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Abstract 

Research was conducted to describe the relationship 

among health locus of control, health beliefs, and treatment 

seeking behaviors of college women with primary dysmenor

rhea. A convenience sample of 121 college women answered 

five questionnaires designed to measure selected demographic 

and menstrual variables, health locus of control, perceived 

severity, external cues for action, and treatment seeking 

behaviors associated with primary dysmenorrhea. The find

ings included positive correlations between self-control 

over health and external cues for action (p = .02). Posi

tive correlations were also found between perceived severity 

and the primary dysmenorrhea treatment seeking behaviors 

used (p = .001), se1f-instituted treatments (p = .003), and 

treatments used for severe symptoms (p = .02). A negative 

correlation was found between general health threat and 

self-instituted treatment seeking behaviors (p = .005). 

Se1f-instituted behaviors were selected four times more 

frequently than provider prescribed behaviors. Recommenda

tions include instrument refinement to improve the relia

bility and validity of the health locus of control instru

ment and the two new primary dysmenorrhea instruments. 

xii 



CHAPTER 1 

INTRODUCTION 

Dysmenorrhea is derived from the Greek language and 

means difficult menstrual flow (Rosenwaks and Seegar-Jones , 

1980). It is generally considered to be one of the most 

common gynecologic disorders (Sobczyk, 1980; Jones and 

Jones, 1981; Ylikorkala and Dawood, 1978). The exact 

prevalence of dysmenorrhea is difficult to ascertain be

cause; (a) there is no universally accepted method of data 

collection; and (b) women generally expect some degree of 

menstrual discomfort and consider it normal (Lennane, 1980). 

As a result, dysmenorrhea prevalence estimates range from 3 

to 84% (Cox and Santirocco, 1981). Jones and Jones (1981) 

considered dysmenorrhea to affect 52% of menstruating women, 

10% of whom are significantly incapacitated one to three 

days each month with severe symptoms. Bergsjo (1979) 

identified the socioeconomic importance of dysmenorrhea, 

finding that in excess of 140 million hours are lost from 

work and school annually because of it. 

Historically the meaning and response to menstrua

tion has influenced society's perception of women. In some 

highly agricultural societies, this physiological event was 

thought to sour wine and cause crops to fail, resulting in 

1 
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seclusion of women during their periods. McNall (1980) 

identified the women's movement of the 1970s as instrumental 

in the legitimization of menstrual symptoms. She noted that 

women have requested the identification of 

. . . specific physical causes and making them 
well known, perhaps leading to determining 
safe, palliative treatments to alleviate the 
symptoms and removing the suspicion of hypo
chondriasis from women who are affected (p. 
17) . 

In the absence of specific information from the medical com

munity, women have used self treatment methods for the 

alleviation of their menstrual discomfort. Self-instituted 

menstrual pain remedies include exercise, yoga, sex, heat, 

and an alcoholic drink (Weideger, 1976). In some cases 

women have sought professional treatment that was found to 

be ineffective. With the discovery of prostaglandin synthe

sis inhibitors and their use for dysmenorrhea, a theoreti

cally and clinically sound and effective therapeutic 

approach to the disorder has become possible (Csapo, 1980; 

Heinrichs and Adamson, 1980). 

Dysmenorrhea is divided into two categories: pri

mary and secondary. Primary dysmenorrhea is painful 

menstruation without identified pelvic abnormality, begin

ning with ovulatory cycles. Characterized by mid-pelvis or 

lumbar colicky or dull aching pain, primary dysmenorrhea is 

often associated with "nausea, vomiting, headache, nervous

ness, fatigue, diarrhea, and rarely, even syncope" 

(Rosenwaks and Seegar-Jones, 1980, p. 207). These symptoms 
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may have a duration of several hours to 72 hours. The 

etiology is currently considered to be due to prostaglandin 

PGF2a» which causes uterine hypercontractility and ischemia. 

Secondary dysmenorrhea is diagnosed when there is pelvic 

pathology such as cervical stenosis, endometriosis, pelvic 

inflammatory disease, or myomata. 

Statement of Purpose 

The problem for investigation was: What is the 

relationship among health locus of control, health beliefs, 

and treatment seeking behaviors of college women with 

primary dysmenorrhea? The purpose of the study was to 

describe the aforementioned relationship and to answer re

search questions using a population of college women who 

have experienced uncomfortable menstrual periods since the 

onset of ovulatory menstruation. 

The research questions are: 

1. What is the direction and magnitude of the relation

ship between health locus of control and the 

perceived severity of primary dysmenorrhea? 

2. What is the direction and magnitude of the relation

ship between health locus of control and external 

cues for action? 

3. What is the direction and magnitude of the relation

ship between health locus of control and primary 

dysmenorrhea treatment seeking behaviors? 



4. What is the direction and magnitude of the relation

ship between perceived severity of primary dysmenor

rhea and treatment seeking behaviors? 

5. What is the direction and magnitude of the relation

ship between external cues for action and primary 

dysmenorrhea treatment seeking behaviors? 

Significance of the Study 

In her practice as an OB/GYN nurse practitioner, the 

author has identified primary dysmenorrhea to be a signifi

cant women's health problem. This problem has been 

evidenced by frequent requests for symptom alleviation and 

reports of  reduced activity during periods. Although in 

current clinical practice, the physiological cause of 

primary dysmenorrhea has been identified and successfully 

treated, there is a paucity of research regarding some 

aspects of the disorder. Studies which describe treatment 

seeking behaviors for primary dysmenorrhea are virtually 

nonexistent. This information seems basic for understanding 

women's health care practices. The psychosocial literature 

suggests that individual perceptions and health beliefs 

contribute to health decision making. Two such factors, 

health locus of control and health beliefs of women with 

primary dysmenorrhea, have not been studied. In addition to 

filling in some existing gaps in our information about 

primary dysmenorrhea, this research can also contribute to 

health care providers' knowledge regarding the needs of 
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contemporary women as well as their ability to identify the 

factors that encourage these women to seek care. 

Conceptual Framework 

The conceptual framework includes the concepts and 

operational tools selected for the study. On the first 

conceptual level (see Figure 1) are health action mediators 

and treatment seeking behaviors. Health action mediators 

are a complex of personal beliefs, perceptions, values, and 

attitudes related to health and illness (Pickard, Noble, and 

Defriese, 1976). Mechanic (1962) described the resultant 

behaviors as "the ways in which given symptoms may be 

differentially perceived, evaluated, and acted (or not 

acted) upon" (p. 189). These processes mediate the form 

that symptom specific treatment will take. The perception 

of primary dysmenorrhea has changed over the years. With 

the identified association of prostaglandins and primary 

dysmenorrhea, the disorder has come to be considered legiti

mate by the medical community. In addition, more women are 

demanding alleviation of menstrual related symptoms. 

Treatment seeking behaviors are the health actions 

taken by the individual in response to symptoms. There is 

no comprehensive information regarding the wide variety of 

available treatment seeking behaviors for primary dysmenor

rhea. Many remedies have been tried (Weideger, 1976; 

Budoff, 1980). Most clinicians recommend beginning therapy 
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with basic self-instituted measures such as local heat and 

aspirin, and adding prescriptive drugs if the self-insti

tuted measures are ineffective (Jones and Jones, 1981; 

Danforth, 1977). Self-instituted measures are thought to 

account for 75% or more of all health care practices (Levin, 

Katz, and Hoist, 1976). Health care practices occur in 

response to health action mediators. An example of this is 

described by Kasl and Cobb (1966) when they ask the 

question, In the presence of symptoms, what will the indi

vidual do and why will he do it? The present research 

considers this question. 

Health locus of control is the belief that an indi

vidual's health is controlled either by the individual's own 

behavior (internal control) or by forces outside the indi

vidual (external control). The concept is based on Rotter's 

(1954) concept of general locus of control, and is thought 

to develop from specific experiences and prior reinforcement 

history (Rotter, 1975). 

The original locus of control concept was modified 

by Lau and Ware (1981) to consider health related issues. 

This modification was made because a health-specific locus 

of control measure was thought to "predict health related 

variables better than a generalized locus of control 

measure" (Lau and Ware, 1981, pp. 1147-1148). Rotter's 

general locus of control scale has been used to describe 

women with primary dysmenorrhea (Heczey, 1978), but there 
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have been no published studies using a health specific locus 

of control scale. 

In recent years women have sought greater control 

over their lives and their bodies (Weideger, 1976). For 

example, they have demanded more satisfying childbirth 

experiences through perceived control over pain (Wilmuth, 

1975). Now women are being told that menstrual discomfort, 

specifically primary dysmenorrhea, is controllable (Budoff, 

1981; Storch, 1982). Since perceived control is ar> integral 

part in health decision making (Pender, 1982), health locus 

of control may play a key role in the treatment seeking 

behaviors of women with primary dysmenorrhea. 

Health beliefs are the health knowledge, percep

tions, and motivation thought to be necessary to initiate a 

specific health action (Becker et al., 1977). These beliefs 

are based on the Health Belief Model developed by fiochbaum, 

Leventhal, Kegeles, and Rosenstock to explain health 

behaviors (Maiman and Becker, 1974). The Health Belief 

Model identified five basic tenets that cause a person to 

take health action: 

1. A person must perceive herself to be susceptible to 

the disease or disorder. 

2. The disease or disorder must be per c eiy ed as being 

severe. 

3. Taking the proposed action has perceived benefit s, 

4. Benefits outweigh perceived barriers. 
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5. Cues for action are necessary to trigger the pro

posed health behavior. These cues may be internal 

or external to the person (Eecker et al., 1977). 

In primary dysmenorrhea, women experience painful 

periods. They must analyze the sensations in order to 

decide how to act on these symptoms. 

Perceived severity and cues for action are two 

components of the Health Belief Model. Perceived severity 

is defined as the individual's perception of symptoms or 

the social consequences of these symptoms. It is closely 

associated with alterations in daily routines such as work 

or family life. Women with primary dysmenorrhea perceive 

the severity of symptoms and make health decisions based on 

that perception. 

Cues for action are either internal or external 

stimuli that occur to trigger appropriate health action 

(Eecker et al. 1977). While not considered direct causes of 

health action (Becker et al. 1977), these cues are necessary 

to some degree for appropriate health action to occur. The 

intensity of the stimuli depends on the readiness of the 

individual (Rosenstock, 1966). Women with primary dysmenor

rhea may have varying levels of readiness to take 

appropriate health actions to alleviate symptoms. The 

perceptions of control as well as severity may play a role 

in the treatment seeking behaviors employed. 



10 

Definitions 

Primary dysmenorrhea: Client reported painful men

struation, beginning at the onset of ovulatory 

cycles (based on the establishment of a menstrual 

pattern usually within 2 to 4 years after menarche) 

and premenstrual symptoms. The pain is cramp-like 

and may last from a few hours to up to 72 hours. 

The onset may be a few hours prior to the start of 

menstrual flow. There is no evidence of pelvic 

pathology (American College of Obstetricians and 

Gynecologists (ACOG), 1983). 

Secondary dysmenorrhea: The appearance of painful 

periods years after menarche and found in the pres

ence of pelvic pathology (ACOG, 1983). 

Health action mediators: Social, perceptual, and 

motivational factors necessary for health decision 

making. 

Treatment seeking behavior: Client help seeking 

action for self-care or other health care inter

vention . 

Health locus of control: Client's belief that the 

control of health is determined either by one's own 

behavior (internal control) or by forces outside of 

one's control (external control) (Wallston and 

Wallston, 1978). 
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6. Health beliefs: Client's minimal levels of health 

knowledge and motivation necessary to initiate 

health action (Becker et al., 1977). 

7. Self-instituted therapy: Client's decision to 

institute self-care measures or to ignore primary 

dysmenorrhea symptoms. 

8. Provider prescribed therapy: Medications or thera

peutic measures prescribed by a health care 

professional for the treatment of primary dysmenor

rhea . 

9. Severe discomfort therapy: Medications or therapeu

tic measures used for primary dysmenorrhea when 

there is severe pain. 

10. Perceived severity: Client perception of those 

factors which trigger or encourage health actions 

regarding primary dysmenorrhea. 

Assumptions 

1. Women react to painful menstruation. 

2. Women are accurate historians regarding their 

menstrual experience. 

3. Not all women have discomfort that is perceived as 

significant enough to seek comfort measures. 

4. Menstrual symptoms may vary from cycle to cycle. 

Limitations 

The study was limited by the following: 



12 

1. Two new instruments were used that had not 

previously been tested for reliability and validity. 

2. A convenience sample was used. 

3. Socioeconomic status and ethnic variables were not 

controlled. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

This study investigated the interrelationships among 

a number of concepts. The literature review revealed no 

single study that investigated all of these concepts simul

taneously. Few studies have investigated the relationship 

between any of the selected concepts. Therefore, the 

literature review will include menstruation as related to 

health beliefs; health locus of control as related to 

women's treatment seeking behaviors; and primary dysmenor

rhea associated with treatment seeking behaviors. 

Studies Related to Menstruation 

Menstruation is a physiologic event which is given 

great importance by investigators. In fact, Golub and 

Catalano (1983) suggested that nienarche or the first 

menstrual period is a significant developmental event for 

young women. Certain beliefs and attitudes are developed 

and behaviors are manifested during menarche and subsequent 

menstrual periods. 

Menarche is reported to be a stressful, anxiety 

producing event (Whisnant and Zegans, 1975). Petersen 

(1983), in a study of sixth to eighth grade girls, found 

13 
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mixed feelings about menarche very common. These girls were 

both happy and frightened about menstruation. 

Golub and Catalano (1983) studied recollections of 

menarche and resultant menstrual experiences. They examined 

two groups of women. One group was aged 18 to 22 and an

other group of 67 women who were between 30 and 45 years of 

age. The majority of both groups had positive feelings 

about menarche although between 20 and 25% of these women 

reported feeling frightened at menarche. The other women 

reported mixed feelings of both anxiety and pleasure. The 

subsequent experience of pain, bleeding, or limitation of 

activity did not seem to influence their current attitudes 

toward menstruation. Fifty percent of each group stated 

their current attitude as "accepting," although a 

substantial 25% of the younger group and 35% of the older 

group described menstruation as "a necessary nuisance." 

More older women than the college women reported an eager

ness to "be rid of" their menstrual periods. The college 

group demonstrated a statistically significant difference 

from the older group of women concerning the limitation of 

activities during menstruation. The college women 

experienced less limitation in activity during menstruation 

than did the older group. There was no relationship noted 

between the adequacy of menstrual preparation or early 

menstrual experiences and later menstrual pain, bleeding, or 

activity limitation. These findings support the work of 
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Woods, Dery, and Most (1983). In their study, 193 partici

pants ranging in age from 18 to 35 years were selected from 

five neighborhoods in a large southeastern city. They 

demonstrated the relative lack of a statistically 

significant relationship between the attitude toward 

menarche and current menstrual attitudes. The researchers 

found a positive, statistically significant relationship 

between the perception of menstruation as debilitating and 

all perimenstrual symptoms except premenstrual water 

retention. 

Brooks, Ruble, and Clark (1977) examined college 

women's attitudes and expectations related to menstrual 

changes. Among 191 undergraduate women, they identified 

five menstrual responses. These responses reflected 

menstruation as a debilitating event, as a bothersome event, 

as a positive or natural event, as an anticipated event, and 

as an event that should not influence a woman's behavior 

(denial). The mean data suggested that there was a slightly 

positive perception of menstruation. It was not seen as 

very debilitating or as an easily anticipated event. 

O'Rourke (1983) investigated the psychological well-

being of women in relation to their reports of menstrual and 

nonmenstrual symptoms. The sample of 633 healthy, employed 

women demonstrated that "although women might experience 

specific menstrual symptoms that are distressful, this 

experience did not negatively affect the overall assessment 
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of their psychological state" (p. 291). In fact, these 

women had a higher perception of psychological well-being 

when their symptoms were attributed to menstruation than 

when they were considered nonmenstrua1ly related. This 

study demonstrated a positive influence that menstrual 

symptoms have on the mental health of women. 

To summarize, the preceding menstrual studies have 

revealed an overall gradual adjustment to menstruation. 

Many adolescent girls feel ambivalent about menstruation. 

During the maturation process, however, women may begin to 

exhibit a somewhat positive attitude about menstruation. In 

addition, when experiencing symptoms, healthy working women 

have demonstrated a higher level of psychological well-being 

with menstrually related symptoms than with nonmenstrua1ly 

related symptoms. 

Studies Related to Health and Locus of Control 

Health locus of control is a relatively new applica

tion of Rotter's (1966) original locus of control concept. 

Wallston, Wallston, and DeVellis (1978) and then Ware and 

Lau (1981) each developed multidimensional tools to study 

health-related locus of control. The Wallston et al. (1978) 

tool measures variables identified as internal control, 

chance, and control related to powerful others. The Lau and 

Ware (1981) tool measures four dimensions: self-control 

over health, provider control over health, chance health 

outcomes, and general health threat. While Rotter's general 
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locus of control concept stimulated much of the locus of 

control research, variable results have been obtained in 

health related areas. The health specific instruments have 

been used much less than has Rotter's scale, and very little 

has been studied in relation to women's health. Therefore, 

studies are presented using Rotter's (1966) general 

Internal-External Scale (I-E Scale) in relation to contra

ception, pregnancy, and dysmenorrhea. Then data relative to 

health locus of control are presented. These include 

studies related to self breast exam and health behaviors of 

Mormon women. 

