care information has on various attitude and belief 

measures. It was hoped that these measures might provide a means 

to more easily measure the potential impact of various self-care 

information sources. 

Purpose of Study 

The purpose of this study was to determine if the inter

vention of providing self-care information to a treatment group 

would change the subjects' beliefs and attitudes concerning 

responsibility and involvement in their own health care when 

compared to a control group. The behavioral intentions of the 

treatment and control group were also measured subsequent to the 

intervention. Although not perfectly correlated, an individual's 

beliefs, attitudes, and behavioral intentions are related to 

behaviors; it is generally accepted that change in beliefs, 

attitudes, and intentions serves to mediate behavioral change 

(Ajzen and Fishbein, 1980). 

Objectives 

This study was designed to fulfill the following objec-
tives: 

Objective 1 

The first objective was to obtain data concerning the age 

and sex of the study participants. 
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Objective :2 

The second objective was to determine the symptom(s) 

leading to the participant's visit to the Student Health Service. 

Object'ive 3 

The third objective was to determine if the participants 

initially treated their symptom(s) at home before entering the 

Student Health Service. 

Objective 4 

For those participants that initially treated themselves, 

the fourth objective was to determine their source of information 

concerning the appropriate self-care measures. 

Objective 5 

The fifth objective was to determine the participant's 

level of preference for six treatment information sources regard

ing symptoms of minor illness. The information sources were: 

• Self-care book 

• Nurse Practitioner 

• Physician 

• Pharmacist 

• Family members/friends 

• Non-prescription drug ads 

Objective 6 

The sixth objective was to assess the participant's 
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attitudes toward information and behavioral involvement (i.e., 

self-care and active participation) in health care. These atti

tudes were measured by the Krantz Health Opinion Survey (KHOS) 

which consists of two subscales: Information and Behavioral In

volvement (Krantz, Baum, and Wideman, 1980). 

Objective 7 

The seventh objective was to assess the participant's 

beliefs concerning the control of their health care. These be

liefs were measured on the Multidimensional Health Locus of 

Control (MHLC). The MHLC instrument contains three independent 

subscales: Internal, Powerful Others, and Chance (Wallston, 

Wallston, and DeVellis, 1978). 

Objective 8 

The eighth objective was to determine the respondent's 

estimated prior use of physician, nurse practitioner, and physi

cian assistant services. Time frames utilized were one year and 

two years prior to participating in the study. 

Objective 9 

The ninth objective was to determine the respondent's 

projected use of physician, nurse practitioner, and physician 

assistant services. Time frames utilized were one year and two 

years subsequent to participating in the study. 
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Hypotheses 

The following research hypotheses were tested: 

Hypothesis I 

There will be no significant differences between the 

members of the control and treatment group based on' the 'following 

variables: 

• age 

• sex 

• symptoms leading to visit 

• use of home treatment before entering the Student Health 

Service 

• source of home treatment information 

• prior use of physician, nurse practitioner, and physician 

assistant services 

Hypothesis II 

There will be no significant differences between the con

trol and treatment group in regard to the level of preference for 

six treatment information sources concerning symptoms of minor 

illness. 'The information sources are: 

• Self-care book 

• Nurse Practitioner 

• Physician 

• Pharmacist 

• Family members/friends 

• Non-prescription drug ads 
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uypothesis III 

There will be significant differences between the control 

and treatment group in regard to the attitudes measured by the 

Information subscale, Behavioral Involvement subscale, and the 

total score on the Krantz Health Opinion Survey. Individuals in 

the treatment group will have higher scores on the behavioral 

involvement subscale and the total, and lower scores on the 

information subscale when compared to individuals in the control 

group. 

uypothesis rv 
There will be significant differences between the control 

and treatment group in regard to the beliefs measured by the 

internal, powerful others, and chance subscales of the Multi

dimensional Health Locus of Control. Individuals in the treatment 

group will have higher scores on the internal subscale, and lower 

scores on the powerful others and chance subscales when compared 

to individuals in the control group. 

HYPothesis V 

The treatment group will project significantly fewer vists 

to physicians, nurse practitioners, or physician assistants subse

quent to participation in the study. 
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Definitions 

For the purpose of this dissertation, the following terms 

are defined: 

1. Attitude. A person's favorable or unfavorable evaluation of 

an object based on held beliefs. 

2. Belief. Represents the information or knowledge a person has 

about the object. The cognitive component of an attitude. 

3. Behavioral intention. A person's intention to perform a cer

tain behavior. 

4. Behavior. Observed overt acts. 

5. Disease prevention. Activities which are aimed at reducing 

or eliminating the risks of specific diseases (e.g., immuniza

tions). 

6. Health education. A learning process intended to result 

in the voluntary adoption of behavior conducive to health. 

7. Health promotion. Activities involved in maximixing an indi

vidual's, family's, or community's health. 

8. Self-care. All of the activities undertaken by an individual 

on their own (or their family's) behalf to maintain or improve 

health and well-being. 

9. Self-treatment/home-treatment. Activities undertaken by an 

individual on their own (or their family's) behalf to treat a 

specific symptom or illness. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Health-Related Behavior 

There are many opinions as to what constitutes "health." 

On one end of the spectrum, health can be viewed as the absence of 

disease. On the other end, health is said to be "a state of 

complete physical, mental and social well-being and not merely the 

absence of disease or infirmity (World Health Organization, 1947). 

These two extremes illustrate a broad range of perceptions con

cerning the concept of health. Health, a seemingly intangible 

entity, is integral to the conceptualization of health-related 

behavior. 

OVer the years, many authors and health researchers have 

attempted to define and explain health-related behavior. Kasl and 

Cobb (1966a, 1966b), in an extensive review of the literature, 

discussed three main reasons why individuals voluntarily engage in 

health-related activities: (1) to prevent illness (i.e., health 

behavior); (2) to seek diagnosis and appropriate treatment in the 

presence of symptoms (Le., illness behavior); and (3) to under

take and/or receive treatment aimed at the restoration of health 

in the presence of illness (i.e., sick role behavior). 

These three classifications of behavior (i.e., health, 

illness, and sick role) are not mutually exclusive nor as distinct 

14 
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as the above delineation might suggest. Nevertheless, the distinc

tions are valuable in attempting to explain health-related 

behavior (Rosenstock, 1974a). Also, another important distinction 

to be made is the one between "illness" and "disease." In the 

strict sense of the term, disease is an objective, sociobiological 

phenomenon characterized by altered abnormal functioning of the 

body. Whereas illness is a subjective, psychosocial phenomenon in 

which individuals perceive themselves as sick (Coe, 1970). 

Health Behavior 

Health behavior is the type of behavior exhibited by those 

persons who believe that they are healthy. It encompasses all 

activities these individuals undertake to promote health, prevent 

illness, or detect disease at an asymptomatic stage (Kasl and 

Cobb, 1966a). As a means of providing a conceptual explanation for 

health behavior, the Health Bel~ef Model was formulated by 

Rosenstock and others (Rosenstock, 1974b). 

As originally conceived, the Health Belief Model was an 

attempt to explain compliance with preventive health recommenda-

tions related to obtaining annual checkups, screening tests, and 

immunizations. According to Rosenstock (1974b, p. 3), in order for 

an individual to take action to avoid a disease he would need to 

believe 

(1) that he was personally susceptible to it, 

(2) that the occurrence of the disease would have at 
least moderate severity on some component of his 
life, and 



(3) that taking a particular action would in fact be 
beneficial by reducing his susceptibility to the 
condition or, if the disease occurred, by reducing 
its severity, and that it would not entail over
coming important psychological barriers such as 
cost, convenience, pain, embar~assment. 
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Figure 1 illustrates the interactions among the main 

elements of the Health Belief -r-Iodel as a predictor of preventive 

health behavior. The elements, as presented by Becker and Maiman 

(1975, p. 12-13), are: 

(1) the individual's subjective state of "readiness to 
take action" relative to a particular health condi
tion, determined by both the person's perceived 
likelihood of "susceptibility" to the particular 
illness, and by his or her perceptions of the prob
able "severity" of the consequences of contracting 
the disease; 

(2) the individual's evaluation of the advocated health 
behavior in terms of its feasibility and effica
ciousness (i.e., an estimate of the action's 
potential "benefits" in reducing susceptibility and/ 
or severity), weighed against perceptions of physi
cal, psychological, financial, and other costs or 
"barriers" involved in the proposed action; and 

(3) a "cue to action" must occur to trigger the appro
priate health behavior; this stimulus can be either 
"internal" (e.g., perception of bodily states) or 
"external" (e.g., interpersonal interactions, mass 
media communications). 

Illness Behavior 

Illness behavior is any activity undertaken by individuals 

who feel ill to define the state of their health and to determine 

appropriate action (Kasl and Cobb, 1966a). When a person experi 

ences an apparent deviation from health (Le., a symptom), he or 

she evaluates the symptom's meaning in terms of past experience to 



INDIVIDUAL PERCEPtIONS ID>IPYlHG FAC"l'ORS LIKRI'JUOOD OF AC'l'ION 

DemograEhic variables Perceived benefits 
(age, sex, race, of preventive action 
ethnicity, etc.) 

SocioEs~chol22ical variables 
(personality, social class, 

--.. minus 

peer and reference group Perceived barriers 
pressure, etc.) to preventive action 

Perceived Susceptibility Perceived Threat Likelihood of Taking , 
to Disease ·X" of Recommended Preven-

Perceived Seriousness Disease "X" tive Health Action 
(Severity) of Disease "X· 

CUes to Action 

Mass media campaigns 
Advice from others 
Reminder postcard from physician 
or dentist 

Illness of family member or friend 
Newspaper or magazine art~<:!~___ _ 

FIGURE 1. THE "HEALTH BELIEF MODEL" AS PREDICTOR OF PREVENTIVE HEALTH 
BEHAVIOR 

Source: Becker M. H. and Maiman, L. A. Sociobehavioral determinants of compliance 
with health and medical recommendations. Medical Care 1975;13:12. 
Used with permission of the publisher. t-> 

-...J 



18 

decide what course of action to take. The person may just observe 

the symptom, ignore it, discuss it with family or friends, treat 

it with a home remedy or non-prescription medication, or seek 

treatment from a health professional. 

The Health Belief Model, although originally formulated in 

regard to preventive behavior, has been readily applied to illness 

behavior (Kasl and Cobb, 1966a; Kirscht, 1974). As elaborated by 

Kirscht (1974, p. 61), the key elements related to illness behav-

ior are: 

(1) health motivations aroused by the symptom experi
ence, representing differences in degree of concern 
for health matters; 

(2) the threat posed by the symptoms, including physical 
harm and interference with functioning; 

(3) the benefits, efficacy or value of an action to 
reduce threat; 

(4) barriers or costs of the action. 

Figure 2 illustrates the key elements of the model in the presence 

of symptoms and presents the relationship of these elements to the 

personal characteristics of the individual. 

Suchman's (1963) model focuses on the social patterns of 

illness behavior and is divided into five transitional stages: (1) 

symptom experience; (2) assumption of the sick role; (3) medical 

care contact; (4) dependent-patient role; and (5) recovery or 

rehabilitation. Each stage represents different kinds of decisions 

and subsequent courses of action (behaviors). Figure 3 is a 
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depiction of Suchman's five stages of illness and the accompanying 

decisions, behaviors, and outcomes. 

The symptom experience stage begins with the perception 

that something is wrong. If the symptoms are not ignored, the 

action taken in this initial stage usually involves self-care 

(e.g., folk remedies, non-prescription medications). If the 

action taken does not alleviate the problem then the individual 

decides he or she is sick and enters the second stage--assumption 

of the sick role. The second stage is when the individual seeks 

provisional validation of the sick role from family, friends, and/ 

or coworkers in order to be excused from normal obligations and 

activities. This serves to reinforce (or reject) the individual's 

claim to the sick role. 

If the symptoms persist or become more severe, the indi

vidual will enter the third stage--medical care contact. This 

stage involves the decision to seek professional care for the 

medical diagnosis and treatment of the illness. The individual 

will either receive an authoritative legitimation of the illness 

or will be denied a legitimate claim to the sick role. If the 

sick role claim is validated, the individual would enter the 

fourth stage--dependen~ patient role. 

The dependent patient role stage involves the decision to 

transfer control to the physician and to accept and comply with 

prescribed treatment. When the prescribed treatment or the passage 

of time lead to an ability or willingness on the part of the 
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individual to relinquish the patient role, he or she enters the 

fifth stage--recovery or rehabilitation. 

In stage five the medical treatment comes to a close and 

the patient is dismissed or withdraws from active medical care. 

The expectation is that the individual will return to his or her 

former role, or adopt a new role of a chronic invalid or long-term 

rehabilitee. 

Twaddle and Hessler (1977) provide another model which 

delineates the varying reactions to a change from a state of 

wellness. They discuss the following factors that go into the 

decision as to whether a change from wellness is significant (p. 

125-127) : 

(1) The extent to which symptoms interfere with normal 
activities and functions. 

(2) The clarity of symptoms (i.e., the more obvious the 
symptoms are to the individual involved, the more 
likely they will be interpreted as significant). 

(3) The tolerance threshold and impression management 
of the symptomatic person (e.g., tolerance of pain). 

(4) The familiarity and seriousness of the symptoms 
(i.e., the more unfamiliar the symptoms are, the 
more likely they will be viewed as serious). 

(5) Assumptions about cause (i.e., if the individual 
has a nonthreatening explanation of the cause, such 
as a pulled muscle causing chest pain, the more 
likely it will be considered less serious). 

(6) Assumptions about prognosis (i.e., if the individ
ual believes that the symptoms will be of short 
duration and self-limiting, the less serious the 
symptoms are thought to be). 



(7) Interpersonal influence (i.e., the influence of 
significant others, as conceptualized by Friedson's 
(1961) "lay referral system", on the individual). 

(8) Other crises in the life of the symptomatic person 
(i.e., some long-standing symptoms become more im
portant because of other social stresses, such as 
retirement) • 
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Figure 4 presents the various steps in the decision-making 

process referred to by Twaddle and Hessler (1977) as a "sickness 

career." The model is a depiction of the dynamic nature a per-

son's life in regard to varying states of health. 

Sick Role Behavior 

The term "sick role" was coined by the sociologist Talcott 

Parsons (1951). Sick role behavior refers to the actions under-

taken by individuals, who perceive themselves as ill, for the 

purpose of getting well. It includes receiving treatment from 

appropriate sources, generally involves a whole range of dependent 

behaviors, and usually causes an inability to fulfill all of one's 

social roles (Kasl and Cobb, 1966a). 

According to Parsons (1951, 1979), health-related behav-

iors are defined in terms of social functioning. "Health may be 

defined as the state of optimum capacity of an individual for the 

effective performance of the roles and tasks for which he has been 

socialized" (1979, p. 132). Parsons has characterized the role 

of the sick person as having the following specific features: 

(1) This incapacity is interpreted as beyond his powers 
to overcome by the processes of decision-making 
alone~ in a sense he cannot be "held responsible" 
for the incapacity. Some kind of "therapeutic" 
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process, spontaneous or aided, is conceived to be 
necessary to recovery. 

(2) Incapacity defined as illness is interpreted as a 
legitimate basis for the exemption of the sick indi
vidual, to varying degrees, in varying ways and for 
varying periods according to the nature of the ill
ness, from his normal role and task obligations. 

(3) To be ill is thus to be in a partially and condi
tionally legitimized state. The essential condition 
of its legitimization, however, is the recognition 
by the sick person that to be ill is inherently 
undesirable, that he therefore has the obligation 
to try to "get well" and to cooperate with others to 
this end. 

(4) So far as spontaneous forces, the vis medicatrix 
naturae, cannot be expected to operate adequately 
and quickly, the sick person and those with respon~ 
sibility for him, above all, members of his family, 
have an obligation to seek competent help and to 
cooperate with competent agencies in their attempts 
to help him get well; in our society of course, 
principally medical agencies. 
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The Health Belief Model is also helpful in analyzing sick 

role behavior. Compliance with prescribed or recommended treat-

ment is a behavioral aspect of the sick role. Based on their 

review of the literature related to the Health Belief Model, 

Becker and Maiman (1975) developed a hypothetical model (Figure 5) 

for explaining and predicting compliance with health and medical 

recommendation. 

However conceptualized, health-related behavior involves 

the interaction of a multitude of factors. The factors that are 

involved in the illness models discussed include the decision as 

to what action an individual will undertake after experiencing the 

onset of symptoms. The person may observe the symptoms, ignore 
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them, discuss them with family or friends, treat themselves with a 

home remedy or nonprescription medication, or seek professional 

care. The decision to use self-treatment is made quite often, 

therefore, it is useful at this point to explore the concept of 

self-care. 

Self-Care 

As addressed by Levin (1976, p. 206), self-care is "a 

process whereby a layperson functions on his/her own behalf in 

health promotion and prevention and in disease detection and 

treatment at the level of the primary health resource in the 

health care system." Levin, Katz, and Holst (1976, p. 11) state 

that "Self-care can also be viewed as a decision-making process 

which involves self-observation, symptom perception and labeling, 

judgment of severity, and choice and assessment of treatment 

options". 

