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Latinos are now the fastest growing and largest ethnic group in the U.S. According 

to U.S. Census Bureau estimates, 1 in 3 Americans will be of Latino descent by the year 

2050. Despite this shift in the demographics of the US, we know relatively little about 

the Latino population’s health profile and their health status. Recent research indicates 

that 66% of Latino Internet users look online for health information.  This mixed-

methods study sought to provide further insight on health information seeking on the 

Internet by college men in Latino fraternities. Data analysis procedures in this study 

included descriptive statistics, multiple regression, and qualitative thematic analyses of 

focus group transcripts and think-aloud protocol interviews; to investigate the variables 

attributes of online health information (source, message, and content); frequency of 

online health information seeking, level of social support, self-efficacy to engage in 

health behavior and seek out healthcare services among college men in Latino 

fraternities. Qualitative findings indicated that college men in Latino fraternities are 

mostly searching for online health information for persons other than themselves, such 

as family members. Findings show that this unique sub-group did not self-report 

searching for online health information on safe sexual practices, or sexually transmitted 
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diseases. Concerns related to monetary income were associated with an increase in 

self-reported self-diagnoses and self-treatment. Quantitative findings found that 

Frequency of online use for health information seeking (Several Times a Week), Source 

(Somewhat Non-Influential), Content (Somewhat Non-Influential), and Age (18-20) were 

statistically significant predictors of self-efficacy to engage in health behavior. Message 

(Neither Influential nor Non-Influential), and Age (21-23) were found to be statistically 

significant predictors of self-efficacy to seek out health care services. Taken together, 

this is the first study to explore online health information seeking among college men in 

Latino fraternities.  
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CHAPTER 1 
INTRODUCTION 

Background 

According to the U.S. Census Bureau, the Latino population is expected to nearly 

triple in the next 35 years, from 46.7 million in 2008 to 132.8 million by 2050 (U.S. 

Census Bureau, 2008). If these projections hold true, the share of the Latino population 

will increase from 15% to 30%, and  one in three U.S. residents will be of Latino origin 

(U.S. Census Bureau, 2008). Moreover, Latinos are now the fastest growing and largest 

ethnic group in the U.S. (Martin & Fogel, 2006). Trends now show that an increasing 

birth rate, rather than immigration inflow, is the leading growth engine for the Latino 

population in the U.S. (Martinez & Ariosto, 2011). If the population of Latinos in the 

United States were considered a country, Latinos would constitute the second largest 

Spanish-speaking country in the world (National Museum of the American Latino 

Commission [NMAL], 2011). Latinos in the United States make up 1 out of every 6 

people, and 1 out of every 4 babies born each year (NMAL, 2011). Today, Latinos are 

50 million strong and growing by 1 million every year (NMAL, 2011).  

Despite the growth in the Latino population within the U.S., we know very little 

about the Latino  health profile and their health status (LaVange et al., 2010; Sorlie et 

al., 2010). Unfortunately, Latinos have been underrepresented in research studies over 

the past two decades (LaVange et al., 2010; Sorlie et al., 2010). Lack of Latino inclusion 

in research studies have led to an overwhelming number of gaps in knowledge about 

Latino health (Harris et al., 2003; Sorlie et al., 2010). These gaps include knowledge 

gaps in Hispanics and mental health (Bellatin, Eddy, Perez, & Wolf, 2008), Latino’s 
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dental health profile (Crozier, 2011), and research in chronic diseases such as 

tuberculosis among Latino’s (Boulter, Moran, & Cole, 2011) to name a few.  

It is important for researchers to begin to incorporate Latinos in national health 

studies to fill these existing knowledge gaps. In particular, there is a need to differentiate 

whether differences exist pertaining to prevalence of conditions, risk factors, diseases 

and disorders among subgroups of Latino populations (De la Rosa, 1989; Betancourt, 

Carillo, Green & Maina, 2004; LaVange et al., 2010; Sorlie et al., 2010). In 2006, the 

National Institutes of Health (NIH) led the Hispanic Community Health Study, Study of 

Latinos (SOL), the largest longitudinal epidemiological study of health and disease in 

Latino populations living in the United States (LaVange et al., 2010). Results from this 

study are still several years away from being made public, yet  bridging knowledge gaps 

in Latino health has already commenced. Research by the U.S. Centers for Disease 

Control and Prevention (CDC) has shown that Latinos are twice as likely as non-Latino 

Blacks, and three times more likely than  non-Latino Whites to be without aprimary 

health care provider (Pleis & Lethbridge-Çejku, 2007).  

The Pew Hispanic Center/Robert Wood Johnson Foundation Latino Health survey 

found that younger, less educated Latino men without health insurance  are least likely 

to have a usual health care provider (Livingston, Minushkin & Cohn, 2008). 

Interestingly, however, 50% of Latinos without a primary healthcare provider are high 

school graduates with health insurance, born in the United States (Livingston, 

Minushkin & Cohn, 2008). The primary reason survey respondents gave for not having  

a regular health care provider was not related to the cost of health care  but rather that 

they seldom feel sick (Livingston, Minushkin & Cohn, 2008). About seven in ten Latinos 
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(71%) surveyed reported obtaining health information through their social networks 

including family, friends, churches, and community groups. Over eighty percent  (83%) 

indicated that they obtain health information from some branch of the media, including 

the Internet (Livingston, Minushkin & Cohn, 2008). The survey also found that over 

3/4ths of survey respondents (79%) acted on the health information obtained from the 

media (Livingston, Minushkin & Cohn, 2008). Health information obtained by Latinos via 

various media sources may be inaccurate, however, which can lead to acting on false or 

misleading health information (Spraggins, 2009). Survey results highlighted  the power 

and potential of alternative sources of media to disseminate health information to 

disparate segments of the Latino population (Livingston, Minushkin & Cohn, 2008).  

Peña-Purcell (2008) found that health information obtained online by Latinos led to 

increased understanding of medical conditions and treatments, as well as increased 

confidence for engaging in conversation with physicians about health concerns during 

medical visits. Hence, obtaining health information from media sources, such as the 

Internet, can have several benefits, but if false or misleading health information online is 

found, such can lead to harmful implications. According to Young (2001) because of low 

health literacy that may exist among the general Hispanic population, Latinos are at 

greater risk to obtain harmful or misinterpret health information on the Internet.  

Undoubtedly, empirical research is needed to determine whether health 

information obtained online by Latinos might be associated with use of available health 

resources, engage in healthy behaviors, health behavior, and self-efficacy to seek out 

health care services.  
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Today, digital media plays a critical role in consumer health, led by the Internet as 

the primary medium for dissemination of health information (Atkinson & Gold, 2002; 

Bush, Bowen, Wooldridge, Ludwig, Meischke & Robbins, 2004; Madden & Fox, 2006). 

Notwithstanding concerns related to the quality of online health information (OHI), it is 

estimated that more than 113 million American adults access the Internet annually and 

are influenced by nearly 70,000 health-related websites (Pagliari, Sloan, Gregor, 

Sullivan, Detmer, Kahan, Oortwijn & MacGillivray, 2005; Fox, 2006). In a recent study 

conducted by the Pew Internet and American Life Project, it was estimated that eight in 

ten Internet users look online for health information (Fox, 2011). Other findings from the 

Pew Internet and American Life Project include: 

 Individuals who reported “good health” were more likely to search the Internet than 
those who reported “excellent”, “fair”, or “poor” health status; 
 

 The likelihood of searching for health information on the Internet increased with 
more education; and 

 

 There was no differences in searching for health information online across  Blacks, 
Whites, and Latinos – nearly 60% of each population group searched for health 
information on the Internet (Fox, 2006). 

 
Given that Latinos are searching for health information online at a rate proportional to 

other population groups, it is important to explore reasons why underrepresented 

Latinos are searching the Internet for health information at relatively high rates, and 

whether the pursuit of OHI by Latinos is associated with relevant health outcomes. 

Research examining the effects of OHI searches and its implications on the 

general public is not a new area of inquiry (Burton, 2005; Easaw, 2010; Escoffery, 

Miner, Adame, Butler, McCormick, & Mendell, 2005; Hanik & Stellefson, 2011; 

Ivanitskaya, O’Boyle, & Casey, 2006; Kim, Park & Bozeman, 2011; Miller & Bell, 2011; 
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Norman & Skinner, 2006; Nustad, Adams & Moore, 2008; Peña-Purcell, 2008; 

Zuckerman, 2009). In fact, OHI seeking has been researched since the turn of the 

century (Morahan-Martin & Anderson, 2000). However, this research often 

underrepresents Latino college students due mostly to the particular demographics of 

the schools where the studies were conducted (Easaw, 2010; Escoffery et al., 2005; 

Hanik & Stellefson, 2011; Ivanitskaya, O’Boyle, & Casey, 2006; Norman & Skinner, 

2006).  

Therefore, research investigating OHI seeking among Latino college students is 

critical to understand whether this sup-population is able to seek, find, understand, and 

appraise health information from electronic sources and apply the knowledge gained to 

addressing or solving a health problem (Hanik & Stellefson, 2011;Ivanitskaya, O’Boyle, 

& Casey, 2006; Morahan-Martin & Anderson, 2000; Norman & Skinner, 2006; 

Spraggins, 2009). This construct is known as eHealth literacy. A study by Cline and 

Haynes (2001) found that little research had been conducted on the effects of seeking 

health information on the Internet among diverse populations. A review of the literature 

indicates that studies looking at the variables attributes of OHI (source, message, and 

content); frequency of OHI seeking, level of social support, self-efficacy to engage in 

health behavior and self-efficacy to seek out healthcare services in conjuncture are yet 

to be published.  

Until as recently as 2007, studies investigating college student health had been 

nearly non-existent. Studies published prior to 2007 focused mostly on alcohol and 

tobacco use and were limited to individual four-year institutions (Lust et al., 2007). The 

University of Minnesota system wide student health report published by Lust and 
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colleagues (2007) was the first of its kind to investigate the comprehensive health of 

college students by examining health risk behaviors other than alcohol, tobacco and 

drug use. Even though this study represented a step in the right direction for illuminating 

the health needs of an often overlooked segment of the general population (college 

students), the percentage of Latino/Hispanic students surveyed was less than 2% 

across all campuses included in the study (Lust et al., 2007). The underrepresentation 

of Latinos in college health research is necessary to help understand the 

comprehensive health of Latinos in college (CDC, 2011; Harris et al., 2003). 

With the growth of the Latino population, more Latinos are enrolling in colleges 

nationwide (Fry, 2012). Latinos aged 18-24 now outnumber African-American students 

of the same age on college campuses across the US. According U.S. Census Bureau 

data (analyzed by the Pew Foundation) nearly 350,000 more Latinos were enrolled in 

college in 2010 than in 2009 (O’Connor, 2011; Liu, 2011). By the year 2015, Latino 

enrollment in college is expected to increase by 73%, more than 3 times the rate of 

African-Americans and 15 times the rate of non-Latino Whites (Fry, 2012; Menendez, 

n.d.). Today, an unexpected disparity exists where Latinos constitute 18.3% of the 

traditional college-aged population, yet they make up only 11% of total enrollees in 

colleges and universities across the US (Fry, 2012; Menendez, n.d.). This means that 

even with record breaking enrollment rates, there is still room for improvement in the 

number of Latinos enrolling in collge. Accordingly, Latinos earn fewer bachelor degrees 

than other ethnic and racial groups. Only 13% of Latinos 25- to 29-years of age earn a 

bachelor’s degree, compared to 53% of Asians, 39% of non-Latino Whites and 19% of 

African Americans in the same age group (O’Connor, 2011; Liu, 2011). Thus, there is 
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also room for improvement concerning Latinos completing college and not merely 

enrolling in college. Of interest however, is the fact that more Latino college enrollees 

have led to more Latino males becoming members of fraternal organizations than ever 

before (Fry, 2012; Helem, 2004; Miranda, 1999). Whether higher membership of Latinos 

in fraternal organizations have led to improved college completion among college men 

in fraternities remains to be investigated.  

Misguided societal preconceptions have led researchers to overlook and often 

ignore the health needs of Latino subpopulations with higher levels of SES due to the 

belief that lower SES Latino populations have greater health needs (Vega, Rodriguez, & 

Gruskin, 2009). Yet, little research supports the aforesaid claim (Goldman, Kimbro, 

Turra, & Pebley, 2006). In fact, from the limited available research, a paradox seems 

evident. For several Latino sub-populations, the opposite holds true; lower SES Latino 

sub-populations seem to enjoy lower mortality rates than other segments of the 

population (Vega, Rodriguez, & Gruskin, 2009; Wei et al., 1996). Research suggests 

that overall mortality advantages are observed more frequently in Latinos with low SES, 

with little or no health advantages existing for Latinos at higher SES levels (Vega, 

Rodriguez, & Gruskin, 2009; Wei et al., 1996). Clearly, the role of SES in health and 

mortality among Latinos is complex both within and across populations in the Americas 

(Goldman, Kimbro, Turra, & Pebley, 2006; Vega, Rodriguez, & Gruskin, 2009; Wei et 

al., 1996).   