Studies of General Locus 

of Control and Health 

Rotter's (1966) I-E Scale measures locus of control 

or 

the degree to which individuals perceive events 
in their lives as being a consequence of their 
own actions, and thereby controllable (internal 
control), or as being unrelated to their own 
behavior, and therefore beyond personal control 
(external control). (Lau and Ware, 1981, p. 
1147) 

These beliefs are cultivated by childhood events and 

experiences (Lau, 1982; Lefcourt, 1976). Locus of control 

is a stable construct, that is, it does not change over time 

(Lefcourt, 1976). 

Two studies investigated the relationship between 

the general locus of control construct and contraceptive use 

among women, Lundy (1972) studied 600 unmarried college 
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students. Rotter's I-E scale was administered to these 

undergraduate women from five small Midwestern liberal arts 

colleges. Forty-seven percent of the sample reported being 

sexually active. Of this group, 45% stated they were using 

contraceptives. The findings indicated that the sexually 

active women using contraceptives displayed a statistically 

significant internal locus of control (p < .01). MacDonald 

(1970) also found a statistically significant relationship 

between contraceptive use in unmarried college women and 

locus of control (p < .05). Sixty-two percent (24 of 39) of 

the unmarried women who used contraception displayed 

internal locos of control tendencies using Rotter's I-E 

scale. Thirty-seven percent (16 of 43) of these women had 

external locus of control tendencies. No significant rela

tionship was noted among married students. 

To summarize, these two studies have demonstrated a 

statistically significant relationship between unmarried 

college women using contraception and internal locus of 

control. That is, the women in these studies who were 

unmarried, sexually active, and using contraception 

displayed tendencies of self-control over their lives. 

Pregnancy has been examined in relationship to 

general locus of control. Specifically, participation in 

and the use of behaviors taught at childbirth education 

classes have been evaluated based on the I-E locus of 

control construct. 
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Windwer (1977) studied 98 middle class, nulliparous 

couples during the seventh or eighth month of pregnancy. 

Fifty couples were childbirth class participants, while 48 

couples had not attended the classes which taught psycho-

prophylaxis. The study did not demonstrate the expected 

relationship. That is, internal locus of control was not 

found to be a feature of either expectant parents who chose 

to attend childbirth education classes or those who did not. 

Felton and Segelman (1978) used the locus of control 

construct to compare the effectiveness of several childbirth 

class methodologies. Expectant parents attending Lamaze 

classes, Red Cross classes, and no classes were compared. 

Lamaze classes emphasized childbirth information and 

participation in the labor and delivery process, while the 

Red Cross classes emphasized only childbirth information. 

Prior childbirth experience was not controlled in the study. 

A pretest/posttest format was used. The I-E pretest was 

administered in the third trimester. The I-E posttest was 

completed either before birth or in the postpartum period. 

Women who had had Lamaze training displayed a statistically 

significant increase in internal locus of control during the 

postpartum period, whereas men tested after delivery did not 

demonstrate a statistically significant change in locus of 

control orientation. No statistically significant change 

was noted in the other class groups. 
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Willmuth, Weaver, and Borenstein (1978) investigated 

the relationship between locus of control and satisfaction 

with prepared childbirth. There were two types of child

birth education classes offered. One was offered by the 

local Visiting Nursing Association. The second type of 

class was taught by the hospital nursing staff. Both 

classes emphasized informed participation in the labor and 

delivery process. There were 450 women who contributed some 

data during the study. Prior childbirth experience was not 

controlled, and childbirth class attendance was not 

mandatory. The data supported the hypothesis that prepared 

childbirth is related to locus of control. Women who 

attended classes and demonstrated an internal locus of 

control reported overall satisfaction with the childbirth 

experience as well as a degree of pain control. There was 

no demonstrated relationship among those women who did not 

attend childbirth classes. 

In summary, while one study (Windwer, 1977) did not 

show a relationship between locus of control and childbirth 

education preparation, two studies have demonstrated such a 

relationship. Lamaze classes were reported to increase the 

perception of internal locus of control among postpartum 

women. In addition, nonspecific childbirth preparation 

classes which emphasize informed participation contributed 

in a statistically significant way to overall satisfaction 

among women with an internal locus of control expectancy. 
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One study has reported a relationship between locus 

of control and dysmenorrhea. Heczey (1978) studied locus of 

control, anxiety, and dysmenorrhea in a college student 

population (N = 92). The I-E scale, the State-Trait Anxiety 

Index (STAI scales), and a seven-item menstrual symptom tool 

were used. External locus of control was correlated with 

high trait anxiety (p < .001). Women with dysmenorrhea 

displayed a statistically significant higher level of 

anxiety than did women without dysmenorrhea. There was no 

demonstrated relationship between locus of control and 

anxiety among women without dysmenorrhea. 

Heczey also used a biofeedback technique in the 

study to test its effectiveness in reducing the symptoms of 

dysmenorrhea as well as the relationship with locus of 

control. Using a quasi-experimental design with 44 

subjects, she demonstrated a statistically significant 

improvement in the symptoms of dysmenorrhea in the treatment 

group. The training program did not affect locus of 

control, but those women who demonstrated some alleviation 

in symptoms shifted toward a more internal locus of control. 

Studies of Health Specific 
Locus of Control 

Two studies are presented that examine health-

specific locus of control. Hallal (1982) described the 

relationship among selected health beliefs, health locus of 

control, and self-concept of women practicing self-breast 
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examination (SBE). Cesarotti (1983) examined health locus 

of control, value orientations, and health behaviors of 

Mormon women. 

In the study by Hallal (1982), 207 women completed a 

health beliefs instrument designed to measure perceived 

susceptibility to breast cancer and the perceived benefits 

of self-breast exam. The study participants also completed 

the Multidimensional Health Locus of Control Scales 

(Wallston et al., 1978) and the Tennessee Self-Concept 

Scale. Women who practiced SBE were compared to those who 

did not practice SBE. Data analysis revealed statistically 

significant differences between women who practiced SBE and 

those women who did not examine their breasts. The 

practicing of SBE was correlated with an increase in health 

beliefs specific to SBE and a higher self concept. This 

group also seemed to believe less in a "powerful other" 

control over health than did the group who did not practice 

SBE. 

Cesarotti (1983) studied 59 Mormon women using the 

Lau and Ware Health-Specific Locus of Control scales, a 

Value Orientation Scale, a Health Value Scale, and a Health 

Behavior Scale. Analysis of the data indicated a statis

tically significant relationship between self-control over 

health (internal locus of control) and health behavior. 

This relationship seenied to be more dependent on the 
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religious beliefs of this subculture than on personal health 

choices. 

In summary, according to these studies, women who 

practice self breast exam (SBE) tend to hold higher health 

beliefs specific to SBE and also a higher self concept than 

women who do not practice SBE. Women who have examined 

their breasts also tend to believe less in a "powerful 

other" health control than do those women not practicing 

SBE. Mormon women display a positive relationship between 

self-control over health and health behavior which may be 

explained by their religious preference. 

Studies Related to Health Beliefs 

The Health Belief Model (HBM) was developed based on 

the independent work of several investigators in public 

health (Rosenstock, 1974). These beliefs include client 

perceived severity, susceptibility, benefits and barriers, 

and cues for action. This current research emphasized 

perceived severity and external cues for action related to 

primary dysmenorrhea. 

Much research has been generated based on the health 

belief model. Yet few studies have focused on women's 

health. The studies selected for presentation in this 

review are based on perceived severity and cues for action. 

Women's health studies are also included where applicable. 
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Studies of Perceived Severity 

The client's perception of severity of illness has 

been shown to influence treatment seeking behavior in 

several studies. Becker, Drachntan, and Kirscht (1974) 

studied 116 children, ages 6 weeks to 10 years, with otitis 

media. Mother's perception of the severity of the child's 

current illness was statistically significantly related to 

several behaviors. These were knowledge of medication name 

and frequency of administration, actual medication adminis

tration, knowledge of follow-up appointment date, and return 

for follow-up appointment. The authors concluded that 

perceived severity, in addition to other variables, has an 

impact on determining health related behaviors. In 

addition, mother's health beliefs have been associated with 

the formulation of the child's future health beliefs (Lau, 

1982; Becker et al. 1974). 

In another study of children and predictors of 

health care, Kirscht, Becker, and Eveland (1976) studied a 

group of 251 mothers seeking treatment for their children. 

Perceived severity and the efficacy of care in the presence 

of symptoms were found to be major predictors for the 

utilization of services. 

Leavitt (1979) studied 210 adult subjects enrolled 

in a prepaid medical program. Using both prospective and 

retrospective analysis, the utilization of health services 

was evaluated based on the Health Belief Model. 
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Prospectively, perceived severity, based on two tools 

specifically developed for this study, was correlated to 

preventative health behaviors such as early treatment, diet, 

and exercise. Yet in retrospective analysis, perceived 

severity was found to be the least predictive of all the 

health beliefs. Perceived severity may therefore need a 

stronger cue to trigger health action (Becker et al., 1977). 

In summary, perceived severity may play a key role 

in determining treatment seeking behavior. Yet, in some 

cases, perceived severity may require a stronger cue for 

action in order to trigger health behavior. In addition, 

the presence of symptoms may represent a health threat to an 

individual and may motivate health action or act as a cue to 

trigger health behavior (Kirscht, 1974; Haynes et al., 1976). 

Studies of Cues for Action 

Few studies have directly analyzed cues for action. 

Pender (1982) stated that it is a difficult variable to 

measure because a cue may have preceded the health behavior 

and not be perceived as associated with the health behavior. 

Larsen, Olsen, Cole, and Shortell (1979) used a postcard 

reminder to effectively increase recommended compliance. In 

a study of 232 high-risk patients, 62.1% of the study popu

lation reported receiving the postcards reminding of flu 

vaccinations and 49.6% of all patients received the vaccine. 

Those patients believed that influenza was a serious 

disease, and they were susceptible. In addition, this group 
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believed that the vaccine was more effective than the group 

that did not participate in the vaccination program. 

Kegeles (1969) studied the effects of information 

from health workers and participation in Pap testing. Using 

a population of black urban women, he was able to demon

strate a statistically significant difference between those 

women who received a message strongly encouraging the 

behavior and those women receiving a mixed message, 

describing the time and place of Pap testing along with the 

procedure for detecting iron deficiency anemia. The women 

who received the strongly encouraging message had greater 

participation in the Pap testing program than did the 

control group, although test participation did not simply 

equate to changes in health beliefs. 

To summarize, external cues for action have seemed 

to significantly influence appropriate treatment seeking 

behaviors. The use of postcard reminders and verbal 

information have both been found to be helpful in addition 

to other health beliefs. 

Studies Related to Primary Dysmenorrhea 
Treatment Seeking Behaviors 

The research on primary dysmenorrhea relative to 

specific treatment seeking behaviors tends to be in two 

categories. There are those studies related to prescription 

medication use and those related to other treatment 

modalities, including self-care and behavioral therapies. 
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Primary dysmenorrhea, being mai'nly a pain phenomenon, has 

sensory, affective, and evaluative qualities (Melzack and 

Torgerson, 1971). The report of pain may have contributing 

factors such as emotional arousal, expectancies, memories, 

attitudes, beliefs, and social influence, along with the 

sensory signal (Chapman and Wyckoff, 1981). Consequently, 

primary dysmenorrhea is a complex disorder because of the 

clinical subjective manifestation of pain. The studies 

presented in this section will be divided according to 

prescriptive medication use and other treatment modalities. 

Studies Related to 
Prescriptive Medication Use 

Anderson and Milsom (1982) reported a study based on 

596 women who were 19 years of age and from Sweden. Of the 

414 women who answered the item about the medical behaviors 

related to primary dysmenorrhea, 38.2% used analgesics 

and/or antispasmotics, 21.5% used oral contraception, 17.1% 

used analgesics and/or antispasmodics as well as oral 

contraception, 22.0% consulted a physician about the 

disorder, and 23.9% needed medical attention. 

The cause of primary dysmenorrhea has been related 

recently to local prostaglandin F. Pickles, in 1957, iden

tified a substance in menstrual blood which provoked 

contractions on the smooth muscle. Filler and Hall (1970) 

reported that women with dysmenorrhea had hypercontracti1ity 

of the uterus during the latter part of the menstrual cycle 
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and early menstrual phase. They also observed elevated 

uterine muscle tone during this period. Then Roth-Brandel, 

Bygdeman, and Wiqvist (1970) demonstrated the symptoms of 

primary dysmenorrhea by intravenous injection of prosta

glandin l?2a' N o*" o n ly  ̂  ̂  injection of this substance 

produce menstrua 1-1 ike pain in human volunteers, but asso

ciated symptoms such as nausea, vomiting, diarrhea, syncope, 

and flushing were also reproduced. 

Antiprostagland ins have proven effective in treating 

dysmenorrhea. A study conducted by Henzl, Buttram, Segre, 

and Besser (1977) found that antiprostag1 and in therapy was 

effective for primary dysmenorrhea. In this study of 10 and 

12 women during 40 to 48 menstrual cycles, there was subjec

tive relief noted by using Naproxen sodium in 70 to 90% of 

this study population. This compared with only 50 to 62% 

reporting relief with placebos. It is speculated that other 

antiprostagland ins would also be valuable in the treatment 

of primary dysmenorrhea (Budoff, 1980). In fact, many are 

now commonly used in clinical practice. 

The combined estrogen-progestin birth control pill 

also seems to be effective in controlling primary dysmenor

rhea. The postulated mechanism is ovulation supression 

(Ylikorkala and Dawood, 1978; Jones and Jones, 1980). These 

and many other clinicians have observed clinical alleviation 

of the symptoms of primary dysmenorrhea in their patients 

who use oral contraception. 
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In summary, clinical evidence is being accumulated 

to support the use of prescriptive medication for primary 

dysmenorrhea. The antiprostag 1 andin group of medications 

has been studied for use in this disorder, and has proven 

effective. Clinical experience has shown the combination 

birth control pill to be effective also. More study is 

necessary to demonstrate clinical effectiveness of prescrip

tive medications for primary dysmenorrhea. 

Studies Related to Other Primary 

Dysmenorrhea Treatment Modalities 

Brown et al. (as described in Brown, 1982) found 

common self-care methods used for primary dysmenorrhea. 

These methods were the self-instituted use of nonprescrip-

tive medications (50%) and rest (10%). Other strategies 

included "exercise, heat application, relaxation techniques, 

and prescriptive medications" (p. 151). 

Behavioral therapies have also been studied. Leckie 

(1964) used two to eight hypnotherapy sessions and demon

strated some success in 25 women. Seventeen of the 25 women 

revealed marked improvement after therapy. House (1969) 

reported using Lamaze techniques to relieve primary 

dysmenorrhea. In a study of 90 women using four treatment 

sessions, 41% felt much improved while 43% of the women 

demonstrated slight improvement with the symptoms of primary 

dysmenorrhea. 
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Biofeedback therapy has also been studied. For 

example, Heczey, Denmark, Kerenyi, and Murgatroyd (1975) 

demonstrated reported reductions in the severity of primary 

dysmenorrhea symptoms in 20 of 22 women using this therapy. 

Desensitization procedures have also been employed 

as a treatment for primary dysmenorrhea. Using a controlled 

experimental design in which self-management of primary 

dysmenorrhea was stressed. Qui lien and Denney (as reported 

in Denney and Gerrard, 1981) demonstrated a significant 

reduction in symptoms, debilitating activities, and medica

tion use. After completion of four weekly sessions with 

eight women, the positive results continued during 18 months 

of follow-up. 

Summary 

In summary, there appear to be many treatments that 

are effective in the alleviation of primary dysmenorrhea. 

By considering a eclectic approach 'to treatment, relief may 

be realized. More study is necessary to determine the use-

effectiveness of the self-care strategies employed by women 

with primary dysmenorrhea. However, the trend seems 

promising. 



CHAPTER 3 

METHODOLOGY OF THE STUDY 

In this study a correlational descriptive design was 

used to examine the relationships among health locus of 

control, perceived severity, external cues for action, and 

treatment seeking behaviors among college women with primary 

dysmenorrhea. First exploratory data were collected and 

clusters identified for external cues for action. Then a 

demographic/menstrual data sheet and four structured ques

tionnaires were used for the remainder of the data collec

tion. This chapter describes the setting and sample selec

tion, protection of human subjects, tool selection and 

design, procedures, method of data collection, and data 

analysis for this study. 

The Setting 

The setting for this study was the University of 

Arizona. Several methods were used to obtain participants 

for the study. First, notices were placed at selected 

campus sites. When subjects responded to these appeals, 

individual arrangements for data collection were made. 