Results of studies in the United States and the United 

Kingdom indicate that a majority (70-85%) of symptoms of illness 

or injury are treated through self-care activities (White, 

Williams, and Greenberg, 1961; Fry, 1973; Williamson and Danaher, 

1978). Figure 6 illustrates how the participants in a nationally 

representative year-long study took care of everyday health prob

lems. It indicates that 9 out of 10 Americans handled their minor 

aches and ailments without seeking professional help (Harry Heller 

Research Corp., 1984). 
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A report from Sweden provides similar conclusions as to 

the magnitude of self-treatment (Karlsson, 1984). The author 

states that self-care accounts for 90 percent of all health care, 

ambulatory (outpatient) care for 9 percent, and hospitalization 

(inpatient care) for 1 percent. 

Self-care activities serve as a selective screening mech

anism through which minor and self-limiting illnesses are sorted 

out from those requiring medical care. As stressed by the'Depart

ment of Commerce (1978, p. 312), "Seventy-five percent of all 

illnesses and injuries are initially treated through self-care and 

OTC [over-the-counter] medications. If only a small percentage of 

self-treatment was shifted to medical practitioners, the patient 

load would disrupt the United States health care system." 

As evidenced by the statistics above, self-care is the 

most common form of health care in the United States and other 

parts of the world. It encompasses a wide range of behaviors 

including self-medication and the use of self-diagnostic skills 

and technology. 

A model developed by Coons and McGhan (accepted for publi

cation in 1987) provides a depiction of illness behavior which 

includes self-care as a prominant component (Figure 7). Self-care 

is a common response to everyday health problems and its signifi

cance is reflected in the model. Also, many people do not treat 

their symptoms of minor illness and, therefore, do not proceed 

through the illness stages. Health information (or knowledge) is 
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also shown as an important factor/in various stages of the illness 

decision-making process. 
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FIGURE 7. MODEL OF ILLNESS BEHAVIOR 

Coons, S. J. and McGhan, W. 
in the self-care movement. 
Accepted for publication. 
Used with permission of the 

F. The meaning of drug use 
Journal of Drug Issues. 

authors. 

Self-medication 

Self-medication may be defined as a self-care response to 

illness which involves the use of a non-prescription or OTC drug 

product. According to the findings of research conducted for The 

Proprietary Association (Figure 6), self-medication is the behav-

ioral response in 35 percent of all incidences of everyday health 
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problems (Harry Heller Research Corp., 1984). This is signifi

cantly higher than any other form of treatment. 'Other studies 

also indicate that non-prescription medications are used to a much 

greater extent than prescription medications for common illness 

episodes (Dunnell and Cartwright, 1972; Knapp and Knapp, 1972). 

The research by Knapp and Knapp (1972) found that the 

households participating in their study had an average of 17 

different OTC products in the home. Their results also indicated 

that, over a nine-month period, nonprescribed drugs were used in 

over 70 percent of illness or injury episodes. In a study by 

Bush and Rabin (1976) 36 percent of the respondents indicated they 

had self-medicated in the 48 hours prior to their participation in 

the study. Figure 8 is a depiction of the system of nonprescrip

tion drug use. 

The above research demonstrates the magnitude of self

medication and indicates that it is the consumer's first line of 

defense in health care. But, in comparison with other health-care 

costs, non-prescription drugs account for a very small portion of 

the total health-care expenditures. As can be seen in Figure 9, 

of the $355 billion spent on health care in the United States in 

1983, 1.9 percent ($6.9 billion) was spent on nonprescription 

drugs (Proprietary Association, 1985). Despite their widespread 

use, OTC medicines account for less than 2 cents of every health

care dollar spent in the u.s. 
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Source: Smith, M. C. and Knapp, D. A •. Pharmacy, Drugs and Medi
cal Care, Third Edition. Baltimore: Williams & Wilkins; 
1981, p. 11. Used with permission of the publisher. 
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Self-diagnosis 

Self-diagnosis is an ever-expanding component of self

care. Technical breakthroughs are allowing tests to be completed 

in the home that once were thought to be possible only in a labor

atory environment. As evidenced by recent research findings, self

diagnostic tests are being performed in almost one-fourth of 

surveyed households. The most popular test is the breast self

exam followed by blood pressure monitoring (Patient Searchlight, 

1986). 

Self-diagnostic products, such as home pregnancy tests, 

blood glucose tests, and blood pressure monitors, are a segment of 

the self-care market that is experiencing tremendous growth (Chi, 

1986). Sales of products in this market are projected to increase 

from $348 million in 1984 to $736 million in 1989 (Industry Re

ports, 1985). Blood pressure monitors account for the largest 

portion of total sales. 

Home test kits are confidential and convenient, but there 

could potentially be drawbacks. The Health Research Group, an arm 

of the consumer group Public Citizen, cautions that tests may 

reacli the market that are a waste of money and that could possibly 

endanger the user. But, they believe that effective home diagnos

tic tests have the potential to reduce unnecessary visits to 

physicians, save money for consumers, and improve overall health 

status (Kilman, 1986). 
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Promising additions to the self-diagnostic product market 

include a home pap smear test (Jones, 1986), an at-home test to 

discover tooth cavities (Kilman, 1986), a five-minute Strep-A 

color tape test, a urine blood test, a 10-day urine-based ovula-

tion predictor (Chi, 1986), and a test that determines the sex of 

a child during pregnancy (Rosendahl, 1986). 

Self-Care as a Social Trend 

Along with the women's health movement and consumer move-

ment of the late 1960s and early 1970s, a great public interest in 

self-care and health promotion began to develop (Steiger and 

Lipson, 1985). Although some authors have referred to self-care 

as "an emerging social movement" (Levin, Katz, and Holst, 1976, 

p. 13) or as the "emerging self-care movement" (Green et aI, 1977, 

p. 163), Schiller and Levin (1983) present a strong argument that 

what we are experiencing is a social "trend", not a social "move-

ment" in the true meaning of the term. Whatever it is called--a 

movement or a trend--the tremendous interest in self-care is truly 

a significant social phenomenon. 

Levin, Katz, and Holst (1976, p. 20) provide a list of 

several factors thought to be responsible for the phenomenal 

growth and interest in self-care: 

• the "de-mystification" of primary medical care~ 

• "consumerism" and popular demands for increased self
control--related to anti-technology, anti-authority 
sentiments~ 

• changes in life-style and rising educational levels~ 



• lay concern with regard to perceived abuses in medical 
care1 and 

• the lack of availability of medical services. 
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The changing pattern of disease has also been a factor 

working toward increased interest and involvement in self-care 

(Sehnert, 1980, Green, 1984). We have moved from a society of 

"curative" disease to one of "carative" disease (Levin, 1981). A 

half century ago, the majority of all illness was acute, with only 

30 percent being chronic. Today, 80 percent of all illness is 

chronic (The Proprietary Association, 1983). Figure 10, adapted 

from the work of Levin (1982), illustrates the dramatic shift from 

a preponderance of acute illness episodes to the dominance of 

chronic and degenerative illnesses, which tend to be more amenable 

to self-management practices. 

Sehnert (1980, p. 15) provides further insight on the 

impact of the changing demographics of disease: 

••• self-care is being forced upon us by the change in 
illness patterns over the past two decades. In America, 
until recent years, the major killers and maimers were 
natures pathogens: polio, measles, TB, pneumonia, meningi
tis, and other infectious diseases. Today the primary 
enemies are man-made pathogens: obesity, stress, lack of 
exercise, automObiles, cigarettes, drugs, alcohol, and 
other cultural and environmental forces. 

While the diseases of the past could be controlled by 
washing one's hands, taking an injection, and following 
the doctor's orders, the majority of today's illnesses, 
injuries and deaths are the result of our health-related 
behavior. 

We cannot expect our doctors to protect us from our 
own behavior. Increasing attention must be paid to what 
we, as individuals, can do. We must learn to understand 
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and use the tools of self-care, to become, in a very real 
sense, our own doctors. 
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other factors fueling the self-care phenomenon are in-

creasing medical care costs and disillusionment with the medical 

establishment. Naisbitt (1982), in discussing the paradigm shift 

from institutional help to self-help, states that during the 

1970s, Americans began to disengage from the institutions (e.g., 

the medical establishment) that had disillusioned them and to 

relearn the ability to take action on their own behalf (e.g., 

medical self-care). Naisbi tt's conclusions are shared by Brody 

(1980, p. 719) who asserts that "Despite unprecendented advance-

ments in knowledge and technology, the American people have never 

been more disillusioned and discontented with health care deliv-

ery." These sentiments are in contrast with Levin (1981, p. 221) 

when he states: 

It is not so much a matter of mistrust of the health 
establishment or disappointment with its effectiveness 
(although these contribute), but a more positive sense 
that increasing lay competence in primary health care is 
the most effective, safest, most available, most accept
able, and more economical way of meeting health needs. 

The diverse reasons cited make it apparent that the self

care trend is a response to, and the result of, a multitiude of 

factors. The significance of the trend calls for a reorientation 

of the health-care system to recognize and support the consumer as 

the primary caregiver who can draw upon assistance from heal th

care professionals in a supplementary way (Silten and Levin, 

1979). Although the major burden is on the consumer to become more 
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actively involved in their own health care, health professionals 

need to facilitate the transfer of health-care knowledge, skill, 

and technology to the public. 

Self-Care Information 

OVer the last decade, an extraordinary number of publica

tions have hit the consumer market in response to the demand for 

health-care information. It was estimated. that in 1979 there 

were roughly 3500 different allopathic texts on do-it-yourself 

health care, from psychotherapy to physical therapy (Levin, 1980). 

This number does not include the numerous "non-traditional" or 

non-allopathic health-care publications in print. In the time that 

has passed since the estimate was made, many more books have been 

added to that list. 

Some of the more recent publ ications aimed at consumers 

are: Complete Home Medical Guide (Columbia University College of 

Physicians and Surgeons, 1985); Take Charge of Your Health: The 

Guide to Personal Health Competence (Ways, 1985); Complete Guide 

to Symptoms Illness and Surgery (Griffith, 1985); and Medical 

Access (Wurman, 1985). 

OVer the years, numerous authors have documented the pub

lic's inability to recognize and deal appropriately with heal th 

problems (Koos, 1954; Knapp and Knapp, 1972; Bush and Rabin, 

1976). These studies demonstrate the need and justify the effort 

to provide self-care education to the public in regard to health 

and illness behavior. Levin, Katz, and Holst (1976, po 10) state 
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that "The most crucial limitations in self-care functioning stem 

from the motivation, knowledge, custom, and competence of the 

individual." 

There are a variety of self-care educational programs 

being offered throughout the United states. Most of these have 

not been extensively evaluated, but, according to Defriese and 

associates (1981, p. 48), they all are designed to help persons: 

1. accept more individual responsibility for their own 
care and that of their families; 

2. learn skills of observation, description, handling of 
common illnesses, injuries, and emergencies; 

3. increase their basic knowledge about health problems 
and health promotion skills to improve their own health 
and that of their family; and 

4. learn how to use health care resources, personnel 
services, insurance, and medications more economically 
and appropriately. 

As stated in the Surgeon General's Healthy People report 

(Department of Health, Education, and Welfare, 1979), individuals 

already in the health care system, or about to be, are probably 

the easiest targets for health education. Analysis of several 

health education programs involving self-care for the treatment of 

specific diseases or populations indicates that they can improve 

patient well-being and/or reduce costs. 

Successful self-care programs have been targeted at hemo-

philiacs (Levine and Britten, 1973), diabetics (Graber, Christman, 

and Alonga, 1974; Guthrie, Guthrie, and Hinnen, 1986), hyperten-

sive patients (Haynes, Gibson, Hacket, et al., 1976), pediatric 
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asthmatics (Whitman, West, Brough, and Welch, 1985), cancer pa

tients (Dodd, 1984), elders (Nelson, McHugo, Schnurr, et al., 

1984), HMO enrollees (Vickery, Kalmer, Lowry, et al., 1983) and 

arthritics (Lorig, Lubeck, and Holman, 1982). Other studies have 

demonstrated that programs aimed at performing self-diagnosis and 

treatment for colds can be cost-effective for upper respiratory 

infection management (Estabrook, 1979; Roberts, Imrey, Turner, et 

al., 1983; Zapka and Averill, 1979). 

A well-known set of self-care algorithms has been publish

ed by Vickery and Fries (1981). Their book, Take Care of Your

self: A Consumer's Guide to Medical Care, is a best-seller, which 

underscores the high degree of interest in this area. Other 

publications of this typewhich use self-care algorithms are How 

to be Your Own Doctor - Sometimes (Sehnert and Eisenberg, 1975) 

and Taking Care of Your Child (Pantell, Fries, and Vickery, 1977). 

The Vickery and Fries (1981) book has become one of the 

more evaluated books of its kind. In the introduction to the 

second edition, the authors relate several ongoing studies that 

were looking into the effectiveness of their publication. Although 

no information was given from which to judge their scientific 

merit, preliminary findings of the research provide some insight 

into the self-care issues being studied. 

In one study, the indications for seeking care were 

checked against the conditions of patients as they carne to their 

physician or local emergency room. About one-half of all visits 
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for new problems couid have been avoided had patients followed the 

algorithms in the book. Another study of consumers revealed that 

the majority of them found that the book improved the effective

ness and appropriateness of their medical care, and over half 

felt it had saved them money (Vickery and Fries, 1981). 

Moore et al. (1980», in a randomized trial of the Vickery 

and Fries' self-care algorithms, found that the number of visits 

were reduced but the sample was not large enough to detect a 

statistically significant difference. Moore and his associates 

found no negative outcomes from the use of the book, and they did 

uncover positive effects on attitudes toward self-care and confi

dence in the management of medical problems. 

A more recent study by Vickery and associates (1983) found 

statistically significant decreases in total medical visits and 

minor illness visits for groups which had received written commun

ications emphasizing appropriate health care behavior (via 

symptom-based, self-care algorithms). The results of a study by 

Fleming et al. (1984) suggest that self-care users visit the 

physician less often and stay fewer days in the hospital. 

This literature indicates that there are several potential 

benefits of effective self-care educational strategies, including 

reduced medical-care costs through more effective utilization of 

health-care resources as well as greater consumer satisfaction and 

confidence in the management of their personal health care. 
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Theoretical Framework 

"Two constructs--beliefs and attitudes--are central to the 

understanding of health-related behaviors" (DiMatteo and DiNicola, 

1982, p. 123). Therefore, it was essential that this investiga

tion be conceptually based on a theoretical framework which has 

these two elements as an integral part. An attitude can be de-

fined as an individual's evaluation of the object (a person, a 

situation, a behavior) in question (e.g., involvement in self

care). A belief involves the relationship between an attitude 

object (e.g., involvement in self-care) and some perceived attri-

bute of that object (e.g., saves time and money) (Stang and 

Wrightsman, 1981). 

The "theory of reasoned action" provides the framework for 

this investigation. The theory was introduced by Fishbein in 1967 

. and further refined, developed, and tested by Fishbein and Ajzen 

(1975; Ajzen and Fishbein, 1980). For the purpose of this study, 

the theory offers an explanation of' the role of beliefs and atti-

tudes in influencing an individual's health behavior. As stated by 

Ajzen and Fishbein (1980, p. 5): 

Generally speaking, the theory is based on the assumption 
that human beings are usually quite rational and make 
systematic use of the information available to them. We 
do not subscribe to the view that human social behavior is 
controlled by unconscious motives or overpowering desires, 
nor do we believe that it can be characterized as capri
cious or thoughtless. Rather, we argue that people 
consider the implications of their actions before they 
decide to engage or not to engage in a given behavior. 
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According to the theory, behavior is a function of an 

individual's behavioral intention (intention to perform or not 

perform a behavior). An individual's behavioral intention is 

determined by two fundamental constructs: (1) attitude toward the 

behavior and (2) perception of the social pressure to perform or 

not perform the behavior (subjective norm). Attitude toward a 

behavior is a function of the individual's beliefs concerning the 

value of the expected outcome of the behavior. 

Figure 11 is a diagram from Ajzen and Fishbein (1980) 

which summarizes the interaction of these elements. In the words 

of Ajzen and Fishbein (1980, p. 80): " ••• beliefs influence atti

tudes and subjective norms; these two components influence 

intentions; and intentions influence behaviors." 

Most theories agree that beliefs, and the attitudes that 

result from them, are not innate--they are learned; they develop 

and are organized through experience. Beliefs and attitudes are 

relatively enduring and consistent over time but can be changed 

through effective interventions (DiMatteo and DiNicola, 1982). 

Beliefs and attitudes are inferred; they are not measured directly 

but rather deduced from observable data. 

The link between the methodology of this study and the 

theoretical framework is discussed in Chapter 3 
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Measurement of Health-Related 
Attitudes and Beliefs 

Krantz Health Opinion SUrvey 
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The Krantz Heal th Opinion Survey (KHOS) was developed to 

measure attitudes toward different treatment approaches (Krantz, 

Baum, and Wideman, 1980). It was designed to evaluate individual 

differences in preference for health-care information and behav-

ioral involvement (i.e., self-care and active participation) in 

medical care. By measuring these differences, it was intended to 

provide a useful means of matching patients to particular practi-

tioners or treatment approaches. 