Historically, research has associated wealth with membership in a fraternal 

organization (Levine & Sussmann, 1961). In today’s society, membership in a fraternal 

organization is dynamically more complex due to the myriad of college student 
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subpopulations entering college (Gohn & Albin, 2006). Thus, it is not uncommon for 

members of fraternal organizations to be from high and low-income backgrounds (Gohn 

& Albin, 2006).  

The literature describing any aspect of health for Latino college males, who are 

also members of a fraternal organization, is nearly non-existent. Just a handful of 

studies have been conducted  in which Latino college men comprise a small percentage 

of cohorts of primarily  White or African-American fraternal organizations (Guardia & 

Evans, 2008; Scott-Sheldon, Carey & Carey, 2008). Most of the health studies that do 

mention Latino members of larger fraternal organizations describe either alcohol 

consumption and its implications(Barry, 2007; Borsari & Carey, 1999; Cashin, Presley & 

Meilman, 1998; Kuh & Arnold, 1993; Larimer, Anderson, Baer & Marlatt, 2000; Larimer, 

Irvine, Kilmer & Marlatt, 1997; Lo & Globetti, 1995; Workman, 2001), or look to describe 

sexual behaviors and risk factors among fraternal organizations at large (Foubert, 2000; 

Guardia & Evans, 2008; Scott-Sheldon, Carey & Carey, 2008). 

Over 2 million Latino students entered college  in 2011, and more and more of 

these students are joining Greek organizations on campus (Helem, 2004; Miranda, 

1999). The National Association of Latino Fraternal Organizations, Inc. (NALFO) 

estimates that as many as 40,000 Latino students and graduates are Greeks, which 

represents a fourfold increase since the mid-'90s (Helem, 2004). Studies focusing 

exclusively on Latino Greek Letter Organizations will help to bridge the knowledge gap 

that exists describing the health of this unique sub-population.  

Statement of the Problem 

Latinos are the fastest growing segment of the US population (Nielsen, 2013; 

U.S. Census Bureau, 2008). Although Latinos may soon become the largest minority 
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group in the United States, their inclusion in national health studies has historically been 

nearly non-existent (LaVange et al., 2010; Sorlie et al., 2010). Even more understudied 

is the use of the Internet to seek health information by Latinos (Peña-Purcell, 2008). 

More specifically, comprehensive health research on Latino college male members of 

fraternal organizations is scarcely available and limited to studies investigating  alcohol 

use, sexual health and drug abuse (Barry, 2007; Borsari & Carey, 1999; Cashin, 

Presley & Meilman, 1998; Foubert, 2000; Guardia & Evans, 2008; Kuh & Arnold, 1993; 

Larimer, Anderson, Baer & Marlatt, 2000; Larimer, Irvine, Kilmer & Marlatt, 1997; Lo & 

Globetti, 1995; Scott-Sheldon, Carey & Carey, 2008; Workman, 2001). Furthermore, 

many mistakenly believe that Latino males in college, who belong to a fraternal 

organization, also belong to a higher socioeconomic segment of the population, and, as 

such, may experience fewer health concerns than other Latinos (Ingelmo, 2012). This 

misconception may lead to few investigations of the comprehensive health of this 

particular segment of the population (Ponce & Comer, 2003). Therefore, this study 

aimed to bridge an informational gap concerning the use of OHI among fraternal Latino 

males in colleges/universities.  

Conceptual Underpinnings for the Study 

Previous studies on OHI seeking, looking at the variables of social support, 

fraternal membership, self-efficacy to seek out health care services and self-efficacy to 

engage in health behavior, were guided by the Health Belief Model (HBM) and social 

constructs of HBM, as well as Social Cognitive Theory (SCT) (Easaw, 2010; 

Eysenbach, 2008; Glanz, Rimer & Lewis, 2002; Kim, 2012; Lu, 2006; Tamim, 2012; 

Wright & Bell, 2003). However, Self-efficacy theory presents the most applicable theory 

for the goals of this study (Bass, Ruzek, Gordon, Fleisher, McKeown-Conn & Moore, 
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2006; Oh & Lee, 2012; Smith-McLallen, Fishbein, & Hornik, 2011), since it closely 

parallels the aims of the study at hand and is more applicable to answering the research 

questions posed in this investigation. Realizing the value that theory guided research 

lends to validity and reliability of the study, the investigation incorporated Bandura’s 

Self-efficacy Theory into certain aspects of questionnaire development and the 

moderator’s guide for focus group sessions. A summary of Self-efficacy Theory is 

highlighted in Chapter 2. 

Purpose of the Study 

The purpose of this study is to bridge existing knowledge gaps for college men in 

Latino fraternities (CMLF) by examining the frequency of health information searches, 

the types of OHI searched for, factors that influence OHI seeking among Latino men 

belonging to a fraternity, and what predictor variables explain the most variance in  self-

efficacy to engage in health behavior and self-efficacy to seek out health care 

services. 

Believed Interrelationships 

The research literature suggests that individuals coping with stressful health 

challenges—such as a recent illness diagnosis or chronic disease management—were 

strongly motivated to engage in OHI seeking behaviors (Weaver et al., 2010). Research 

also suggests that increased social support can lead to increased health information 

seeking and in turn higher levels of self-efficacy among African American women 

(Warren et al., 2010), but remains to be investigated among CMLF. While evidence of 

relations among several variables pertaining to self-efficacy to seek out health care 

services in relation to OHI seeking exists, It is unclear whether these relationships will 

be observed in Latino men belonging to a college/university fraternity. 
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Research Questions 

This study seeks to investigate the following research questions: 

1. How often do college men in Latino fraternities use of the Internet to locate 
health information? 
 

2. What types of health information do college men in Latino fraternities look for 
online? 
 

3. What are factors associated with online health information seeking among 
college men in Latino fraternities? 
 

4. To what extent do attributes of online health information (source, message, 
and content); frequency of online health information seeking, social 
support, age, and education predict self-efficacy to engage in health 
behavior among college men in Latino fraternities? 
 

5. To what extent do attributes of online health information (source, message, 
and content); frequency of online health information seeking, social 
support, age, and education predict self-efficacy to seek out health care 
services among college men in Latino fraternities? 

 
Key Variables 

It is of great interest and importance to bridge the knowledge gap on Latino health 

related to OHI seeking.  to investigate how psychosocial variables, such as self-efficacy 

to seek health care services and self-efficacy to engage in health behavior, may be 

associated with OHI seeking among Latino men attending a college/university. To best 

answer the 5  research questions posed in this study, a mixed-methods approach will 

be used with a formative qualitative phase to set the state for a quantitative study.  

Independent variables 

 Level of influence to take action based on source, message, and content of OHI 
(very influential, influential, somewhat influential, neither influential nor non-
influential, somewhat non-influential, non-influential, non-influential, very non-
influential) . 
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 Frequency of Internet use to locate health information (i.e. every day, several 
times a week, several times a month, every few months, or less often). 

 Level of social support as measured by the Duke Social Support Index (low, 
moderate, high). 

 Age (18-26). 

 Education (Freshman, Sophomore, Junior, Senior, Graduate, Professional). 

The manner in which the independent variables are included within each research 

question, and the level of scale is summarized in Table 1-1.  

Dependent variables 

 Frequency of Internet use to locate health information (i.e. every day, several 
times a week, several times a month, every few months, or less often[than every 
few months]). 

 Types of health information sought (e.g. A specific disease or medical problem, A 
certain medical treatment or procedure, Nutrition, Exercise, Prescription drugs, 
etc.). 

 Reasons for OHI seeking (i.e. my own health status, the health status of a family 
member, the health status of a friend, the health status of a significant other, 
monetary issues, concerns over weight or physical appearance), and their 
respective level of influence (i.e. very influential, influential, somewhat influential, 
neither influential nor non-influential, somewhat non-influential, non-influential, 
non-influential, very non-influential). 

 Self-efficacy to engage in health behavior (low confidence, moderate confidence, 
high confidence). 

 Self-efficacy to seek out health care services (low confidence, moderate 
confidence, high confidence). 

The exact means by which each dependent variable is utilized for each research 

question, along with its level of scale can be found in Table 1-1.  

Definition of Key Terms 

For the purposes of this study, several definitions of key terms have been provided 

below.  
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 SOCIAL SUPPORT.  The presence of people who can offer a listening ear, 
companionship that leads to a sense of belonging, or material aid such as goods 
and services (Cohen, Mermelstein, Kamarck, & Hoberman, 1985).  

 SELF-EFFICACY. The measure of one's own ability to complete tasks and reach 
goals (Ormrod, 2006). One's belief in one's ability to succeed in specific situations 
(Luszcynska, & Schwarzer, 2005). 

 FRATERNAL ORGANIZATION.  The term fraternal organization is from the Latin frater, 
meaning brother. A fraternal organization is a brotherhood or a type of social 
organization whose members freely associate for a mutually beneficial purpose 
such as for social, professional or honorary principles (Fraternal Organization, 
n.d.). 

 HEALTH BEHAVIOR.  An action taken by a person to maintain, attain, or regain good 
health and to prevent illness. Health behavior reflects a person's health beliefs 
(Health Behavior, n.d.). 

 ONLINE HEALTH INFORMATION SEEKING.  The intentional, active efforts to obtain 
specific health information on the Internet, above and beyond the normal patterns 
of media exposure and use of interpersonal sources (Miller & Bell, 2011). 

Limitations, Assumptions, and Design Controls 

As with any empirical endeavor, this study is not without certain limitations. Due to 

limitations in time and funding, we are unable to survey and conduct focus groups with 

all 7 nationally recognized Latino fraternal organizations and their membership who 

belong to NALFO (National Association of Latino Fraternal Organizations, Inc. [NALFO], 

n.d.). Also, it is important to understand that not all Latino Greek Letter Organizations 

are members of NALFO or represented by the association. Several assumptions are 

also taken into consideration in this study. It is assumed that members of the fraternal 

organization surveyed have at least some level of access to computers and Internet, 

either on campus or through personal means, due to student requirements at higher 

education institutions. It is also assumed that, although members are mostly of Latino 

origin, all are fluent in the English language. Hence, all focus groups and think-aloud 

protocol interviews were conducted in the English language. The questionnaire was 
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also written solely in the English language. Several measures have also been taken to 

ensure robustness of reliability and validity for this study. Such measures include 

formative research to ensure validity of questionnaire items such as conducting think-

aloud protocols to pretest the questionnaire, guide implementation steps, and highlight 

nuances overlooked during planning. 

Delimitations of the Study 

Participation in this study was delimited to a) males, b) enrolled in Florida 

universities and colleges (listed in Chapter 3), c) between the ages of 18-26years, and, 

d) members of Lambda Theta Phi. Participants not meeting these criteria were excluded 

from the study. The study was delimited to examining  the independent and dependent 

variables previously stated. Relationships surfacing from variables other than those 

listed were not considered in data analyses. Variables were only measured with 

assessment instruments and procedures listed in Chapter 3. The respondents in this 

study agreed to voluntarily participate and may not be representative of those who 

chose not to participate.  

Significance of the Study 

The study is unique in that it focuses on a specific subgroup of Latinos. The study 

contributes to a better understanding of purposes for OHI seeking from actual health 

information seekers (Latino men belonging to a college/university fraternity). The 

findings of from this study will identify the types of OHI sought by users. Findings also 

highlight how type of health information sought might affect self-efficacy to seek out 

health care services and self-efficacy to engage in health behavior. This study provides 

important information to designers of consumer health information systems on the Web, 

and health behavior specialists by providing important insights into the types of health 
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information sought by Latino male consumers and how information sought may relate to 

health behaviors. Clearly, the study also provides important implications for consumers 

themselves and health providers by providing data on the extent to which OHI seeking 

is related to self-efficacy for seeking out health care services and engaging in health 

behavior. Undoubtedly, the study ultimately serves to shed light on motivators of health 

behaviors that can improve the health of Latino males. 

Summary 

Chapter 1 introduced the research topic by describing that Latinos are becoming 

the largest minority in the United States and yet, their health, as a whole, has not been 

thoroughly investigated. With Internet users seeking health information online more than 

ever, and with more Latinos in college becoming members of a fraternal organization, it 

is important  to bridge the knowledge gap between OHI seeking in Latino men who are 

college students and self-efficacy to seek out health care services and engage in health 

behavior. The literature review and the research questions provided direction for the 

focus of this study. 

This dissertation is organized into five chapters. Chapter 1 presented the 

background of the study and the research problem. Chapter 2 annotates the findings of 

relevant literature studying OHI seeking (among Latino fraternity males in college) and 

social support, self-efficacy to seek out health care services and self-efficacy to engage 

in health behavior (among other variables). Chapter 2 further presents and explains the 

theoretical underpinnings which guides this dissertation study. Chapter 3 describes the 

study setting, recruitment of study participants, participant characteristics, and overall 

methodology of the research study. Chapter 4 discusses the findings of the study. 
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Finally, Chapter 5 provides a discussion stating the limitations encountered in this study 

and offering recommendations as well as implications of the findings for future studies. 