Otherwise, group sessions were encouraged. Second, support 

was obtained from the self-help section of the Student 

Health Center. The researcher presented the study to 
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student health promoters who were trained to act as outreach 

student health educators. Through this group, access to two 

s o r o r i t i e s  a n d  o n e  w o m e n ' s  d o r m i t o r y  w a s  o b t a i n e d .  A l l  

other women's housing units not represented in this study 

were contacted and chose not to participate as a group. 

Third, the Campus Women's Center chose to participate, and 

an afternoon was spent collecting data at the Center. 

The researcher offered to discuss primary dysmenor

rhea and related women's health issues after all the data 

were collected. Several group sessions were held at sites 

including one dormitory and one sorority, and as part of 

Campus Women's Week. 

The Sample 

The study population was University of Arizona women 

students who indicated they had primary dysmenorrhea. Al

though variable menstrual beliefs and attitudes were acknow

ledged as a possible source of measurement error, no attempt 

was made to limit the study to one ethnic group. There was 

an 87-percent Caucasian female student population at this 

University (C. Hernandez, personal communication, January 

16, 1984). The women met the following criteria in order to 

become study participants: 

1. Were at least 18 years of age; 

2. Had experienced some degree of menstrual pain or 

discomfort since the onset of ovulatory cycles 

(usually within the first 6 to 12 months of menses); 
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3. Never used an IUD; 

4. Were never diagnosed as having pelvic abnormalities 

contributing to the pain such as endometriosis, 

cervical stenosis, or the sequelae of pelvic inflam

matory disease (secondary dysmenorrhea); and 

5. Valued health highly as a necessary stipulation to 

use the Health-Specific Locus-of-Control Scales. 

The anticipated convenience sample was 60 to 200. 

Protection of Human Subjects 

This proposed research was reviewed and approved by 

the Human Subjects Committee of the University of Arizona 

College of Nursing (Appendix A). To assure human subjects 

protection, all identifying information about participants 

was encoded. A  disclaimer was provided for each partici

pant, describing the purpose of the study, its no-risk 

status, and assurance of anonymity (Appendix B) . Partici

pants were also provided with the researcher's address and 

telephone number and on-site opportunity to obtain answers 

to any questions regarding menstrual discomfort. In addi

tion, withdrawal from the study was permitted at any time 

without incurring ill will. 

Tool Selection and Design 

Lau and Ware's Health Locus of Control Scales and 

the Moos Menstrual Distress Questionnaire were the instru

ments selected. The Demographic/Menstrual Data Tool, the 
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Primary Dysmenorrhea External Cues for Action Scale, and the 

Primary Dysmenorrhea Treatment Seeking Behavior Instrument 

were designed by the researcher. All of these tools are 

discussed below in the order of appearance in the conceptual 

model. 

Demographic/Menstrual 
Data Tool 

A 21-item tool (Appendix C) was designed to obtain 

descriptive, demographic information as well as specific 

menstrual data. Demographic variables included age, current 

university student status, marital status, and religion. A 

health value Likert-type item was included as well as an 

item asking perceptions of health-i1lness during menstrua

tion. Specific questions were asked in order to obtain a 

detailed menstrual history. These items were developed from 

the researcher's practice with input from an OB/GYN nurse 

practitioner in Student Health. 

Health Specific 
Locus of Control Scales 

The Lau and Ware (1981) Health Specific Locus of 

Control Scales (Appendix D) were used because they measured 

beliefs concerning Self-Control over Health, Provider Con

trol over Health, Chance Health Outcomes, and General Health 

Threat. This balanced 27-item Likert-type tool demonstrated 

fair levels of reliability and construct validity. Relia

bility was ascertained by the Cronbach's alpha and the test-
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retest method. Internal consistency estimates were 

generally satisfactory, (a= .65 to .71). Test-retest 

scores were satisfactory, (r = .65 to .77), with the excep

tion of the General Threat to Health Scale (r = .43). 

Interscale correlations demonstrated the four reliable and 

distinct categories, with estimates ranging from r = .20 to 

-.27 (Lau and Ware, 1981). 

A criterion for use of this scale was that the 

respondent value health (Wallston, Wallston, Kaplan & 

Maides, 1976; Wallston, Wallston & DeVellis, 1976). Item 6 

in the Demographic/Menstrual Data Tool was used to demon

strate health value. A. response of "agree" or "strongly 

agree" was necessary to demonstrate this attitude. 

This instrument was scored by designating numbers 1 

to 6 for each item. The inclusion of reversed items caused 

variable scoring (see Appendix D). For example, one item 

stated, "If I get sick, it's usually my own fault." A re

versed item from the same subscale states, "Taking care of 

yourself has little or no relation to whether you get sick." 

In the first statement, 6 points were given for "strongly 

agree" to 1 point for "strongly disagree." For the second 

statement, the range was reversed (e.g., "strongly agree" = 

1). Subscale scores were derived in order to describe the 

health specific locus designation. 



36 

Moos Menstrual Distress 
Questionnaire (Form T) 

Perceived severity was measured using the 47-item 

Moos (1977) Menstrual Distress Questionnaire (MDQ) (Appendix 

E). This commonly used menstrual tool contained 41 common 

menstrual symptoms and 6 control items. There are 8 symptom 

clusters—pain, negative affect, autonomic reactions, water 

retention, behavioral change, concentration, arousal, and a 

control subscale. Individual cluster scores as well as a 

total score were obtained based on its use by Parlee (1974). 

She used all 8 subscales including the control subscale to 

obtain a total scale score. 

Reliability and validity estimates included the 

measurement of internal consistency and inter-cycle 

stability. Using the Kuder-Richardson Formula, the sub-

scales were found to be internally consistent (KR = .56 to 

.84) and split-half reliabilities were from .74 to .98 (Moos 

1977, Form T data). For the menstrual cycle phase, test-

retest correlations ranged from r = .39 to .62, demon

strating that women described many common symptoms from 

cycle to cycle (Moos 1977, Form T data). For validity meas

ures, neither predictive nor concurrent validity has been 

demonstrated. 

Form T was selected because a one-time menstrual 

symptom measure was needed. Markuni (1976) studied the 

effect of neutral instructions on Moos symptom ratings. The 

study population consisted of 47 women who received the 
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regular Moos instructions prior to completing the question

naire (i.e., "a list of symptoms which people sometimes 

experience"). She concluded that the different instructions 

did not significantly alter the Moos symptom ratings. It 

was also found that requesting a specific time in the past 

provides more accurate information. In addition, Moos's 

Form T did not clearly differentiate between subjects in 

different menstrual phases. Consequently, in this study the 

most severe period was selected to provide a uniform focused 

response. 

An exploratory study was undertaken to evaluate the 

ability of college women to recall the time of their most 

severe menstrual symptoms from one time to another. Six 

women with primary dysmenorrhea from ages 23 to 32 were 

sampled. They were asked to write the time of their most 

severe dysmenorrheic period. Again, three weeks later, a 

hundred percent of the same sample were able to recall the 

same month and date, demonstrating a test-retest reliability 

coefficient of 1.00 (Polit and Hungler, 1978). Therefore, 

the most severe dysmenorrheic cycle was used as a basis for 

data collection. 

Moos (1977) found that length of time since symptom 

occurrence as well as present cycle phase did not alter 

reports of symptom severity. Parlee (1974) suggested that 

symptom reporting was based on cultural and psychological 

stereotypical beliefs. Markum (1976) suggested that by 
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asking for symptoms from a specific cycle instead of an 

average symptom experience, one may reduce the possibility 

of obtaining stereotypic responses. 

Parlee (1974) suggested that the MDQ might demon

strate response bias. Subjects may report either high or 

low ratings without regard to the item. This is possibly 

due to the tool format, the use of a Likert-type scale. 

In conclusion, the MDQ has been the most extensively 

used questionnaire for describing menstrual symptoms. After 

considering its limitations, it remained the best tool for 

the present research. 

The tool was designed with numbered values from 1 -

no reaction at all to 6 - acute or partially disabling. 

Using this format, an overall total and pain and control 

subscale totals were obtained. The pain subscale contained 

symptoms related to dysmenorrhea and the control subscale 

represented symptoms unrelated to menstrual distress speci

fically used for validity purposes. These two subscales 

were selected to reduce the overall study variables and yet 

to identify the primary dysmenorrhea symptoms most commonly 

reported by women affected by the disorder. 

Primary Dysmenorrhea External 
Cues for Action Scale 

The evolution of the 13-item scale designed by the 

investigator (Appendix F) entailed an exploration of the 

people and external things that cause women with primary 



39 

dysmenorrhea to take action to alleviate their symptoms. 

This method was used because little research information 

about external cues for action was available (Pender, 1982). 

Three questions were used to direct the data collection. 

1. What things cause you to do something for your 

per iods? 

2. How did you find out that something could be done to 

relieve your painful periods? 

3. How do you decide what you should do about your 

periods? 

The data were collected from eight women who met the study 

criteria. The data were compiled until new subjects failed 

to yield new information, and then clusters were identified. 

The four clusters found were family, friends, health care 

and educational professionals, and the media. This informa

tion confirmed Brooks-Gunn and Ruble's (1980) findings about 

menstrual-related information gathering sources. These four 

clusters were included in a questionnaire that used a five-

point Likert-type scale to ascertain the degree to which 

each of the 12 items encouraged or discouraged action taking 

for menstrual discomforts. The midpoint was "no influence." 

This midpoint was deemed necessary because for some subjects 

some items may not affect action taking. A thirteenth item 

(other) was included in case additional cues were perceived 

by the participant. 
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For this scale, 1 to 5 points were given, dependent 

upon subject response: 1 point for strongly discouraged to 

5 points for strongly encouraged. Three points were given 

for "no influence." A summed total describing the total 

scale score was obtained for each item for correlational 

purposes, and then the items were ranked based on item 

means. 

Primary Dysmenorrhea Treatment 
Seeking Behaviors Instrument 

This 25-i tern scale, designed by the investigator 

(Appendix G) , was developed to identify customarily used 

measures for the symptoms of primary dysmenorrhea. The 

scale specified the source of the treatment —either self-

instituted or health provider prescribed—and whether it is 

also used for severe discomfort. This scale was derived 

solely from a review of the professional and lay literature. 

Table 1 specifies each treatment item and the corresponding 

reference. It was then evaluated for content validity as 

d e s c r i b e d  l a t e r  i n  t h i s  c h a p t e r .  I t e m s  s u c h  a s  d i e t  

changes, vitamins, and herbs were not specified, so that the 

subject could record exact measures individually used. An 

"others" item was included so that any omitted measures 

could be added. The item, "do nothing," was added by the 

researcher for completeness, since a woman may select to do 

nothing for her dysmenorrheic symptoms. 
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The tool was designed so that women checked the 

treatment seeking behavior used under the used column. Then 

they designated whether the behavior was self-instituted or 

prov ider prescr i bed. Lastly, the women were asked to 

underline the treatment seeking behaviiors that were used 

for severe d i scomf o r t. The instrument was designed to be 

summed according to these four categories. One point was 

given for each treatment seeking behavior marked. This 

yielded four summed scores for this instrument. 

Procedures 

Face and content validity were approximated in two 

ways. Three women's health experts were asked to review the 

tools for face and content validity. The group included an 

OB/GYN Nurse Practitioner in the Student Health Center, a 

maternal and child professor with anthropological interest 

regarding menstruation, and a Master's prepared nurse 

teaching women's health care. A 66% agreement criterion was 

met after appropriate revisions. These revisions consisted 

of changes in the Demographic/ Menstrual Data Sheet and in 

the directions for the Treatment Seeking Behaviors 

Instrument. Additional format changes were implemented 

based on the thesis committee's recommendations. Then five 

college women who met the study criterion were asked to 

assess the questionnaires for clarity, readability, and 

understanding. One hundred percent agreement was necessary 

and obtained for all items. Between 20 and 40 minutes was 
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estimated to complete all tools. The mean time for comple

tion of the entire instrument was 20.4 minutes. 

Method of Data Collection 

The study was introduced by the investigator to the 

individuals and/or groups of college women participating, 

and included participant criteria. The disclaimer and the 

five questionnaires were distributed (Appendices B-G) , 

including (a) the Demographic/Menstrual Data Tool, (b) Lau 

and Ware's Health-Specific Locus-of-Control Scales, (c) the 

Moos Menstrual Distress Questionnaire (Form T), (d) the 

Primary Dysmenorrhea External Cues for Action Scale, and (e) 

the Primary Dysmenorrhea Treatment Seeking Behaviors Instru

ment, in the order indicated. The researcher remained on 

site during the completion of the tools. Participants were 

encouraged to ask questions as necessary. 

Data Analysis 

Frequencies and percentages, as well as other 

descriptive data, were compiled using the Statistical 

Package for the Social Sciences (SPSS) computer program. A 

total score and eight subscale scores were obtained for the 

Moos Menstrual Distress Questionnaire (Form T). Only the 

pain and tool control subscale scores were used. Four sub-

scale scores were obtained for Health Locus of Control. 

Total item scores were obtained for the External Cues for 

Action Scale. The Treatment Seeking Behaviors Instrument 



was scored using totals for treatments used, self-instituted 

and provider-prescribed, and for severe menstrual discom-, 

fort. The Pearson Product-Moment Correlation Coefficient 

was used to answer all research questions. Internal consis

tency was measured for all tools. This measurement was also 

an indirect evaluation of construct validity. 

Summary 

This chapter describes this study's setting and 

sample selection, tool selection, and design, along with 

data collection method and data analysis. The researcher 

was present during data collection to promote consistency in 

the data collection process. 



CHAPTER 4 

PRESENTATION, ANALYSIS, AND INTERPRETATION OF DATA 

This chapter presents the study's findings and the 

analysis and interpretation of the data. Demographic 

characteristics and menstrual and birth control pill data 

are discussed along with the clinical significance of these 

data. This is followed by reliability and validity instru

ment testing. Finally, the analyses and interpretation of 

all tools are presented and research questions are answered. 

Characteristics of the Sample 

One hundred twenty-six college women answered ques

tionnaires. Five women were eliminated from the study. Two 

of these did not complete at least two tools. One subject 

stated that she had "never had bad periods," and two others 

were eliminated for pathophysiological reasons of a fixed 

uterus and a hormonal imbalance. 

Age and Current 
University Status 

The 121 participating college women ranged in age 

from 18 to 44 years (Table 2). The mean age was 20.22 (S.D. 

= 3.33). Of the sample, 90.25% were 18 to 21 years of age 

and 96% were undergraduate students (Table 3). 

47 
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Table 2. Age of College Women by Frequency and Percent (N = 
121) . 

Age t Frequency % 

18 27 22. 30 
19 30 24.97 
20 34 28.10 
21 18 14.88 

22 2 1.65 
23 2 1.65 
25 1 0.80 
26 2 1.65 
27 1 0.80 
28 1 0. 80 
33 1 0. 80 
34 1 0. 80 
44 1 0.80 

121 100.00 

Mean 20.22 
S.D. 3.33 

Table 3. Current University Status of College Women by 
Frequency and Percent (N = 121) • 

Current University 
Student Status Frequency % 

Freshman 34 28.00 
Sophomore 37 31.00 
Junior 26 21.00 
Senior 19 16.00 
Master's 4 3.00 
Doctorate - -

Postdoctorate - -

Other 1 (—
1
 

•
 o
 

o
 

T otal 121 100.00 
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Marital Status, Religion, 
Race/Ethnicity 

The majority of the study sample (97.52%) was never 

married. Two women were married and one was divorced. 

Ninety percent of these women belonged to three religious 

groups: Protestant (32.00%), Catholic (41.00%), and Jewish 

(17.00%) (Table 4). Ninety-nine percent were Caucasian, as 

was expected based on the information obtained from the 

University's Affirmative Action Office (C. Hernandez, per

sonal communication, January 16, 1984). One subject was 

black. 

Table 4. Religion of College Women by Frequency and Percent 
(N = 121) . 

Religion Frequency O. 
o 

Protestant 39 32.00 
Catholic 50 41.00 
Jewish 20 17.00 
Other 9 7.00 
None 3 3.00 

Total 121 100.00 

Pregnancy and Health Value 

The effect of pregnancy on primary dysmenorrhea was 

not discussed because only 4.96% of the respondents reported 
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pregnancies. Five women had been pregnant once, and one 

woman had had two pregnancies. 

Health value was estimated using a single item: 

"Being healthy is important to me." In order to participate 

in the study, a strongly agree or agree response was 

necessary. No woman was rejected based on this criterion. 

In fact, 87.60% had a "strongly agree" response and the 

remaining 12.40% agreed with the statement. 

Menstrual Data 

Menstrual data consisted of an estimation of subjec

tive perception of health during menses, age at menarche, 

menstrual frequency, duration, and flow. Recall of the most 

severe period and its severity was estimated. 

Detailed data were collected in order (a) to suc

cinctly describe the menstrual patterns of the study parti

cipants, and (b) to assure that these college women had 

primary dysmenorrhea and not secondary dysmenorrhea. The 

study results assured the investigator that no clinically 

significant deviation from normal menstruation was apparent 

among the women who participated. 