This is based on the notion that people who prefer active 

involvement should respond more positively to approaches that 

emphasize participation, and those who prefer less of an active 

role should respond more positively to less involvement. Like-

wise, people who prefer being well .informed of their health status 

should respond more favorably to information during their treat

m~nt, whereas not giving information to those individuals who do 

not prefer it should prove beneficial (Clymer, Baum, and Krantz, 

1984). 

The measurement instrument is a self-administered survey 

which yields a total score and two independent subscales. The 

information (1) subscale measures preferences for health-related 

information. The behavioral involvement (BI) subscale measures 

preferences for self-care and active participation in medical 
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care. High scores indicate favorable attitudes toward health care 

information and self-directed treatment. 

In initial testing on college students by the instrument's 

developers, the total scale demonstrated an internal consistency 

(Kuder-Richardson 20) of .77. Reliabilities of the behavioral 

involvement and information subscales were. 74 and. 76, respec

tively. Test-retest reliability over a 7-week period for the 

total, BI, and I were .74, .71, and .59 respectively (Krantz, 

Baum, and Wideman, 1980). 

The validity of the KHOS was addressed by the authors 

through a series of validation studies (Krantz, Baum, and Wideman, 

1980). In one study, the instrument was administered to three 

predetermined groups of college students. The first group was made 

up of students enrolled in a self-help course. It was reasoned 

that these individuals had a greater interest in self-care and 

obtaining health information. The second group was made up of 

dormitory residents, presumably to provide a representative 

scoring on the scales for the average college student. The third 

group was comprised of a group of college infirmary users. Since 

most of these individuals entered the infirmary with minor, self

limiting disorders, it was expected that they would score lower on 

the behavioral involvement subscale than the other two groups. 

The results sUbstantiated the instrument's predictive 

validity. As expected by the researchers, the self-help group 

scored higher on the BI and I subscales than the other two 
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groups. Also, the infirmary users scored lower than the dormitory 

residents on the BI subsea Ie, but did not differ on the I subsea Ie 

or total score. 

In investigating the construct validity of the instrument, 

the instrument's developers found that the BI subsea Ie is associ

ated with differences in attempts to self-diagnose and self

medicate. Krantz, Baum, and Wideman (1980) reported that college 

students who have a preference for more active involement in their 

health care (i.e., high scores on the BI subsea Ie) are less likely 

to seek the services of health-care providers for symptoms of 

minor illness, whereas those who do not want an active role in 

their care (i.e., low scores on the BI subscale) are more likely 

to seek medical attention. 

Another study also suggested that preferences measured by 

the KHOS are important determinants of health-related behaviors. 

Krantz, Baum, Wideman, and Douma (1980) reported that among 

middle-class adults living in urban areas, preferences for behav

ioral involvement were associated with a lower utilization rate of 

medical facilities and, specifically, less use of physician ser

vices. 

Auerbach, Martelli, and Mercuri (1983) used the Informa

tion subscale of the KHOS as one of the measures in their research 

into anxiety in patients undergoing dental extraction surgery. 

Forty patients scheduled for dental extractions were given either 
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specific or general preparatory information regarding the proce

dure. This information was presented in either a personalized or 

relatively impersonal manner. The Dental Anxiety Scale was then 

used to determine the level of anxiety during the experimental 

period (i.e., presurgical, surgical, and postsurgical). The most 

powerful determinent of adjustment (i.e., ability to cope with the 

anxiety) was the congruence between patient preference for infor

mation and the specificity of the information received. These 

results lend credence to the original premise behind the develop

ment of the KHOS7 i.e., people respond better when the treatment 

approach they receive is the one they prefer. 

No research has been reported that used the KHOS to mea

sure attitudinal change as the result of an educational/ 

promotional intervention. The studies published to date have been 

descriptive and correlational in nature. 

Hul tidimensional Health Locus of Control 

Locus of control research has its roots in Rotter's (1954) 

social-learning theory. Rotter's theory suggests that the 

potential for performing a behavior is jointly dependent on an 

individual's expectancy that the behavior will lead to a 

particular outcome and the perceived value of that outcome. The 

expectancy that one's outcomes are the direct results of one's 

behavior is termed an internal locus of control orientation. 

Beliefs (expectancies) that one's outcomes are under the control 
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of fate, chance, or other outside forces are indicative of an 

external locus of control orientation (Rotter, 1966). 

In an effort to provide a locus of control measure 

specifically related to health, Wallston, Wallston, Kaplan, and 

Maides (1976) developed the Heal th Locus of Control (HLC) scale. 

This instrument was designed to measure beliefs regarding one's 

ability to exert control over health. It was a continuum from 

high internal (i.e., strong belief of one's own control over 

health) to high external (i.e., strong belief that health was 

outside of one's control). This instrument proved to be rather 

disappointing empirically and was later effectively replaced by a 

revised version, the Multidimensional Health Locus of Control 

(MHLC) developed by Wallston, Wallston, and DeVellis (1978). 

The MHLC reflects three dimensions of beliefs: internal 

heal th locus of control (IHLC), powerful others health locus of 

control (PHLC), and chance health locus of control (CHLC). The 

PHLC (i.e., the belief that health professionals control one's 

heal th) and CHLC (i.e., the belief that one's health is under the 

control of luck or fate) are both measures of externality. This 

instrument has proven to be more valuable methodologically as well 

as conceptually (DiMatteo and DiNicola, 1982). Most of the 

studies reported to date have utilized the original HLC scale. 

Several of the studies involving the HLC instrument have 

produced interesting results. Dunn (1980) found a negative 

correlation between PHLC and attitude toward self-care, a 
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construct similar to the BI subscale of the KHOS. There is an 

indication in the research of deHaas and vanReken (1979) that 

women with internal HLC beliefs report fewer menstrual symptoms. 

Higher IHLC was found to be related to the practice of breast 

self-examination (Fischberg, 1979). 

Using health locus of control as a dependent variable has 

for the most part, been discouraging. Several studies of health 

education programs have not found changes in locus of control 

beliefs consistent with the intent of the program (Davis, 1979; 

Nagelberg, 1979; Schiller, Stekler, Dawson, and Heyman, 1979). It 

is not clear whether this lack of significant findings is 

associated with the programs or the measuring instrument. One 

problem may have been that the program participants were all 

healthy and relatively high on the internality subscale to begin 

with, leading to a ceiling effect with little chance of raising 

internal beliefs (Wallston and Wallston, 1982). 



CHAPTER 3 

METHODOLOGY 

Research Design 

The purpose of this study was to evaluate the effect of an 

intervention involving the provision of self-care information. 

The intervention was developed in an attempt to modify the parti

cipants' attitudes and beliefs regarding involvement in their own 

health care. To measure the effect of the intervention, a 

posttest-only control group design was utilized. Using the pre

sentation style of Campbell and Stanley (1966), the design is 

represented as follows: 

R X 0 

R 0 

where R designates random assignment, X is the intervention, and 0 

is the observation or measurement. This is an effective design in 

that it controls for all of the major threats to the internal 

validity of the study. It is especially appropriate when an 

alternate form of the measurement instrument is not available, 

as is the case with the Krantz Health Opinion Survey. 

The design dictates that the subjects are randomly assign

ed to one of two groups: control or treatment. Subjects in the 

control group completed the survey instrument (0) only. Subjects 
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in the treatment group received the intervention (X) and then 

completed the survey instrument (0). 

Study Population 

The study population consisted of students entering the 

Student Health Service at the University of Arizona from April 21, 

1986 to May 9, 1986. (All students enrolled at the University are 

eligible for outpatient services.) The Student Health Service is 

open from 8:00 AM to 5:00 PM Monday through Friday and 9:00 AM to 

1:00 PM Saturdays and Sundays. The average waiting time to see a 

practitioner on a walk-in basis is approximately 20 minutes. This 

provided adequate time for completion of the intervention and 

survey instrument while the participant was in the waiting room 

prior to their health-care provider visit. 

Sample Size Determination 

The approximate sample size necessary to reach statistical 

significance was estimated prior to the implementation of the full 

study by using statistical power analysis tables developed by 

Cohen (1977). For the purpose of this estimate, it was assumed 

that the effect size would be comparable to that found in an 

initial pilot study. To obtain a significant difference (one-

tailed, alpha = .05) between the KHOS Behavioral Involvement 

subscale scores of the treatment and control group, it was pro

jected that a minimum of 150 participants would be necessary in 

each of the two groups. 
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Data Collection 

Students were asked to participate in the study after 

checking in at the front desk of the Student Health Service. 

Potential participants were verbally provided with three assuran

ces: (1) their participation was strictly voluntary; (2) the 

information obtained during the study would be confidential; and 

(3) their responses to the survey instrument would in no way 

affect the care provided by the Student Health Service. 

After agreeing to participate in the study, participants 

were handed a manila envelope which contained either the survey 

instrument only (control group) or a survey instrument and the 

intervention materials (treatment group). The envelopes appeared 

similar and had been randomly arranged prior to handing them out 

to the participants. Upon completion of the survey instrument, 

the participants were requested to return it to the person that 

had asked for their participation. 

Intervention 

The intervention received by members of the treatment 

group was contained in the manila envelope. The first part of the 

intervention consisted of one page of general information pertain

ing to the benefits of an individual taking more responsibility 

for their own health (Appendix A). The subjects were asked to read 

this page before continuing on to the remaining material in their 

envelopes. 
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The second part of the intervention was a 62 page self

care booklet compiled from excerpts from Complete Guide to Symp

toms, Illness & Surgery (Griffith, 1985). Appendix B contains 

the booklet's table of contents, selections from the book which 

expiain how to use the illness and disorder charts, and two exam

ples of the charts. Along with 39 illness and disorder charts, the 

booklet contained excerpts from the book on emergency first aid 

and lifestyle (e.g., dieting, exercise). 

The subjects were requested to briefly review the contents 

and sections of the booklet. After familiarizing themselves with 

the format and purpose of the booklet, the subjects were asked to 

complete the questionnaire. (The only human involvement in the 

data collection process was in handing out the envelopes and 

collection of the completed material. All instructions regarding 

the appropriate order for completion of the intervention were 

included in the text of the written material.) 

Instrument 

The survey instrument (Appendix C) is a four-page ques

tionnaire developed around the Krantz Health Opinion Survey (KHOS) 

and the Multidimensional Health Locus of Control (MHLC). Other 

than the KHOS and MHLC portions of the questionnaire, the subjects 

were also asked to fill in information concerning the following: 

• sex; 

• year of birth; 

• symptom(s) leading to the Student Health Service visit; 



• if the symptom(s) were initially treated a.t home (yes/no); 

• if so, what was the source of self-treatment information 

(four choices plus other were given); 

• preferred source of information for. treatment of symptoms 

of minor illness (six sources of information were given); 

• estimates of visits to health-care providers during the 

last year and last two years; and 

• projected visits to health-care providers during the next 

year and next two years. 

Relationship to the Theoretical Framework 

56 

The instrument was designed to provide a measurement of 

certain elements of the theoretical framework of the study--the 

Theory of Reasoned Action (Ajzen and Fishbein, 1980). In fitting 

with the theory's basic premise, a measure of the respondents 

beliefs, attitudes, and behavioral intention was obtained by the 

survey instrument. The intervention was an attempt to modify the 

treatment group's beliefs and attitudes regarding self-care, lead

ing to a change in behavioral intentions. 

Beliefs were determined by the Multidimensional Health 

Locus of Control which measures the degree to which individuals 

believe their health is controlled by internal or external factors 

(Wallston and Wallston, 1982). Attitudes toward information and 

active involvement in health care were measured by the Krantz 

Health Opinion Survey (Krantz et al., 1980) 
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Measuring health behaviors was not within the scope of 

this investigation. To properly measure health behaviors (e.g., 

utilization of health-care services), a minimum of one year of 

data collection, both prospectively and retrospectively, is 

usually required. Besides being time-consuming, behavioral studies 

are normally quite expensive to plan and conduct. 

Therefore, behavioral intentions were used as a proxy for 

behaviors. This was done under the assumption that "most behav

iors of social relevance are under volitional control and are thus 

predictable from intentions. From our point of view, intention is 

the immediate determinant of behavior, and when an appropriate 

measure of intention is obtained it will provide the most accurate 

prediction of behavior" (Ajzen and Fishbein, 1980, p. 41). Behav

ioral intentions were measured by deriving change scores from the 

respondents' answers to the questions regarding past utilization 

and projected future utilization of health care providers. 

Krantz Health Opinion SUrvey 

Starting on the second page of the instrument, items 1 

through 16 comprise the KHOS portion of the questionnaire. The 

KHOS contains two independent components--the Information (I) 

subscale and the Behavioral Involvement (BI) subscale. The follow

ing items make up the I subscale of the KHOS: 1, 3, 4, 8, 10, 15, 

and 16. The BI subscale of the KHOS includes the following items: 

2, 5, 6, 7, 9, 11, 12, 13, and 14. 
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The original KHOS instrument developed by Krantz and asso

ciates (1980)", used a dichotomous agree--disagree response format. 

For the purpose of this study, a 6-point Likert-type response 

scale was used to allow for greater di~crimination. The response 

scale ranged from 1 (strongly disagree) to 6 (strongly agree). 

(Smith et al., 1980, also used the 6-point scaling for their 

research involving the KHOS.) High scores indicate favorable 

attitudes toward (a) information concerning health care or (b) 

self-treatment and active involvement in health care. Items 1, 3, 

5, 6, 9, 10, 11, 12, 13, and 15 are negatively worded statements. 

Therefore, to enable proper scoring of the subscales and total, 

the responses obtained on these items were reversed. 

Hul tidimensional Health Locus of Control 

The MHLC portion of the questionnaire starts on the third 

page and consists of items 17 through 34. The MHLC is comprised 

of three, 6-item independent subscales--Internal (IHLC) , Powerful 

Others (PHLC) , and Chance (CHLC). The IHLC includes items 17, 22, 

24, 28, 29, and 33. Items 19, 21, 23, 26, 30, and 34 make up the 

PHLC. The CHLC is made up of items 18, 20, 25, 27, 31, and 32. 

The MHLC also utilizes a 6-point L~kert-type response scale with 

scoring from 1 (strongly disagree) to 6 (strongly agree). 

Data Analysis 

A total of 392 individuals participated in the study 

during the three week study period. The questionnaire each parti

cipant was requested to complete contained several independent 



59 

questions and subscales. Therefore, an unanswered question or 

in.complete subscale did not necessitate throwing out data obtained 

from other completed portions of the instrument. If one or more 

of the items wi thin a subscale were not answered, the full sub

scale was considered missing data. If more than one answer was 

given for an item within a subscale, a coin toss determined the 

assigned answer. 

The data was analyzed using SYSTAT, a microcomputer-based 

statistical package (Wilkinson, 1984). The units of comparison 

were the control and treatment group. For the continuous varia

bles on the questionnaire (i.e., age; number of visits; the Total 

score and I and BI subscale scores of KHOS; and the IHLC, PHLC, 

and CHLC subscale scores of the MHLC), analysis was carried out ~y 

independent t-tests. Appendix D contains a listing of all the 

variables analyzed along with their scaling/scoring technique or 

method of measurement. 

An assumption of the Likert-type scaling, as used on the 

KHOS and the MHLC, is that each point on the scale has approxi

mately the same intensity as the others. Therefore, Likert-type 

scaling is considered an interval scale providing continuous data 

(Babbie, 1973). Likert-type scales represent one of the most 

widely used and valid approaches for measuring interests or atti

tudes (Nunnall.y, 1978). 

For the section of the questionnaire that asked for level 

of preference for treatment information sources, repeated measures 

analysis of variance was utilized. For data involving dichotomous 
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variables (i.e., sex, initially treated at home) or other discrete 

variables (i.e., symptoms, treatment source used), Chi-square 

analysis was conducted. 

. Assumptions 

The assumptions for this study were: 

1. The self-reported responses accurately reflected the sex, age, 

behavior, preferences, attitudes, and expectations of the 

respondents. 

2. The sample accurately reflected the target population of stu

dents entering the Student Health Service at the University of 

Arizona. 

3. The sample responses were not influenced by the size of the 

packet received or by contamination due to information received 

by other study participants. 

Limitations 

The limitations of this study were: 

1. The measure of behavior, preferences, attitudes, and beliefs 

was limited by the reliability and validity of the measure

ment instrument. 

2. The survey was representative of students entering the Student 

Health Service at the University of Arizona during the time 

frame covered by this study. 



CHAPTER 4 

RESULTS AND DISCUSSION 

Reliability of the Instrument 

To check the reliability of the instrument, measures of 

the internal consistency of the scales/subscalesof the Krantz 

Health Opinion Survey and Mult~dimensional Health Locus of Control 

were determined by using alpha coefficients. 

obtain the alpha coefficients is as follows: 

Alpha reliability = -1 + (K-1) R 

The formula used to 

where K equals the number of items on the scale or subscale, and R 

is the mean correlation of those items. 

The calculated alpha reliabilities for the total scale, 

Information (I) subscale, and Behavioral Involvement (BI) sub-

scale of the KflOS were .81, .76, and .80, respectively. These 

reliabilities are quite acceptable for this research and are 

comparable to those found in the literature. Krantz and 

associates (1980), the developers of the KHOS instrument, reported 

reliabilities of .77, .76, and .74 for total, I, and BI, respec-

tively. 