Table 1-1. Independent and dependent variables of study. 
Research Question Independent Variable(s) (level of 

scale) 
Dependent Variable  
(level of scale) 

RQ 1: How often do CMLF use of 
the Internet to locate health 
information? 
 

Ethnicity [Latino] (Discrete) Extent of use of the World Wide 
Web [WWW] {Internet} to locate 
health information (Continuous) 

RQ 2: What types of health 
information do CMLF look for 
online? 

Ethnicity [Latino] (Discrete) Types of health information 
searched online (Collected 
qualitatively through focus 
groups – Continuous) 
 

RQ 3: What are factors 
associated with OHI seeking 
among CMLF? 
 

Ethnicity [Latino] (Discrete) Factors that influence OHI 
seeking (Collected qualitatively 
through focus groups – 
Continuous) 

RQ 4: To what extent do 
attributes of OHI (source, 
message, and content); 
frequency of OHI seeking, 
social support, age, and 
education predict self-efficacy 
to engage in health behavior 
among CMLF? 
 

Level of influence on attributes of 
OHI – source (Continuous), 
message (Continuous), content 
(Continuous); frequency of OHI 
seeking (Continuous); level of 
social support (Continuous); age 
(Continuous); education 
(Continuous) 
 

Self-efficacy to engage in health 
behavior (Continuous) 

RQ 5: To what extent do 
attributes of OHI (source, 
message, and content); 
frequency of OHI seeking, 
social support, age, and 
education predict self-efficacy 
to seek out health care 
services among CMLF? 

 

Level of influence on attributes of 
OHI – source (Continuous), 
message (Continuous), content 
(Continuous); frequency of OHI 
seeking (Continuous); level of 
social support (Continuous); age 
(Continuous); education 
(Continuous) 

Self-efficacy to seek out health 
care services (Continuous) 
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CHAPTER 2 
REVIEW OF RELATED LITERATURE 

Introduction 

The purpose and scope of Chapter 2 is to explain the findings of relevant literature 

related to OHI seeking, among CMLF by comparing, contrasting, analyzing, and 

discussing the limited available literature on OHI seeking among CMLF. Chapter 2 

presents an overview of the search process and the results of each step of application 

of inclusion/exclusion criteria. Chapter 2 concludes with a discussion of the research 

gaps found during the literature review. 

Literature Review Methods 

Search Procedures 

Only manuscripts published in English from January 2000 to December 2012 were 

considered. The searched databases included: ERIC, PsychINFO, PubMed, Academic 

Search Premiere, CINAHL Plus, Applied Social Sciences Index and Abstracts, and 

ProQuest. The following key terms were entered in various combinations with the 

Boolean operator AND: College students, Latino men, Hispanic men, fraternal 

organization, online health information search, consumer health information seeking on 

the Internet, searching for health information online, health behavior, health care 

utilization, utilization of health services, social support, self-efficacy, and benefits. 

Additional relevant articles were identified through hand searches after scanning the 

reference section of each database-identified article in the efforts to enhance the 

breadth of the examination. 
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Selection Criteria 

Inclusion criteria specified that studies include Latino male participants, ages 18-

26, enrolled in college, searching for OHI. Each included study necessitated to describe 

the following:  

 Characteristics of participants (i.e., demographics, age, gender);  

 Report of content of health information searched; 

 Report of participants’ reasons for health information searches;  

 Report of associations between health information searches and health behavior 
outcome;  

 Report of health care utilization (rates and factors predicting utilization); 

 Report of the association between self-efficacy and health behavior; 

 Report of the association between self-efficacy and seeking health care services; 

 Report of the association between health information searches and perceived 
social support 

 All study designs were considered (e.g. Random Control Trials, Pilot studies, 
qualitative studies, quasi-experimental, and observational study designs) 

Exclusion Criteria: 

 Studies were excluded if there was insufficient detail related to study attributes, 
including reasons and health behavior (i.e., a complete description of participants’ 
OHI search does not exist) as required under ‘Inclusion Criteria’; 

 Insufficient detail on demographics; 

 Participants not between the ages of 18-26;  

 Study includes a non-college population; 

 Editorial, book chapter, commentary or other non-peer-reviewed study; 

 Studies where a Hispanic/Latino population was not researched; 

 Studies where members of a fraternal organization is not researched; 

 Studies that do not have exclusively Latino male participants. 
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After accounting for inclusion and exclusion criteria, the matrix method proposed 

by Garrard (2010) was used to systematically organize findings from the reviewed 

studies. 

Results 

Figure 2-1, illustrates the process used to select articles for inclusion in the 

literature review. The following describes the stages of application of inclusion/exclusion 

criteria. Eighteen available articles remained following the database search, and 

removal of duplicates and non-relevant articles. Sixteen of those articles came directly 

from the search database and two of the articles resulted from a hand search of the 

reference lists of the sixteen articles. The eighteen articles covered four main 

categories: health behavior management (n = 1) (Chisolm, 2010), health care seeking 

and utilization (n = 2) (Ai, Noël, Appel, Huang & Hefley, 2013; Livingston, Minushkin, & 

Cohn, 2008), OHI seeking (n = 12) (Buhi, Daley, Fuhrmann, & Smith, 2009; Easaw, 

2010; Fogel, Fajiram, & Morgan, 2010; Escoffery et al., 2005; Ghaddar, Valerio, Garcia, 

& Hansen, 2012; Gray, Klein, Noyce, Sesselberg, & Cantrill, 2005; Hanik & Stellefson, 

2011; Morahan-Martin & Anderson, 2000; Nustad, Adams, & Moore, 2008; Peña-

Purcell, 2008; Percheski, & Hargittai, 2011; Shanahan, 2009), and articles on social 

support and self-efficacy (n =3) (Dobransky & Hargitti, 2012; Freeman, Barker, & 

Pistrang, 2008; Zuckerman, 2009).  

Application of primary exclusion resulted in 2 articles excluded due to insufficient 

detail on demographics (Shanahan, 2009; Zuckerman, 2009), two articles excluded 

because they did not meet the age restriction (Ghaddar, Valerio, Garcia, & Hansen, 

2012; Gray, Klein, Noyce, Sesselberg, & Cantrill, 2005), five articles were excluded 

because studies surveyed a non-college population (Ai, Noël, Appel, Huang, & Hefley, 
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2013; Chisolm, 2010; Easaw, 2010; Livingston, Minushkin, & Cohn, 2008; Peña-Purcell, 

2008), and one article was a commentary and not a research article (Morahan-Martin & 

Anderson, 2000). Such exclusion resulted in only two remaining categories, OHI 

searching (n=6) (Buhi, Daley, Fuhrmann, & Smith, 2009; Fogel, Fajiram, & Morgan, 

2010; Escoffery et al., 2005; Hanik & Stellefson, 2011; Nustad, Adams, & Moore, 2008; 

Percheski, & Hargittai, 2011; Shanahan, 2009) and social support and self-efficacy 

(n=2) (Dobransky & Hargitti, 2012; Freeman, Barker, & Pistrang, 2008). Of those 

remaining articles, a secondary exclusion of the criteria Hispanic/Latino population not 

researched resulted in 3 articles being excluded (Fogel, Fajiram, & Morgan, 2010; 

Freeman, Barker, & Pistrang, 2008; Hanik & Stellefson, 2011).  

Five articles remained for further review (Buhi, Daley, Fuhrmann, & Smith, 2009; 

Escoffery et al., 2005; Nustad, Adams, & Moore, 2008; Percheski, & Hargittai, 2011; 

Dobransky & Hargitti, 2012). Final exclusion eliminated studies that did not include 

participants who are members of a fraternal organization (n=4) (Buhi, Daley, Fuhrmann, 

& Smith, 2009; Escoffery et al., 2005; Percheski, & Hargittai, 2011; Dobransky & 

Hargitti, 2012) and studies that do not exclusively have Latino male participants (n=1) 

(Nustad, Adams, & Moore, 2008). Hence, the search resulted in no manuscripts of 

online information seeking, among Latino fraternity males in college. However, the 

eighteen remaining articles, after the database vocabulary search, removal of duplicates 

and removal of non-relevant articles; were used to help conceptualize the study 

direction for the project at hand.  

Discussion 

Realizing that no studies could be found on the topic of interest,  the current 

research topic is unique and yet to be studied. In order to set a foundation for this 
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dissertation study, the discussion will focus on the latter eighteen articles found (but 

excluded) during the literature search. Although, no single article encompassed all of 

the attributes sought during the literature review, the articles covered four main 

categories, which are discussed below.  

Health Care Utilization and Seeking by Latino College Males 

Some research on Latinos indicates that 27% to 34% of Latino Americans 

nationwide do not have health insurance or access to a usual source of healthcare 

(Livingston, Minushkin, & Cohn, 2008). Foreign-born Hispanics in the United States are 

less likely to have prescription medications; however, individuals who have recently 

immigrated to the US are less likely to visit ambulatory care or emergency room settings 

(Ai, Noël, Appel, Huang, & Hefley, 2013).  

Health Behavior Management Exhibited by Latino College Males 

Chisolm (2010) has advanced the idea that OHI searching, in and of itself, may be 

considered  a health behavior whereby different types of searches are associated with 

different patient characteristics. According to Chisolm (2010), health information search 

is not a monolithic behavior. In Chisolm’s study sex, age, current health crisis, and 

regular use of the Internet were the most consistent predictors of use. Chisolm (2010) 

concluded that health Internet behaviors can successfully be described using models 

designed for traditional health behaviors; however, different health information seeking 

behaviors have different user profiles.  

OHI Seeking Amongst Latino College Males 

Recent research on health information seeking among the U.S adult population 

finds that age, education, and gender are among the most important predictors of 

searching for health information online (Baker, Wagner, Singer, & Bundorf, 2003; Cotten 
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& Gupta, 2004; Hassani, 2006; Hesse, Nelson, Kreps, et al., 2005). However, few 

studies have examined additional predictors beyond these basic demographic 

characteristics. Furthermore, limited previous work has explored whether OHI 

supplements other sources or health information, or if it is providing health information 

to people who have access to few other information sources. 

Self-Efficacy and Health Pertaining to Latino College Males 

Discussing health information with peers in similar situations is more common 

among females (73%) than males (63%) (Rideout, 2001). Rather than just discussing 

the information, African-Americans (52%) are more likely to change their health 

behaviors based on the information they learn from their online queries, unlike 

Hispanics (42%) and non-Hispanic whites (37%) (Rideout, 2001) who are more 

reluctant to act of the health information they locate.  

Issues of Measurement 

An analytical tool to assess all of the measures in this study among the stated 

population was not found during the literature review. Hence, it was necessary to create 

a questionnaire to assess the measures of this study. Easaw (2010) offers a 25-item 

questionnaire that assesses OHI seeking in a college female population. Given the 

similarity in populations (college students), this questionnaire was utilized and adapted 

for the purpose of this study. Further details on the study’s questionnaire and its 

application can be found in Chapter 3.  

Conceptual Underpinnings of Previous Research 

Previous studies on OHI seeking, looking at the variables social support, fraternal 

membership, self-efficacy to seek out health care services and self-efficacy to engage in 

health behavior, have been guided by the Health Belief Model (HBM) and social 
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constructs of HBM, as well as Social Cognitive Theory (SCT) (Easaw, 2010; 

Eysenbach, 2008; Glanz, Rimer & Lewis, 2002; Kim, 2012; Lu, 2006; Tamim, 2012; 

Wright & Bell, 2003). Social Cognitive Theory has also been used in several studies 

relating to self-efficacy and health information seeking (Bandura, 1977; Bandura, 2004; 

Bass, Ruzek, Gordon, Fleisher, McKeown-Conn, & Moore, 2006; Lee, Hwang, Hawkins, 

& Pingree, 2008; Lorig et al., 1999).  However, Self-Efficacy Theory also utilized in 

several similar studies (Bass, Ruzek, Gordon, Fleisher, McKeown-Conn & Moore, 2006; 

Oh & Lee, 2012; Smith-McLallen, Fishbein, & Hornik, 2011), presents the best 

applicable theory for the goals of this study. In understanding that those studies utilizing 

Self-efficacy theory more closely parallel the research aims of the current study,  Self-

Efficacy Theory is a logical conceptual underpinning for the purposes of the study. A 

summary of the Self-efficacy Theory used for the current study is described below. 

Self-Efficacy Theory 

Self-Efficacy Theory is derived from Bandura’s Social Cognitive Theory (Bandura, 

1986). As a central construct of Bandura’s Social Cognitive Theory (1997), self-efficacy 

is defined as an individual’s sense of confidence in his or her capability to perform a 

particular behavior when faced with a variety of challenges. Self-Efficacy Theory 

proposes that self-confidence is a precursor to behavior change and skill development 

(Bandura, 2006). The theory developed from the basic idea that an individual’s 

performance, feelings, choices, and motivation regarding behavior change are 

determined, in part, by how effective they believe they can be (Bandura, 1982). A key 

principle of Self-Efficacy Theory is that individuals are more likely to engage and put 

forth more effort and persistence in activities that they have higher feelings of efficacy 

for and less likely to engage in those activities for which they have less feelings of 
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efficacy (Van der Bijl & Shortridge-Baggett, 2002). Research has shown that self-

efficacy has an indirect positive relationship to overall and condition-specific health 

outcomes (Sue, 2012). Patients with higher self-efficacy have better problem solving 

skills and exhibit better self-care (Sue, 2012). Regarding Internet use, high self-efficacy 

is positively associated with (a) willingness to choose and participate in computer-based 

activities, (b) expectations of success of computer use (c) perseverance when faced 

with computer use difficulties and (d) computer-based performance (Eachus & Cassidy, 

2006). As was the case in a study by Selsky, Luta, Noone, Huerta and Mandelblatt 

(2013), young Latinos with higher self-efficacy had higher odds of intending to use the 

Internet for cancer information. 