Health During Menses 

Nearly 80% of the women considered themselves 

healthy during their menstrual periods (Table 5). The 

current research findings suggest some positive healthy 
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affective response in relation to menses, even in the 

presence of primary dysmenorrhea. 

Table 5. Perceived 
Menses by 

Health Status of College 
Frequency and Percent (N = 

Women During 
121). 

Health Status Frequency % 

Very healthy 28 23 .14 

Moderately healthy 57 47 .11 

Mildly healthy 11 9 .09 

Mildly ill 17 14 .05 

Moderately ill 6 4 .96 

Very ill 2 1 .65 

Total 121 100.00 

Age at Menarche, Menstrual 
Frequency, Duration, and Flow 

In the current study (Table 6), the mean age of 

menarche was 13.17 years with a standard deviation of 1.18, 

which is above the 12.3 years average for the United States 

(Benson, 1980). The menarche age range was from 10 to 16 

years. The ages of 12 (20.66%), 13 (36.37%), and 14 

(23.97%) were most frequently reported for menarche. 

The mean menstrual frequency was 29.34 days, with a 

standard deviation of 10.06. Three respondents stated that 

they had irregular menstrual frequency, yet clinically met 
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Table 6. Age of Menarche of College Women by Frequency and 
Percent (N = 121). 

Age (in years) Frequency % 

10 1 0. 82 

11 8 6. 61 

12 2 5 20 . 66 

13 43 36.37 

14 29 23. 97 

15 10 8.26 

16 4 3. 31 

Total 121 100.00 

Mean = 13.17 

S.D. = 1.18 

the criterion for this study. Mean menstrual duration was 

5.11 days, with a standard deviation of 1.31. The menstrual 

flow of these women averaged 3.19 on a scale from 1 (light) 

to 5 (heavy). These values fell within the average for 

these menstrual factors (Martin, 1978). 

Early menarche, .longer menstrual duration, and 

increased menstrual flow have been significantly related to 

primary dysmenorrhea (Andersch and Milsom, 1982), while 



53 

Brown and Woods (1984) found no such relationship. In the 

current study, these college women with primary dysmenorrhea 

began to menstruate at an age over the national average and 

their menstrual frequency, duration, and flow were within 

the normal ranges for these parameters. There was a rela

tionship between perceived severity of primary dysmenorrhea 

and duration of flow was found to be r = .21 (p = .02) among 

this sample. This current study supported the findings of 

Andersch and Milsom (1982) regarding duration of flow and 

primary dysmenorrhea, but not age of menarche or menstrual 

durat ion. 

Identification of Most Severe Menses 
and Its Effect on Daily Activity 

Sixty-three (57.85%) of the sample were able to 

identify their most severe menses, although the change in 

daily activity during their most severe menses was answered 

by the entire sample (Table 7). Over 95% responded that 

there was some change, and 37.19% of these women reported a 

severe change in their daily activity. Several women noted 

a lack of understanding in the use of the word severe when 

asked to identify their most severe menses. Perhaps this 

lack of understanding contributed to the discrepancy between 

identifying the most severe menses and describing the most 

severe menses in terms of change in daily activity. 
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Table 7. College Women's Perceived Change in Daily Activity 
During Most Severe Menstruation by Frequency and 
Percent (N = 121). 

Daily Activity Frequency o. 
"o 

No change 5 4.13 

Mild change 25 20.66 

Moderate change 46 38.02 

Severe change 45 37.19 

Total 121 100.00 

The college women in this study considered them

selves healthy during menses, but also experienced some 

change in their daily activity during the most severe 

menses. One explanation may be that the severe menstrual 

event triggers women to take action to reduce the severity 

of symptoms and to re-establish a normal activity pattern. 

By re-establishing their normal activity, these women may 

consider themselves to be healthy. This association between 

perceived health and normal daily activity pattern was based 

on the work of Apple (1960) who identified this relation

ship. 

Birth Control Pill Data 

Birth control pill data were collected because of 

the controversial nature of the suggested influence on 



dysmenorrhea. Ylikorkala and Dawood (L978) suggested that 

oral contraceptives have a therapeutic efEect on dysmenor

rhea, while Andersch and Milsom (1982) reported a 67% 

prevalence of some degree of dysmenorrhea for women taking 

birth control pills. Consequently, the relationship between 

oral contraceptive use and primary dysmenorrhea is unclear. 

This study data included any and current birth control use, 

duration, and purpose of use. In addition, subjective data 

on reasons for discontinuation, the dysmenorrhea effect of 

discontinuation, and the effect of the birth control on 

dysmenorrhea were collected. An open-ended format was used. 

Then categories were formed. 

Birth Control Pill Use, 
Duration, and Purpose 

Nearly half (49.59%) of the women in this sample had 

taken oral contraceptives at one time. Of these women, 

25.62% (N = 31) were currently using the medication. Total 

use duration was from 1 to 168 months, and the mean was 

15.56 months (S.D. = 23.69). 

Of the 60 college women ever using oral contra

ception, 72% used them for contraceptive purposes only. 

Relief of dysmenorrhea was a reported purpose for only 6.67% 

and 18.33% reported using birth control pills for both 

purposes. Two women used the medication to regulate their 

menstrual cycles. 
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Effects of Birth Control Pill 
Use on Primary Dysmenorrhea 

The reported effects of oral contraceptives on 

primary dysmenorrhea are described in Table 8. Seventy-five 

Table 8 . Effects of Birth Control Pill on College Women's 
Dysmenorrhea by Frequency and Percent (N = 60). 

Effect Frequency % 

Pain reduction 29 44.64 

No change 11 19.64 

No pain 7 12. 50 

Flow lighter 6 10. 72 

Menstrual duration 
decreased 4 7.14 

No effect on pain 2 3.57 

Cramps more 
severe 1 1. 79 

Total 60 100.00 

percent (N = 47) of these college women who' had ever taken 

the medication reported some effects in relation to primary 

dysmenorrhea. Only 2 women (3.57%) reported no effect on 

pain, and 11 women (19.64%) reported no change with regard 

to primary dysmenorrhea. Positive effects included pain 

reduction (44.64%, N = 29), no pain (12.50%, N = 7), lighter 

menstrual flow (10.72%, N = 6), and decreased menstrual 
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duration (7.14%, N = 4). Negative effects were described by 

one woman (1.79%) who stated that her cramps were more 

severe. Thus the overall effect experienced by these 

college women of birth control pills on primary dysmenorrhea 

may be considered a positive one. Most of these college 

women reported relief of their discomfort or reduced 

menstrual duration or flow with contraceptive use. 

Discontinuance of 
Birth Control Pills 

Twenty-nine women had discontinued taking oral con

traceptives. The most common reason for birth control pill 

discontinuance was concern about side effects (37.93%) fol

lowed by 24.14% of the women who considered oral contra

ception unnecessary for an unspecified reason (Table 9). 

Other reasons given for discontinuation included 

relationship change (13.79%), personal reasons (13.79%), 

safety (6.90%), and desiring pregnancy (3.45%). 

Effects of the Discontinuance of Birth 
Control Pills on Primary Dysmenorrhea 

All 29 women who had discontinued taking birth 

control pills reported the effects of the discontinuance of 

oral contraceptives on their primary dysmenorrhea (Table 

10). Two women reported two effects each—a heavier flow 

and pain recurrence, and increased menstrual duration and 

pain recurrence. Considering the sample of 29 women, 8 

(26%) reported no chan'ge when they discontinued oral 
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Table 9. Reasons of College Women for Birth Control Pill 
Discontinuation by Frequency and Percent (N = 29). 

Reasons Frequency % 

Side effects 11 37. . 93 

Not necessary 7 24. .14 

Relationship change 4 13. .79 

Personal reasons 4 13. .79 

Safety 2 6. .90 

Desire pregnancy 1 3. .45 

Total 29 100. ,00 

changes. These were the recurrence of pain (40%, N = 12), a 

contraception. Twenty-three (74%) of the women did report 

heavier flow (16%, N = 5), increased menstrual duration (6%, 

N = 2), a reduction in pain (6%, N = 2), less bloating (3%, 

N = 1), and irregular periods (3%, N = 1). Except for pain 

reduction, these reported effects would be the expected 

clinical response to birth control pill discontinuance. 

These reported effects are also consistent with the pub

lished literature, which describes variable effects of birth 

control pills on primary dysmenorrhea. 
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Table 10. Effects of Discontinuation of Birth Control Pill 
on Dysmenorrhea of College Women by Frequency and 
Percent (N = 29) . 

Effect Frequency % 

Pain recurred 12 40.00 

No change 8 26.00 

Flow heavier 5 16.00 

Menstrual duration 
increased 2 6.00 

Pain reduced 2 6.00 

Less bloated 1 3.00 

Periods irregular 1 3.00 

Total 31 a  100.00 

a  Two women reported two effects each (flow heavier and pain 
recurrence; increased menstrual duration and pain recur
rence) . 

Clinical Significance of the 
Birth Control Pill Data 

The clinical information obtained from the birth 

control data can provide the clinician with insights about 

health information needed by this population. This informa

tion may provide the basis for health teaching and anticipa

tory guidance for these women. 

Several aspects of birth control pill use may be 

addressed. When considering oral contraceptive use, the 

clinician may emphasize the usual menstrual changes and side 
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effects experienced so that these women may make an informed 

choice. In addition, the concerns for safe use of this drug 

can be addressed. The benefits of oral contraceptive use 

may also be discussed so that the decision to begin taking 

the birth control pill may be made with consideration of the 

side effects, the risks, and the benefits, which include, in 

most cases, a reduction in primary dysmenorrhea symptoms. 

Reliability and Validity of the Instruments 

Alpha coefficients were used to estimate internal 

consistency and indirectly construct validity for the Health 

Locus of Control Scales, Moos MDQ (pain and control sub-

scales and total scale), Primary Dysmenorrhea External Cues 

for Action Scale, and Primary Dysmenorrhea Treatment Seeking 

Behaviors instrument. Alpha coefficients were computed 

using computer analysis. As suggested by Nunnally (1978), a 

correlation of .70 was considered an acceptable level for a 

mature scale. 

Alpha coefficients for the Health Specific Locus of 

Control Scales were a = .67 for self-control, a = .73 for 

provider control, a = .38 for general threat, and a = .57 

for chance. Only the provider control subscale reached an 

acceptable alpha coefficient level. Lau and Ware's (1981) 

estimates for internal consistency were a = .65 for self-

control, a = .67 for provider control, a = .70 for general 

threat, and a = .71 for chance. Therefore, the general 
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threat subscale was the most compromised when compared to 

Lau and Ware's estimates. Cesarotti (1983) obtained relia

bility estimates similar to the ones computed in this study. 

In her study of Mormon women's health locus of control and 

health beliefs using Lau and Ware's tool, the computed alpha 

coefficients were a = .54 for self-control, a = .79 for 

provider control, a = .31 for general threat, and a = .40 

for chance. 

Reliability estimates for the Moos Menstrual 

Distress Questionnaire were within the accepted range. The 

pain subscale alpha was .79 and the control subscale alpha 

was .74. The overall alpha was .94. This coincides with 

Markum's (1976) values which ranged froma = .74 to a =.98. 

The Primary Dysmenorrhea External Cues for Action 

Scale and Treatment Seeking Behavior Instrument were new 

tools without previously tested internal consistency esti

mates. Face and content validity had been estimated for 

these tools. The External Cues for Action alpha was .67. 

The overall Treatment Seeking Behavior Instrument had an 

alpha of .68. The subscale alphas were Used (a = .39), 

Se1f-instituted (a= .36), Provider Prescribed (a= .51), 

and Used for Severe Discomfort (a= .20). The Treatment 

Seeking Behavior Instrument displayed predictably low inter

nal consistencies in view of the instrument's design. 

Phillips (1980) explained the low reliability of a similarly 

constructed scale by the concept of functional alternatives, 
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that is, for each individual subject, there is no need for 

all individual items to be represented in order to form a 

complete whole. Instead, among individual women, key items 

are delineated as demonstrating the concept and these key 

items are different depending on the subject. For example, 

whereas one woman might customarily choose to use local heat 

and exercise for dysmenorrhea, and add aspirin for severe 

symptoms, another might use only local heat and herbal tea 

as the total treatment modality for dysmenorrhea. There

fore, treatment selection varies by individual, but for an 

individual is totally representative of the external cues 

and the treatment seeking behaviors customarily used for 

primary dysmenorrhea. 

Threats to Reliability and Validity 

There are two major concerns relating to threats to 

reliability and validity. These are concerns for partici

pant selection and maturation. 

A convenience sample was used and was based on women 

volunteering in response to posters distributed throughout 

campus. These women may have had reasons for participating 

in this research that may have biased the results. A large 

portion of the population was gathered in groups at two 

sororities. Participation was encouraged by the sorority's 

health advocates. Consequently, the reasons for partici

pating in the study may have biased the results. 
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The threat of maturation during this long 13-page 

questionnaire was of concern. In particular, the final 

tool, the Primary Dysmenorrhea Treatment Seeking Behaviors 

Instrument, was complex. Fatigue may have been a factor. 

Even though the directions were painstakingly developed, 

many women had to be reminded to underline the treatments 

used for severe symptoms. Yet once reminded, these women 

complied. 

The reliability estimates were acceptable only for 

the provider control subscale and both of the Moos sub-

scales. The Treatment Seeking Behavior Instrument had 

alphas below the acceptable range, but this was expected due 

to instrument design. Data analysis was completed for these 

data, even though some of these reliability estimates were 

less than desired. Caution must be used, however, in data 

interpretation due to these reliability estimates. These 

estimates will be used for future instrument revisions. 

Findings Related to Concepts of Interest 

The findings specific to the study's major concepts 

are presented in this section. Health locus of control, 

perceived severity of primary dysmenorrhea, external cues 

for action, and primary dysmenorrhea treatment seeking 

behaviors are discussed. 
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Findings Related to 
Health Locus of Control 

Health locus of control was measured using the Lau 

and Ware Health-Specific Locus of Control Scales. There 

were four subscales measuring self control over health, 

provider control over health, chance, and general threat. 

The self control subscale total possible range was 8 

to 48. Subjects responded with a mean of 36.13 (S.D. = 

4.57). For the provider control subscale, the total 

possible range was 8 to 48. In this study, the mean was 

34.53 (S.D. = 5.31). Six to 36 was the total possible range 

for the chance subscale. The study subscale mean was 24.67 

(S.D. = 3.61). Five to 30 was the total possible range for 

the General Threat to Health Subscale; 15.13 was the study 

mean (S.D. = 3.24). These data suggest a belief in self and 

provider control over health among this sample and less 

belief in chance and general threat. Care must be taken 

regarding the interpretation of these data due to the poor 

reliability estimates. 

Findings Related to 
Perceived Severity 

Perceived severity was measured using only the Moos 

MDQ subscales for pain and tool control. The tool control 

subscale was designed to identify those subjects who would 

complain of any symptom. For both subscales the possible 

range of response was 6 to 36. The total Moos mean score 

was 122.70 (S.D. = 34.63). The pain mean score was 22.51 
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(S.D. = 5.91). The tool control mean was 10.01 (S.D. = 

4.59) . 

Figure 2 depicts the total pain score for the most 

severe menses. Moos (1977) described this subscale as 

directly applicable to dysmenorrhea. The mean total pain 

subscale responses was 22.51 (S.D. = 5.91) based on a range 

of 6 to 36. The distribution curve was negatively skewed 

and bimodal at 24 and 26, and had a mesokurtic appearance. 

This reflected a sample population in which moderate to 

moderately severe dysmenorrhea responses were most common, 

and extremes of low and high responses were least frequent. 

This distribution of primary dysmenorrhea scores may truly 

represent the perceived severity of this population of 

college women or the tendency toward moderately severe 

symptomatology may be due to the Hawthorne effect. That is, 

participation in this study may have made primary dysmenor

rhea symptoms more apparent to some of the participants in 

this study. Nevertheless, the distribution of the symptoms 

of primary dysmenorrhea in this study indicates practically 

full scale representation from minimal discomfort to severe 

discomfort. There was peak representation at values 24 and 

26, which negatively skews the distribution curve toward 

moderately severe dysmenorrhea symptomatology. 

In Table 11, item descriptors within the pain and 

tool control subscales are presented. The actual pain sub-

scale range was 8 to 35. For individual items, the response 
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Table 11. Symptom Means and Response Frequencies for Moos 
MDQ, Pain, and Control Subscales for Most Severe 
Menses of College Women (N = 121). 