For the MHLC, the alpha reliabilities of the internal 

(IHLC), powerful others (PHLC), and chance (CHLC) subscales were 
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.71, .70, and .67, respectively. These reliability coefficients 

are also quite acceptable for this research and, as above, are 

comparable to those found in the literature. Wallston et al. 

(1978), the developers of the MHLC instrument, reported alpha 

reliabilities of .77 for IHLC, .67 for PHLC, and. 75 for CHLC. 

Demographics 

Of the 392 individuals that participated in the study, 204 

were in the control group and 188 were in the treatment group. An 

independent t-test demqnstrated that the sample sizes of the 

treatment and control group were not significantly different. 

Table 1 provides the breakdown of the total by sex and assigned 

group membership. (Owing to the fact that one member of the treat

ment group did not check either male or female, the total sample 

in Table 1 is 391). Based'on chi-square analysis, there were no 

significant differences between the control and treatment group in 

regard to the proportion of females and males randomly assigned to 

either group. 

The subjects ranged from 18 to 54 years of age, with a 

mean of 23.5 years. The mean ages for the control and treatment 

group were 23.8 years and 23.3 years, respectively. Based on an 

independent t-test, there was no significant difference between 

the mean age ,of the control and treatment group. 

These findings indicate that the random assignment process 

provided relative equality of the groups in regard to sample size, 

sex, and age. 



TABLE 1. SEX AND ASSIGNED GROUP MEMBERSHIP 

Sex 
Group Female Male Total 

Control 102 102 204 
(50.7) (53.7) (52.2) 
[50.0] [50.0] [100] 

Treatment 99 88 187 
(49.3) (46.3) (47.8) 
[52.9] [47.3.] [100] 

Total 201 190 391 
(100) (100) (100) 
[51.4] [48.6] [100] 

Numbers in parentheses are percent of total for the column. 

Numbers in brackets are percent of total for the row. 

Chi-square analysis (x 2=1.43, df=l) indicates no 
significant difference between the groups in regard to sex 
at alpha=0.05. 
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Symptoms Leading to the 
Student Health Service Visits 
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The subjects were asked to write-in the symptom or symp

toms leading to their visit to the Student Health Service. The 

responses were subsequently assigned to one of nine general symp

tom categories. If more than one unrelated symptom was written 

down, the first answer given was used for assignment to a cate

gory. The categories used were derived from a publication of the 

American Medical Association (1970). 

Table 2 lists the symptom categories and provides a break

down of the categories by group membership. Chi-square analysis 

demonstrated no significant differences between the control and 

treatment group in regard to the symptoms leading to the visits. 

This provides further evidence of the effectiveness of the random 

assignment process. 

It is interesting to note that respiratory symptoms (e.g., 

cough, head or chest congestion, sore throat) were responsible for 

almost a third (31.8 percent) of the participant's visits to the 

Student Heal th Service. This is consistent with other findings 

which indicate that large numbers of patients visit ambulatory 

settings for upper respiratory symptoms, many of which are 

relatively minor (Estabrook, 1979; Zapka and Averill, 1979). 

Use of Home Treatment/Self-Care 

On the questionnaire, the subjects were asked to indicate 

~hether or not they initially treated their symptoms at home. 

Table 3 provides their responses broken down by group membership. 



TABLE 2. REASON FOR VISIT TO STUDENT HEALTH SERVICE 
RELATED TO ASSIGNED GROUP MEMBERSHIP 

Group 
Reason for visit Control Treatment Total 

Skin and tissue 35 35 70 
(18.3) (19.4) (18.9) 

Musculoskeletal system 12 18 30 
(6.3) (10.0) (8.1) 

Respiratory system 70 48 118 
(URI/ "cold" ) (36.6) (26.7) (31. 8) 

Cardiovascular system 3 1 4 
(1.6) (0.5) (1.1) 

Digestive system 12 16 28 
(6.3) (8.9) (7.5) 

Genitourinary/OB 13 9 22 
(UTI/STD) (6.8) (5.0) (5.9) 

Eye and ear 14 20 34 
(7.3) (11.1) (9.2) 

Depression/stress 5 5 10 
/anxiety (2.6) (2.8) (2.7) 

Other 27 28 55 
(14.1) (15.5) (14.8) 

Total* 191 180 371 
(99.9) (99.9) (100) 

Numbers in parentheses are percent of total for the column. 

*Totals may not equal 100 percent due to rounding. 

Chi-square anal ysis (x 2 = 9.23, df= 8) indicates no 
significant differences between treatment and control group 
in regard to reason for visit at alpha=0.05. 
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TABLE 3. USE OF HOME TREATMENT AND ASSIGNED GROUP 
MEMBERSHIP 

Used Home Treatment 
Group Yes No Total 

Control 120 76 196 
(52.6) (51.0) (52.0) 
[61.2] [38.8] [100] 

Treatment 108 73 181 
(47.4) (49.0) (48.0) 
[59.7] [40.3] [100] 

Total 228 149 377 
(100) (100) (100) 
[60.5] [39.5] [100] 

Numbers in parentheses are percent of total for the column. 

Numbers in brackets are percent of total for the row. 

Chi-squared analysis (x 2=0.11, df=l) indicates no 
significant difference between the groups in regard to use 
of home treatment at alpha=0.05. 
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Chi-square analysis demonstrated no significant difference between 

the treatment and control group in regard to the proportion of 

group members using or not using home treatment. 

In Table 4, information is presented which compares the 

reason for visit to the Student Health Service with whether or not 

the symptoms were initially treated at home. (Chi-square analysis 

regarding group membership and the specific reason for visit is 

not possible due to the fact that more than one-fifth of the cells 

are sparse, i.e., have less than five entries. Further collapsing 

of the categories to allow for statistical analysis is not deemed 

appropriate. ) 

The data in Table 4 shows that respiratory symptoms, such 

as those resulting from the common cold, are far more likely to be 

initially treated at .home than symptoms in all other categories 

except "depression/stress/anxiety." (The findings in the "depres

sion/stress/anxiety" category are suspect due to inadequate sample 

size within that category). Of the 116 subjects whose visits were 

the result of respiratory symptoms, 78 percent initially treated 

their symptoms at home. 

This finding is in sharp contL'3st with the "genitourinary/ 

OB" category (e.g., sexually transmitted diseases, urinary tract 

infeqtions) in which only 23 percent of the subjects initially 

treated themselves at home. The only additional category which 

had a self-:-treatment rate of under 50 percent was "other". In' the 

"other" category, which included symptoms such as dizziness, memo

ry problems, and unexplained weight loss, 38 percent of the 



TABLE 4. REASON FOR VISIT TO STUDENT HEALTH SERVICE RELATED TO WHETHER OR NOT THE 
SYMPTOMS WERE INITIALLY TREATED AT HOME 

Control Group Treatment Group Total 
Reason for Visit (n=196) (n=181) 

Treated at home? Treated at home? Treated at home? 
Yes No Yes No Yes No 

Skin and tissue 20 14 19 16 39 30 
(16.7) (18.4) (17.6) (21. 9) (17.1) (20.1) 

Musculoskeletal system 8 4 13 4 21 8 
(6.7) (5.3) (12.0) (5.5) (9.2) (5.4) 

Respiratory system 51 18 40 7 91 25 
(URI/"cold") (42.5) (23.7) (37.0) (9.6) (39.9) (16.8) 

Cardiovascular system 2 1 0 1 2 2 
(1. 7) (1. 3) (0) (1. 4) (0.9) (1.3) 

Digestive system 8 4 11 5 19 9 
(6. 7) (5.3) (10.2) (6.8) (8.3) (6.0) 

Genitourinary/OB 3 10 2 7 5 17 
(UTI/STD) (2.5) (13.2) (1.9) (9.6) (2.2) (11.4) 

(Continued on following page) 
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TABLE 4. Continued 

Control Group Treatment Group 
Reason for Visit (n=196) (n=181) 

Treated at home? Treated at home? 
Yes No Yes No 

Eye and ear 9 5 9 11 
(7.5) (6.6) (8.3) (15.1) 

Depression/stress/ 5 0 3 2 
anxiety (4.2) (0) (2.8) (2.7) 

other 10 15 10 17 
(8.3) (19.7) (9.3) (23.3) 

Unknown (missing data) 4 5 1 3 
(3.3) (6.6) (0.9)· (4.1) 

Total* 120 76 108 73 
(100.1) (100.1) (100) (100) 

Numbers in parentheses are percent of total for the column. 

*Totals may not equal 100 percent due to rounding. 

Total 

Treated at home? 
Yes No 

18 16 
(7.9) (10.7) 

8 2 
(3.5) (1.3) 

20 32 
(8.8) (21.5) 

5 8 
(2.2) (5.4) 

228 149 
(100) (99.9) 

0\ 
\0 
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subjects initially treated their symptoms at home. The subjects 

in the remainder of the symptom categories all had self-treatment 

rates of 50 percent or greater. 

Source of Home Treatment/Self-Care Information Used 

The subjects who initially treated their symptoms at horne 

were asked to indicate the source of information concerning their 

self-care measures. Table 5 contains the choices the subjects 

were given on the questionnaire and the breakdown of their respon

ses by group membership. The respondents were asked to check all 

that applied. The relative rankings of the sources, as derived 

from the frequency each source was checked, are the same for both 

groups; no significant differences were found. 

Overall, the self-care information source checked most 

frequently by the subjects was "family members and/or friends." 

Of the 228 subjects who initially treated their symptoms at home, 

109 (48 percent) stated that they used family members or friends 

as a source of horne treatment advice. This corroborates Fried

son's conclusions in his classic formulation of the lay referral 

system (1960, 1961). Friedson states that a large percentage of 

the population rely on a rather extensive network of nonprofes

sional sources of medical advice. 

The second most frequently checked information source was 

"prior interaction with health-care provider." Forty-two percent 

of all the subjects acknowledged that the information gained from 

a previous health-care encounter helped them to treat themselves 



TABLE 5. SOURCE OF SELF-CARE INFORMATION FOR PARTICIPANTS 
WHO INITIALLY TREATED THEIR SYMPTOMS AT HOME 

Group 
Source Control Treatment Total 

(n=120) (n=10B) (n=22B) 

Family or friends 61 4B 109 
(50.B) (44 .. 4) (47.B) 

Prior interaction 52 44 96 
with health care (43.3) (40.7) (42.1) 
provider 

Non-prescription 34 30 64 
medication (2B.3) (27.7) (28.1) 
advertisements 

Other 32 29 61 
(26.6) (26.9) (26.B) 

Self-care book B 5 13 
(6.6) (4.6) (5.7) 

Owing to the fact that participants could indicate that 
they used more than one source of self-care information, 
the columns add up to numbers greater than the sample size 
and statistical analysis was not possible. 

The numbers in parentheses are percentages of the total 
sample size (n) for that column. 
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at home. Since the type of health-care provider was not speci-

fied on the questionnaire, this response could conceivably refer 

to physicians, nurses, p~ysician assistants, pharmacists, and 

other allied health personnel. 

The information sources checked by members of both groups 

at frequencies that ranked them third and fourth were "non-pre

scription. medication advertisements" and "other", respectively. 

This indicates that over one-fourth (28 percent) of the subjects 

rely on over-the-counter drug ads for self-care information. The 

"other" category, although substantial (27 percent), did not pro

vide any useful information due to the fact that the respondents 

did not write in the proper explanations as to what they meant by 

"other". 

The least frequently checked information source was "self-

care book." This may be due, in part, to the lack of awareness on 

the part of the subjects as to the availability of this source of 

home-treatment information. The price of these types of books may 

also be a factor, as well as the fact that individuals may have to 

go out of their way to buy one. The lack of personal interaction 

is also a consideration, but that explanation would run counter to 

the fact that non-prescription medication advertisements were 

checked so frequently. 

Preferred Source of Information Concerning 
the Treatnlent of Symptoms of Minor Illness 

Table 6 displays the results of a Likert-type response 

scale used to determine the respondents' level of preference for 



TABLE 6. MEAN PREFERENCE LEVEL FOR TREATMENT INFORMATION 
SOURCES 

Group 

Physician 

Nurse practitioner 

Family members/ 
friends 

Pharmacist 

Self-care book 

Non-prescription 
drug ads 

Control Treatment 
(n=182) (n=179) 

Mean Preference Level 
(Standard Deviation) 

5.07af 4.62df 
(1.30) (1.60) 

3.85a 3.93d 
(1.40) (1.45) 

3.68 3.81 
(1.39) (1.47) 

3.67b 3.63 
(1.43) (1.40) 

3.06bcg 3.54eg 
(1. 63) (1.55) 

2.40c .2.SSe 
(1.43) (1.48) 

Mean preference level is based on a Likert-type scale of 1 
(not at all preferred) to 6 (very preferred). 

Values in a column that share the same alphabetical code 
are significantly different at p<O.OS (two-tailed, matched
pairs t-test). 

Values in a row that share the same alphabetical code are 
significantly different at p<0.05 (two-tailed, independent 
t-test). 
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six different sources of information concerning the treatment of 

symptoms of minor illness. The physician was the most preferred 

source of information for members of both groups, but was prefer

red significantly more by the control group than the treatment 

group. In contrast, the self-care book, which was sixth in the 

relative rankings of preference for both groups, was preferred 

significantly more by the treatment group than the control group. 

Since findings previously discussed in this study indicate 

that equivalent groups were achieved through the random assignment 

process, these.results imply that a change in preference occurred 

as aresul t of the intervention. Members of the treatment group 

appeared less likely to contact a physician for symptoms of minor 

illness and may tend to rely on a self-care book more than members 

of the control group. 

Those two differences were the only statistically signifi

cant differences found between the control and treatment group in 

regard to preferred information sources. within each group, 

non-prescription drug ads and physicians were significantly 

different in the relative rankings. Self-care book was also 

ranked significantly different from the other information sources 

by the control group. 

Non-prescription drug ads were preferred the least of any 

of the listed information sources. This finding may seem somewhat 

contradictory to the fact that a substantial number of responqents 

.listed "non-prescription medication advertisements" as a source 

they used for information concerning horne treatment. Some of this 
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apparent contradiction may be explained by the fact that only 

those subjects that self-treated prior to entering the Student 

Health Service answered the question regarding the source of their 

home treatment information. Whereas, the total sample was request

ed to answer the question concerning their preferred source of 

treatment information for symptoms of minor illness. 

Another consideration is that information provided by non

prescription drug advertisements may be much more accessible than 

other sources. Non-prescription drug ads can be heard on the 

radio, seen on television, in newpapers, magazines, subway cars, 

grocery stores, pharmacies, etc. Although not a preferred source, 

the prevalence of non-prescription drug advertisements may lead to 

the use of the information provided by them. 

Krantz Health Opinion Survey 

Table 7 lists the mean scores on the total scale and the 

two subscales of the Krantz Health Opinion Survey (KHOS). KHOS is 

a measure of the attitudes of individuals toward different treat

ment approaches. The behavioral involvement subscale measures the 

respondent's preference for active involvement (i.e., self-care 

and active participation) in their health care. The information 

subscale measures the respondent's preference for information 

concerning their health and health care. 

There were no significant differences between the control 

and treatment group in regard to the mean scores on the informa

tion subscale or the total scale. The lack of difference between 



TABLE 7. MEAN SCORES ON KRANTZ HEALTH OPINION SURVEY (KHOS) 

Control Treatment 
(n=194) (n=180) t-statistic 

KHOS Mean Score 
Subscale (Standard Deviation) 

Behavioral 3.33 3.55 2.559 
Involvement (0.85) (0.86) 

Information 4.27 4.17 1.027 
(0.96) (0.87) 

Total 3.74 3.82 1.135 
(0.74) (0.69) 

* Significantly different at p<0.05 (independent t-test) 

p value 
(one-tailed) 

.006 * 

.153 

.129 
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the two groups on the information subscale leads to the conclusion 

that the intervention had no effect on the degree of preference 

for information. Although the preferred source of the informa

tion may differ between the control and treatment group as a 

result of the intervention, the degree of preference for the 

information was not significantly modified. 

There was a difference between the treatment and control 

group in regard to the mean scores of the behavioral involvement 

subscale. The treatment group had a significantly higher mean 

score, which indicates that subjects who received the intervention 

preferred to be more actively involved in their health care. 

It appears that the promotion of self-care and active 

heal th maintenance in the intervention made a difference in the 

attitudes of the treatment group. Although preferences and atti

tudes toward active involvement in health care do not necessarily 

lead to active participation, they are factors which affect a 

person1s health behavior. This measurement on the KHOS does not 

necessarily indicate that members of the treatment group will be 

more actively involved than members of the control group, but that 

they prefer to be (and as a resul t, may be). 