Bandura (1977) identified four sources of self-efficacy. The sources are: (1) 

mastery experience, (2) vicarious experience or modeling, (3) emotional or physiological 

arousal, and (4) verbal persuasion (Bandura, 1997). The most influential source of self-

efficacy comes from mastery experience. Mastery experience refers to when an 

individual succeeds through a series of gradual steps that solicit the performance of 

desired behaviors often through incremental goal setting (McAlister, Perry & Parcel, 

2008). When specific tasks are completed successfully, perceived self-efficacy is 

enhanced, confirming an individual’s capabilities; however when repeated failure 

occurs, feelings of mastery are diminished. An example of self-efficacy through mastery 

experience in the Latino population is evidenced in Salabarría-Peña, Trout, Gill, et al. 

(2001), where Latino youth had high mastery, self-esteem and self-efficacy for 

completing their Tuberculosis treatment regimen, due to enhanced social support from 
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parents and family and by taking small steps daily in adhering to their medication 

regimen.  

The second source of efficacy, vicarious experience or social modeling, is less 

influential than mastery experience (Chu, Huber, Mastel-Smith, et al., 2009). Vicarious 

experience occurs when learning is achieved through observing behavior performed by 

others.  According to Bandura (1994), “seeing people similar to oneself succeed by 

sustained effort raises observers’ beliefs that they too possess the capabilities to master 

comparable activities required to succeed” (p.80). On the other hand, if individuals see 

themselves as very different from the models they are observing, then they will not be 

influenced to a high degree by the models’ behavior (Bandura, 1994). McAlister, 

Fernandez-Esquer, Ramirez and colleagues (1995), studied this phenomenon in the 

Latino community via designing a unique communication strategy to promote cancer 

screening where community role models were showcased getting screened; the effort 

resulted in more adherence in the experimental community when compared to the 

control community. Thus, for Latino male college students, it may be necessary to have 

their peers also engage in healthy behaviors and in seeking health resources for them 

to also engage in similar activities or express that they too have engaged in such 

activities. 

 Emotional or physiological arousal is another source of self-efficacy gathered 

through improving physical and emotional states. This includes responses such as 

anxiety, stress and fatigue. Bandura (1977) theorizes that, “people rely upon their state 

of physiological arousal in judging their anxiety and vulnerability to stress” (p.82). 

Barkley and Burns (2000), in their study regarding condom use and self-efficacy among 
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multicultural college students, support the concept’s adequacy that physiological 

arousal is related to self-efficacy by noting that fear may influence condom use. As it 

pertains to the study at hand, emotional or physiological arousal may very well influence 

Latino male college students to search for OHI regarding their personal health.  

The fourth source of self-efficacy is acquired through verbal persuasion. Verbal 

persuasion includes suggestions, positive appraisal, and social encouragement. 

Feedback should be corrective and framed in a positive way to create higher self-

efficacy (Bandura, 1977). Verbal persuasion is more than positive appraisals; it also 

includes structuring situations in ways that are set up for success to avoid situations that 

are likely to result in failure (Bandura, 1994). In a study by Nguyen, Carson, Parris and 

Place (2003), verbal persuasion was noted to be important when educating Hispanic 

adolescents about healthy practices, available health care services, and support 

resources. Increasing self-efficacy for health behaviors and self-efficacy to seek health 

care resources among Latino male college students may involve the use of verbal 

persuasion from peers. 

Summary 

Chapter 2 compared, contrasted, and analyzed the findings of relevant literature 

related to online information seeking among Latino fraternity males in college, including 

how this behavior is related to self-efficacy to seek out health care services and self-

efficacy to engage in health behavior. Chapter 2 also described the procedures followed 

to produce the findings of the literature review. Chapter 2 revealed that no prior studies 

have examined the variables considered in this dissertation study. In addition, Chapter 2 

brought to light the need for questionnaire development to address the study’s 
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purposes. Finally, Chapter 2 detailed the conceptual underpinnings that set the 

foundation for the current study.  
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Figure 2-1. Stem-tree illustrating manuscript selection process using various search 
databases and combinations of controlled vocabulary.  
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CHAPTER 3 
RESEARCH DESIGN AND METHODOLOGY 

Introduction 

The purpose of Chapter 3 is to describe the data collection and data analysis 

methods used to study OHI seeking among CMLF. Due to the exploratory nature of the 

study, a mixed methods approach was employed, taking place in two phases. Phase 

one employed qualitative focus groups and think-aloud protocols. Phase two involved a 

quantitative survey. 

The qualitative methods in phase one included conducting a series of four focus 

groups, along with think-aloud protocols to to answer research questions 2 and 3, and 

inform questionnaire development. Quantitative methods for the study involved 

administering a survey to answer the remaining research questions 1, 4, and 5. 

Statistical methods involved in answering the research questions are explained in 

further detail later in Chapter 3.   

Problem and Purpose Overview 

Although Latinos may soon become the largest minority group in the United 

States, their inclusion in national health studies has historically been low (LaVange et 

al., 2010; Sorlie et al., 2010). Today, 93 million Americans or approximately eight in ten 

Internet users have searched for a health-related topic online, according to the Pew 

Internet & American Life Project (Fox, 2011). With the growth of the Latino population, 

more Latinos are enrolling in colleges nationwide (Fry, 2012). More college enrollees 

have led to more Latino males becoming members of fraternal organizations (Fry, 2012; 

Helem, 2004; Miranda, 1999). Limited research has been conducted on the 

comprehensive health of this unique sub-group of college students (Lust et al., 2007), 
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with studies limited to examinations of  alcohol and drug use (Barry, 2007; Borsari & 

Carey, 1999; Cashin, Presley & Meilman, 1998; Kuh & Arnold, 1993; Larimer, 

Anderson, Baer & Marlatt, 2000; Larimer, Irvine, Kilmer & Marlatt, 1997; Lo & Globetti, 

1995; Workman, 2001) , and sexual health (Foubert, 2000; Guardia & Evans, 2008; 

Scott-Sheldon, Carey & Carey, 2008). The purpose of this study is to extend health 

research among CMLF by examining the research questions described below.  

Research Questions 

1. How often do CMLF use of the Internet to locate health information? 
 

2. What types of health information do CMLF look for online? 
 

3. What are factors associated with OHI seeking among CMLF? 
 

4. To what extent do attributes of OHI (source, message, and content); 
frequency of OHI seeking, social support, age, and education predict self-
efficacy to engage in health behavior among CMLF? 
 

5. To what extent do attributes of OHI (source, message, and content); 
frequency of OHI seeking, social support, age, and education predict self-
efficacy to seek out health care services among CMLF? 
 

Setting and Population 

Setting 

The study’s qualitative phase took part at three physical locations: 

 University of Florida, the Institute of Hispanic-Latino Cultures, “La Casita”, 
Conference Room, housed at 1504 West University Avenue, Gainesville, Florida, 
32603. 

 Florida International University’s Graham Center, Rm. GC314, located at 11200 
SW 8th Street, Modesto A. Maidique Campus, Miami, Florida, 33199. 

 University of Miami, Richter Library, Rm. 125, 1300 Memorial Dr., Coral Gables, 
FL 33146. 

The University of Florida and Florida International University served as the setting for 

the focus group sessions. The University of Miami was the setting for the think-aloud 
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protocols and interviews. Students from UF and FIU took part in the focus group 

sessions while students from UM completed think aloud-protocol interviews. The 

remainder of the schools participated in the survey.  

The University of Florida is proudly home to the Institute of Hispanic-Latino 

Cultures. The location is affectionately named La Casita and is the preferred meeting 

place for most of the university’s Latino-based organizations. This location presents the 

ideal setting to conduct a focus group session due to its proximity to the campus, its 

private and quiet resources, and the no cost option for individuals affiliated with the 

University of Florida. Reservations for La Casita’s conference room are made hassle 

free by filling out an online request form at 

http://www.multicultural.ufl.edu/reservations/ibc_space_reservations. Florida 

International University’s Graham Center offers a variety of flexible event spaces and 

private meeting rooms available for reservation to individuals looking to conduct 

academic related events. Reservations were made available via their online reservation 

page, http://gcevents.fiu.edu/VirtualEms/. Room GC314 was secured for the purposes 

of this study. 

The Otto G. Richter Library is the main library at the University of Miami, located in 

the center of the Coral Gables campus. Group study room 125 provided for a private, 

quiet, and convenient setup to allow for intimate conversation with think-aloud protocol 

participants. Reservations were made available via their online reservation page, 

http://libcal.miami.edu/booking/richter-study.  

The study’s quantitative phase employed the administration of an online survey, 

which involved participants from the University of Central Florida, University of South 
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Florida, Nova Southeastern University, Embry Riddle Aeronautical University, Florida 

State University, Florida Atlantic University, and Barry University. Participants who 

participated in the qualitative portion of the study were not eligible to complete the 

online survey.   

The following five reasons provide the rationale for including the total of ten 

schools listed in Table 3-1, for both phases of this investigation: 

 Florida International University, the University of Miami, NOVA Southeastern 
University and Florida State University have been ranked as part of the top 25 
colleges in the nation for Latinos, based on factors such as tuition, percentage of 
enrolled Latino students, offering of tailored programs and organizations, as well 
as selectivity (Aragones, n.d.).  

 Schools, such as the University of Florida and Florida International University, 
have been considered as top schools for Latinos in the Science, Technology, 
Mathematics, and Engineering fields (STEM) by the associated press and 
organizations such as Huffington Post (Gamboa, 2012).  

 Many of these institutions, such as Barry University and the University of Central 
Florida, have membership or associate membership with the Hispanic Association 
of Colleges and Universities (HACU) (Hispanic Association of Colleges and 
Universities [HACU], n.d.). 

 Florida is among the top states for increased levels of Latino enrollment on college 
campuses (Liu, 2011; Lilley, 2012; O’Connor, 2012). 

 Large availability of Latino based fraternal organization on campuses in Florida 
(NALFO, n.d.).  

Students from UF and FIU took part in the focus group sessions while students 

from UM completed think aloud-protocol interviews. The remainder of the schools 

participated in the survey. These schools have populations ranging between 4,597 and 

50,968 students with the Latino student population percentage ranging between 10% 

(Embry Riddle Aeronautical University) and 66% (Florida International University). Table 

3-1. The schools are located as far south as Miami, FL, and as far north as Tallahassee, 

FL. 
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Participants 

Individuals belonging to a fraternity with a majority of Latino members (Lambda 

Theta Phi Latin Fraternity, Inc.) was recruited for the purposes of this study. Lambda 

Theta Phi was the first fraternity to be identified as Latin, and was founded on 

December 1, 1975, at Kean College in Union, New Jersey. Lambda Theta Phi Latin 

Fraternity, Inc., currently has 123 undergraduate chapters and 12 alumni chapters in 24 

U.S. states. Lambda Theta Phi takes pride in currently having 10 fully functional 

undergraduate chapters in the State of Florida (Table 3-2). The 10 chapters are divided 

into 2 sectors: Florida Sector I and Florida Sector II (Table 3-2). Each chapter maintains 

an average of 31 active brothers per semester. Active members are members who have 

paid all financial dues to the fraternity, and are in good academic standing with their 

respective university. The study recruited college males who are members of Lamba 

Theta Phi, between the ages of 18 and 26, enrolled at several Florida college campuses 

enumerated in Table 3-1. A full description of participant characteristics can be found in 

Chapter 4. 

Data Collection Procedures 

Prior to data collection, approval from the University of Florida Institutional Review 

Board (IRB) was secured on June 5th, 2013. The process took longer than usual due to 

the mixed methodology design of the study protocol and the need to secure an umbrella 

IRB approval from multiple institutions within the state of Florida.  