Subscale Mean Frequency of Responses 

X l a  2 3 4 5 6 

Pain (subscale range 8-35) 

Cramps 4. 71 - 7 17 18 41 38 

Backache 4.02 8 10 24 27 34 18 

General aches 
and pains 4.00 8 14 28 33 29 9 

Fatigue 3.65 15 11 25 31 28 11 

Headache 3. 36 21 15 26 21 28 8 

Muscle 
sti ffness 3.05 26 20 26 24 21 4 

Control (subscale range 8-30) 

Heart pounding 1.88 70 20 15 10 4 2 

Chest pains 1. 83 70 22 16 6 7 -

Ringing in 
the ears 1.64 79 19 15 5 2 1 

Blind spots, 
fuzzy vision 1. 64 89 12 8 3 5 4 

Feelings of 
suffocation 1. 55 90 11 10 6 2 2 

Numbness, 
tingling 1.48 90 15 9 4 2 1 

a  Response Categories: 1 = No reaction at all; 2 = Barely 
noticeable; 3 = Present, mild; 4 = Present, moderate; 5 
= Present, strong; 6 = Acute or partially disabling. 
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range was from 1 to 6. The mean responses were cramps 4.71, 

backache 4.02, general aches and pains 4.00, fatigue 3.65, 

headache 3.36, and muscle stiffness 3.05. Cramping was 

expected to be the hallmark symptom in this subscale, and 

appeared as the most commonly reported symptom. 

The tool control subscale was used to identify those 

respondents having a general tendency to complain of any 

variety of symptoms (Moos, 1977). The actual tool control 

subscale range was 8 to 30. The mean response for this sub-

scale was heart pounding 1.88, chest pains 1.83, ringing in 

the ears 1.64, blind spots or fuzzy vision 1.64, feelings of 

suffocation 1.55, and numbness and tingling 1.48. As 

expected, the responses were high (more severe) for the pain 

subscale than for the control subscale. Yet the pain sub-

scale correlated well with the tool control subscale (r = 

.49) at a significance level of p = .001. This demonstrated 

that those women who scored high on the pain subscale also 

scored high on the tool control subscale. One explanation 

may be that those college women who had high scores in both 

subscales were so symptomatic during their most severe 

menses that differentiation among various symptoms was 

impossible. 

Findings Related to External 
Cues for Action 

The Primary Dysmenorrhea External Cues for Action 

Scale was scored by each individual cue for action and 
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ranked according to individual item mean (Table 12). 

Mothers were the most influential factors in encouraging 

action to remedy the symptoms of dysmenorrhea. The mean 

response score of 4.12 was based on response categories of 5 

= strongly encouraged to 1 = strongly discouraged and 3 = no 

influence. Mean response scores ranged from 4.12 for mother 

to 3.00 for other family members. An other category ave

raged 2.97 and included three se1f-recorded items other than 

family members. These were fiance, male doctor, and female 

doctor. These data support the findings of Brooks-Gunn and 

Ruble (1980) in which mother was considered not only the 

most influential source of menstrual information, but also 

the most influential in encouraging action for primary dys

menorrhea. Sisters were also found to be encouraging. This 

item ranked fourth, with a mean response of 3.57. Other 

family members had an overall ranking of eighth and the mean 

response was 3.39. Friends were differentiated by sex. 

Female friends were ranked second with a mean response of 

4.03. Male friends, with a mean response of 3.52, were 

ranked sixth. Medical personnel rankings varied greatly. 

Doctors were ranked third (mean = 3.66) and nurses (mean = 

3.34) were ranked ninth. 

Other external cues triggered action to alleviate 

the discomfort of primary dysmenorrhea. These were maga

zines (mean = 3.55), television (mean = 3.41), booklets 
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Table 12. Ranked External Cues for Action Responses of 
College Women by Mean Response and Frequency of 
Response Categories. 

External Cue (N) Mean 
Response 

Frequency of 
Response Categories 

5 a  4 3 2 1 

Mother (121) 4.12 45 50 23 2 1 

Female friends (121) 4.03 25 75 20 1 -

Doctors (121) 3 . 66 20 47 49 3 2 

Sister (114) 3.57 19 31 62 - 2 

Magazines (119) 3. 55 9 55 54 - 3 

Male friends (121) 3.52 16 33 70 2 -

Television (121) 3.41 7 45 64 1 4 

Other family members (99) 3.39 b  13 13 73 - -

Nurses (121) 3.34 11 30 74 1 5 

Booklets (121) 3.29 4 38 73 1 5 

Books (121) 3.22 3 32 80 1 5 

Formal health classes (120) 3.20 4 25 86 1 4 

cOthers (specify) (58) 2.97 2 2 50 - 4 

a  Response Categories: 5 = strongly encouraged; 4 = encour
aged; 3 = no influence; 2 = discouraged; 1 = strong dis-
couraged. 

" Averaged from the two responses. 
c  Includes fiance, male doctor, female doctor, and non-

specified responses. 



(mean = 3.29), books (mean = 3.22), and formal classes (mean 

= 3.20) . 

Table 13 describes all "other family members" and 

"other" specified people who influenced action for primary 

dysmenorrhea, as noted by the respondents. In this group 

father was reported by 16 women to be encouraging. Brother 

was the second most frequent response (N = 2), but was less 

influential. Other encouraging family members who were 

infrequently mentioned were another sister, grandmother, 

cousin, stepmother, husband, and junior high gym teacher. 

Caution must be taken in the analysis of the data from this 

scale because of the low reliability estimates. 

Findings Related to 
Treatment Seeking Behaviors 

The Primary Dysmenorrhea Treatment Seeking Behaviors 

Instrument is a 25-item tool in which the specific treat

ments used, either se 1 f-inst i tuted or provider-prescribed 

and used for severe symptoms, were delineated. There was a 

mean of 6.65 treatment seeking behaviors used per woman for 

primary dysmenorrhea. The standard deviation was 2.53. Of 

these treatments, the majority (Mean = 5.17, S.D. = 2.17) 

were self instituted. Therefore, self-instituted behaviors 

were used four times more frequently than provider pre

scribed behaviors. An average of 1.44 behaviors were 

provider prescribed (S.D. = 1.57). There was an average of 
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Table 13. Ranked 3  External Cues for Action Responses of 
College Women for All Others Specified by Fre
quency of Response Categories (N = 34). 

External Cue (N) Frequency of Response Categor ies 

5 C  4 3 2 1 

Father (16) 8 3 5 

Brother (7) 1 6 

Another sister (2) 1 1 

Grandmother (2) . 2 

Cousin (2) 1 1 

Stepmother (1) 1 

Male members (1) 1 

Husband (1) 1 

Junior high gym 
teacher (1) 1 

Biology professor (1) 1 

a  Ranked responses based on the frequency of report. 

k Other specified responses included family members and all 
others specified. 

c  Response Categories: 5 = strongly encouraged; 4 = encour 
aged; 3 = no influence; 2 = discouraged; 1 = strongly 
d iscouraged. 
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3.40 items used per woman for severe menstrual discomfort 

(S.D. = 1.77). 

Treatment Seeking Behaviors Used. The most common 

behaviors used were bedrest, hot bath, exercise, aspirin, 

and local heat application (Table 14). The most used 

prescriptive medication was Motrin, ranked ninth. Other 

prescriptive measures used included birth control pills, 

ranked 11th; codeine, ranked 16th; and Anaprox, ranked 17th. 

Treatment Seeking Behaviors Self-Instituted. Self-

instituted behaviors (Table 15) were ranked similarly to the 

treatments specified as used (Table 14), with bedrest ranked 

first. The first four items were similarly ranked, but the 

positions of Midol and local heat were reversed. These 

findings vary from those of Brown (cited in Brown, 1982), 

who reported over-the-counter medication use as the most 

common self-care strategy (50%), then rest (10%). Brown 

also reported exercise, application of heat, relaxation, and 

prescriptive medication use. 

In this study, many recorded prescriptive medica

tions as self instituted. When asked to explain this 

phenomenon, these women stated that they either had the 

medication for another purpose or defined self-instituted as 

a se1f-initia ted request for prescriptive medication from 

their health care providers. 
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Table 14. Treatment Seeking Behaviors Used (TSBU) by College 
Women by Frequency and Percent. 

Rank Treatment N % 

1 Bedrest 93 11.57 
2 Hot bath 81 10.07 
3 Exercise 74 09.20 
4 Aspir in 65 08.08 
5 Local heat 63 07 .84 
6 Midol 59 07.34 

7 Pressure to 
lower abdomen 49 06.09 

8 Massage 41 05.10 
9 Motr in 32 03.98 

10 Do nothing 28 03.48 
11 Birth control 

pills 27 03.36 
11 Vi tamins 27 03.36 
12 Diet changes 

during period 25 03.10 
13 Drink alcohol 22 02.74 
14 Diet change 

before period 19 02 .36 
15 Pamprin 18 02.23 
16 Codeine 13 01.62 
17 Anaprox 12 01.49 

aOther 56 06.97 

Total 804 100.00 

a  Other includes yoga, accupressure, sex , herbs, Indocin, 
Naprosyn, Ponstel. 
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Table 15. Treatment Seeking Behaviors Self-Instituted (TSBS) 
by College Women by Frequency and Percent. 

Rank Treatment N % 

1 Bedrest 87 13.83 
2 Hot bath 71 11.29 
3 Exercise 60 09.54 
4 Aspirin 58 09.22 
5 Midol 53 08.43 
6 Local heat 48 07.63 
7 Pressure to 

lower abdomen 46 07.31 
8 Massage 30 04.77 
9 Do nothing 28 04.45 

10 Drink alcohol 22 03.50 
10 Diet changes 

during period 22 03.50 
11 Diet changes 

before period 18 02. 86 
12 Vi tamins 17 02.70 
13 Pampr in 14 02.24 
14 Motr in 10 01.59 
15 Herbs 7 01.11 

15 Birth control 
pill 7 01.11 

15 Anaprox 7 01.11 
16 Yoga 6 00.95 
17 Sex 5 00.79 

a0ther 13 o
 

N)
 

•
 
O
 

-J
 

T otal 629 100. 00 

a  Other includes yoga, accupressure, Pamprin, Tylenol, 
Panedol, position change, Zomax. 
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Treatment Seeking Behaviors Provider Prescribed. 

Provider prescribed behaviors were predominantly drugs 

(Table 16). Although approximately 32% of provider pre

scribed behaviors were nonpharmaco1ogica1 in nature. These 

included local heat, exercise, massage, hot bath, and bed

rest. Fifteen percent were over-the-counter drugs. In 

addition, the use of antiprostag1 and ins was well represented 

among this sample. Motrin was used by 12.57% of the sample, 

aspirin by 4.00%, Anaprox and Ponstel by 2.86% each, and 

Naprosyn by 2.29%. In addition, Meclomen, Nalfon, and Rufen 

were antiprostag1 and in drugs specified by women as pre

scribed by their health providers. 

Treatment Seeking Behaviors Used for Severe Menses. 

For severe menstrual symptoms, bedrest was specified most 

often (Table 17). Another activity-oriented behavior, exer

cise, was ranked sixth, as compared to third for treatment 

behaviors used (Table 14). The antiprostag1 and in aspirin 

remained fourth, while Motrin became seventh and Anaprox 

tenth and Ponstel fifteenth. It was expected that prescrip

tive medications, especially from the antiprostag1 andin 

category, would be used more frequently for severe menstrual 

discomfort. The data from this study did demonstrate this 

effect, but not to the degree that was expected. 

Diet Changes Before Menses. The college women in 

this sample described nine diet changes (N = 18) before 
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Table 16. Treatment Seeking Beha v i o r s Provider Prescribed 
(TSBP) Specified by College Women by Frequency and 
Percent. 

Rank Treatment N % 

1 Motrin 22 12.57 
2 Birth control 

pills 20 11.42 
3 Local heat 15 08.57 
4 Exercise 14 08.00 
5 Codeine 12 06.86 
6 Massage 11 06.29 
7 Hot bath 10 05.71 
7 Vitamins 10 05.71 
8 Aspirin 7 04.00 
9 Bedrest 6 03.43 
9 Midol 6 03.43 

10 Anaprox 5 02.86 
10 Ponstel 5 02.86 

11 Pampr in 4 02. 29 
11 Naprosyn 4 02.29 

aOther 24 13.71 

Total 175 100.00 

a  Other includes Meclomen, Nalfon, Rufen, Darvocet, 
Norgesic, diuretics, diet changes before and during 
per iod. 
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Treatment Seeking Behaviors Used for Severe Men
strual Discomfort (TSBX) by College Women by 
Frequency and Percent. 

Treatment N % 

Bedrest 56 13. 66 
Hot bath 46 11. 21 

Local heat 42 10. 24 
Aspir in 39 09. 51 
Midol 34 08. 29 
Exercise 31 07. 56 
Motr in 28 06. 82 
Pressure applied 

to lower abdomen 26 06. 34 
Massage 18 04. 30 
Anaprox 10 02. 44 
Drink alcohol 9 02. 20 
Pampr in 9 02. 20 
Codeine 9 02. 20 
Vitamins 8 01. 95 
Birth control pills 7 01. 71 
Do nothing 5 01. 22 

Herbs 5 01. 22 
Diet changes 

before period 5 01. 22 

Ponstel 4 0 .  98 
Diet changes 

during period 4 0 .  98 

Other 15 3. 66 

410 1 0 0 . 0 0  
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menses in order to control primary dysmenorrhea (Table 18). 

Table 18. Diet Changes Before Menses Specified by College 
Women by Frequency of Response, Percent and Use 
for Severe Menses (N = 18). 

Diet Changes Frequency 
Total 

o. 
o 

Severe 
Menses 

Self Prov ider 

Less salt 3 2 27.77 1 

Eat more 4 22 . 21 

No caffeine 2 1 16.66 1 

Eat less 3 16.66 

Careful eating 1 5. 56 1 

Eat chocolate 1 5.56 

Herb teas 1 5.56 

Total 15 3 100.00 3 

Reducing salt intake was the most common dietary change 

noted, and one woman noted decreasing salt intake as a means 

of preventing severe menstrual discomfort. Variations in 

the amount of food eaten were also noted (N = 7). Four 

women stated that they ate more at this time, and three 

women stated that they ate less before their menstrual 

periods. One woman specified "careful eating" as a way of 

preventing primary dysmenorrhea, and the investigator was 
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unable to verify the meaning of this statement. These diet 

changes before menses were primarily considered self-insti

tuted in nature (N = 15) by 83% of these women, and the 

remaining 17% (N = 3) of the women recorded such behaviors 

as provider prescribed. The diet changes before menses that 

health care providers advocated were less salt (N = 2) and 

no caffeine (N = 1). In addition to these two items, "care

ful eating" was also reported to be suggested by health care 

providers for severe menses. 

Diet Changes During Menses. Diet changes during 

menses used to control primary dysmenorrhea were frequently 

specified by the women in the study (N = 25). Twelve diet 

changes were mentioned (Table 19). Changes in the quantity 

of food eaten were the most prevalent dietary alterations 

reported. These changes ranged from eating nothing to 

eating more. Warm foods and liquids were mentioned by two 

women, and changing fluid intake in some way was described 

by three women. Fiber increase and eating potatoes were two 

interesting behaviors described individually by two women. 

The woman who increased her dietary fiber discussed how 

constipation increased dysmenorrhea symptoms and that relief 

of constipation somewhat alleviated the discomfort. Eating 

potatoes was noted by one woman, and she stated that the 

behavior was suggested by her health provider. 

Only 12% (N = 3) of these specified dietary changes 

during menses were provider prescribed, while 88% (N = 22) 
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Table 19. Diet Changes During Menses Specified by College 
Women by Frequency of Response, Percent and Use 
During Severe Menses (N = 25). 

-

Diet Changes 

Self 

Frequency 

Prov ider 
Total 

% 
Severe 
Menses 

Eat less 7 - 28.00 1 

Eat more 5 - 20.00 -

No caffeine 2 1 12.00 1 

Less salt 2 - 8.00 1 

Warm foods 1 • 4.00 -

Fiber increase 1 - 4.00 1 

Eat nothing 1 - 4.00 -

No fattening foods 1 - 4.00 -

Mostly liquid diet 1 - 4.00 -

Warm liquids 1 - 4.00 1 

Reduce fluid 
intake - 1 4.00 -

Eat potatoes - 1 4.00 -

Total 22 3 100.00 5 
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were self-instituted behaviors. Five of the specified be

haviors were described for use during severe menses, and all 

were se1f-instituted. These were all separately noted by 

five women, and included eating less, eliminating caffeine, 

eating less salt, increasing fiber, and drinking warm 

fluids. 

Vitamin and Herb Use for Primary Dysmenorrhea. 

There were 19 responses regarding vitamin use (Table 20). 

Table 20. Vitamin Use Specified by College Women by 

Frequency of Response, Percent, and Use for Severe 
Menses (N = 19) . 

Var iable Frequency 

Self Provider 
Total 

% 
Severe 
Menses 

Multiple vitamins 

Iron 

C 

B 6 

Vitamins and 
I ron 

Vitamin B 

Vitamin E 

6 

3 

3 

2 

2 

1 

31.58 

15. 79 

15.79 

15. 79 

10. 53 

5.26 

5. 26 

Total 15 100.00 
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Multivitamins, iron, vitamins B, Bg, C, and E were all 

mentioned. Vitamins B and Bg and general vitamins and iron 

were suggested by providers. Multivitamins (N = 1), Vitamin 

B (N = 1) and Vitamin Bg (N = 2) were used for severe 

symptoms. 