Table 8 presents the mean scores of the individual items 

on the information subscale of the KHOS. Only one of the items 

within this subscale demonstrated a significant difference between 

the control and treatment group. The control group had a signifi

cantly hig-her mean score on item number 1: "I usually don't ask 

the doctor or nurse many questions about what they're doing during 



TABLE 8. MEAN SCORES OF INDIVIDUAL ITEMS IN THE INFORMATION 
SUBSCALE OF THE KRANTZ HEALTH OPINION SURVEY 

Control Treatment 
(n=194) (n=180) 

Item Mean score t-statistic p-value 
number (Standard deviation) (one-tailed) 

1 4.93 4.66 1.965 .025* 
(1.34) (1. 32) 

3 4.05 4.09 .274 .392 
(1.60) (1. 53) 

4 4.17 3.96 1.399 .082 
(1.46) (1.45) 

8 4.31 4.16 1.031 .152 
(1.42) (1.40) 

10 4.41 4.44 .193 .424 
(1.42) (1.35) 

15 3.95 3.81 .995 .170 
(1.44) (1.43) 

16 4.14 4.19 .351 .363 
(1.35) (1.38) 

Mean scores are based on a Likert-type scale of 1 (strongly 
disagree) to 6 (strongly agree). 

See Appendix C for text of items. 

* Significantly different at p<.05 (independent t-test). 
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a medical exam." (This was a negatively worded item, therefore the 

scoring was reversed. All the means presented in the tables are 

in the same direction for comparison.) The results on this item 

suggest that members of the control group prefer to be more inqui

sitive during a medical exam. 

As shown in Table 9, the majority (five out of nine) of 

the items comprising the behavioral involvement subscale of the 

KHOS demonstrated a significant difference between the control and 

treatment group. On each of the five items, the treatment group 

had a mean score which was significantly higher than that of the 

control group. The items that demonstrated a significant differ

ence were: 

7. "Learning how to cure some of your own illness without 

contacting a physician is a good idea." 

9. "It's almost always better to seek professional help 

than to try to treat yourself." (negatively worded) 

11. "Learning how to cure some of your illness without 

contacting a physician may create more harm than 

good." (negatively worded) 

12. "Recovery is usually quicker under the care of a 

doctor or nurse than when patients take care of them

selves." (negatively worded) 

14. "It is better to rely less on physicians and more on 

your own common sense when it comes to caring for your 

body." 
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TABLE 9. MEAN SCORES OF INDIVIDUAL ITEMS IN THE BEHAVIORAL 
INVOLVEMENT SUB SCALE OF THE KRANTZ HEALTH OPINION 
SURVEY 

Control Treatment 
(n=194) (n=180) 

Item Mean score t-statistic p-value 
number (Standard deviation) (one-tailed) 

2 3.27 3.38 .758 .225 
(1.46) (1.40) 

5 3.37 3.41 .296 .384 
(1.48) (1.42) 

6 '3.01 3.14 1.002 .159 
(1.40) (1.30) 

7 4.35 4.77 2.858 .005* 
(1.52) (1.31) 

9 3.27 3.59 2.270 .012* 
(1.39) (1.34) 

11 3.64 3.95 2.203 .014* 
(1.39) (1.34) 

12 3.06 3.30 1.759 .040* 
(1.27) (1.35) 

13 2.72 2.89 1.070 .143 
(LSi) (1.58) 

14 3.30 3.56 1.864 .032* 
(1.35) (1. 38) 

Mean scores are based on a Likert-type scale of 1 (strongly 
disagree) to 6 (strongly agree). 

See Appendix C for text of items. 

* Significantly different at p<.05 (independent t-test). 
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All of these items address the central theme of the self

care intervention used in this study (as well as that of the self

care philosophy in general), i.e., "take care of yourself". By 

having a significantly higher mean score on each of these items, 

the treatment group has indicated a preference for taking an 

active role in their health care, or, stated in other words, a 

preference for taking care of themselves. 

Multidimensional Health Locus of Control 

Table 10 presents the mean scores of the subcales for the 

Multidimensional Health Locus of Control (MHLC) portion of the 

questionnaire. The internal subscale of the MHLC (which measures 

a person's belief that staying healthy or becoming sick are a 

function of one's own actions) demonstrated no significant differ

ence between the control and treatment group. These results 

indicate that both the control and treatment group have similar 

beliefs regarding the effect that they themselves have on their 

health. 

This finding does not contradict the results from the 

behavioral involvement subscale of the KHOS. The behavioral in

volvement subscale measures one's preference or attitude toward 

being an active participant in their own health care. The internal 

subscale of the MHLC measures one's belief that they are responsi

ble for their own health. Therefore, members of the control group 

may possess the belief that they have a certain degree of respon-



TABLE 10. MEAN SCORES ON MULTIDIMENSIONAL HEALTH LOCUS OF CONTROL (MHLC) 

Control Treatment 
(n=185) (n=177) t-statistic p value 

MHLC Mean Score (one-tailed) 
Subscale (Standard Deviation) 

Internal 4.33 4.38 0.726 
(0. 79) (0.70) 

Powerful Others 2.68 2.53 1.710 
(0.90) (0.76) 

Chance 2.56 2.53 0.332 
(0.87) (0.80) 

Mean scores are based on a Likert-type scale of 1 (strongly disagree) to 6 
(strongly agree). 

* Significantly different at p<O. 05 (independent t-test). 

.238 
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.370 

00 
N 



83 

sibility for their health, but they may not prefer to do anything 

about it (i.e., become actively involved). 

The chance subsea Ie of the MHLC (which measures a person's 

belief that chance, luck, or fate are responsible for one's 

health) did not demonstrate a significant difference between the 

control and treatment group. The powerful others subscale of the 

MHLC (which measures a person's belief that staying healthy or 

becoming sick are a function of powerful others, e.g., a physi

cian) demonstrated a significant difference. The control group 

had a significantly higher mean score on the subscale. This 

suggests that, because of the promotion of self-care in the inter

vention, members of the treatment group believed that powerful 

others had less of an influence over their health. 

Table 11 lists the results for the individual items within 

the internal subscale of the MHLC. Al though the treatment group 

had higher mean scores on four of the six subscale items, only 

number 17 demonstrated a signific.ant difference between the two 

groups. (Higher scores indicate a greater belief that staying 

healthy or becoming sick are a function of one's own actions.) 

Number 17 states: nIf I get sick, it is my own behavior which 

determines how soon I will get well again." The significantly 

higher mean score of the treatment group suggests that, although 

the full subscale did not prove to be significantly different 

between the two groups, members of the treatment group felt a 

higher degree of responsibility for their own health than the con

trol group. 



TABLE 11. MEAN SCORES OF INDIVIDUAL ITEMS IN THE INTERNAL 
SUBSCALE OF MULTIDIMENSIONAL HEALTH LOCUS OF 
CONTROL 

Control Treatment 
(n=193) (n=181) 

Item Mean score t-statistic p-value 
number (Standard deviation) (one-tailed) 

17 4.17 4.40 1.772 .039* 
(1.38) (1.20) 

22 4.40 4.50 .774 .229 
(1.29) (1.21) 

24 3.18 3.17 .065 .474 
(1.51) (1. 39) 

28 4.57 4.72 1.292 .099 
(1.20) (1.01) 

29 4.66 4.69 .236 .407 
(1.09) (1.00) 

33 4.83 4.79 .429 .232 
(1. 04) (1. 01) 

Mean score is based on a Likert-type scale of 1 (strongly 
disagree) to 6 (strongly agree). 

See Appendix C for text of items. 

* Significantly different at p<.05 (independent t-test). 
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Table 12 presents the mean scores of the individual items 

comprising the chance subscale of the MHLC. As is shown in the 

table, the control group had higher mean scores on three of the 

six items and the treatment group had higher mean scores on the 

remaining three items. None of these differences between the 

control and treatment group were significant. This indicates that 

the two groups held similar beliefs regarding the role of chance, 

luck, or fate in their health. 

The mean scores of the individual items within the power

ful others subscale of the MHLC are presented in Table 13. This 

is the one subscale of the MHLC which demonstrated a significant 

difference between the control and treatment group. The treatment 

group had lower mean scores on six of the six items, but only one 

proved to be significant. (Lower scores indicate less of a belief 

that staying healthy or becoming sick are a function of a powerful 

other, e.g., a physician). Number 26, the one item that showed a 

significant difference, states: "Health professionals control my 

health." The treatment group could not agree with this statement 

to the degree that the control group did. 

Utilization of Health-Care Provider Services 

The subjects were asked to write down the approximate 

number of visits to a physician, nurse practitioner, or physician 

assistant they had "during the last year" and "during the last'two 

years." They were then asked to estimate the number of visits to 

a physician, nurse practitioner, or physician assistant they ex-



TABLE 12. 

Item 
number 

18 

20 

25 

27 

31 

32 

MEAN SCORES OF INDIVIDUAL ITEMS IN THE CHANCE 
SUBSCALE OF MULTIDIMENSIONAL HEALTH LOCUS OF 
CONTROL 

Control Treatment 
(n=194) (n=181) 

Mean score t-statistic p-value 
(Standard deviation) (one-tailed) 

2.51 2.29 1.566 .059 
(1.36) (1.32) 

3.18 3.22 .202 .420 
(1.55) (1.53) 

2.00 2.18 1.471 .071 
(1.12) (1. 26) 

2.59 2.51 .479 .316 
(1.48) (1.36) 

2.34 2.30 .292 .386 
(1.29) (1.26) 

2.77 2.88 .735 .232 
(1.42) (1.43) 

Mean score is based on a Likert-type scale of 1 (strongly 
disagree) to 6 (strongly agree) • 

See Appendix C for text of items. 

86 



TABLE 13. MEAN SCORES OF INDIVIDUAL ITEMS IN THE POWERFUL 
OTHERS SUBSCALE OF MULTIDIMENSIONAL HEALTH 
LOCUS OF CONTROL 

Control Treatment 
(n=192) (n=182) 

Item Mean score t-statistic p-value 
number (Standard deviation) (one-tailed) 

19 3.01 2.85 1.045 .149 
(1.47) (1.47) 

21 2.82 2.60 1.60 .055 
(1.37) (1.31) 

23 2.86 2.81 .327 .372 
(1.54) (1.51) 

26 2.09 1.86 1.836 .034* 
(1.29) (1.08) 

30 2.99 2.79 1.537 .063 
(1. 27) (1.20) 

34 2.34 2.25 .630 .529 
(1.30) (1. 26) 

Mean scores are based on a Likert-type scale of 1 (strongly 
disagree) to 6 (strongly agree). 

See Appendix C for text of items. 

* Significantly different at p<.05 (independent t-test). 
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pected to have "during the next year" and "during the next two 

years." The results of these questions are presented in Table 14. 

Statistical analysis indicates no significant differences between 

the control and treatment group on the mean response to any of the 

questions. 

The most important aspect of the time-related questions 

was the ability to derive a change score, i.e., the difference 

between projected future utilization and estimated past utiliza

tion. This served as a measurement of the respondents' behavioral 

intentions. (As discussed in chapter 2, behavioral intentions are 

thought to be more closely related to ultimate behaviors than 

other factors such as attitudes and beliefs.) 

The change scores were a means of discovering if the 

respondents' expectations (intentions) were that their number of 

visits would increase, stay the same, or decrease. The means of 

the change scores are presented in Table 15. The change scores 

were derived for each subject from the following formulas: 

One year change = "next year" - "last year" 

Two year change = "next two years" - "last two years" 

There are no significant differences between the control 

and treatment group in regard to the means of the change scores. 

Both groups estimated that their visits would decrease over both 

the one and two year periods to a similar degree. 



TABLE 14. ESTIMATED PAST AND PROJECTED FUTURE VISITS TO HEALTH-CARE PRACTITIONERS 

Control Treatment 
(n=204) (n=188) 

Mean score t-statistic p-value 
Time period (Standard deviation) (two-tailed) 

Last year 4.59 4.39 .401 .689 
(4.88) (4.58) 

Last two years 8.14 8.37 .259 .796 
(7.07) (9.30) 

Next year 3.62 3.64 .045 .964 
(5.09) (4.49) 

Next two years 6.67 6.56 .123 .902 
(7.05) (8.30) 

No significant differences were found at alpha = 0.05 (independent t-test) 

co 
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TABLE 15. PROJECTED DIFFERENCES IN UTILIZATION OF HEALTH PRACTITIONER SERVICES 

Control Treatment 
(n=204) (n=188) 

Mean score t-statistic p-value 
(Standard deviation) (tvo-tailed) 

One year difference -0.906 -0.742 .606 .273 
(2.645) (2.222) 

Two year difference -1.188 -1. 411 .408 .342 
(4.207) (5.387) 

No significant differences were found at alpha = 0.05 (independent t-test) 

\0 
o 
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OVerall Correlations 

Pearson product-moment correlations were run on all of the 

study variables. The Pearson correlation matrix is provided in 

Appendix E. Although some of the variables are categorical rather 

than continuous, Pearson correlations are robust and provide 

resul ts comparable to seemingly more appropriate correlational 

techniques (e.g., point-biserial). 



CHAPTER 5 

CONCLUSIONS AND RECOMMENDATIONS 

Conclusions 

The results of this investigation demonstrate that a rela-

tively simple intervention involving the provision of a self-care 

information packet can have an effect on the beliefs and attitudes 
I 

of tne individuals receiving the intervention. 

Restatement of Research Hypotheses 

Statistical analysis of the data collected in this study 

provides for the testing of the following hypotheses: 

Hypothesis I 

There will be no significant differences between the 

members of the control and treatment group based on the following 

variables: 

• age 

• sex 

• symptoms leading to visit 

• use of horne treatment before entering the Student Health 

Service 

• source of home treatment information 

• prior use of physician, nurse practitioner, and physician 

assistant services 
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Data analysis demonstrated no significant differences 

between the control and treatment groups based on any of the above 

variables. This indicates that the control and treatment groups 

obtained for this investigation were essentially homogenous; 

relative equality of the groups was achieved through the random 

assignment process. This is the basic premise on which further 

analysis was conducted. 

Hypothesis II 

There will be no significant differences between the con

trol and treatment group in regard to the level of preference for 

six treatment information sources concerning symptoms of minor 

illness. The information sources are: 

• Self-care book 

• Nurse Practitioner 

• Physician 

• Pharmacist 

• Family members/friends 

• Non-prescription drug ads 

Although the relative rankings were similar for the con

trol and treatment group on preference for each of the above 

treatment information sources, there were significant differences 

in the level or degree of preference. The physician, which was 

number one in the relative preference rankings for both groups, 

was preferred significantly more by the control group than the 

treatment group. The self-care book, which was number six in the 
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relative rankings, was preferred significantly more by the treat

ment group than by the control group. 

These findings suggest that a change in degree of prefer

ence for information sources carne about as a result of the 

intervention. It appears that members of the treatment group will 

be less likely to contact a physician for information concerning 

symptoms of minor illness and more likely to refer to a self-care 

book than they were before the intervention. This appears to be 

in conflict with the findings of the behavioral intentions portion 

of the instrument which indicated no intended change in behavior. 

This apparent conflict is probably due to the validity and 

reliability of the behavioral intentions questions. A different 

means of assessing behavioral intentions regarding utilization of 

health-care services may have provided results more consistent 

with the results of other portions of the survey instrument. 

Hypothesis III 

There will he significant differences between the control 

and treatment group in regard to the attitudes measured by the 

information subscale, behavioral Involvement subscale, and the 

total score on the Krantz Health Opinion Survey. Individuals in 

the treatment group will have higher scores on the behavioral 

involvement subscale and the total, and lower scores on the infor

mation subscale when compared to individuals in the control group. 

Statistical analysis showed no differences between the 

control and treatment group on the information subscale or the 
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total score of the KHOS, but there did prove to be a significant 

difference on the behavioral involvement subscale. The lack of a 

difference on the information subscale indicates that the inter

vention was more effective in changing attitudes.concerning active 

involvement in self-care than it was in changing attitudes 

regarding interest in medical information. This may be due, in 

part, to a ceiling effect. The mean scores for all study partici

pants (both treatment and control) on the information subscale 

were substantially higher than the mean scores on the behavioral 

involvement subscale. This may indicate that all of the partici

pants were relatively high on the information subscale to begin 

with, leading to little chance of increasing their preference for 

information. 

Change on the behavioral involvement subscale of the KHOS 

in the direction of preference for greater active participation 

was seen as a primary goal of this study. Prior research indi

cated that higher scores on the Behavioral Involvement subscale 

were associated with higher degree of self-diagnosis and self

medication (Krantz, Baum, and Wideman, 1980). It appears that the 

promotion of self-care and active health maintenance in the inter

vention made a difference in the attitudes of the treatment group. 

Although preferences and attitudes toward active involvement in 

health care do not necessarily lead to active participation, they 

are factors which affect a person's health behavior. 
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Hypothesis IV 

There will be significant differences between the control 

and treatment 9roup in regard to the beliefs measured by the 

internal, powerful others, and chance subscales of the Multi

dimensional Health Locus of Control. Individuals in the treatment 

group will have higher scores on the internal subscale, and lower 

scores on the powerful others and chance subscales when compared 

to individuals in the control group. 

Al though there were no significant differences found 

between the control and treatment group in regard to the internal 

and chance subscales, there was a significant difference between 

the groups on the powerful others subscale. The control group 

scored significantly higher on this subscale than the treatment 

group. This indicates that the members of the treatment group 

believed that powerful others (e.g., a physician} had less of an 

influence on their health than did members of the control group. 