Focus Group Sessions 

Focus groups were chosen as a method to identify and explore issues such as 

types of health information sought and factors influencing OHI searches that could not 

be studied in-depth through a survey alone. Focus groups allow copious amounts of 
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information to be collected from numerous participants in a relatively short span of time 

(Morgan, 1997). Usually, when participants hear someone else articulate an idea, they 

are sometimes stimulated to express a different view. Hence, focus groups allow 

differences in phenomena to emerge quickly (Morgan, 1997). The focus group is a type 

of data collection in which the researcher determines the topic, and the data are 

collected through group interactions (Morgan, 1997). According to Morgan (1997), the 

main advantage of focus groups as a means of qualitative research is the opportunity to 

observe a large group of individuals in a limited amount of time. For example, two eight-

person focus groups can produce as many significant ideas as ten individual interviews 

(Fernz, 1982). With this, typically a focus group should include anywhere between 8-12 

participants and at minimum 2 groups should be formed until data saturation is reached 

(Grudens-Schuck, Allen, & Larson, 2004; Oates, 2002). Even though participant 

observation has several advantages, such as a greater variety of interactions and more 

open discussion, its prevailing disadvantage is the “difficulty in locating and gaining 

access to settings in which a substantial set of observations can be collected on the 

topic of interest” (Morgan, 1997, p. 9). By using focus groups, interviewers are able to 

study individuals in a more natural social setting than in one-on-one interviews (Marshall 

& Rossman, 1999; Morgan, 1997). With the ability to observe participants in social 

groups, unexpected issues can arise and add to the pool of knowledge, especially when 

complicated topics are being discussed. Focus groups can also uncover factors that 

influence opinions, behaviors, and/or motivators of a homogeneous group by creating a 

permissive environment that encourages participation (Krueger & Casey, 2000). Focus 

groups are especially useful when trying to uncover “habit ridden or not thought out in 
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detail” information (Morgan, 1997). Online information searching is a habitual behavior, 

and identifying and explaining factors influencing the behavior is easier in a moderated 

conversation with several participants who are able to respond to and elaborate on each 

other’s answers (Morgan, 1997).  

Due to the fact that many ethnic student organizations, including Lambda Theta 

Phi do not have physical mailing addresses available (due to numerous factors), 

conventional recruitment methods as explained by Dillman, Smyth and Christian (2008) 

were not possible. In order to enroll the maximum number of participants from the 

University of Florida and Florida International University for the focus groups, the 

researcher established a working relationship with each respective chapter’s executive 

board to notify and remind brothers of the opportunity to help progress Latino health by 

participating in this research study. LambdaNET (https://www.thelambdas.net/) is an 

online resource for Lambda Theta Phi members that maintains an up to date directory 

of every active and non-active member as well as a listserv email address for every 

fraternity chapter in Florida. Hence, LambdaNET was utilized to send recruitment emails 

to the respective chapters and their members.  

Fraternity members attending the University of Florida were first approached with 

informed consent via secure recruitment emails that were sent on June 24, 2013. Due 

to low initial enrollment into the study, another email was sent on July 8, 2013, to 

motivate more participants to register for the first planned focus group on July 22, 2013. 

The date of the first focus group was planned with the cooperation of the respective 

chapter president, who notified the researcher of days and times chapter meetings were 

held, which allowed for fraternity members to conveniently attend the focus group 
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session prior to their fraternity group meeting. The emails sent included the risks and 

benefits associated with participation, privacy methods, compensation, and autonomy. 

The emails also included information on the location, time and address of the scheduled 

session, as well as a link to the scheduling page: 

http://latinosonlinehealth.wordpress.com/focus-groups/. The scheduling page allowed 

for participants to read over informed consent and input their names for the scheduled 

session. Participant  names were kept confidential and were only visible only to the 

researcher. A limit for registration was also imposed for the session, capping 

registration at 15 participants (in the hopes of having at least 12 or 80% attend). A limit 

was put in place to keep groups small and to keep expenses at a minimum.  An 

example of the recruitment email is provided in Appendix A. An example of the informed 

consent form attached to emails is provided in Appendix B. Participants who attended 

the first focus group session were given $5 Amazon.com gift cards as compensation for 

their time and effort. Refreshments and snacks were also made available during the 

focus group session.  

Fraternity members attending Florida International University (FIU) were first 

approached with informed consent via secure recruitment emails sent out on July 23, 

2013. Reminder emails were sent on July 31, 2013 to remind participants of the 

scheduled focus group session on August 5, 2013. Secure recruitment emails were 

again sent out a week prior to each of the planned focus groups on August 12, 2013 

and August 19, 2013. Emails for subsequent sessions encouraged participants not to 

reschedule for sessions, if they previously attended a planned session. The dates were 

planned with the cooperation of the respective chapter president, who notified the 



 

52 

researcher of days and times chapter meetings were held, which allowed for the careful 

planning of dates on which to hold focus group sessions that would enabled fraternity 

members to conveniently attend the focus group session prior to their usual meeting. 

The methodology followed for recruitment of FIU focus group participants differed from 

the methodology followed for recruitment of UF focus group participants only in the 

aspects described above.  

Overall, the focus group sessions were conducted following the methods 

published by Grudens-Schuck, Allen, and Larson (2004). Such focus group 

fundamentals included the formation of homogeneous groups where participants felt 

free and open to discuss their ideas in the presence of people who do not differ in the 

terms of status, power, job, income, education or personal characteristics. Previous 

research suggests that men are more forthcoming on discussing issues when in groups 

of men similar to themselves (Garfield, 2010).Thus, to allow for participants to feel 

comfortable and free to share their thoughts and ideas, the focus groups were limited to 

only Latino male college students who are members of Lambda Theta Phi.  

The goal of focus groups is to produce good conversation on a given topic. Good 

conversation ebbs and flows. Individuals laugh, tell personal stories, revisit an earlier 

question, disagree, contradict themselves, and interrupt. However, the researcher must 

balance the needs of participants to ‘have their say’ against the need to stay focused. A 

focus group moderator wants both natural features of conversation as well as focused 

discussion in the course of the given time. To protect against experimenter bias and to 

avoid inadvertently introducing experimental error, the principal investigator served as 

the trained moderator conducting focus group sessions following the focus group 
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moderator guide (Appendix C), which was developed using guidelines synthesized from 

several sources following the hourglass format (funnel approach), where two broad 

questions guide the conversation and transition questions serve to direct the 

conversation onto the next topic (Krueger & Casey, 2000); in the funnel approach 

analysis of data from prior previous focus group sessions helps to create broad 

questions for successive focus groups until saturation of topics occurs (Hesse-Biber & 

Leavy, 2003; Hesse-Biber & Leavy, 2008; Krueger & Casey, 2000; Krueger, 1998; 

Morgan, 1997; Morgan & Krueger, 1998).  

Random selection of focus group participants was not possible due to limited 

sample size; thus, convenience sampling was used. The researcher oversampled 

participants given the possibility for attrition to occur. A total of 41 participants were 

recruited to participate in the four focus groups. The first focus group had 11 

participants. Focus group II had 9 attendees, focus group III had 10 attendees, and 

focus group IV had 11 attendees. The recruited participants provided a sample size that 

achieved data saturation, and confirmed to group sizes larger than 8 persons each as 

suggested by Grudens-Schuck, Allen, and Larson (2004). The focus group sessions for 

this study ran between 1 and 1.5 hours, which is characteristic of focus groups 

(Onwuegbuzie, Dickinson, Leech, & Zoran, 2009).  

Prior to commencing focus group sessions, participants were given ample time to 

read and sign informed consent forms (Appendix B) if they agreed to participate in the 

study. As discussed in further detail below, ice breaker questions were included in the 

moderator’s guide to allow each participant to introduce themselves. The first question 

asked of participants was “Please raise your hand if you consider yourself to be of 
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Latino, Hispanic or Spanish origin”. The second ice breaker asked participants to state 

their names, age, year in college and major. The first of primary focus group questions 

was, “Please describe the most recent experience where you looked online for health 

information”. The second broad question stated, “What circumstances or situations have 

typically influenced or affected your experiences of going online to search for health 

information?” The following presents how the four sources of self-efficacy were 

incorporated into the moderator guide (Appendix C) and used during focus group 

sessions. The construct of mastery experience was incorporated into the  the focus 

group sessions by allowing participants to introduce themselves to begin to assert 

themselves into the conversation. In allowing each participant to introduce themselves, 

“vicarious experience” also came into play since it was understood that participants all 

share similar backgrounds and by witnessing each other express confidence in 

answering the questions, participants themselves will hold higher confidence. Although 

the previously stated may not be proven research by (Garfield, 2010) suggests that 

males are more forthcoming when they are in groups of other males with similar 

backgrounds. The moderator’s guide also had cues and prompts for reminding 

participants that “there are no wrong answers” in the hopes of encouraging respondents 

to answer confidently. This represents the self-efficacy theory construct of “verbal 

persuasion”. Hosting the focus group sessions in private, yet easily assessable 

locations, along with handing out refreshments was done in order to make participants 

comfortable and alleviate stress. Thus, the construct, “emotional or physiological 

arousal”, was also utilized during focus group sessions by helping to increase 

participants’ self-efficacy towards answering questions by making a positive mood 
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possible. The use of subsequent rounds of focus groups, as suggested in the hourglass 

approach discussed earlier, also served to increase the moderator’s self-efficacy 

through mastery experience with each subsequent conducted focus group session. 

Success during the previous sessions allowed for the moderator to feel more 

confidence and ease in moderating focus group sessions.  

Self-efficacy theory also influenced questions in the moderator guide (Appendix C) 

by prompting the moderator to ask questions such as, “What was challenging about 

your search for health information online”? Such questions helped to understand the 

confidence participants had while searching for OHI.  

The focus group sessions were audio recorded and followed established 

anonymity and confidentiality guidelines such as reminding participants to keep their 

experiences confidential. Participants were also made aware that complete 

confidentiality of their experiences could not be fully guaranteed since complete 

dominion over participants’ action outside of the meeting room can’t be controlled.  

Once sessions commenced, the moderator followed the moderator guide (Appendix C) 

as closely as possible. Immediately after each focus group session, audio recordings 

were transcribed and deleted not more than 48 hours after the focus group concluded, 

which was done to be compliant  with UF IRB requirements put into place to  preserve 

anonymity and confidentiality. Transcriptions of the focus group discussion were 

carefully documented, with any and all identifying information removed from the final 

record. The software InqScribe (2.2) was utilized to facilitate transcription with the use of 

custom shortcuts for audio control. The completed transcriptions were saved onto a 

secure, encrypted, and password-protected computer only accessible to the principal 
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investigator. The transcripts were loaded to the software ATLAS.ti (7.1.6), which 

facilitated data analysis. In order to proceed with survey implementation, the focus 

group data analysis was completed prior to conducting think-aloud protocols. 

Questionnaire Pre-testing via Cognitive Interviews 

For details on questionnaire development for pretest and implementation 

purposes, including how items were selected and informed by focus group data, please 

refer to “Instrumentation” later in Chapter 3. Questionnaire pre-testing was important to 

ensure proper implementation of the survey, full understanding of questionnaire items 

by participants, as well as accurate portrayal and proper analysis of survey data. Given 

that the goal of the think-aloud protocol interview is to examine decision heuristics 

pertaining to the given questionnaire, the researcher needed to elicit the participants’ 

description and explanation of the experience (Ericsson & Simon, 1993). Observation 

alone would not have revealed the internal processes of decision-making while 

answering items on the questionnaire (Lindlof & Taylor, 2010). Think-aloud protocols 

have several strengths, including being the closest of the three methods used in this 

study to providing naturalistic observation-like data (Lindlof & Taylor, 2010). In the think 

aloud protocol, talking while doing (as opposed to talking about the experience after the 

fact), according to Ericsson and Simon (1993), may prompt more structured information 

solicitation and process description. The actions of taking the questionnaire and 

explaining how participants arrived at their answer is designed to allow the participant to 

articulate parts of the process in real-time that the participant might not be able to recall 

after having taken the survey (Ericsson & Simon, 1993). 

Guidelines suggested by Ericsson and Simon (1993) were followed, including 

participants that resembled actual users as closely as possible in age, preparing a 
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sound interviewer question guide with prompts and clear explanation as well as task 

warm ups, and correcting highlighted errors promptly to reduce redundancy.  

As discussed earlier, conventional recruitment methods such as those stated by 

Dillman, Smyth and Christian (2008), could not be implemented due to a lack of a 

physical mailing address for Lambda Theta Phi Latin Fraternity on the University of 

Miami campus. Thus, with email addresses found on LambdaNET, a convenience 

sample of fraternity members attending the University of Miami were approached with 

informed consent through secure recruitment emails on August 19, 2013, requesting 

participation in think-aloud protocol interviews on August 31, 2013. Twelve half-hour 

time slots were made available on August 31, 2013 starting at 9:00 AM, breaking for 

lunch at 12:00PM and continuing at 1:30PM with the interviews ending at 3:00PM. Of 

the 12 time slots, 10 were filled with willing participants. Only 8 of these participants 

attended their scheduled appointments even though reminder emails were sent a few 

days prior to the scheduled think-aloud protocol interviews. An example of the 

recruitment email is provided in Appendix D. An example of the attached informed 

consent form can be seen in Appendix E. Participants who completed think-aloud 

protocols were given compensation for their time and effort in the form of a $5 Amazon 

gift card. 

Prior to conducting the think-aloud protocol interviews, an interviewer question 

guide was developed per suggestions from Ericsson and Simon (1993), and van 

Someren, Barnard, and Sandberg (1994). According to van Someren, Barnard, and 

Sandberg (1994), warm up tasks are crucial for the participant to understand the 
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process of the think-aloud protocol, thus per the formed question guide, participants in 

this study were asked: 

Imagine we are at the front of your home, please walk me through each 
room in your home and count the number of windows in each room. As you 
do this, please describe to me in detail what you are seeing. 