Herbal teas were noted by three women to be 

customarily used for primary dysmenorrhea. Two women noted 

unspecified tea use, and one woman reported chamomile tea 

use. 

Uncategorized Treatment Seeking Behaviors. Subject-

specified and uncategorized treatment seeking behaviors are 

presented in Table 21. These data were added under "other" 

by the women in the study. The majority (66.68%) of items 

identified have at least some antiprostagland in properties. 

The antiprostag1 and in category primarily includes Meclomen, 

Nalfon, Rufen (identical to Motrin), and Zomax. Acetomino-

phen, contained in drugs such as Tylenol, Panedol, and 

Darvocet, was considered to have some degree of antiprosta-

glandin action (Arizona Poison Control/Drug Information 

Unit, personal communication, April 1, 1984). The remaining 

treatment seeking behaviors were self-instituted "position 

change" (N = 2), the musculoskeletal analgesic Norgesic (N = 

1), and diuretics (N = 1). Acetominophens and Nalfon were 

used by three women for severe discomfort. 
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Table 21. Treatment Seeking Behaviors Specified by College 
Women by Frequency of Response, Percent, and Use 
for Severe Menses (N = 14). 

Treatment 

Self 

Frequency 

Prov ider 

Total 
% 

Severe 
Menses 

Meclomen 3 21.43 

Tylenol, Panedol 
(acetaminophen) 3 21.43 2 

Position change 2 14.30 

Nalfon 1 7.14 1 

Rufen (ibuprofen) 1 7.14 

Zomax 1 7.14 

Darvocet 1 7.14 

Norgesic 1 7.14 

Diuretics 1 7.14 

Total 6 8 100.00 3 

Emicin was noted by one woman as a se1f-instituted medica
tion. Upon careful investigation, there is no drug named 
Emicin (Arizona Poison Control/Drug Information Center, 
personal communication, April 1, 1984). 
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It must be noted that Zomax has been banned by the 

Federal Drug Administration (FDA). It was especially of 

concern because of the self-instituted response. 

Clinical Implications 

The clinical implications of this research were the 

different approaches to patient care that were suggested by 

this study. They specify what will be asked, suggested, and 

assumed, based on this population, with regard to primary 

dysmenorrhea. 

In history taking, a detailed menstrual and birth 

control pill history may be taken in order to gather com

plete information, as was done in this study. The Moos pain 

subscale may be used to gather clinical information on 

primary dysmenorrhea. The External Cues for Action Scale, 

as well as the Treatment Seeking Behaviors Scale, may be 

used after better reliability and validity estimates are 

obtained. A thorough history may also provide useful 

knowledge with regard to what women already know about 

primary dysmenorrhea, the sources of their information, and 

who encourages them to seek care. This may provide a 

description of what kind of information they currently have 

about primary dysmenorrhea, and may allow the clinicial to 

supplement current knowledge and provide anticipatory 

guidance. 
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This research allows the clinician to provide the 

woman with much descriptive data. A woman's decision to use 

self-care practices for primary dysmenorrhea can be 

supported, since in this study sample se1f-instituted 

treatment seeking behaviors were used four times more 

frequently than provider prescribed modalities. 

Since effectiveness of specific treatment seeking 

behaviors was not delineated, a direct statement as to use 

effectiveness cannot be made. However, the investigator 

assumed that customary usage of a treatment seeking behavior 

leads some credence to use effectiveness. That is, if a 

woman customarily used local heat to relieve her abdominal 

cramping, one can assume there was some acceptable degree of 

effective relief. As a result, the clinician may share with 

a woman the list of treatment seeking behaviors used for 

primary dysmenorrhea in order to establish what has been 

used in the past and what other measures might be considered 

based on what other women use for the disorder. 

The symptoms in the Moos pain subscale may be shared 

with women to identify a more complete symptom complex along 

with the additional symptoms associated with primary dys

menorrhea. This process may also add legitimization to the 

symptoms perceived by the woman. 

Assumptions may be made, to some extent, concerning 

what some college women do with regard to birth control pill 

use and also primary dysmenorrhea. With this population, it 
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may be assumed that birth control pill use is mainly for 

contraceptive purposes, and that many college women are 

sexually active. When taking a history, birth control use 

and sexual activity should be addressed. With regard to 

primary dysmenorrhea, se1f-instituted treatment seeking 

behavior should be addressed regardless of the perceived 

severity described by the woman. These assumptions must be 

made cautiously and with regard to individual differences, 

but nevertheless they provide useful information with which 

the clinician might better care for college women with 

primary dysmenorrhea. 

The clinical implications describe what clinicians 

may ask and suggest to women regarding primary dysmenorrhea 

and some assumptions that may be considered. Care must be 

taken that it is not assumed that this data extrapolates to 

other populations. 

Analysis of Research Questions 

There were five research questions considered. Each 

investigated one of the relationships among health locus of 

control, perceived severity, external cues for action, and 

primary dysmenorrhea treatment-seeking behaviors. Each 

research question was answered using a Pearson Product 

Moment Correlation Coefficient. These correlations were 

also interpreted based on the previously stated reliability 

estimates. A significance level of p £ .05 and a 
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correlation magnitude of r .20 were the criteria necessary 

to identify a significant relationship. 

The first research question was, "What is the direc

tion and magnitude of the relationship between health locus 

of control and perceived severity?" The correlations are 

presented in Figure 3. None of the relationships were 

statistically significant. 

Research question two stated, "What is the direction 

and magnitude of the relationship between health locus of 

control and external cues for action?" The correlations 

between these two concepts were variable (Figure 4). Only 

one relationship was statistically significant. Self 

control was positively correlated with external cues for 

action (r = .21, p = .02). Women who believe that they 

control their health status may view external cues such as 

the advice of mother, friends, and physicians as supportive 

to health action related to primary dysmenorrhea.. Caution 

must be taken regarding this relationship due to the relia

bility estimates for both self control, a = .67, and 

external cues for action, a = .67. These values, however, 

approach the .70 acceptable range. 

Research question three stated, "What is the direc

tion and magnitude of the relationship between health locus 

of control and primary dysmenorrhea treatment seeking 

behaviors?" No positive significant relationship was 
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determined between these variables (Figure 5). A statis

tically significant negative relationship, however, was 

observed between self-instituted behaviors and general 

threat (r = -.25, p = .005). Lau (1982) also found a 

negative relationship between self-instituted behaviors and 

general threat. This was interpreted to mean that self-

instituted behaviors were not performed by women who viewed 

themselves as susceptible to disease and unable to have 

diseases sufficiently diagnosed. Caution must be taken 

regarding this relationship due to the poor reliabi1ity. for 

both subscales (general threat a = .38 and self-instituted 

behaviors a= .36). 

The fourth research question asked, "What is the 

direction and magnitude of the relationship between per

ceived severity and primary dysmenorrhea treatment seeking 

behaviors?" Three correlations were statistically signifi

cant (Figure 6). They were between primary dysmenorrhea 

treatment-seeking behaviors used and perceived severity (r = 

.31, p = .001), se1f-instituted and perceived severity (r = 

.27, p = .003), and used for severe dysmenorrhea and per

ceived severity (r = .21, p = .023). The relationship 

between provider prescribed treatment seeking behaviors and 

perceived severity was not statistically significant. These 

associations were expected because of the familiarity with 

the disorder based on frequency of these symptoms and recog

nition of specific behaviors to remedy the disorder (Pickard 



Health Action 
Mediators 

Treatment Seeking 
Behavior 

-Health Locus 
of Control 

^—Lau and Hare Health 
Specific Locus-of-
Control Scale 

L Primary Dysmenorrhea 
Treatment Seeking 
Behaviors 

L 

- Chance 
Health 

-General 
Threat 

-Health Beliefs 

— Perceived Severity 

^—Moos Menstrual 
Distress Ques
tionnaire (HDQ) 
Form T 

Self-
Control 

Provider 
Control 

- .01  

L, -Moos Pain Subscale 

-External Cues for Action 

Primary Dysmenorrhea 
Treatment Seeking 
Behaviors Instrument 

-Treatment Seeking 
Behaviors Used 

-Treatment Seeking 
Behaviors Self-
Instituted 

-Treatment Seeking 
Behaviors Provider 
Prescribed 

-Treatment Seeking 
Behavlora Used for 
Severe Symptoms 

-Primary Dysmenorrhea 
External Cues for 
Action Instrument 

*p < .05 
+p < .005 

Figure 5. Correlations Between Health-Specific Locus of 
Control and Treatment Seeking Behaviors. 



Health Action 
Mediator* 

Treatment Seeking 
Behavior 

—Health Locus 
of Control 

L 

L Lau and Kara Health 
Specific Locus-of-
Control Scale 

- Self-
Con trol 

- Provider 
Control 

- Chance 
Health 

- General 
Threat 

Primary Dysmenorrhea 
Treatment Seeking 
Behaviors 

L 

-Health Beliefs 

— Perceived Severity 

L Moos Menstrual 
Distress Ques
tionnaire (HDQ) 
For* T 

L, Moos Pain Subacale 
— External Cues for Action 

- Primary Dysmenorrhea 
External Cuea for 
Action Instrument 

Primary Dysmenorrhea 
Treatment Seeking 
Behaviors Instrument 

-Treatment Seeking 
Behaviors Used 

-Treatment Seeking 
Behaviors Self-
Instituted 

-Treatment Seeking 
Behaviors Provider 
Prescribed 

-Treatment Seeking 
Behaviors Used for 
Severe Symptoms 

.05 

.005 

Figure 6. Correlations Between Perceived Severity and External 
Cues for Action and Treatment Seeking Behaviors. 



94 

et al., 1976). Women have the ability to recognize primary 

dysmenorrhea symptoms and to self-diagnose the disorder, and 

use a variety of measures to alleviate these symptoms 

(Weideger, 1976). In fact, women have become so self-

reliant that some women in this sample perceived some pre

scriptive drugs as having been self instituted rather than 

provider prescribed. Caution must be used regarding these 

relationships due to the low reliability estimates for the 

Treatment Seeking Behaviors Instrument. 

The fifth research question asked, "What is the 

direction and magnitude of the relationship between external 

cues for action and primary dysmenorrhea treatment seeking 

behaviors?" Data presented in Figure 6 shows no statis

tically significant relationship among these variables. 

External cues being an indirect determinant for health 

action (Becker, 1977) might have been an important factor. 

Interna1 cues such as perceived severity seemed a much more 

powerful determinant of health action relating to primary 

dysmenorrhea in this sample of college women. 

Other Significant Correlations 

Several other noteworthy exploratory correlations 

are presented in Table 22, although not a part of the con

ceptual framework. The Total Moos MDQ score, for the most 

part, performed better than the pain subscale alone. The 

total Moos score demonstrated more significantly positive 

relationships to primary dysmenorrhea treatment seeking 
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behaviors than did the pain subscale alone (TSBU, r = .39, p 

= .001; TSBS, r = .30, p = .001; TSBP, r = .22, p = .015; 

TSBX, r = .23, p = .013). This suggested that differentia

tion was not made between the various perimenstrua 1 phe

nomena and their related treatment regimes. It also gives 

credence to the argument for a perimenstrua1 distress con

struct (Woods, Most, Dury, 1982) including premenstrual 

syndrome and dysmenorrhea. 

Although not a part of the conceptual framework, 

Moos's (1977) negative affect subscale significantly corre

lated to several variables. There was a correlation r = .32 

to alterations in daily activity during the most severe 

menses, a correlation r = .32 with TSBU, and a correlation r 

= .27 with TSBS. The negative affect subscale was designed 

to measure premenstrual syndrome and contributes to the 

phenomenon previously described using the total Moos score. 

Moos pain subscale used for the concept of perceived 

severity showed a significant correlation, r = .21, with 

duration of flow. Flow amount and duration were positively 

correlated, r = .29 (p = .001). These findings agreed with 

those of Andersch and Milsom (1982) regarding severity of 

primary dysmenorrhea and duration of flow. That is, the 

greater the severity of primary dysmenorrhea, the longer the 

duration of menstrual flow. 

The variable "perception of health during menses" 

correlated with several other variables. The perception of 
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health during menses was correlated to perceived severity 

(r = .47) at a significance level of p = .001. In addition, 

health during menses was significantly correlated to primary 

dysmenorrhea treatment seeking behavior except for provider 

prescribed behavior. This suggested a relationship among 

perception of health during menses and perceived severity 

and selected treatment behaviors. For example, a woman who 

perceived herself to be ill during menses might also 

experience greater perception of symptom severity and use 

more treatment modalities. A correlation of r = .34 at a 

significance level of p = .004 was noted between recall of 

most severe menses and related daily activity changes. This 

suggests that subjects demonstrate congruence between men

strual severity recall and related changes in daily 

activity. 

To summarize the responses to the posed research 

questions, the data demonstrated no statistically signifi

cant relationship in questions one and five. In question 

two, self-control over health in the Health Locus of Control 

Scales was correlated with external cues for action at an 

acceptable level of significance and with reliability esti

mates approaching the acceptable level. In question three, 

there was a statistically significant negative correlation 

between general threat and self-instituted primary 

dysmenorrhea treatment seeking behaviors with relatively low 

reliability estimates. Perceived severity, in question 
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four, was correlated with primary dysmenorrhea treatment 

seeking behaviors except for those provider prescribed. 

These correlations were statistically significant between 

perceived severity and both primary dysmenorrhea treatment 

seeking behaviors used and se1f-instituted behaviors (p £ 

.005) and to a lesser degree for those treatment seeking 

behaviors used for severe symptoms. The reliabilities 

reached acceptable levels only for perceived severity and 

provider control over health but not for the remaining 

Health Specific Locus of Control scales, the Primary Dys

menorrhea External Cues for Action Scale, and the Primary 

Dysmenorrhea Treatment Seeking Behaviors Instrument. 



CHAPTER 5 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

The purpose of this study was to describe the rela

tionship between health locus of control, health beliefs, 

and treatment seeking behaviors of college women with 

primary dysmenorrhea. 

The research questions were: 

1. V/hat is the direction and magnitude of the relation

ship between health locus of control and the 

perceived severity of primary dysmenorrhea? 

2. What is the direction and magnitude of the relation

ship between health locus of control and external 

cues for action? 

3. What is the direction and magnitude of the relation

ship between health locus of control and primary 

dysmenorrhea treatment seeking behaviors? 

4. What is the direction and magnitude of the relation

ship between perceived severity of primary dysmenor

rhea and treatment seeking behaviors? 

5. What is the direction and magnitude of the relation

ship between external cues for action and primary 

dysmenorrhea treatment seeking behaviors? 

99 
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In this chapter, a study summary, conclusions, and recom

mendations for future research will be presented. 

Summary of the Study 

The summary of the study contains two sections. 

First, the characteristics of the sample are addressed. 

Then the findings related to the concepts studied are pre

sented . 

Characteristics of the Sample 

Of the 121 participants, 109 (90%) of the college 

women were between the ages of 18 and 21 years. One hundred 

sixteen (96%) of the women were undergraduates, and 97.52% 

were never married. All were Caucasian except one black 

woman, and the religious representation was Catholic (41%), 

Protestant (32%), Jewish (19%), and none or other religious 

(10%). Only six women (4.96%) had ever been pregnant. All 

of these college women valued health. Ninety-six or nearly 

80% of the college women considered themselves healthy 

during their periods even in the presence of primary 

dysmenorrhea. 

The mean age of menarche of these college women was 

13.17 years and is above the average age of menarche for the 

United States of 12.3 years (Benson, 1980). The menarche 

age range was 10 to 16 years. The mean menstrual frequency 

was 29.34 days and the mean duration was 5.11 days. The 

menstrual flow was average. All these menstrual factors are 
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within the normal range according to Martin (1978). Only 63 

(57.85%) of these college women identified their most severe 

period by date, but all women were able to determine the 

change in their daily activity at that time. Ninety-five 

percent identified some change in their daily activity 

dur ing their most severe period. No inquiry was made 

delineating the types of changes in daily activity 

experienced by these women. Thirty-seven percent 

experienced a severe change in their daily activity during 

their most severe period. 

Sixty women (49.59%) had used birth control pills at 

some time in their lives, but only 31 women (25.62%) were 

currently using oral contraceptives. The mean duration of: 

use was 15.56 months. Of the 60 college women ever using 

the birth control pill, 72% used the medication for its 

contraceptive effect, 6.67% used it for its antidysmenor-

rheic effect, and 18.33% used oral contraception for both 

purposes. Two women used the medication to regulate their 

period. Overall, 77% reported relief from primary dysmenor

rhea while using oral contraceptives. Among the women who 

had discontinued oral contraceptive use, 37.93% were 

concerned about side effects and 6.90% mentioned safety 

concerns. Based on this study, the birth control pill 

demonstrated a therapeutic effect on primary dysmenorrhea as 

reported by Ylikorkala and Dawood (1978). 
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Findings Related to 
Concepts Studied 

The concepts investigated in this study were health 

locus of control, the health beliefs of perceived severity 

and external cues for action, and treatment seeking 

behaviors related to primary dysmenorrhea. Reliability 

estimates were acceptable only for the provider control 

subscale of Lau and Ware and the Moos pain and tool control 

subscales for perceived severity. All data were evaluated 

based on the reliability values and caution was taken in 

data interpretation. 