The provision of self-care information in the intervention 

may have led the treatment group to feel that their health was 

less under the control of powerful others, but it did not cause 

the treatment group to become more "internal" as measured on the. 

internal subscale. This may be due to the fact that both the 

control and treatment group had substantially higher scores on the 

internal subscale of the MCHL than on the powerful others or 

chance subscales. This may have resulted in a ceiling effect, 

leading to little chance of increasing the treatment groups scores 

on the internal subscale. 
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Hypothesis V 

The treatment group will project significantly fewer visits 

to physicians, nurse practitioners, or physician assistants subse

quent to participation in the study. 

There were no significant differences between the project

ed visits of the control and treatment group. The information 

used to test this hypothesis served as a proxy for behavioral 

intentions, which are more closely correlated with behaviors than 

beliefs or attitudes. 

The measure of behavioral intentions proved unsuccessful. 

This may have been due to the fact that individuals are unable to 

validly project the absolute number of future visits. It may have 

been more appropriate to ask the study participants if they felt 

that their visits to health-care practitioners would increase, 

stay the same, or decrease over the next year and over the next 

two years. 

The Krantz Health Opinion Survey and the Multidimensional 

Health Locus of Control scales were useful in the measurement of 

the changes in health-related attitudes and beliefs that resulted 

from the intervention. The questions used to determine behavioral 

intentions did· not prove to be valuable in measuring a difference 

between the control and treatment group in terms of potential 

health-related behavior change. 
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This was a major methodological limitation and was prob

ably due to the limited validity and reliability of the measure

ment technique. Unlike the validated and reliable KHOS and MHLC 

scales, the questions used to assess behavioral intentions had not 

been used prior to the present study. The questions were open

ended (e.g., "Based on what you know now, how many visits to a 

physician, nurse practitioner, or physician assistant do you think 

you will have in the next year?") and, therefore, they did not 

provide consistent scoring. A Likert-type scale, as used in other 

behavioral intention studies, may have been a more appropriate 

measurement technique (Pender and Pender, 1986). 

The two questions regarding future visits relied too 

heavily on an individual's ability to predict future health-care 

behavior. Many individuals may have felt that it was almost 

impossible to project their future health status and, therefore, 

based their estimates of future visits on past experience, not on 

any attitude or belief change that resulted from the intervention. 

Attempts at conducting path analysis failed to substan

tiate the use of Ajzen and Fishbein's (1980) Theory of Reasoned 

Action as the theoretical framework for the study. An example of 

the path analysis model is found in Appendix F. There was clearly 

a "path" between beliefs and attitudes, but it ended there. This 

study did not involve the determination of subjective norms, also 

a part of the Ajzen and Fishbein theory, so the testing of other 

aspects of the model was not possible. 
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Overall, the results of this investigation suggest that 

beliefs and attitudes concerning self-care and active 

participation in health care (as measured by KHOS and MHLC) can be 

changed. Beliefs and attitudes do not have a one-to-one correla

tion with behaviors, but change in beliefs and attitudes has been 

shown to be a factor in the change of an individual's behavior 

(Ajzen and Fishbein, 1980). 

These findings are significant because there appear to be 

no published reports of researchers using the KHOS as a dependent 

variable (Krantz, personal communication, 1985). This may indicate 

that no one has tried to change scores on the KHOS or that the 

people that did try had not been successful. Also, Wallston and 

Wallston (1982) have indicated that the use of the MHLC as a 

dependent variable has not been very successful. For the most 

part, studies of health education programs using locus of control 

as a dependent measure have failed to find changes in beliefs 

consistent with program intent (Davis, 1979; Nagelberg, 1979; 

Schiller, Stekler, Dawson, and Heyman, 1979). 

Added to the significance of finding intended changes in 

the behavioral involvement subscale of the KHOS and the powerful 

others subscale of the MHLC, this study also indicates that the 

change in attitudes and beliefs can come about as a result of a 

relatively inexpensive intervention. 
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Recommendations 

This study, like a great deal of research, has generated 

many ideas for further investigation. The intervention used was 

able to change certain health-related attitudes and beliefs of 

college students entering a student health service at a large 

southwestern university. Would these findings be generalizable to 

the average college student at the same university? To the aver

age college student in the U.S? To the average adult? To a 

population over 65 years of age? These questions suggest that, 

although the intervention produced significant differences within 

this study population, the external validity of these findings is 

questionable until replicated in other populations. Therefore, an 

initial recommendation would be for researchers to study the 

intervention or similar interventions in different settings. The 

potential study populations are almost endless. 

Another recommendation would be to study different methods 

of providing self-care information. The intervention used in the 

present study involved the provision of self-care information in 

the form of a booklet and explanatory material. This is only one 

of many possible ways to disseminate information of this type. 

Further research should be conducted to determine the most cost 

effective method of providing consumers with appropriate informa

tion regarding self-care. 

Other possible means of providing this type of information 

would include the use of interactive or noninteractive cable 

television, telephones (audiotapes or computer link-up), or com-
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puter terminals in various locations. Besides other technologies, 

there may be other books or booklets that deserve a look in regard 

to their ability to change health-related attitudes, beliefs, and 

potentially, behaviors. 

There are several models discussed in Chapter 2 of this 

dissertation which attempt to explain health and/or illness behav

ior. Although self-care as an identifiable behavior or process is 

addressed within some of the models, there is a large gap in our 

understanding of self-care as a social phenomenon. Therefore, it 

is recommended that a theoretical model for self-care be 

articulated to enable further, more focused research into the 

sociobehavioral factors involved in the self-care process. 

It is recommended that further research be conducted to 

determine the appropriateness of current self-care practices. It 

is known that a significant number of everyday health problems are 

treated through self-care measures, but the surface of this issue 

has barely been scratched in regard to the appropriateness of the 

measures. 

A general recommendation would be that further research be 

conducted on the determinants of health-related behavior. CUrrent 

tools and techniques to measure the various determinants need to 

be refined and new ones should be developed. Using theoretical 

·framewol.·ks such as the Theory of Reasoned Action (Aj zen and 

Fishbein, 1980), researchers need to attempt to further explain 

the factors that affect health-related behavior in order to 

develop effective educational strategies. These educational 
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strategies or interventions would be aimed at changing the 

behavior of individuals (and society) in an effort to maximize 

health. 

EPilogue 

Each patient carries his own doctor inside him. They carne 
to us not knowing that truth. We are at our best when we 
give the doctor who resides within each patient a chance 
to go to work. 

Albert Schweitzer 

Schweitzer speaks to all health professionals with these 

words. Although the focus of this study was on the beliefs and 

attitudes of health-care consumers, health-care professionals must 

also change certain beliefs and attitudes concerning the ability 

of their patients to take an active and appropriate role in their 

own health care. It is in the best interest of our society to 

promote the knowledge, skills, and self-confidence that will 

enable individuals to properly maintain and improve their health. 

The upwardly-spiralling medical-care costs borne by our society 

necessitate the active involvement of consumers in their health 

care. 
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PLEASE READ THIS FIRST 

YOU are the person that has the greatest influence over the main
tenance of your health. The best way to maintain your health is to 
avoid the avoidable and prevent the preventable. By adopting prudent 
habits and a sensible lifestyle, you can prevent unnecessary illness 
and disability. But, when illness does occur, appropriate and timely 
health information will enable you to act wisely on your own behalf. 

Studies have demonstrated that individuals who take an active role in 
the maintenance of their health are more satisfied with their health 
care. Books such 'as COMPLETE GUIDE TO SYMPTOMS, ILUmSS " SURGERY are 
designed for those persons who want additional responsibility for 
their own health. 

It is impossible to include all factors and circumstances that effect 
an individual's health in a book. A book is no substitute for 
effective communication between you and your health care practitioner, 
but it can serve as a catalyst to facilitate appropriate care-seeking 
behavior. Much of the time, your response to the symptoms of an 
illness is self-care: but at other times you need professional help. 
The enclosed booklet is provided to you to help you make those 
decisions. 

Hopefully, with the help of this booklet you will 

- better understand the nature of your illness 
- be able to more easily recognize circumstances when a health 

professional's assistance is needed 
- be able to use the proper self-care procedures when self 

treatment is appropriate 
learn useful facts about how to prevent disease and lnJury 

- confirm and refresh your memory about facts regarding your 
illness 

- be able to more knowledgeably discuss your illness with your 
health care practitioner 

PLEASE TAm THE TIME NOW TO BRIEFLY REVIEW THE CONTENTS AND SECTIONS 
OF THE ~CLOSED BOOKLET. AFTER YOU HAVE FAMILIARIZED YOURSELF WITH 
THE FORMAT AND PURPOSE OF THE BOOKLET, PLEASE COMPLETE THE ENCLOSED 
QUESTIONNAIRE. UPON COMPLETION OF THE QUESTIONNAIRE, THE BOOKLET IS 
YOURS TO KEEP. 
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Guide to Illness 
& Disorder Charts 

The information about illnesses and 
disorders is organized in condensed, 
easy-to-read charts. 

Each one is described in a one-page 
format shown in the sample chart, 
HYPERTHYROIDISM, on page 1 S. 

Mlijor sections of the chart format 
are numbered and explained in the 
next few pages. 

Most of the charts in this section 
refer to an illness. In some cases, 
however, charts refer to disorders or 
problems that are not really illnesses. 
The chiirt, TEETHING, is not about a 
disease-or even a di~order.1t deals . 
with a normal process that all people 
experience. It would be a disorder only 
ifit did not occur. 

But teething can be a medical 
problem. It often affects an infant's 
sense ofwell-t>eing, and it may require 
treatment. Because teething is so 
common, and because some 
treatments for it are appropriate and 
others arc not, it is included with 
illness charts. 

I-CHART NAME 
Charts are arranged alphabetically by 

the most-common name for the illness, 
disorder or medical problem. Other 
names for these appear in parentheses 
below the main heading. Hyper
thyroidism does not have another 
name, so it appears alone. However, a 
disease such as German measles is also 
known as rubella, and its chart lists 
both: GERMAN MEASLES 
(Rubella). 

Sometimes names for various 
medical problems vary in different 
seographic regions. All names in this 

book, including alternate names, are 
cross-referenced in the index. 

To find information about a medical 
probl:m, check the index. You may 
alsc look up its major symptom in the 
symptoin charts. If you cLln't find the 
illness chart you want, ask your dOctor 
or nurse for alternate names by which 
the diso'rder is known. 

2-GENERAL INFORMATION 
This section includes seven topics: 

Deflnition; Body Parts Involved; Sex or 
Age Most A.f/ected; Signs and Symptoms; 
Causes,' Risk Increases With,' and How to 
Prevent. Each is discussed separately, 

3-DEFINITION 
A short definition of the problem or 

disease is provided. Sometimes the 
definition must include information 
from other categories, such as causes, 

_ body parts involved and others. The 
definition may also include information 
of general interest, such as how 
common a disease is, or whether it is 
contagious, cancerous or inherited. 

4-BODY PARTS INVOLVED 
This is usually a list of specific body 

parts or organs, such as bones, skin or 
liver. Sometimes general body 
systems, such as central nervous 
system, genitourinary system or 
gastrointestinal system, will be listed. 
The list usually includes body parts 
affected at the beginning of the disease, 
as many diseases spread to other body 
parts as they progress. 

Of course, some illnesses involve all 
body cells-even from the beginning. 
Then the words "Total body" appear, 

GUIDE TO ILLNESSES & DISORDERS 13 
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5-SEXORAGE 
MOST AFFECTED 

Some medical problems afTect 
specific population groups only. Others 
afTect all ages and both sexes . 
indiscriminately. This section explains 
whether the medical problem occurs 
more often in males or females. or 
whether the incidence is about equal in 
either sex. It also lists the age group 
usually afTected. These are 
generalizations, and variations can 
occur with specific individuals. 

SOinetimes labels, such as 
-"newborns" or "adolescents," are 
usedto describe age ranges. These 
labels are arbitrary names for specific 
ages, but they are commonly .used in 
medical texts. Following are the age 
classifications: 
• Newborns (0 to 2 weeks) 
o Infants (2 weeks to I year) 
·0 Young children (J to S years) 
o Older children (S to 12 years) 

: 0 Adolescents (J 2 to 20 years) 
o Young adults (20 to 40 years) 
o Middle-aged adults (40 to 60 years) 
o Older adults (over 60 years). 

6-SIGNS AND SYMPTOMS 
Signs are observed. Symptoms are felt 

or experienced. 
A sign may be observed by the 

patient or by someone else, or it may 
represent physical findings determined 
by laboratory tests, X-rays and other 
diagnostic measures. Symptoms are 
feelirigs only the patient can describe. 

Refer to the chart. The first item 
under this heading-hyperactivity
is a sign. It can be observed by the 
patient and others around him or her. 

14 GUIDE TO ILLNESSES & DISORDERS 

! The next three items-feeling warm or 

I hot all the time. tremors. and 
, sweating-are signs andsymptoms. 

They can be observed by others and 
they can be felt by the patient. The 
fifth-itching skin-is a symptom that 
only the patient can feel and describe. 

Signs and symptoms are listed 
together in this book; no attempt is 
made to separate the two. On most 
charts, a wide range of possible signs 
and symptoms are listed. It is unlikely 
that any patient will have all. or even 
most. o/the possible signs and symptoms. 
The presence or absence of signs and 
symptoms may vary according to: 
• The age and sex of the patient. 
• Extent of the illness. 
o The stage ofthe illness. 
• Medical and family history. 
o Current state of health . 

7-CAUSES 
Many times the caUSfl of a disorder is 

unknown. Causes for most medical 
problems include the following: 
o Inherited (congenital) defects. 
• Infections from bacteria, viruses, 
parasites, yeasts or fungi. All of these 
are sometimes referred to as "germs," 
but most people associate "germs" 
with bacteria only. 
o Physical injury. 
• Toxins (poisons) from a wide range 
of sources. such as contaminated food, 
environmental pollution and bites from 
poisonous snakes or insects. 
• Allergies. 
• Tumors. These may be benign or 
malignant. Benign tumors do not 
spread to adjacent or distant organs and 
threaten life. Malignant (cancerous) 
tumors can. 
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1 HYPERTHYROIDISM 
2 ~ . GENERAL INFORMATION POIIIDLI COMPLICATIONI 

• Conge.llve hea,"allu',. 

DIFINITION-Overaclivoly ollhe Ihy,old. an 
• ~'Thy'old 1I0,m"-1 ludd.nwor .. nlng01 13 IlIlymplom •. Thilia IliI.·W,,'enlng 3 endoc,ln. II'.nd Ihil "gulalea all body .mergency. 

luncliona. • Mladllgno.1a a. I paychlal,1c .Mlely 
DODY PARTI INVOLVIlD-Thy,old gl.neI , .. elion. 
.nd mo., OIher bod)' org.ris .•• pecl.lly!hl pRDBAaLI OUTCOME-U.ulily curable 

14 4 endOc,lne .yalem. which Inclullealhe wllh ""dlcalion or .urgery. Allow 8 monlh. 01 
pilullary gI.nd. pa,,'hy,old gl.nda. lrellmenl for lhe COIIdIlion 10 'lablllle. 
pane" ••• Idten.1 gl.neI •• and ova,l.,. or 

~ leillcl ••. 
HOW TO TREAT 

5 lEX OR Aae IIOST .. ,nCTED-Adulll 
15 betwHn "' .. 2O.nd so. mo.lly women. NOTI-FoIlow your doctor·,lnll,ucllonl. 

lIONS.8YMPTOMI TIIe .. ,nalrucUone.re eupplemenlal. 
• Hyperactlvlly. aENERAL MEAIURID-Slnce 11111 • F.lllng warm or hOI III lhe lime. condillon developl g,acluilly. Iymplorna mlY • Tremora. 

be dlHlcuH 10 ..cognize. U ramlly and Irienell 16 • SWIlling. 
""nllon chlngolln your behavior or 'lIchlng .kln. 
Ippearlnc •• coneu" YOU' doclo,. 'I'IIundlng. rapld.lr,egular he.,lbeal. 

• W.lghllot •• delplle ovarelll"". Olde, IIIEDICATION-You, doclor may pr.acrlbe: 
6 perton'fllllY gain welghl. • Anlilhyrold dtuga \0 depr ... Ihyrold 

• MlrlllId'""IeI~ Ind r .. II ... n .... acllvllY. 
17 • BlHpltaane.L • a. .. ·Idt_,gIc bIocIIera 10 die, .... I 

• FIllgue ,nd_knen. rapid hurtboll. 
, P'OItudlng ey .. (.xophlhllmoallnel • Radlotellve iodine. which lllecUvely 
double vlalon (_lImeal. de.',oy.,hyrold CIlia. 
• Dlarrhe, Itomellmeal. acnVITY-Rtalln biICI .. much .. poeliblo 18 • Hair IOu (1OITIIIIlmlll. unlilllle eII_de,1a curlld. o Gollar !tomellme.l. 

DIET -Eal. diel high In prolaln 10 replaca CAUUI Ii .. ue loti from Ihyrold OVOllellvHy. 19 , • Thyroid noeIU1e1 or lumarL a ' Plluillty dl_de,.. 20 • Ovarian diaorde'L CALL YOUR DOCTOR IF 
RIIK INCREAIEI WITH 

8 • F,mlly hlalOry 01 hyperlhy,oIdl.m. • You have Iymploml 01 hyperthy,oIdllm. 
.SIt .... • SyrnptOma worlln IIIddenly •• ..,.clally 

HOW TO PREVINT-No .pecilic pr-;;;;;;-
.nar eurgary. 