As suggested by Someren and colleagues (1994), the question guide provided for 

participants to be reassured that any mistakes were the researchers fault and that there 

were no right or wrong answers. As per Someren and colleagues (1994), participants 

were also probed to continue speaking while they worked through the questionnaire. 

Prompts suggested in the formed question guide include:  

 “What are you thinking now?” 

 “Why did you do that?”  

 “What would you do if I wasn’t here?” 
 

The question guide, as per Ericsson and Simon (1993), also provided reminders to 

debrief the participant and to prepare for the next participant by resetting equipment and 

correcting errors in the questionnaire prior to the start of the next participant. The 

question guide used in this study can be seen in Appendix F.  

Web-based surveys present an array of advantages for social behavioral scientists 

(Chaney, Barry, Chaney, Stellefson, & Webb, 2012). However, web-based surveys 

benefit from the qualitative process of cognitive interviewing which helps the researcher 

in clarifying issues with the web-based surveys prior to mass dissemination. Cognitive 

interviews reduce survey error and lend credence to the data collected before 

subsequent analysis is performed. Prominent survey methodologists such as Chaney, 

Barry, Chaney, Stellefson, and Webb (2012) suggest the use of Camtasia software or 

similar computer software which offer screen video capture to aide and inform cognitive 



 

59 

interviewing for formulating valid and reliable web-based surveys. Camtasia allows 

researchers to capture all computer screen movements and activities (as text inputs, 

video output, cursor movement, and screen changes) of research participants while 

they attempt to complete web-based surveys. These features elevate Camtasia’s 

usefulness as a data collection tool, essentially allowing the software to serve as non-

biased, supplemental “field notes”. Typically, one to two rounds of cognitive interviews 

are conducted with at least 8-12 interviewees that match the social and demographic 

characteristics of the survey’s intended audience (Kerwin & Willis, 2011). Overall, use of 

Camtasia in the cognitive interviewing process represents a novel technological 

application that can aide survey developers in producing high-quality instruments.  

The use of Camtasia software was essential for collecting and analyzing data in 

the current study. Such methodology and analysis scheme was also utilized by DeMaio, 

Rothgeb, and Hess (1998) for improving survey quality for the U.S. Census 

questionnaire. Cognitive interviews, using think-aloud protocols with Camtasia software, 

were conducted in Rm. 125 of the UM Richter library which provided relaxed 

surroundings where participants’ were comfortable and able to communicate freely 

about the questions in front of them. The researcher acted as the sole interviewer in 

each of the think-aloud protocol sessions to avoid inadvertently introducing 

experimental error. During the think-aloud protocols, the participants were first provided 

with ample time to read informed consent forms and continue with the study only if they 

provided electronic the informed consent. Participants were reassured of their privacy 

and anonymity and told that identifying information would not be published, per IRB 

guidelines.  
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A total of 8 participants from UM, took part in the study’s think-aloud protocol 

sessions as per recommendations from Chaney et al. (2012) which states that about 8-

12 cognitive interviews are sufficient to reach data saturation and give the researcher an 

idea as to whether the developed questionnaire is clearly written and understood. After 

each interview was completed, minor errors in the questionnaire identified by the 

participants such as spelling errors, were corrected prior to the start of the next 

interview.  

Once all think-aloud protocols were completed, the audio was transcribed using 

InqScribe (2.2) which facilitated use of custom keyboard commands for toggling through 

the recordings. Once transcribed, recordings were deleted to adhere to IRB guidelines, 

in an effort to ensure privacy and anonymity of participants. The completed 

transcriptions, along with notes on each think-aloud protocol session, were then saved 

onto a secure, encrypted, and password-protected computer only accessible to the 

principal investigator. The transcripts were loaded to the software ATLAS.ti (7.1.6), 

which facilitated analysis. Transcriptions were then coded to highlight errors in the 

questionnaire, misunderstanding or misinterpretation of items, and suggestions for 

improvements described by participants. This level of detail about the interpretation of 

the questions, response categories, and format of the questionnaire is invaluable for 

providing information regarding ways in which the questions may not be achieving the 

goals of the questionnaire and/or yielding valid and reliable data. Once all corrections 

were made to the questionnaire the second phase of the study, the online survey was 

ready to commence.  
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Survey Implementation 

Phase two of the study, the quantitative phase of this study, involved survey 

implementation of the developed questionnaire, described later in Chapter 3. To allow 

for maximum recruitment, fraternity chapter presidents of the schools in this study 

(Table 3-1), were all addressed via conference call on July 12, 2013, during their state 

meeting. During the meeting, support for this study was solicited. Fraternity chapter 

presidents were told of the significance of the study and of the forthcoming survey. 

Thus, a working relationship was established, which would prove to be invaluable in the 

course of the survey implementation. LambdaNET, the fraternity email listserv directory, 

was once again used to send secure recruitment emails to fraternity members from 

Barry University, Embry Riddle Aeronautical University, Florida Atlantic University, 

Florida State University, NOVA Southeastern University, the University of Central 

Florida, and the University of South Florida on September 14, 2013.  

Members of Lambda Theta Phi, Latin Fraternity, Inc. attending Barry University, 

Embry Riddle Aeronautical University, Florida Atlantic University, Florida State 

University, NOVA Southeastern University, the University of Central Florida, and the 

University of South Florida were approached with informed consent via secure 

recruitment email sent to each chapter’s listserv on September 14, 2013 with attached 

informed consent forms detailing anonymity, confidentiality, and privacy as per UF IRB 

regulations. The survey remained open from September 14, 2013 through October 31, 

2013. Reminder emails were sent out once every 2 weeks, encouraging participants to 

take the questionnaire and thanking participants who had already completed the 

questionnaire, as well as discouraging participants from taking the questionnaire more 

than once. Communicating with the fraternity chapter presidents allowed for an increase 
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in the number of completed questionnaires between the months of September and 

October. Please see Appendix G for a sample of the sent recruitment emails, and see 

Appendix H for the electronic informed consent attached to the cover of the 

questionnaire. Participants were only allowed to complete the survey if they agreed to 

the informed consent. From apriori analysis, a quota of 200 participants was set to allow 

for adequate compensation of participants completing questionnaires. Participants who 

completed the questionnaire were given the option of inputting their email address at 

the end of the questionnaire to receive compensation for their efforts in the form of an 

electronic $2 Amazon.com gift card sent to their emails. The survey had 153 

participants respond, and127 participants completed each item in the 

questionnaire(response rate=59.6%) when calculated based on the number of active 

members from the respective schools included in the survey (n=305), detailed in Table 

3-2. The email addresses were deleted once gift cards were emailed, to comply with UF 

IRB regulations.  

Data stored on Qualtrics is protected with high-end firewall systems and Transport 

Layer Security (TLS) encryption (Qualtrics, n.d.). Thus, the data remained secure while 

on the Qualtrics server. Once the survey data was ready for analysis, the data was 

exported onto a secure, encrypted, and password-protected computer only accessible 

to the principal investigator. The data was then uploaded to IBM SPSS Statistics 

(version 22) for statistical analysis.  

Instrumentation 

Results from the think-aloud protocols were taken to form a completed and refined 

questionnaire for survey implementation which was also uploaded to Qualtrics. The 

corresponding link to the completed questionnaire was included in distributed emails as 
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described above, for ease of access for survey respondents. Each section of the 

instrument, the source, the aspect it measures, along with how focus group data 

informed item selection and the use of self-efficacy theory where applicable is described 

below. Please refer to Appendix I for the complete ad hoc questionnaire. 

Extent of Online Use 

Arising from focus group data were the overarching questions of, “how frequently”, 

“In what locations”, and “With what devices”, do most CMLF search the Internet for OHI. 

Due to the numerical nature of these questions, they were best answered through 

quantitative methods; as was the case in the research performed by Hasebrink and 

Hanna Domeyer (2012) in which frequency of media use was best empirically tested 

through quantitative means. 

The item, “Specifically, within the last 12 months, have you looked online for health 

information?” was adapted from Rice (2006) and used in the current study. The 

response options for this item include “Yes” and “No”. This item, as was the case in 

Rice (2006), readies the participant for the question concerning extent of use. 

Thus, to analyze the extent of online use for health information of CMLF, an item 

assessing frequency of use, developed and used by Rice (2006), was appropriate to 

measure this variable for the current study. The item asks, “To what extent do you use 

the internet to locate health information?” The choices for the item are, “Everyday”, 

“Several Times a Week”, “Several Times a Month”, “Every Few Months”, and “Less 

Often”. Since the answer choices consist of 5 response options, this facilitates the 

running of regressions, as in Rice (2006), where this item is rated on a continuous scale 

of 1 through 5, where 1 corresponds to “Everyday”, 2 to “Several Times a Week”, and 

so on leading to 5 corresponding to “Less Often”, respectively.  
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Within this same category, the item, “Do you use the internet, at least 

occasionally?” was asked. The options for this item include, “Yes”, “No”, or “Not Sure”. 

This item was also adapted from Rice (2006), and was used in this study to validate 

later items also assessing Internet use for health information seeking.  

The item, “Overall, when you use the Internet, do you do that MOSTLY using 

your…?” stems from Smith (2011), which assesses internet use and device use in the 

nation. This item gives clearer insight into which devices CMLF are utilizing to access 

the Internet. The answer choices in this item include, “Cell Phone”, “Desktop, Laptop”, 

“Tablet Computer”, “Smart TV”, “E-book reader”, “Gaming Console (e.g. XBOX360, 

PLAYSTATION 3, Wii, etc.)”, and “Another web-enabled device, please specify”.  

Also stemming from Smith (2011), the item, “Also, when using the Internet, where 

do you MOSTLY find yourself?” with the answer choices, “At Home”, “At Work”, “At 

School”, and “Somewhere else, please specify” was used in this study to discover the 

location CMLF mostly find themselves when seeking for health information. 

Types and Factors 

To assess types of OHI searched by CMLF, the study conducted by Easaw 

(2010), where college women where sampled and investigated on their OHI searches, 

was referenced. Items assessing types of OHI searched and factors influencing OHI 

searches used in Easaw (2010) were adapted for use in this study’s questionnaire. The 

item states, “Specifically, have you ever looked online for information about...? Please 

mark once among yes, no, or unsure for EACH item on the list”. The list of topics 

include: 

 A specific disease or medical problem 

 A certain medical treatment or procedure 
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 Nutrition 

 Exercise 

 Prescription drugs 

 Over the counter drugs 

 Substance abuse (alcohol or drugs) 

 Mental health issues (i.e. stress, anxiety, and depression) 

 Sexually transmitted diseases 

 Health insurance options and concerns 
 
For each item, “Yes”, “No”, and “Unsure” were the available response selections. 

After careful consideration the response option, “Other”, was not added to make 

analysis efficient and because topics added from focus group results would cover a 

greater realm of response options. However, future research should definitely consider 

adding the response option, “Other”, to the list of topics for the item. The findings from 

the conducted focus groups in this study led to the addition of the following topics to the 

list above: 

 Health information for others (e.g. family, friends, or significant other) 

 Concern over symptom(s) (e.g. pain, bruising, discomfort) 

 A recent diagnosis 

 Concerns on weight or physical appearance 

 Home remedies (e.g. splints, sprains) 

 Natural living (e.g. organic food and products) 

 Information on immigration health concerns 

 Exploring online posts, tweets, or videos on health 

 Family planning (e.g. condoms, birth control, safe sexual practices or pregnancy of 
significant other) 
 

For a complete view of the topics in the item, please refer to the full questionnaire in 

Appendix I. 

To assess factors influencing OHI searches, Easaw (2010) was again referenced. 

The item used for assessing the influence of such factors states, “What factors do you 

believe influenced you to search online for health information? Please select the level of 

influence each factor has on prompting you to search online for health information”. The 
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response components include, “My own health status”, “The health status of a family 

member”, and “The health status of a friend”. Each of the response components 

includes a 7-point Likert scale, “Very Influential”, “Influential”, “Somewhat Influential”, 

“Neither Influential nor Non-Influential”, “Somewhat Non-Influential”, “Non-Influential”, 

and “Very Non-Influential”. This item was also amended according to findings from the 

conducted focus groups sessions in this study. The added factors are as follows: 

 The health status of a significant other (i.e. girlfriend) 

 Monetary issues 

 Concerns over weight or physical appearance 
 

The components were given the same 7-point Likert scale as the original components.  

Access of information 

To differentiate between online access to health information and other sources of 

health information, the following two items were sourced from Fox and Duggan (2013) 

and informed from focus group data. The first items reads, “If you are in need of health 

information, do you typically go to any of the following to access that information?” The 

list of options includes: 

 Health care provider (nurse or doctor) 

 Pharmacist 

 Friends/Peers 

 Online search engine (e.g. Google, Yahoo, Bing) 

 Online video site (e.g. YouTube, Vimeo) 

 Mobile health app(s) 

 Family member(s) 

 Online forum (e.g. blog – for FAQ) 

 Social Networking site (e.g. Facebook, Twitter, Pinterest) 
 
Each option above has a simple, “Yes”, or “No” selection box for the respondent to 

indicate whether the option is used. Focus group sessions helped to corroborate the 

selections spelled out in Easaw (2010). 
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The second item in the section states, “Of the sources you answered “yes” to in 

the previous question, which of these do you consult the MOST for health information? 