The Lau and Ware health locus of control values from 

this population displayed two tendencies. College women 

responded with a mean score of 36.13 out of a possible 40 on 

the self-control subscale. The provider control subscale 

mean score was 34.53 out of 40. The mean scores seemed to 

suggest a belief in self and provider control over health. 

The Moos pain subscale represented the perceived 

severity of primary dysmenorrhea. The mean pain subscale 

score was 22.51, based on a range of 6 to 36. On the 

average, these college women's perceived severity of primary 

dysmenorrhea was moderate to moderately severe. The 

possible pain subscale range for an individual item was 1 to 

6. The rank mean response was cramps 4.71, backache 4.02, 

general aches and pains 4.00, fatigue 3.65, headache 3.36, 

and muscle stiffness 3.05. Cramping, as expected, was the 

hallmark symptom described by these college women. 
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The other health belief tested was external cues for 

action. In terms of most influential cues triggering health 

action for primary dysmenorrhea, mothers were the most 

influential, followed by female friends, doctors, sister, 

magazines, male friends, television, other family members, 

nurses, booklets, books, and formal classes. Other 

specified family members thought to be influential included 

father, grandmother, cousin, stepmother, and husband. The 

most influential group, mother, female friends, doctors, and 

male friends, supported the findings of Brooks-Gunn and 

Ruble (1980). 

The primary dysmenorrhea treatment seeking behaviors 

were described based on four categories including behaviors 

used, self instituted, provider prescribed, and used for 

severe symptoms. The most common behaviors used were bed 

rest, hot bath, exercise, aspirin, and local heat applica

tion. The predominance of non-drug behaviors is interesting 

based on the moderate to moderately severe average pain 

descriptions of this population. That is, non-drug therapy 

was used more often in the presence of moderate to 

moderately severe discomfort. Also, self-instituted therapy 

is used four times more frequently than provider prescribed 

treatment seeking behaviors. The most used self-instituted 

behaviors were bed rest, hot bath, exercise, aspirin, and 

Midol. As expected, prescriptive drugs dominated provider 

prescribed behaviors. Motrin was most commonly prescribed 
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followed by birth control pills, local heat, exercise, and 

codeine. Aspirin was ranked eighth, Anaprox and Ponstel 

were ranked tenth, and Pamprin and Naprosyn were ranked 

eleventh. For severe discomfort, bed rest was again ranked 

first, then hot bath, local heat, aspirin, and Midol. The 

most common prescriptive agents used for severe periods were 

the antiprostagland in medications, Motrin, Anaprox, and 

Ponstel. 

Preventive dietary changes before menses and 

dietary changes during menses were reported. Nineteen women 

specified nine dietary changes before menses. These were 

using less salt (N = 5), eating more (N = 4), using no 

caffeine (N = 3), eating less (N = 9), eating carefully (N = 

1), eating chocolate (N = 1), and using herb teas (N = 1). 

Eighty-three percent (N = 15) of these college women who 

reported preventative dietary changes designated them to be 

self-instituted, while the remaining 17% (N = 3) stated that 

the preventive dietary changes were provider prescribed. 

Twelve diet changes during menses were specified 

by 25 women. These were eating less (N = 7), eating more (N 

= 5), using no caffeine (N = 3), using less salt (N = 2), 

eating warm foods (N = 1), increasing fiber (N = 1), eating 

nothing (N = 1), eating no fattening foods (N = 1), eating a 

mostly liquid diet (N = 1), drinking warm fluids (N = 1), 

reducing fluid intake (N = 1), and eating potatoes (N = 1). 

Eighty-eight percent (N = 9) of these behaviors were self 
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instituted, and only 12% (N = 3) were provider prescribed. 

Five behaviors were self-instituted and used for severe 

menstrual symptoms. These behaviors were eating less, using 

no caffeine, using less salt, increasing fiber, and drinking 

warm fluids. 

There were 19 responses that specified vitamin use 

and 3 responses that specified herbal use. The vitamins 

included multivitamins, iron, and vitamins B, Bg, C, and E. 

Vitamins B and Bg along with general vitamins and iron were 

provider prescribed. Multivitamins and vitamins B and Bg 

were used for severe menstrual distress. Nonspecific herbal 

teas were noted by two women, and one woman reported chamo

mile tea use for the symptoms of primary dysmenorrhea. 

Conclusions 

Conclusions drawn from this study were based on 

findings related to the conceptual framework and clinical 

implications. Caution must be used because of the unsatis

factory reliability estimates obtained for most concepts 

except for provider control over health and perceived 

severity. 

Findings Related to the 
Conceptual Framework 

The conceptual framework was derived from several 

sources. Overall, Pickard, Noble, and Defriese (1976) 

described the relationship between health action mediators 
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and treatment seeking behaviors. They suggested that 

certain beliefs, perceptions, values and attitudes resulted 

in behaviors related to symptom perception and evaluation, 

and health action. Specifically, the conceptual framework 

was grounded in the Health Belief Model, the locus of 

control concept, and the lay and professional literature 

specific to primary dysmenorrhea treatment seeking 

behaviors. 

In this study portions of the health action mediator 

concept seem to be related to primary dysmenorrhea treatment 

seeking behaviors. Perceived severity was found to have a 

statistically significant correlation with treatment seeking 

behaviors used (p = .001), se1f-instituted (p = .003), and 

used for severe symptoms (p = .02). Perceived severity may 

be considered an internal cue for action based on the Health 

Belief Model. No significant relationship was noted in this 

study between external cues for action and treatment seeking 

behaviors. Therefore, the internal cues for action of per

ceived severity or menstrual symptoms were found to relate 

significantly to treatment seeking behaviors used, self-

instituted, and used for severe menstrual symptoms. 

Even stronger correlations were found between the 

all-inclusive menstrual symptomatology, premenstrual symp

toms included, and all the treatment seeking behaviors cate

gories. This demonstrated perhaps a lack of differentiation 

between premenstrual and menstrual symptoms and/or the lack 
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of specificity of treatment seeking behaviors for premen

strual and menstrual distress. These data give credence to 

the Woods, Dery, and Most (1982) perimenstrual construct in 

which menstrual distress was considered during the entire 

time surrounding the menstrual event, including menstruation. 

There was a statistically significant negative rela

tionship (r = -.25, p = .005) noted between the health locus 

of control subscale general threat and se1f-instituted 

treatment seeking behaviors. General threat was defined by 

Lau and Ware (1981) as the belief that there is an 

uncontrollable threat to health based on the inability to 

diagnose illness. Lau (1982) was able to demonstrate a 

similar negative relationship between self-care practices 

and general threat. One may conclude that those individuals 

who believe that there is an uncontrollable threat to health 

do not use self-care practices for primary dysmenorrhea 

since they believe nothing can prevent or reduce these 

symptoms. In addition, primary dysmenorrhea is often self-

diagnosed. Women diagnose primary dysmenorrhea and select 

measures to treat the disorder. Therefore, general threat, 

as was demonstrated, had a negative correlation to self-

instituted treatment seeking behaviors. 

A statistically significant relationship was noted 

between the health action mediators of self control over 

health and external cues for action (r = .21, p = .02). It 

may be concluded that those individuals with strong beliefs 
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about self control over their health have strong external 

cues triggering health action, or they may allow themselves 

to be more receptive to these external cues for action. 

These were the only portions of the conceptual 

framework that provided statistically significant 

correlations. With improved instrument reliability, more 

relationships might become evident or more credence may be 

given to support the lack of association among the variables 

presented in the model. Future consideration will be given 

regarding the major concepts presented in this framework as 

they relate to the overall model. 

Clinical Implications 

The clinical implications of this study relate to 

the behaviors women display in relation to primary dysmenor

rhea and how these behaviors impact on nursing and all 

clinicians who provide primary care to women. This study 

provided an abundance of clinical data, the implications of 

which are now discussed. 

The college women in this study seemed to perceive 

themselves to have significant self-control over health 

beliefs as well as provider control over health beliefs 

according to their responses to the Health Specific Locus of 

Control scales. They demonstrated a strong tendency to use 

self-instituted modalities for primary dysmenorrhea even 

when the average perceived severity was moderate to 

moderately severe. When listing treatment seeking 
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behaviors, self-instituted treatment seeking behaviors were 

noted four times more frequently than provider prescribed 

behaviors. As perceived severity increased, the behaviors 

used for primary dysmenorrhea increased for the total 

behaviors used, the total self-instituted, behaviors used, 

and. the total behaviors used for severe symptoms. 

The only clear preventive behaviors were those 

described as dietary measures instituted before menstrua

tion. These behaviors included eating more or eating less, 

eating carefully, reducing salt and caffeine, using herb 

teas, and eating chocolate. Clearly, most of these prac

tices were self-instituted. This demonstrated the ability 

of these women to identify their premenstrual period and a 

strong desire to reduce menstrual distress. Primary and 

secondary prevention of primary dysmenorrhea symptoms might 

be emphasized beginning with the health education of the 

prepubescent girls. 

As nurses and clinicians, it is important to 

identify and understand women's health beliefs and their 

influence in treatment seeking behaviors. A woman who 

believes in self-control over health may need a clinical 

approach which is different from that used with a woman who 

believes strongly in a provider prescribed approach. This 

belief and its recognition by the clinician may be essential 

for a therapeutic relationship to occur. 
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Recognition of common treatments for primary dys

menorrhea provides the clinician with a basic understanding 

of what is customarily used by women with the disorder. It 

also provides some understanding of the effective measures 

that may be used even for severe symptoms. With this basic 

understanding, the clinician can improve her history taking 

with regard to primary dysmenorrhea. The clinician can also 

better advise college women of alternative treatment modali

ties. 

The scales used in this study may be applicable to 

clinical practice. The menstrual data form and the Moos 

Menstrual Distress Questionnaire may be used in their 

current form to provide valuable data for the clinician. 

With improved reliability, the Health-Specific Locus of 

Control Scales, the External Cues for Action Scale, and the 

Treatment Seeking Behaviors Instrument may also be used with 

this population. 

Teaching and anticipatory guidance is essential for 

the prepubescent girl, and may be provided by those nurses 

caring for that population. This nursing action should 

include (a) education about the legitimacy of primary dys

menorrhea, (b) discussion about the causes of the disorder, 

and (c) discussion of the various types of treatment avail

able. This teaching and anticipatory guidance is not 

apparent in the study population, but nevertheless may pro

vide a strong positive "influence on the health care of girls 
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during menarche and the years immediately following the 

event. 

To summarize, the clinical implications of this 

study describe how clinical practice might be affected by 

the data collected during this study. By identifying and 

recognizing patterns of health beliefs and health practices, 

appropriate teaching and anticipatory guidance may be pro

vided to college women. Also, appropriate information may 

be provided to girls as they approach menarche. 

Recommendations for Future Research 

There are several recommendations made for future 

research based on this study. These recommendations deal 

with issues of measurement, the study population, and selec

tion of variables. 

Issues of Measurement 

The measurement of primary dysmenorrhea and its 

associated attitudes, beliefs, and behaviors is complex and 

multifaceted. Several new tools were developed for this 

investigation to identify some of these phenomena. At the 

onset of the study, these new tools had untested relia

bilities. Consequently, the first reliability estimates 

were generally low. The tools appeared in need of refine

ment. The Lau and Ware Health-Specific Locus-of-Control 

Scale(s) also, for the most part, displayed low internal 

consistency estimates. The tool was thought not to be 
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sensitive to the attitudes tested in this population because 

of its general health orientation. The women in the study 

may not have associated general health beliefs with primary 

dysmenorrhea. 

The following is a list of recommendations for 

mesurement issues: 

1. Revise the Primary Dysmenorrhea External Cues for 

Action scale to improve reliability. 

a. adding a "not applicable" column. 

b. separating the doctor item by sex. 

2. Revise the Primary Dysmenorrhea Treatment Seeking 

Behavior Instrument to improve reliability by 

developing a Likert format. 

3. Investigiate why the Hea1th-Specific Locus of 

Control Scales generally did not perform well with 

this population. 

4. Clarify the word "severity" when used in association 

with primary dysmenorrhea so that women with mild 

symptoms understand that their symptoms are included 

in the spectrum of discomfort. 

The Study Population 

Attitudes and beliefs about menstrual phenomena 

often vary based on demographic variables such as age and 

religion. Behaviors also fluctuate in relation to these 

variables. 
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The following is a list of recommendations for the 

study population: 

1. Replicate the study using the revised tools with the 

college age population. 

2. Replicate the study using a different cultural group 

or a different age group. 

Selection of Variables 

It is suggested from this study that women view the 

discomforts of menstruation as a perimenstrual phenomenon. 

This study investigated some attitudes and behaviors asso

ciated with portions of this phenomenon. 

The following is a list of recommendations for the 

selection of variables: 

1. Redesign the study to investigate the perimenstrual 

construct (Woods, Most, Dery, 1982). 

2. Include both use and effectiveness parameters for 

the Primary Dysmenorrhea Treatment Seeking Behaviors 

Instrument. 

3. Investigate women's health beliefs about primary 

dysmenorrhea. 

Summary 

Researchers interested in menstrual phenomena have 

encouraged an eclectic approach to menstrual research 

(Gannon, 1981; Sommer, 1981; Parlee, 1983). This approach 

was used in this current research. By blending psychosocial 
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variables along with clinical variables, a more integrated 

view of primary dysmenorrhea is possible and permits a more 

comprehensive understanding of a common women's health 

disorder. 
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You are being asked to participate in a study 
designed to describe menstrual and psychosocial characteris
tics of college women with pain or discomfort with their 
periods. Your participation in this research is important 
in adding to our knowledge about a disorder that affects 
many women. 

The researcher is a graduate student in nursing at 
the University of Arizona and an OB/GYN Nurse Practitioner. 
The research study is entitled "Health Locus of Control 
Health Beliefs and Treatment Seeking Behaviors of College 
Women with Primary Dysmenorrhea. The purpose of the study 
is to investigate the relationship between college women's 
health beliefs and their menstrual treatment behaviors when 
experiencing discomforts and/or pain. 

In order to participate, you must (1) be 18 years of 
age or older, (2) have experienced some degree of menstrual 
pain or discomfort beginning within the first 6-12 months of 
starting your periods as a child or when your periods became 
regular (you may exclude those times during pregnancy or 
while on the birth control pill), and (3) you must never 
have had an IUD. In addition, if you have had an abnormal 
pelvic exam, please- see the researcher prior to completing 
the rest of the materials. 

If you choose to participate, you will be asked to 
fill out a questionnaire. The questionnaire will take 
approximately 20-40 minutes to complete. Your name will not 
appear on the questionnaire. All the information will be 
kept confidential and will be reported without identifying 
the individual. Group results may be published at a future 
date. Payment is not provided for participation. You may 
choose not to answer a question if you wish. 

You may withdraw from the study at any time without 
incurring ill will and are free to ask questions at any 
time. By responding to this questionnaire you will be 
giving your consent to participate in the study. There is 
no known risk incurred by you as a result of your partici
pation . 

I will be available to answer any questions you have con
cerning the research study or questionnaire. Thank you for 
your cooperation and participation. 

Diane J. Urban, R.N.C., N.P. 
2333 E. Glenn 
Tucson, AZ 85719 
795-7295 
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Demographic/Menstrual Data 

1. 

2 

Age 

8 .  

9. 

Current University 
Student Status: 

Marital Status 

Religion: 

Ethnicity/Race: 

Freshman 
Sophomore 
Junior 
Senior 
Masters 
Doctorate 
Postdoctorate 
Other 

Never married 
Married 
Separated 
Divorced 
Widowed 

Protestant 
Catholic 
Jewish 
Other 
None 

Caucasian 
Black 
Mexican American 
American Indian 
Oriental 
Other (please specify) 

Circle the most appropriate response to the follow
ing: Eeing healthy is important to me. 

1 Strongly Agree 
2 Agree 

3 Strongly Disagree 
4 Disagree 

How healthy do you consider yourself when you have 
your periods? 

1 Very healthy 
2 Moderately healthy 
3 Mildly healthy 

4 Mildly ill 
5 Moderately ill 
6 Very ill 

How old were you at the time your periods began as a 
child? 

How often do you have periods now? (Count from the 
first day of menstrual flow to the beginning of the 
next menstrual flow.) Every days. 
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10. How long do the periods last each month? days 

11. Describe your monthly menstrual flow on the scale 
below by circling the appropriate number: 

1 2 3 4 5 
(light flow) (heavy flow) 

12. When was your most severe menstrual period? 
month/year 

13. Describe on a scale from 1 to 4 the severity of your 
most severe period by circling the number that best 
describes your change in daily activity during that 
time. 