9 • How. une.plalntd Iymploma develop. mealU'.I. O,uga uilldln It.almanl may produce lide 

n .IIeell. 
WHAT TO EXPECT 

"'PROPRIATE HEALTH CaRl! 
• Sell·cara all., dlagno.I •. 
• Doclor·.,r.almlnl. 
• Su,gery 10 "move parto' the Ihy,old." 
medlcallon doel nor conl,oIlhe dlao,de,. 

DIAaNOSTIC MEAIURII 
• You, own obllrvilion ollymploml. 
o Medical hlelory and phYllclle .. m by I 
dOcIO'. 
• LllboralOry blood .'udlol. 
• EKG (aee Glos .. ,yl. 
• RldloICU .. lludl .. luchuI131 uplak. 
( ... GIoaIl'y). 
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• Endocrine disorders. This means too 
many or too few hormones are . 
produced from the pituitary gland. 
thyroid gland, parathyroid gland, 
pancreas, adrenal glands, ovaries, 
testicles or thymus gland. 
• Mental or emotional disorders, such 
as anxiety, depression or schizophrenia. 

. • Diseases caused by defects in the 
body's immune system. These include 
di.sorders of hypersensitivity, such as 
rheumatic fever, rheumatoid arthritis, 
systemic lupus erythematosus and 
many others. 

a-RISK INCREASES WITH 
Many disorders have known risk 

fl!ctors that can trigger the problem, 
make it more likely to occur or increase 
its duration and intensity. The most 
common risk factors include: 
• Age, especially older persons or 
newborns and infants. 
• Stress-either physical or emotional. 
• Anxiety, de9ression and other 
mental or e.:: 'ltional problems. 
• Fatigue or overwork. 
• Poor nutrition due to improper diet 
or disease. 
• Obesity. 
• Recent or chronic illness that can 
lower resistance to other diseases. 
• Recent surgery or injury. 
• Genetic factors, such as family or 
ethnic tendency toward a disease. 
• Use of drugs, such as alcohol, 
tobacco, caffeine, narcotics, 
psychedelics, hallucinogens, 
marijuana, sedatives, hypnotics or 
cocaine. 
• Use of medications, whether 
prescription or non-prescription. Even 
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necessary drugs cause adverse 
reactions and side effects that can 
complicate treatment and outcome of 
medical problems. 
• Exposure to allergens, 
environmental pollutants or poisons. 
• Geographic areas. 
• Crowded or unsanitary living 
conditions . 
• Socioeconomic factors. 

9-HOW TO PREVENT 
Prevention can be of two 

types-prevention of the initial disease 
or prevention ofa relapse or recurrence 
after recovery. 

Prevention of any medical problem 
is the besllreatment. Researchers 
continue to discover ways to prevent, 
delay or diminish some illness, pain, 
disability and untimely deaths. These 
are included whenever available. 

The causes and risk factors for a 
disease often provide the best clues for 
prevention. Many diseases, however, 
cannot be prevented at present. 

to-WHAT TO EXPECT 
This section includes four topics: 

Appropriate Health Care: Diagnostic 
Measures: Possible Complications: and 
Probable Outcome. Each is discussed 
separately below. 

ll-APPROPRIATE 
HEALTH CARE 

Self-care or home care is often listed 
as the first form of appropriate health 
care. It is an important part of care for 
almost all disorders. Sometimes total 
self-care suffices if you have previous 
experience with a medical problem and 
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a source to review important points in 
treatment. 

Usually. however. a medical 
problem should be diagnosed by a 
doctor before you attempt self-care. 
Once your doctor diagnoses an illness 
and outlines a treatment program. 
self-care or home care is often 
important. Treatment measures 
outlined in this book are designed to 
guide you. whether you are caring for 
yourself or taking care of someone else. 

Effective self-care includes 
maintaining a positive altitude about 
yourself arid beirig determined to 
improve or heal. During illness. a sense 
of humor and a positive outlook are 
just as helpful as medication or other 
treatment measures. 

.. A doctor's care is often necessary, 
not only to diagnose and prescribe 
treatment for a medical problem, but to 
supervise self-care (or hospitalization, 
when necessary) and to provide . 
additional medical treatment such as 
surgery. 

In addition, even the simplest 
medical problems sometimes develop 
complications and require a doctor's 
care. In those cases, a doctor's 
treatment can be appropriate even 
though it applies to a small fraction of 
cases. 

Find a competent personal physician 
who communicates well with you and 
with whom you can establish mutual 
respect. 

Psychotherapy. counseling or 
biofeedback training may be the only 
useful health care for a medical 
problem caused mainly by stress or 
emotional problems. 

Counseling and therapy are also 
helpful in providing personal and 
family support. especially with illnesses 
that are terminal or represent major 
lifestyle adjustments. 

Rehabilitation is often helpful for 
illnesses or injuries that cause 
temporary or permanent disability. 
Rehabilitation may be provided by 
trained physical therapists or 
physiatrists (medical doctors who 
specialize in physical therapy). H 
rehabilitation is mentioned as 
appropriate health care, ask your 
doctor for information specific to your 
disability. 

12-D1AGNOSTIC MEASURES 
Your own observation of symptoms 

is usually .he first-and often, most 
important-diagnostic measure. It is 
the first step toward medical treatment. 
For that reason, it is listed under this 
heading on almost all illness charts. 
Exceptions are made for a few medical 
problems, such as those that are 
signaled by unconsciousness, in which 
case self-observation is impossible. 

A medical history and physical exam 
by a doctor are also almost universal 
requirements before treatment for any 
disorder can begin. Even if a medical 
problem is usually treated at home. a 
history and exam will be necessary if 
complications develop that require 
medical treatment. 

Additional diagnostic measures 
include laboratory studies and other 
medical tests. The most-common 
include: 
• Studies of body fluids. such as blood, 
serum, plasma or spinal fluid. 
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• Microscopic and chemical 
examination of excreted material, such 
as urine or stools. 
• CAT (computerized axial 
tomography) scans or X-rays of the 
affected body parI. 
• EKG (electrocardiogram). EEG 
(electroencephalogram) and EMG 
(electromyogram). 
• Therapeutic trial of medication. This 
is used sometimes for a critically ill 
patient without a specific diagnosis 
while awaitins laboratory reSUlts. 

You may not undergo every 
diagnostic test listed on the chart, and 
conversely, you may undergo tests not 
listed. Some tests are performed only if 
previous tests have not provided 
enough information. Others are 
Performed only when complications 
develop. All medical diagnostic tests 
mentioned in this book are defined in 
the Glossary. 

13-POSSmLE 
COMPLICATIONS 

Complications ""e additional medical 
probleins triggered by or as a result of 
the original illness. Complications 
sometimes occur, despite accurate 
diagnosis and competent treatment. 
Some are preventable, a few are 
inevitable..,..ln!t most are rare. 

14-PROBABLE OUTCOME 
A very important concern in any 

illness is the patient's question, "What 
is going to happen to me? How will this 
disease or injury affect my life?" 

No one can completely predict the 
outcome of an accident or illness. The 
predictions in this section are guesses 
based on averages. 

Patients and doctors work toward 
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optimal results, but medicine is an 
inexact science. Response to treatment 
depends on many variables, and there 
are many unanswered questions about 
health and disease. 

Some illnesses are considered 
incurable at present. The term 
"incurable" is a general one that 
includes everything from insignificant 
conditions that are mere annoyances to 
fatal diseases that bring certain death in 
a short time. For that reason, additional 
information about life expectancy is 
usually included for incurable illnesses. 
Again, individual variations are 
common, but the predictions are an 
attempt to answer a patient's most 
important questions. They help you 
adopt optimistic but realistic 
expectations. 

In almost all cases-no matter how 
serious the illness-symptoms can be 
relieved or controlled to minimize pain 
and discomfort. 

15-HOWTO TREAT 
This section provides the checklist 

mentioned earlier that reminds you of 
instructions your doctor has given you. 
The information should not replace 
your doctor's instructions, because 
treatments vary a great deal between 
individuals. 

If the instructions don't seem to fit 
your problem, ask your doctor or nurse 
for answers that apply uniquely to you. 

The four major headings include: 
General Measures: Medication; Activity; 
and Diet. 

I6-GENERAL MEASURES 
The instructions under this heading 

apply to home treatment. They cover 
common matters, such as soaks for 
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skin problems. use of crutches, 
-appropriate clothing, bandages or 
bathing. 

They are not complete and may not 
apply to everybody, but they provide a 
good review of general measures 
helpful for most patients. 

17-MEDICATION 
Information under this heading is 

generally of two types-drugs your 
doctor may prescribe, and 
non-prescription drugs you can take 
safely. 

Prescription drugs are named by 
generic name or drug class. A brief 
description of a drug's purpose and 
effect is given. For more information 
about a specific drug. see the Glossary. 
It contains entries for generic drugs and 
drug classes inentioned in this book. 

Additionally. you may refer to my 
book. Comp/ele GUide to Prescrlplion 
and Non-Prescription Drugs, published 
by HPBooks. 

For general instructions about safe 
use of medicine. see Appendix 21. 

IS-ACTIVITY 
Patients are often confused about 

whether they must stay in bed during 
an illness. They are often concerned 
with returning to work or school. and 
whether activity will be restricted after 
recovery. These questions are 
answered under this heading. 
- Additionally. guidelines are given for 
resuming sexual relations-an 
important area that patients are 
sometimes reluctant to mention. If the 
illness has been Iife-threatenins. as 
with a heart attack. or if it involves 
abdominal or genital organs. this is 
particularly pertinent information. 

Exercise references are often 
included. and when not specified 
other\\ise. references to regular 
physical exercise mean aerobic 
exercise (see Appendix 20). 

19-D1ET 
I Diet information can vary from "no 
I special diet" to references to the 

I 
following diets included in the 
Appendix section: 
• Regular. well-balanced diet that is 
high in fiber. 
• Recommended diet for persons over 
SO. 
• Pregnancy and lactation 
(breast-feeding) diet. 
• Milk-restricted diet. 
• Gluten·restricted diet. 
• Allergy diet. 
• Liquid diet. 
• Low-fat diet. 
• Low-salt diet. 
• Weight-loss diet. 
• Soft diet. 

For additional specialized diets, 
consult your doctor or a dietitian. 

20-CALL YOUR DOCTOR IF 
For most medical problems, a phone 

call or visit to your doctor is 
recommended to establish a diagnosis. 

After diagnosis. when the course of 
an illness differs from what is expected. 
your doctor wants to know. Many 
developing complications can be 
averted with prompt medical 
treatment. Specific symptoms are 
usually listed that indicate 
complications. 

Of course. if any other symptoms 
begin that you believe are related to 
your illness or the drugs you take. call 
your doctor about them. too. 
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COLD, COMMON 

~ GENERAL INFORMATION 

DEFiNITION-A contagious viral inlection 01 
ttie upper-respiratory passages. 

BODY P~RTS INVOLVED-Nose; throat; 
alnuses; ears; eustachian tubes; trachea; 
larynll; bronchial tubes. 

SEX OR AGE MOST AFFECTED-Both 
Hiles; all ages. 

SIGNS I SYMPTOMS 
• Runny or atully nose. Nasal discharge Is 
watery at first, then becomes thick and 
greenish yellow. 
• Sore throat. 
• Hoarsenoss. 
• Cough that produces lillie or no sputum. 
• Low fever. 
• Fatigue. 
• Wlterlng eyes. 
• Appetite loas. 
CAUSES-Any of Itleallt 200 vlruaes. Virus 
particles spread through the air or from 
perlOn-to-parlOn conlllct, especially 
hand-ehaklng. 

RISK INCREASES WITH 
• StrIlS. 
• Fatigue or overwork. 
• Poor nutrition. 
• Smoking. 
• Ellpoaure to cold, wet weather. 
• Crowded or unllnltary living conditions. 

HOW TO PREVENT 
• '1'0 preventapreldlng a cold to othere, 
avoid unneceaaary contact during the 
contagious phaae (IIrat2to 4 dlyal. 
• Wleh handalrequently, aepeclally alter 
blowing your noH or before handling food. 
• Avoid rlaks listed above. 

II WHAT TO EXPECT 

APPROPRIATE HEALTH CARE 
• Self-care. 
• Doctor'atreatment (for compllcatlona only). 

DIAGNOSTIC MEASURES 
• Your own obeervatlon olaymptoma. 
• Medical hlatory and phyalcal exam by e 
doctor. 
• Leboralory throet culture. 

POSSIBLE COMPLICATIONS-Becterial 
Infections 01 the elrs, throat, Iinusel or 
lunge. 

PROBABLE OUTCOME-Spontaneoul 
recovery In 7to 14 dlYs. 

~ HOW TO TREAT 

GENERAL MEASURES 
• To relieve nasal congestion, use salt-water 
dropa (1 teaspoon 01 sail to 1 Quart 01 water), 
• Use a cool-miat humidifier to Increase air 
moisture. 
• For a baby too young to blow his nose, uae 
an Inlant naaal aspirator. II mucus Is thick 
and aticky, loosen It by pulling 2 or 3 drops 0' 
IIltaolutlon (Bee abovellnto each nostril. 

Don'tlilsert colton swabS Into a child's 
nostrils. Instead, catch the dlecharge outside 
the nostril on a tlalue (lr swab, roll II eround 
and puillhe diSCharge out of the nose. 
• For an Inlant or very young chlfd, lay the 
child on his atomach to aleep. Thlslmprovea 
n88al drainage and breathing. 

MEDICATION-No medicine, Including 
antlblotlca, can cure the common cold. To 
relieve aymptoms, you may use 
non-prescription drugs, auch all 
acetaminophen, nolle dropa or apraya, cough 
remedlea and throatlozengell. 

ACTIVln-Bed reatls not neceaaary, but 
avoid vigorous activity. Rest olten. 

DIET-Drink elltrallulds, Including water, 
fruit Juice, tea and carbonated drinks. Avoid 
milk becaUH It may thicken Hcretlons In 
lOme parlOnll. a CALL YOUR DOCTOR If 

The following occura during the IIInlls: 
• Increased throat pain, or white or yellow 
apots on the Ionalls or other parts of the 
throat. 
• Coughing eplaodes that last longer than 
IntervalS between coughing; cough that 
produces thick, yellow-green or gray sputum; 
cough that lasts longBr than 10 days; or 
difficult or labored breathing between 
coughing bouts. 
• Fever that lasts several days or rises to 
101F (38.3C). 
• Shaking chills. 
• Chest pain or shortness of bresth. 
• Earache or headache. 
.Sklnrash. 
• Pain In the teeth or over the sinuses. 
• Unusual lethargy. 
• Unusual Irritability. 
• Delirium. 
• Enlarged, tender glands In the neck. 
• Dusky blue or gray lips, skin or nail beds. 
• Inability to bollie-feed or breast-feed In an 
Inlant. 
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CONSTIPATION 

.~ GENERAL INFORMATION 

DEFtNITION-Dlfficult or uncomfortable 
bowel movements. -

BODY PARTS INVOLVED-Colon. 

8EX OR AOE MOST AFFECTED-Both 
sexes: all ages. 

81GNS a SYMPTOMS-People vary widely 
In bowel activity. Any of the following may be 
a sign of constipation: 
.. Infrequent bowel movemenls. sometimes 
accompanied by abdomlnalswell,lng. 
• Hard feces. 
• Straining during bowel movements. 
• Pain or bleeding with bowel movements. 
• Sensation of continuing fullness afler a 
bowel movement. 

CAUSES 
• Inadequate fluid Intake. 
.Insulllclent fiber In the diet. Fiber adds 
buill, holds water and creates easily passed, 
aoflfeces. 
• 'nsctlvlty. 
• Hypothyroidism. 
• Hypercalcemia. 
• Anal fissure. 
• Depression. 
• Chronic kidney failure. 
• aackpaln. 
• Colon or rectal cancer. 

RISK INCREASES WITH 
• Stress. 
• Illness reqUiring complete bed rest. 
• Use of certain drugs, Including: 
belladonna; calcium-channel blockers; beta
adrenergiC blockers; atropine; or aspirin. 

HOW TO PREVENT 
• Eat a well-balanced, high-fiber diet. 
• Exercise regularly. 
a Drink at least 8 glasses of water a day. n WHAT TO EXPECT 

APPROPRIATE HEALTH CARE 
• Self-care. 
a Doctor'a treatment (occasionally). 

DIAGNOSTIC MEASURES 
a Your own observation 01 aymptoms. Tell 
your doctor of any major change In your 
bowel pattern that laals longer than 1 week. It 
may be I Ilgn of cancer. 
a Medical history and physical exam by a 
doctor. 
a Laboratory tests of blood Ind atool to 
delect Inlernal bleeding. 
a Sigmoidoscopy (see Glossary). 

POSSIBLE COMPLICATIONS 
• Hamorrholds. 
a Laxatlva dependency. 
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a Hernia from excessive straining. 
a Uterine or reclal prolapse. 
a Spastic colitis. 

PROBABLE OUTCOME-Usually curable 
with exercise, diet and edequate fluids. 

.~ HOW TO TREAT 

NOTE-Fallow your doctor's Instructions. 
These Instrucllons are supplemental. 