Please select only one”. The bulleted list above spells out the available options to which 

the respondent can select the most frequented source.  

Level of Influence (Source, Message, and Content) of Accessed OHI 

Focus group data helped to inform factors that influence CMLF to search for OHI. 

However, quantitative methods were needed to shed light on whether the source, 

message or content of the gathered health information motivated the participants to take 

action. Although qualitative methods provide a starting point for level of influence, 

having respondents answer on a 7 point Likert scale eases analysis and interpretation 

by enabling numerical calculations and enables “probable causation” as discussed in 

Creswell (2014).  

To assess the level of influence of accessed OHI to spur action as such relates to 

source, message or content the following item was sourced and slightly modified from 

Eastin’s (2001) study on credibility assessments of OHI. The item used in this study was 

modified by adding the component message (the information communicated to the 

seeker) as a response option, while maintaining other aspects of the item true to Eastin 

(2001). The item primes the respondent and prepares them for the upcoming question 

by stating, “Thinking about the LAST time you went online for health or medical 

information”. The item then goes forth by asking, “What about the health information you 

found, do you believe influenced you to take action?” The item gives clarification as to 

what defines “action”- “To seek out health services or manage your health, a family 

member’s health or a friend’s health”. From there, the item gives clear direction to the 

respondent on how to proceed, “Please select the level of influence each attribute has 
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on prompting you to take action in terms of either seeking out health services or 

managing your health or the health of others”. The item has 3 components, each with a 

7-point Likert type response option. The first component states, “The SOURCE, in other 

words, the credibility of the site, author (i.e. physician or health professional), or agency 

where the health information came from”. The options for the Likert selections are “Very 

Influential”, “Influential”, “Somewhat Influential”, “Neither Influential nor Non-Influential”, 

“Somewhat Non-Influential”, “Non-Influential”, and “Very Non-Influential”. The second 

component states, “The MESSAGE, in other words the information communicated to 

the health information seeker”. This component goes on to give the same 7-point Likert 

selections from “Very Influential” to “Very Non-Influential”. The third component states, 

“The CONTENT, in other words the included media (e.g. video and pictures) and way in 

which the health information was presented”. This component also has the same 7-point 

Likert selection. Please refer to Appendix I for a full view of the item.  

Self-Efficacy to Seek Healthcare Services and Engage in Health behavior 

Self-Efficacy Theory was applied to this study by assessing self-efficacy to engage 

in health behavior among Latino men in college belonging to a fraternity and self-

efficacy to seek out health care services. Thus, self-efficacy was assessed by adapting 

several items on the questionnaire by means and methods described in Bandura 

(2006). For example, to increase content validity, items have been phrased in “can do” 

rather than “will do” to establish perceived self-efficacy and not self-esteem, locus of 

control, or outcome expectancies. This was done since self-efficacy is concerned with 

perceived capability. Another example of application of Bandura’s (2006) guide is by 

stating each item on the response scale on a 100-point scale, ranging in 10-unit 

intervals from 0 (“Cannot do”); through intermediate degrees of assurance, 50 
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(“Moderately certain can do”); to complete assurance, 100 (“Highly certain can do”). 

Bandura (2006) states, “Preliminary instructions should establish the appropriate 

mindset that participants should have when rating the strength of belief in their personal 

capability”. With this, the items assessing self-efficacy to engage in health behavior and 

self-efficacy to seek out health care services have established the appropriate mindset 

in getting to participants to think about their perceived ability to search for OHI. For 

example, the item on self-efficacy to seek out healthcare services, prepares the 

participant by stating, “This section is designed to help us gain a better understanding of 

how the health information you search online affects your confidence in seeking out 

health care services. Please rate how certain you are that you can do the things 

discussed below by writing the appropriate number”. The very same is done for the item 

assessing self-efficacy to engage in health behavior, “This section is designed to help 

us gain a better understanding of how the health information you search online affects 

your confidence in managing health. Please rate how certain you are that you can do 

the things discussed below by selecting the appropriate number”.  

For the item assessing self-efficacy to seek healthcare services, items used in 

Bandura (2006) and from the freely available health utilization scale from the Stanford 

Patient Education Research Center (n.d.) were adapted to use in this study. The 

resulting item is composed of 5 units, each on a sliding scale of 0-100, where the sum 

of the scores can range from 0 through 500, depending on the respondent’s answer. 

Composite scores of 0-166 signify “Cannot do”, scores ranging 167-333 “Moderately 

can do”, and scores ranging 334-500 “Highly certain can do”, where the higher the 

selected the number the higher the confidence level of the respondent. 
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For the item assessing self-efficacy to engage in health behavior, items were 

sourced directly from Bandura’s guide on self-efficacy item construction (2006), the 

resulting item is composed of 7 units. The composite score for this item ranges from 0-

700 where higher scores signify higher confidence levels in the respondents’ ability to 

engage in health behavior. A score of 0-233 signifies “Cannot do”, a score of 234-466 

signifies “Moderately can do” and a score of 467-700 signifies that the respondent feels 

“Highly confident can do”. The entire questionnaire can be accessed in Appendix I.  

Duke Social Support Index (DSSI) and Social Support 

Focus group sessions shed light on aspects such as family, friends, significant 

others, monetary issues and fears of health conditions. To add depth to nuances on 

social support and to make statistically supported statements on social support, a valid 

and reliable assessment instrument was incoporated into the questionnaire. The 

abbreviated 11-item Duke Social Support Index (DSSI) has been previously utilized in a 

host of different population groups, including the general population, women, older 

adults, and persons suffering with chronic diseases (Koenig, Westlund, George, 

Hughers, Blazer, & Hybels, 1993; Powers, Goodger, & Byles, 2004; Wardian, Robbins, 

Wolfersteig, Johnson, & Dustman, 2012). The established use of the instrument and its 

brevity allows for great application towards this study’s purposes. All items of the 

abbreviated DSSI can be found in Appendix I. Example of items of the DSSI include, 

“How many times during the past week did you spend time with someone who does not 

live with you, that is, you went to see them or they came to visit you or you went out 

together?” The response options for the item include, “No Times”, “1-2 Times”, and “ 2+ 

Times”. The response options correspond to the number 1, 2, or 3 respectively. Another 

example of items in the DSSI include, “How satisfied are you with the kinds of 
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relationships you have with your family and friends?” This item has response options 

“Very Dissatisfied”, “Somewhat Dissatisfied”, and “Satisfied” also corresponding to the 

number 1, 2, or 3 respectively. Thus, the sum total of the instrument ranges from 11 to 

33, where higher scores signify the respondents’ believe of higher social support.  

To establish a relationship among DSSI and fraternity membership, the following 2 

items were constructed. “Are you a member of a fraternal organization?” with response 

choices, “Yes” or “No”, and “If yes, when thinking about the questions on social support, 

did you think about people who share membership with you in your fraternal 

organization?” with response choices, “Yes” and “No”. Those who responded “No” were 

excluded from the study. 

Demographic Items 

Qualitative data alone was not sufficient to give detailed numbers on different 

demographic aspects of the sampled participants. Thus, the questionnaire also includes 

select demographics items sourced from the U.S. Census Bureau (2009) and Easaw 

(2010). Items appropriated from the U.S. Census Bureau include, “Is Person 1 of 

Hispanic, Latino, or Spanish origin?” The wording was modified slightly to read, “Are 

you of Hispanic, Latino, or Spanish origin?” The response items were kept exactly the 

same and include, “No, not of Hispanic, Latino, or Spanish origin”, “Yes, Mexican, 

Mexican American, Chicano”, “Yes, Puerto Rican”, “Yes, Cuban”, and “Yes, another 

Hispanic, Latino or Spanish origin – Please type origin, for example, Argentinean, 

Colombian, Dominican, Nicaraguan, Salvadoran, Spaniard, and so on”. The item, “What 

race do you identify with?” was also sourced from the U.S. Census Bureau (2009) form. 

Response choices were kept the same as the form and slightly modified to remove an 

offensive race response term choice. The term was identified during cognitive interviews 
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and a review of the literature to confirm the decision to remove the term found that only 

36,000 Americans identified with the “offensive and outdated” term in the 2010 U.S. 

Census (Anderson & Fienberg, 2000; Assefa, 2014; Fama, 2013; Yen, 2013). The final 

selection of response choices for this item can be found in Appendix I.  

The item, “What college or university do you attend?” was also sourced from 

Easaw (2010). The response choices were amended, and include only the surveyed 

universities and colleges in this study. The response choices for this item can be found 

in Appendix I. Items on academic classification, category of major/program of study, 

relationship status and living situation were all also selected from Easaw’s (2010) study 

on health information internet searches performed by college women. The items and 

response choices can also be found in Appendix I. Since the study was only interested 

in college students age 18-26, the item, “What is your age in years?” only included 

continuous response options 18-26. 

Reliability and Validity of Study 

In all research contexts, concerns exist about the truth value, applicability, 

consistency and neutrality of the research design (Lincoln & Guba, 1985). In 

quantitative research, these concepts are talked about using the terminology of validity 

and reliability. Much of the work in ensuring validity and reliability in quantitative 

methods is front-loaded, focusing on testing instruments and sample selections. 

However, in qualitative research, researchers are focused on participants (the sample) 

who know the most about the phenomena being studied, not on whether the 

participants have an equal chance of being selected from a population under study. 

Qualitative researchers have developed separate concepts that address issues of truth 

value, applicability, consistency and neutrality (Lincoln & Guba, 1985): credibility (an 
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equivalent to internal validity), transferability (external validity), dependability (reliability), 

and confirmability (objectivity). The following addresses how both research paradigms 

(quantitative and qualitative) were applied to this study.  

Reliability for Quantitative Aspects 

Internal consistency reliability of items within subscales of the adapted 

questionnaire were calculated via Cronbach’s alpha, establishing a measure of 

reliability. Specifically, reliability measures were conducted for the following subscales 

included in the formed instrument: 

 Duke Social Support Index (DSSI) 

 Self-Efficacy to Seek Health Care 

 Self-Efficacy to Engage in Health behavior  

 Level of Influence associated with Attributes of Online Health Information (Source, 
Message, Content) 

Nunnally and Bernstein (1994) suggest that a Cronbach’s alpha reliability coefficient of 

.70 and greater is an acceptable reliability statistic for a scale that is newly developed. 

The respective reliability coefficients calculated in this study are reported in Chapter 4.  

Validity for Quantitative Aspects 

In applying Nunnally and Bernstein’s (1994) concepts for addressing construct 

validity, and in the effort to achieve construct validity for the study at hand, each section 

of the ad hoc questionnaire was adapted from previously tested scale items which were 

published in peer-reviewed works; these efforts are described in detail later in Chapter 3 

under instrumentation. Validity threats such as experimenter expectancies and bias 

were also addressed and are described later in Chapter 3. 
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Credibility for Qualitative Aspects 

Credibility is concerned with the truth value of the research (Lincoln & Guba, 

1985). Because it does not consider reality to be objective, qualitative research asks if 

the research accurately reflects the reality of the participants as reality constructors 

(Lincoln & Guba, 1985). Lincoln and Guba (1985) suggest two avenues and several 

techniques for producing credible research. The first set of techniques is concerned with 

collecting data in such a way that it makes it more likely that the data and subsequent 

theorizing will reflect the participants’ construction of reality. The second set of 

techniques is concerned with checking research findings against the perceptions of the 

participants; confirming the representations/results with the constructors of the reality. 

The data collection system for this study included persistent observation and 

triangulation (Lincoln & Guba, 1985). Persistent observation is related to salience – 

making sure the researcher is describing the most important aspects and the most 

valued aspects of the phenomena (Lincoln & Guba, 1985). Triangulation of sources and 

methods also helps with credibility by drawing similar descriptions from multiple 

participants using multiple research methods (in this case focus groups and think-aloud 

protocols) (Lincoln & Guba, 1985). At the end of each focus group session, member 

checking was done to confirm the initial interpretations of the moderator (i.e., basic 

descriptive triangulation) and enhance the descriptive and interpretive validity of the 

data analysis (Leech & Onwuegbuzie, 2007; Maxwell, 2005). This was done by asking 

specific questions during moderating such as “Is this what you meant by…?” 

Transferability for Qualitative Aspects 

Qualitative researchers describe the applicability of research results to other 

research contexts in terms of transferability (Lincoln & Guba, 1985). Reality is context 
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dependent (can’t drink the same water from the same stream twice), so qualitative 

researchers do not work to prove that X will always affect Y under enumerated 

conditions. They assume context will change the relationship between Y and X and 

even the natures of Y and X. In qualitative research, demonstrating the extent to which 

one research study’s results apply to other studies is the role of the second researcher 

(Lincoln & Guba, 1985). The second researcher must collect empirical data and then 

determine if the first study’s empirical reality was similar in any helpful or important way 

(Lincoln & Guba, 1985). The first researcher’s role is to conduct and write up the 

research with enough rigor and detail that subsequent researchers can make accurate 

comparisons and determinations of transferability (Lincoln & Guba, 1985). Thus, this 

study was written as detailed as possible to allow for replicable results. 