12 3 4 
No Mild Moderate Severe 

Change Change Change Change 

14. Total number of pregnancies 
(Include all full term, premature deliveries, mis
carriages and abortions.) 

15. Have you ever used Birth Control Pills? 
Yes No 

If yes, 

16. Are you currently using Birth Control Pills? 
Yes No 

17. What is the length of time you have used the pill? 

months 

18. For what purpose is/was the Pill used? 

1. Birth control 

2. Painful periods 

3. Both 

4. Other (specify) 

If appropriate: 

19. Why was it discontinued? 
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20. How did discontinuing the Pill affect your painful 

periods? 

21. What effect does/did the Pill have on your painful 



APPENDIX D 

Lau and Ware Health-Specific 

Locus of Control Scales 

123 



PLEASE NOTE: 

Copyrighted materials in this document 
have not been filmed at the request of 
the author. They are available for 
consultation, however, in the author's 
university library. 

These consist of pages: 
Pages 124-126 

Pages 128-130 

Page 132 

Pages 134-135 

University 
Microfilms 

International 
300 N. ZEEB RD., ANN ARBOR. Ml 48106 (3131 761-4700 



APPENDIX E 

Moos Menstrual Distress Questionnaire 

(Form T) 

127 



APPENDIX F 

Primary Dysmenorrhea 

External Cues for Action Scale 

131 



APPENDIX G 

Primary Dysmenorrhea Treatment 

Seeking Behaviors Instrument 

133 



R E F E R E N C E S  

American College of Obstetricians and Gynecologists (1983, 

March). Dysmenorrhea. (Technical Bulletin No. 66), 
Washington, D.C. 

Andersch, B. & Milsom, I. (1982). An epidemiologic study of 
young women with dysmenorrhea. American Journal of 
Obstetrics and Gynecology, 14 4 65 5-660 . 

Apple, D. (1960). How laymen define illness. Journal of 
Health and Human Behavior, 1_, 219-2 25. 

M. H. (1974). The health belief model and sick role 
behavior. Health Education Monographs, 2 ,  409-419. 

M. H., Drachman, R. H., & Kirscht, J. P. (1974). A 
new approach to explaining sick-role behavior in low 
income populations. American Journal of Public 
Health, 64, 205-216. 

M. H., Haefner, D. P., Kasl, S. V., Kirscht, J. P., 
Maiman, L. A. & Rosenstock, I. M. (1977). Selected 
psychosocial models and correlates of individual 
health-related behaviors. Medical Care, 15 (Suppl.) 
27-46. 

R. C. (1980). Current obstetric and gynecologic 
diagnosis and treatment. Los Altos, CA: Lange. 

DeLybju, P. (1979). Socioeconomic implications of dysmenor
rhea. Acta Obstetrica et Gynecologica Scandinavica, 
58 (Suppl . 87), 67-68. 

Brooks, J., Ruble, D. & Clark, A. (1977). College women's 
attitudes and expectations concerning menstrual-
related changes. Psychosomatic Medicine, 39, 288-
298. 

Becker, 

Becker, 

Becker , 

Benson, 

Brooks-Gunn, J. & Ruble, D. (1980). Menarche, the inter
action of physiological, cultural, and social 
factors. In A. J. Dan et al. (Eds.), The Menstrual 
Cycle, Volume 1 (pp. 141-159). New York: Springer. 

Brown, M. A. (1982). Primary dysmenorrhea. Nursing Clinics 
of North America, 17, 145-153. 

136 



137 

Brown, M. A. & Woods, N. F. (1984 ). Correlates of dysmenor-
rhea. Journal of Obstetric, Gynecologic, and Neo
natal Nursing, 13, 259-266. 

Budoff, P. W. (1980). No More Menstrual Cramps and Other 
Good News. New York: Penguin Books. 

Cesarotti, E. (1983). Health Locus of Control Value Orien
tations and Health Behaviors in Mormon Women. Un-
published master's thesis. University of Arizona, 
Tucson. 

Chapman, C. R. & Wyckoff, M. (1981). The problem of pain: 
A psychobio1ogical perspective. In S. N. Haynes and 
L. Gannon (Eds.), Psychosomatic Disorders (pp. 36-
78). New York: Praeger. 

Cox, D. & Santerocco, L. (1981). Psychological and behav
ioral factors in dysmenorrhea. In M. Y. Dawood 

(Ed.) , m e n o r_ £  h ea. Baltimore: Williams and 
Wilk ins. 

Csapo, A. I. (1980). A rationale for the treatment of 
dysmenorrhea. The Journal of Reproduction Medicine, 
25 (Suppl.), 213-221. 

Danforth, D.N. (Ed.) (1977). Obstetrics and Gynecology (3rd 
ed.). Hagerstown, MD: Harper and Row. 

Denney, D. R. & Gerrard, M. (1981). Behavioral treatments 
of primary dysmenorrhea: A review. Behaviour Re
search and Therapy, 303-312. 

Felton, G. S. & Segelman, F. B. (1978). Lamaze childbirth 
training and changes in belief about personal con
trol. Birth and the Family Journal, 5^ 141-150. 

Filler, W. W. & Hall, W. C. (1970 ). Dysmenorrhea and its 
therapy. A uterine contractility study. Amer ican 
Journal of Obstetrics and Gynecology, 106, 104-109. 

Finally, drugs that work for menstrual pain (1981). 
Consumer Reports, 92-93. 

Gannon, L. (1981). Psychological and physiological factors 
in the development, maintenance, and treatment of 
menstrual disorders. In S. N. Haynes and L. Gannon 
(Eds.), Psychosomatic Disorders (pp. 79-132). New 
York: Praeger. 



138 

Golub, S. & Catalano, J. (1983 ). Recollections of rtienarche 
and women's subsequent experiences with menstrua
tion. Women and Health, 8^, 49-61. 

Hallal, J. C. (1982). The relationship of health locus of 
control and self concept to the practice of breast 
self-examination in adult women. Nursing Research, 
31, 137-142. 

Hayes, R. B., Gibson, E. S., Hackett, B. C., Sackett, D. L., 
Taylor, D. W., Roberto, R. S., Johnson, A. L. (June 
12, 1976). Improvement of medication compliance in 
uncontrolled hypertension. The Lancet, 1265-1268. 

Heczey, M. D. (1978). Effects of biofeedback and autogenic 
training on menstrual experiences; relationships 
among anxiety, locus of control, and dysmenorrhea. 
Dissertation Abstracts International, 38 , 5571-B. 

Heczey, M. D., Denmark, F., Kerenyi, T., & Murgatroyd, D. 
(1975). Effects of autogenic and temperature feed
back on dysmenorrhea and other menstrual discom
forts. Unpublished manuscript, City University of 
New York. 

Heinrichs, W. L. & Adamson, G. D. (1980). A practical 
approach to the patient with dysmenorrhea. The 
Journal of Reproductive Medicine, 25 (Suppl. 4), 
236-242. 

Henzl, M. R., Buttram, V., Segre, E. J. & Besser, S. (1977 ). 
The treatment of dysmenorrhea with naproxen sodium; 
A report of two independent double-blind trials. 
American Journal of Obstetrics and Gynecology, 12 7, 
818-863. 

House, J. M. (1969). Report on exercises for dysmenorrhea. 
Occupational Health, 21, 31-34. 

Jones, G. & Jones, H. W. Jr. (1981). Novak's Textbook of 
Gynecology (10th ed.). Baltimore: Williams and 
Wilkins. 

Kasl, S. V. & Cobb, J. (1966). Health behavior, illness 
behavior, and sick role behavior. Journal of Health 
and Illness Behavior, 12, 246-266. 

Kegeles, S. S. (1969). A field experiment attempt to change 
beliefs and behavior of women in an urban ghetto. 

Journal of Health and Social Behavior, 10, 115-124. 



139 

Kirscht, J. P. (1974). The health belief model and illness 
behavior. Health Education Monographs, 2^, 387-408 . 

Kirscht, J. P., Becker, M. H. & Eveland, J. P. (1976). 
Psychological and social factors as predictors of 
medical behavior. Medical Care, 14, 422-431. 

Larsen, E. P., Olsen, E., Cole, E. & Shortell, S. (1979). 
The relationship of health beliefs and a postcard 
reminder to influenza vaccination. Journal of Fam
ily Practice, 8^, 1207-1211. 

Lau, R. R. (1982). Origins of health 1ocus-of-contro1 be
liefs. Journal of Personality and Social Psycho-
logy, 4 2 ,  322-334. 

Lau, R. R. & Ware, J. F. (1981). Refinements in the meas
urement of hea1th-specific 1ocus-of-contro1 beliefs. 
Medical Care, 19, 1147-1156. 

Leavitt, F. (1979). The health belief model and utilization 
of ambulatory care services. Social Science and 
Med icine, 13, 105-112. 

Leckie, F. H. (1964). Hypnotherapy iin gynecological dis
orders. International Journal of Clinical Experi
mental Hypnosis, 12, 121-146. 

Lefcourt, H. M. (1976). Locus of control: Current trends 
in theory and research. Hillsudle, NJ: Erlbaunt. 

Lennane, K. J. (1980). Social and medical attitudes toward 
dysmenorrhea. The Journal of Reproductive Medicine, 
2 5 _  (Suppl.) , 202-206. 

Levin, L. S., Katz, A. H. & Hoist, E. (1976). Se1f-care: 
Lay initiatives in health. New York: Prodist. 

Loevsky, J. (1978). Menstruation: Alternatives to pharma
cological therapy for menstrual distress. Journa1 
of Nurse-Midwifery, 23, 34-44. 

Lundy, J. R. (1972). Some personality correlates of contra
ceptive use among unmarried female college students. 
The Journal of Psychology, 80, 9-14. 

MacDonald, A. P. (1970). Interna.1-externa 1 locus of control 
and the practice of birth control. Psychological 
Reports, 27, 206. 



140 

Maiman, L. A. & Becker, M. H. (1974, Winter). The health 

belief model: Origins and correlates in psychologi
cal theory. Health Education Monographs, 2, 33 6-
353. 

Markum, R. (1976). Assessment of the reliability of and the 
effect of neutral instructions on the symptom 
ratings on the Moos Menstrual Distress Question
naire. Psychosomatic Medicine, 38, 163-172. 

Martin, L. L. (1978). Health Care of Women. Philadelphia: 
Lippincott. 

McNall, L. K. (Ed.) (1980). Contemporary Obstetric and 
Gynecologic Nursing. St. Louis: C. V. Mosby. 

Mechanic, D. (1962). The concept of illness behavior. 
Journal of Chronic Disease, 15, 189-194. 

Melzack, R. & Torgerson, W. S. (1971). On the language of 
pain. Anesthes iology, 34, 50-59. 

Moos, R. H. (1968). The development of a menstrual distress 
questionnaire. Psychosomatic Medicine, 30, 853-886 . 

Moos, R. H. (1977). Menstrual Distress Questionnaire Manual. 
Palo Alto. 

Nunnally, J. C. (1978). Psychometric Theory. New York: 
McGraw-H ill. 

O'Rourke, M. W. (1983). Subjective appraisal of psychologi
cal well-being and self-reports of menstrual and 
nonmenstrual symptomatology in employed women. 
Nursing Research, 3 2, 288-292. 

Parlee, M. B. (1974). Stereotypic beliefs about menstrua
tion: A methodological note on the Moos menstrual 
distress questionnaire and some new data. Psycho
somatic Medicine, 3 6, 229-240. 

Parlee, M. B. (1983). Future Directions for Research. In 
S. Golub (Ed.), Menarche (pp. 309-313). Lexington, 
MA: D. C. Heath. 

Pender, N. J. (1982). Health Promotion in Nursing Practice. 
Norwalk, CO: Appleton-Century-Crofts. 

Peterson, A. C. (1983). Menarche: Meaning of measures and 
measuring meaning. In S. Golub (Ed.), Menarche (pp. 
63-76). Lexington, MA: D. C. Heath. 



141 

Phillips, L. R. F. (19 80). Family Relationships Between Two 
Samples of Frail Elderly Individuals. Unpublished 
doctoral dissertation. University of Arizona, 
Tucson. 

Pickard, F. D., Noble, J., and Defriese, G. H. (1976). Con
cepts of Health and Illness. In J. Noble (Ed.), 
Primary Care and the Practice of Medicine (pp. 3-
14). Boston: Little, Brown and Company. 

Pickles, V. R. (1957). A plain-muscle stimulant in the 
menstruum. Nature, 18 0, 1198-1199. 

Polit, D. & Hungler, B. (1978). Nursing Research: Prin
ciples and Methods. Philadelphia: Lippincott. 

Quilligan, E. J. (1983). Current Therapy in Obstetrics and 
Gynecology 2 (Section 3). Philadelphia: W. B. 
Saunders. 

Ritz, S. (1981). How to deal with menstrual cramps. Medi-
cal Self-Care, 17-21. 

Rosenstock, I. M. (1966). Why people.use health services. 
Milbank Memorial Fund Quarterly, 44, 94-127 . 

Rosenstock, I. M. (1974). Historical origins of the health 
belief model. Health Education Monographs, 2, 329-
335. 

Rosenwaks, Z. & Segar-Jones, G. (1980). Menstrual pain: 
Its origin and pathogenesis. The Journal of Repro
ductive Medicine, 25, (Supplement), 207-212. 

Roth-Brande 1, U., Bygdeman, M. & Wiqvist, N. (1970). The 
effect of intravenous administration of prostaglan
din El and F2 on the contractility of the nonpreg
nant human uterus in vivo. Acta Obstetricia et 
Gynecologica Scandinavica, 49 (Suppl.), 19-20. 

J. B. (1954). Social Learning and Clinical Psycho
logy. New York: Prentice-Hall. 

J. B. (1966). Generalized expectancy for internal 
versus external control of reinforcement. Psycho
logy Monograph, 80, 1-28. 

J. B. (1975). Some problems and misconceptions 
related to the construct of internal versus external 
control of reinforcement. Journal of Consulting and 
Clinical Psychology, 43, 56-67. 

Rotter , 

Rotter, 

Rotter, 



142 

Schrotenboer, K. & Subak-Sharpe, G. J. (1981). Freedom From 
Menstrual Cramps. New York: Pocket Books. 

Sobczyk, K. R. (1980). Dysmenorrhea: The neglected syn
drome. The Journal of Reproductive Medicine, 25, 
(Supplement), 198-201. 

Sommer, B. (1981). Menstrual cycle research: Yesterday, 
today, and tommor. In P. Komnenich et al. (Eds.), 
The Menstrual Cycle, Volume 2 (pp. 193-199). New 
York: Springer. 

Sontegard, L. J., Kowalski, K. M. & Jennings, B. (Eds.). 
(1982). Women's Health: Ambulatory Care. New 
York: Grune and Stratton. 

Storch, M. (19 82). How To Relieve Cramps and Other Men
strual Problems. With Carrie Carmichael. New York: 
Workman Publishing. 

University of Arizona, Student Health Service Self-Care 

Center (n.d.). Menstrual Cramps. Tucson. 

Wallston, B. S. & Wallston, K. A. (1978). Locus of control 
and health: A review of the literature. Health 
Education Monographs, 6^, 107-118. 

Wallston, B. S., Wallston, K. A., Kaplan, G. D. & Maides, 
5. A. (1976). Development and validation of the 
health locus of control scale. Journal of Consult
ing and Clinical Psychology, 4_4 , 580-585 . 

Wallston, K. A., Wallston, B. S. & DeVellis, R. (1978). 
Development of the multidimensional health locus of 
control (MHLC) scales. Health Education Monographs, 
6 ,  160-170. 

W e i d e g e r ,  P .  (1976). M e n s t r u a t i o n  a n d  M e n o p a u s e .  N e w  Y o r k :  
A l f r e d  A .  K n o p f .  

Whisnant, L. & Zegans, L. (1975). A study of attitudes 
toward menarche in white middle-class American 
adolescent girls. American Journal of Psychiatry, 

139, 809-814. 

Willis, J. (1983). Doing something about the curse. FDA 

Consumer, 11-14. 

Wilmuth, L. R. (1975). Prepared childbirth and the concept 
of control. Journal of Obstetrical, Gynecologic and 
Neonatal Nursing, 4, 38-41. 



143 

Wilmuth, L. R. f  Weaver, L. & Borenstein, J. (1978). Satis
faction with prepared childbirth and locus of con-
trol. Journal of Obstetric Gynecologic and Neonatal 
Nursing, 1_, 33-36. 

Windwer, C. (1977). Relationship among prospective parents' 
locus of control, social desirability, and choice of 
psychoprophylaxis. Nursing Research, 26, 96-99. 

Woods, N. F., Most, A. & Dery, G. (1982). Toward a con
struct of perimenstrual distress. Research in Nurs
ing and Health, _5, 81-91. 

Woods, N. F., Dery, G. K. & Most, A. (1983 ). Recollections 
of menarche, current menstrual attitudes, and peri-
menstrual symptoms. In S. Golub (Ed.), Menarche (pp. 
87-97). Lexington, MA: D. C. Heath. 

Ylikorkala, 0. & Dawood, M. Y. (1978). New concepts in dys
menorrhea. American Journal of Obstetrics and Gyne
cology, 130, 833-847. 