OENERAL MEASURES 
• Set aside a regular time each day for bowel 
movements. The best time Is ollen within 1 
hour aller breakfast. Don't try to hurry. Silat 
least 10 mInutes, whether or nol a bowel 
movemenloccurs. 
• If constipation perslsls for 3 or 4 days, use 
a non-prescription, disposable enema for 
temporary relief. If you prefer not 10 use a 
commercial enema preparation, you may give 
youraelf an enema IS follows: 

Spread a bath mat on the bathroom floor or 
In the tUb. 
Fill an enema bag with lukewarm waler • 
Hang the enema bag no higher than 30 
Inches from the floor. 
Lie on y~ur loft aide on the mat. 
Insert the nozzla genlly Inalde the rectum. 
Let the water flow In alowly, a little at a 
lime. If II hurla, stop the water flow until 
the pain aubsldes. Then Itart the flow 
again. 
Use the entire quart of water.' 
Hold Ihe fluid Ina Ide until you are 
uncomfortable. Then lit on the tOilet for a 
bowel movament. 

MEDICATION-For occasional 
constlpallon, you may use stool softeners, 
mild non-prescription laxatives or enemas. 
Don't use Ilxatlves or enemas regularly-lhlS 
can cauae dependency. AVOid harsh 
laxatives and cathartics, such as epsom 
salts. 

ACTIVITY-Exercise and good physlcel 
fitness helps maintain healthy bowel 
palterns. See Appendix 20 for exercise 
suggestions. 

DIET-Drink atleasl8 glasses of water each 
day. Include bulk foods, auch as bran and 
raw frulls and vegetables, In your diel. AVOid 
refined cereals end breads, pastries and 
sugar. a CALL YOUR DOCTOR IF 

a You have constipation thaI peralsts, 
desplle self-care-aspeclally /I the 
constipation represents a change In your 
normal bowel patterns. 
a Constlpallon Is eccompanled by fever and 
levere abdomlnel pain .. 
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SELF-cARB QOESTIONNAIRE 

JtlLEASB COMPLETE 'l'BISQUBS'l'IONNAIRE. '.rBB RESULTS MAY BB D'l'ILIZBD IN 
'.rBB PLANNING AND DBVBLOPMBN'l' OF PO'rBN'l'IAL SBRVICES TO BB OFFBRBD BY 
'.rBB STUDENT BEAL'l'B SBRVICE. YOUR CooPBRATION IS VITAL. PLEASB 
RESPOND TO BACD QUBSTION. YOUR INDIVIDUAL RESPONSBS ARB COMPLB'l'BLY 
CDfFIDENl'IAL. 

Sex Female 
Male 

Year of birth 19 

Symptom(s) leading to today's visit _______________________ __ 

Did you initially treat the symptom(s) at home? (please circle) 

YES 

If you used home treatment, what was your source of information 
concerning the appropriate self-care measures? (please check any 
that apply) 

Self-care book 
Prior interaction with health-care provider 
Non-pre"scription medication advertisements 

--Family members and/or friends 
Other, please explain ______________ ....:.. __ _ 

For most symptoms of minor illness, please circle the number 
corresponding to your level of preference for each of the 
following treatment information sources: 

not at all very 
Ereferred Ereferred 

Self-care book 1 2 3 4 5 6 

Nurse Practitioner 1 2 3 4 5 6 

Physician 1 2 3 4 5 6 

Pharmacist 1 2 3 4 5 6 

Family members/friends 1 2 3 4 5 6 

Non-prescription drug ads 1 2 3 4 5 6 

PLBASB CONTINUE 00 NBX'l' PAGE 

118 



PLEASE READ EACH OF 'mE P'OLIDWING S'l'A'l'EMEN'l'S AHD CIRCLE 
THE ONE ImSPOHSE WHICH BEST DESCRIBES YOUR FEELINGS ON IT. 

THE NUMBERS 1 TURU 6 REPRESENT A CON'l'INOUS imAsURE FlOI 
5TR(H; DISAGREEMENT TO S'l'R(fiG AGREEMENT. 

1. I usually don't ask the doctor or 
nurse many questions about what they're 
doing during a medical exam. 

2. Except for serious illness, it's 
generally better to take care of your own 
health than to seek professional help. 

3. I'd rather have doctors and nurses 
make the decisions about what's best than 
for them to give me a whole lot of choices. 

4. Instead of waiting for them to tell 
me, I usually ask the doctor or nurse 
immediately after the exam about my health. 

5. It is better to rely on the judgments 
of doctors (who are experts) than to rely 
on "common sense" in taking care of your 
own body. 

6. Clinics and hospitals are good places 
to go for help since it's best for medical 
experts to take responsibility for health 
care. 

7. Learning how to cure some of your own 
illness without contacting a physician is a 
good idea. 

8. I usually ask the doctor or nurse lots 
of questions about the procedures during a 
medical exam. 

9. It's almost always better to seek 
professional help than to try to treat 
yourself. 

10. It is better to trust the doctor or 
nurse in charge of a medical procedure 
than to question what they are doing. 

11. Learning how to cure some of your 
illness without contacting a physician 
may create more harm than good. 

PLEASE CONTINUE ON NEXT PAGE 

strongly 
disagree 

123 

strongly 
agree 

4 5 6 

1 2 3 4 5 6 

123 4 5 6 

1 2 345 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

12345 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

1 2 3 4 5 6 

123 4 5 6 
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strongly strongly 120 
disa9!ee a9!ee 

12. Recovery is usually quicker under 
the care of a doctor or nurse than when 
patients take care of themselves. 1 2 3 4 5 6 

13. If it costs the same, I'd rather 
have a doctor or nurse give me treatments 
than to do the same treatments myself. 1 2 3 4 5 6 

14. It is better to rely less on physicians 
and more on your own common sense when it 
comes to caring for your body. 1 2 3 4 5 6 

15. I usually wait for the doctor or nurse 
to tell me the results of a medical exam 
rather than asking them immediately. 1 2 3 4 5 6 

16. I'd rather be given many choices about 
what's best for my health than to have the 
doctor make the decision for me. 1 2 3 4 5 6 

17. If I get sick, it is my own behavior 
which determines how soon I get well again. 1 2 3 4 5 6 

18. No matter what I do, if I am going to 
to get sick, I will get sick. 1 2 3 4 5 6 

19. Having regular contact with my physician 
is the best way for me to avoid illness. 1 2 3 4 5 6 

20. Most things that affect my health 
happen to me by accident. 1 2 3 4 5 6 

21. Whenever I don't feel well, I should 
consult a medically trained professional. I 2 3 4 5 6 

22. I am in control of my health. 1 2 3 4 5 6 

23. My family has a lot to do with my 
becoming sick or staying healthy. 1 2 3 4 5 6 

24. When I get sick I am to blame. 1 2 3 4 5 6 

25. Luck plays a big part in determining 
how soon I will recover from an illness. 1 2 3 4 5 6 

26. Health professionals control my health. 1 2 3 4 5 6 

27. My good health is largely a matter of 
good fortune. 1 2 3 4 5 6 
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stronqly stronqly 
disa!l!:ee agree 

28. The main thing which affects mY health 
is what I myself do. 1 2 3 4 5 6 

29. If I take care of mYself, I can avoid 
illness. 1 2 3 4 5 6 

30. When I recover from an illness, it's 
usually because other people (for example, 
doctors, nurses, family, friends) have 
been taking good care of me. 1 2 3 4 5 6 

31. No matter what I do, I'm likely 
to get sick. 1 2 3 4 5 6 

32. If it's meant to be, I will stay healthy. 1 2 3 4 5 6 

33. If I take the right actions, I can 
stay healthy. 1 2 3 4 5 6 

34. Regarding my health, I can only do 
what the doctor tells me to do. 1 2 3 4 5 6 

Including today's visit, approximately how many visits to a physician, 
nurse practitioner, or physician assistant did you have 

during the last year? ___ _ 

during the last two years? ___ _ 

Based on what you know now, how many visits to a physician, nurse 
practitioner, or physician assistant do you think you will have 

during the next year? ___ _ 

during the next two years? ___ _ 

UPON COMPLETION OF THIS QOESTIONNAIIm, PLEASE RETURN IT TO 
THE INDIVIDUAL THAT ASKED FOR YOUR PARTICIPATION IN THIS STUDY 

THANK YOU FOR YOUR COOPERATION 
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Variable 

1 

2 

3 

4 

5 

6 

7 
8 
9 

10 
11 

12 
13 
14 
15 
16 
17 

Demographics 

10 

GROUP 

SEX 

YEAR OF BIRTH 

Scoring 

1 thru 392 

1 = control 
2 = treatment 

1 = female 
2 = male 

REASON FOR VISIT 1 = skin and tissue 
2 = musculoskeletal system 

123 

3 = respiratory system (URI/cold) 
4 = cardiovascular system 
5 = digestive system 
6 = genitourinary/OB (UTI/STD) 
7 = eye and ear 
8 = depression/stress/anxiety 
9 = other 

USED HOME TREATMENT 1 = yes 
2 = no 

Information Source Used 

SELF-CARE BOOK 
PRIOR INTERACTION 
OTC ADVERTISEMENT 
FAMILY/FRIENDS 
OTHER 

1 = used 
2 = did not use 

Preferred Information Source 

SELF-CARE BOOK 
NURSE PRACTITIONER 
PHYSICIAN 
PHARMACIST 
FAMILY/FRIENDS 
OTC ADVERTI~EMENTS 

not at a11 
preferred 

very 
preferred 

123 456 



Variable 

18 
19 
20 

21 
22 
23 

24 
25 
26 
27 

DIFF1 
DIFF2 

Scorinq 

Krantz Health Opinion SUl:vey 

not at all 
preferred 

very 
preferred 

12345 6 

BEHAVIORAL INVOLVEMENT 
INFORMATION 
TOTAL 

Nul tidimensional Health Locus of COntrol 

not at all 
preferred 

ver:y 
preferred 

1 2 3 4 5 6 

Visits 

INTEmlAL 
POWERFUL OTHERS 
CHANCE 

DURING LAST YEAR 
DURING LAST TWO YE~ 
DURING NEXT YEAR 
DURING NEXT TWO YEARS 

Variables Created Prom Raw Data 

VARIABLE 26 MINUS VARIABLE 24 
VARIABLE 27 MINUS VARIABLE 25 
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PEARSON CORRELATION MATRIX 

The variable numbers are in parentheses. A description of 
the variables and their scoring is provided in Appendix D. 

(1) (2) (3) (4) (5) 

(1) 10000 
(2) 0.875 1.000 
(3) -0.120 -0.072 1.000 
(4) 0.004 0.005 -0.057 1.000 
(5) -0.049 0.040 0.006 -0.110 1.000 
(6) -0.041 -0.037 0.160 0.073 0.245 
(7) 0.052 0.096 0.036 0.101 -0.038 
( 8) 0.020 -0.010 0.057 0.187 0.053 
(9) -0.013 0.015 0.041 -0.006 0.024 

(10) 0.057 0.048 0.043 -0.059 0.154 
(11) -0.041 0.004 0.158 0.003 0.070 
(12) 0.180 0.195 -0.124 -0.096 -0.000 
(13) 0.047 0.016 -0.097 -0.013 -0.105 
(14) -0.134 -0.146 0.029 0.189 -0.096 
(15) 0.059 0.038 -0.029 0.079 -0.001 
(16) 0.086 0.102 -0.150 0.291 -0.057 
(17) 0.096 0.103 -0.044 0.195 0.038 
(18) 0.088 0.103 -0.128 -0.256 0.095 
(19) -0.084 -0.098 -0.165 -0.231 0.067 
(20) 0.010 0.012 -0.178 -0.299 0.100 
(21) 0.021 0.052 -0.038 -0.101 0.050 
(22) -0.002 -0.017 0.168 0.141 -0.014 
(23) -0.024 -0.016 0.324 0.028 0.089 
(24) 0.015 0.011 -0.125 -0.141 0.116 
(25) 0.035 0.048 -0.085 -0.152 0.136 
(26) 0.022 0.028 -0.026 -0.147 0.171 
(27) 0.027 0.024 -0.019 -0.130 0.170 
DIFF2 -0.014 -0.039 0.103 0.042 0.043 
DIFF1 0.012 0.026 0.148 -0.017 0.093 
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(6) (7) (8) (9) (10) 

(6) 1.000 
(7) 0.102 1.000 
(8) 0.382 0.228 1.000 
(9) 0.342 0.043 -0.031 1.000 

(10) 0.451 0.079 0.103 0.081 1.000 
(11) 0.337 -0.016 -0.026 -0.047 -0.074 
(12) . -0.023 -0.126 0.006 0.020 0.130 
(13) -0.080 0.025 -0.067 -0.051 -0.072 
(14) -0.044 0.017 -0.004 -0.006 -0.078 
(15) -0.097 -0.051 0.033 -0.093 -0.107 
(16) -0.093 0.073 0.031 0.020 -0.190 
(17) -0.045 -0.016 0.158 -0.190 -0.086 
(18) -0.156 -0.064 -0.160 -0.036 -0.029 
(19) -0.116 -0.054 -0.154 . 0.042 0.049 
(20) -0.168 -0.073 -0.192 0.000 0.009 
(21) -0.152 0.007 -0.127 -0.010 -0.043 
(22) 0.182 0.035 0.110 0.020 0.061 
(23) 0.259 -0.023 0.178 0.020 0.063 
(24) 0.050 0.000 -0.031 -0.024 0.039 
(25) 0.052 0.004 -0.007 -0.061 0.057 
(26) 0.101 0.012 0.029 -0.003 0.057 , 
(27) 0.115 0.013 0.045 -0.012 0.071 
DIFF2 0.091 0.014 0.078 0.077 0.018 
DIFF1 0.083 0.018 0.092 0.032 0.029 

(11) (12) (13) (14) (15) 

(11) 1.000 
(12) -0.069 1.000 
(13) 0.036 0.162 1.000 
(14) 0.032 -0.047 0.403 1.000 
(15) -0.007 0.007 0.365 0.438 1.000 
(16) -0.025 0.001 -0.019 -0.071 0.063 
(17) 0.018 -0.030 -0.040 -0.109 0.133 
(18) -0.035 0.188 -0.109 -0.343 -0.261 
(19) -0.080 0.279 0.038 -0.045 -0.057 
(20) -0.069 0.281 -0.050 -0.250 -0.203 
(21) -0.098 0.200 0.027 -0.064 -0.019 
(22) 0.052 -0.109 -0.055 0.132 0.180 
(23) 0.197 -0.145 -0.209 -0.073 0.089 
(24) 0.044 0.OJ7 0.-064 -0.082 -0.047 
(25) 0.055 -0.005 0.030 -0.072 -0.034 
(26) 0.080 0.007 0.033 -0.136 -0.038 
(27) 0.070 -0.002 0.020 -0.098 -0.018 
DIFF2 0.019 0.004 -0.017 -0.034 0.026 
DIFF1 0.060 -0.044 -0.046 -0.089 0.013 



(16) 
(17) 
(18) 
(19) 
(20) 
(21) 
(22) 
(23) 
(24) 
(25) 
(26) 
(27) 
DIFF2 
DIFF1 

(21) 
(22) 
(23) 
(24) 
(25) 
(26) 
(27) 
DIFF2 
DIFF1 

(26) 
(27) 
DIFF2 
DIFF1 

(16) 

1.000 
0.345 
0.142 

-0.036 
0.072 
0.004 

-0.061 
-0.011 
-0.060 
-0.064 
-0.116 
-0.132 
-0.097 
-0.092 

(21) 

1.000 
-0.136 
-0.256 
-0.017 
~0.037 

-0.097 
-0.092 
-0.080 
-0.127 

(26) 

1.000 
0.971 
0.288 
0.370 

(17) 

1.000 
-0.092 
-0.168 
-0.156 
-0.008 

0.022 
0.036 
0.002 
0.012 
0.008 
0.010 

-0.003 
0.009 

(22) 

1.000 
0.288 
0.040 
0.059 
0.163 
0.196 
0.201 
0.195 

(27) 

1.000 
0.276 
0.321 

NUMBER OF OBSERVATIONS: 259 

(18) 

1.000 
0.334 
0.844 
0.283 

-0.470 
-0.111 
-0.001 
-0.013 
-0.110 
-0.125 
-0.166 
-0.171 

(23) 

1.000 
-0.036 

0.006 
0.030 
0.065 
0.088 
0.102 

DIFF2 

1.000 
0.808 

(19) 

1.000 
0.788 
0.285 

-0.355 
-0.239 

0.041 
0.029 

-0.030 
-0.029 
-0.088 
-0.109 

(24) 

1.000 
0.915 
0.789 
0.792 

-0.236 
-0.278 

DIFF1 

1.000 
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(20) 

1.000 
0.347 

-0.509 
-0.208 

0.023 
0.008 

-0.089 
-0.098 
-0.158 
-0.174 

(25) 

1.000 
0.749 
0.784 

-0.379 
-0.212 
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IHLC 
A(21) 

+ .303 

Regression equations: 

ATTITUDES 

KHOS-BI 
(A(18) 

MODEL A(18) = CONSTANT + A(21) 

MODEL DIFF2 = CONSTANT + A(21) + A(18) 
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