Dependability and Confirmability, of Qualitative Aspects 

Dependability is the qualitative term used when describing concepts of 

consistency, which correspond to reliability and replicability. While quantitative 

researchers are concerned with whether the instrument measures a concept reliably, 

the qualitative researcher recognizes that different contexts and research settings 

always will produce variations in the data. Confirmability is the qualitative measure of 

neutrality, corresponding with the quantitative notion of objectivity. Neutrality is 

concerned with the extent to which the research results reflect the data or the 

researchers (Lincoln & Guba, 1985). Before data collection, qualitative researchers 

often write out their cultural categories – assumptions about their personal views of the 

research topics – in order to identify stereotypes, biases and prejudices (Ahern, 1999; 

McCracken, 1988). Acknowledging these preconceptions and biases is the first step in 

keeping them from distorting the data analysis (Pyett, 2003). Indeed, many researchers 
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say that once their assumptions have been explicated, it makes the research process 

easier by giving them a place from which to make comparisons to participant realities 

(Ahern, 1999; McCracken, 1988; Pyett, 2003). Hence, please find the researcher’s 

subjectivity statement below. 

Researcher’s Subjectivity Statement 

Who I am in Relation to the Research 

My interest in conducting research to explain often overlooked aspects of Latino 

health comes from multiple perspectives.  From a young age, my first passion has 

always been to study inequalities and aim to provide solutions, such as educating 

others, to lessen the occurrence of injustices. As a brother of Lambda Theta Phi, Inc., I 

have experienced recent health situations faced by brothers who pledged alongside me. 

These experiences have elicited thought provoking questions as to whether our 

brotherhood and constant communication, as well as the sharing of health content we 

seek and find online with each other, impacts our health.  

My Experience, Training, and Theoretical Perspectives 

Prior to pursuing a Doctor of Philosophy in Health and Human Performance 

degree, I completed a bachelor’s degree in health education and behavior.  Having a 

background in educating others on the importance of health prevention has allowed me 

to recognize the importance of health communication in creating health behavior 

change.  I feel that my training and experiences give me multiple perspectives and 

knowledge from which to draw for the purposes of this and future research.  

Personal Bias and how it was Addressed 

From personal experiences, I wish to explore the possible relationship between 

social support, health information seeking and self-efficacy to engage in health behavior 
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and self-efficacy to seek out health care services. Implications of positive results from 

this study include helping designers of consumer health information systems on the 

Web, and health behavior specialists with important insights into the types of health 

information sought by Latino male consumers and how information sought might relate 

to health behaviors. The study can also serve to inform health officials rendering health 

service resources, as to the types of services most needed by Latino males, among 

other benefits.  

In order to be completely objective, all focus group sessions were audio recorded, 

transcribed and analyzed as occurred.  The act of “fishing” for data to support my 

philosophy was avoided by implementing strategies such as member checks during 

focus group sessions and peer review for study design and methodology. Implementing 

such strategies proved invaluable to ensure validity and reliability of the study. 

Data Analysis 

IBM SPSS Statistics (version 22) was utilized for quantitative data analysis. The 

software ATLAS.ti (7.1.6) was used to facilitate the analysis of qualitative data. The data 

analysis performed in this study is detailed below.  

Participant characteristics 

Demographics were gathered from focus groups based on participants’ answers to 

ice breaker questions which asked participants to say their names, age, major, year in 

school and whether they considered themselves of Latino origin. This method of 

collecting sensitive demographic data during focus group sessions via the means of ice 

breakers is not a new concept and has been suggested by researcher Krueger (1998) 

when formulating focus group questions. For example, Owsley, McGwin, Scilley, Girkin, 

Phillips, and Searcey (2006) have utilized this method of using ice breaker questions to 
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secure demographic information for their study on attitudes among older African 

Americans pertaining to their eye care providers. Researchers Meade, Calvo, Rivera, 

and Baer (2003) have also utilized ice breakers during focus group sessions to draw 

demographic data from participants during their study on prostate cancer screenings 

among Hispanic farmworkers and African American men. For think-aloud protocol 

participants, the answered demographic items of the questionnaire (prior to refinement) 

were used in formulating a table of frequencies and percentages with accordance to the 

items under the “demographics” portion of the questionnaire. For survey respondents, 

the information was also gathered from the “demographics” portion of the questionnaire 

post refinement. Qualtrics served as the online database for the demographic items for 

both the survey respondents and the think-aloud protocol participants. The data, for 

survey respondents and think-aloud protocol participants were downloaded from 

Qualtrics and tables were formed using IBM SPSS Statistics (version 22).  

Think-aloud protocol interviews 

Methods described by Van Someren et al. (1994) and schemes followed by 

DeMaio et al. (1998) were utilized for analyzing the interview protocols. Methods include 

the recording and transcription of think-aloud protocol interviews, as explained earlier, 

and the coding of nuances to highlight errors in the questionnaire, misunderstanding or 

misinterpretation of items, and suggestions for improvements described by participants. 

A codebook with code definitions and the category for which the codes fell into was 

constructed. The three categories codes were placed into were as follows: 

 Errors in the questionnaire 

 Misunderstanding or misinterpretation of items 

 Suggestions for improvements 
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Highlighted nuances, easy to address, such as spelling errors and grammatical errors 

were quickly corrected between scheduled participants to keep from having redundancy 

in highlighted nuances. Coded transcripts were used to track for those variations that 

were harder and more time pressing to address, such as suggestions for removal of 

items, clarification of items or rewording of questions. Chapter 4 describes in-depth the 

findings from interview protocol analyses.  

RQ1: How often do CMLF use of the Internet to locate health information? 

To answer research question 1, a frequency table was developed depicting each 

of categories in the item, “To what extent do you use the internet to locate health 

information?” – every day, several times a week, several times a month, every few 

months or less often. The percentage of each category was also calculated.  

 To add to the results of research question 1, the item, “Overall, when you use the 

internet, do you do that MOSTLY using your…?” – cell phone, desktop, laptop, tablet 

computer, smart TV, e-book reader, gaming console (e.g. XBOX 360, PLAYSTATION 3, 

Wii, etc.), and another web-enabled device was analyzed and organized into a chart 

displaying frequency and percentage. The item, “Also, when using the internet, where 

do you MOSTLY find yourself?” – at home, at work, at school, or somewhere else was 

also analyzed where frequency and percentage of each category was organized into a 

chart.  

The data analysis methods described above mirror the methods undertaken by 

Rice (2006) and Fox and Duggan (2013) by reporting descriptive statistics pertaining to 

frequency and percentage of both frequency of online use for health information seeking 

and the location most frequented when accessing OHI as well as the device most used 

to access OHI. 
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RQ2: What types of health information do CMLF look for online? 

To answer research question 2, two steps were taken. The first step required the 

analysis of focus group data to arrive at the types of health information searched by 

CMLF. The second step analyzed the survey data for the item, “Specifically, have you 

ever looked online for information about…? A frequency and percentage table was also 

created for each of the types listed in the item.  

The focus group sessions were analyzed using the method described by Casey 

(1998) where transcriptions are first made, followed by a simplified analysis were 

themes lead to development of questions that may be clarified in subsequent focus 

groups by implementing them as broad questions. Casey’s approach also incorporates 

the “funnel approach”, described earlier in Chapter 3. As in Casey (1998), once all four 

of the focus groups were completed they were all analyzed (in conglomerate) 

systematically coding different nuances and later combed through for patterns, trends 

and themes that arose. A codebook was developed, as suggested by Morgan (1998), 

where codes where grouped into families and families into resulting themes. The 

resulting themes, when applicable, were then listed as a type of health information 

sought. The resulting codebook and codes with associated quotations can be found 

under findings in Chapter 4. 

The 12 types of health information sought by college students listed in the study by 

Easaw (2010) were introduced to the questionnaire along with types of health 

information sought resulting from the focus group analysis. As stated earlier, from here 

the collective types of health information sought were analyzed from survey data and a 

frequency and percentage table was developed. Such methods of combining qualitative 

and quantitative methods for an in-depth analysis has been recommended by Lincoln 
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and Guba (1985) forerunners in qualitative research; and further described by Trainor 

and Graue (2012), experts in the field of mixed methodology research. Both sets of 

researchers claim that the addition of qualitative inquiry adds dimension to results of the 

study.  

RQ3: What are factors associated with OHI seeking among CMLF? 

 Research question 3, similar to research question 2, was answered using both 

qualitative and quantitative methods in a series of two steps. The first step required the 

analysis of focus group data to arrive at additional factors that influence OHI seeking by 

CMLF. The resulting factors were added to the item, “What factors do you believe 

influenced you to search online for health information?” The second step analyzed the 

survey data from the resulting formed item in the questionnaire. Frequency and 

percentage tables were created for each factor in the item, based on respondents’ 

answers. This portion of the analysis mirrors those steps taken by Easaw (2010), Peña-

Purcell (2008) and Livingston, Minushkin, and Cohn (2008) where factors influencing 

OHI seeking were researched, and frequencies and percentages of factors were 

calculated and reported. 

Additional factors were added to the item, “What factors do you believe influenced 

you to search online for health information?” Focus group data were analyzed following 

the steps detailed by Casey (1998), where all the focus groups were collectively 

analyzed while systematically coding different nuances and later combing through for 

arising patterns, trends and themes. A codebook was developed, as suggested by 

Morgan (1998), where codes where grouped into families and families into resulting 

themes. The resulting themes, when applicable, were then listed as a factor affecting 

OHI seeking. The resulting codebook and codes with associated quotations can be 
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found under findings in Chapter 4. Thus, as recommended by Lincoln and Guba (1985), 

and further described by Trainor and Graue (2012), qualitative and quantitative methods 

were combined to form an in-depth analysis of factors influencing OHI seeking and to 

lend additional dimension to the results for the line of inquiry.  

To add to the findings of research question 3, descriptive statistics were calculated 

for the item, “If you are in need of health information, do you typically go to any of the 

following to access that information?” Frequency and percentages of each of the 

selected resources used by respondents to access health information were tabulated. 

From the resources listed in the previous item, the item “Of the sources you answered 

“yes” to in the previous question, which of these do you consult the MOST for health 

information? Please select only one” was also analyzed via descriptive statistics. A 

frequency and percentage table was created to portray the findings of most frequented 

resource used by participants to access health information. This portion of the data 

analysis mirrored the analysis steps taken by Fox and Duggan (2013), and Percheski 

and Hargiatti (2011) where descriptive results were calculated and reported based on 

sources of health information used by survey respondents. 

RQ4: To what extent do attributes of OHI (source, message, and content); 
frequency of OHI seeking, social support, age, and education predict self-
efficacy to engage in health behavior among CMLF? 

To address the research question, first the data was dummy coded using the 

methodology described by Hardy (1993), where the number of dummy variables created 

for the categorical variables was one less than the number of its categories. Thus, the 

variables level of influence associated with attributes of OHI (source, message, and 

content), frequency of OHI seeking, DSSI sum, age, and education (year in college) 

were all categorized and dummy coded to allow for multiple regression in IBM SPSS 
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Statistics (version 22). Since, the dependent variable for this particular research 

question is continuous, the best approach to answering the research question was to 

run a multiple regression with the independent variables stated above along with the 

dependent variable self-efficacy for health behavior.  

The variables level of influence associated with attributes of OHI in terms of 

source, message and content are in place to determine which of the attributes of OHI – 

the source of OHI, the message of OHI or the content (the manner and media) of OHI – 

plays a bigger role in prompting respondents to take action. Each attribute was input 

independently into the regression. Each of the attributes has a 7-point Likert type 

response option. The options for the Likert selections are “Very Influential”, “Influential”, 

“Somewhat Influential”, “Neither Influential nor Non-Influential”, “Somewhat Non-

Influential”, “Non-Influential”, and “Very Non-Influential”. The data were transformed for 

each of the three attributes, and the variables were dummy coded using “Very 

Influential” as the reference category. According to Hardy (1993), the number of dummy 

variables to be created for any categorical variable is one less than the number of its 

categories. Thus, the number of dummy codes for each of the three attributes was 6, 

resulting in 18 variables inputted into the multiple regression to assess this construct.  

The variable frequency of OHI seeking has a 5-point Likert type response option, 

“Everyday”, “Several times a week”, “Several times a month”, “Every few months”, and 

“Less often”. Again, following Hardy (1993), since the variable has 5 categories, the 

number of resulting dummy codes was 4, where “Everyday” was the reference category.  

DSSI sum is the variable based on the composite scores of the items in the DSSI 

where the sum total of the instrument ranges from 11 to 33; higher scores signify the 
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respondents’ believe of higher social support. The scores were categorized into three 

categories where score 11-18 were low social support, scores of 19-26 were moderate 

social support, and scores of 27-33 were high social support. Since the variable now 

had 3 categories, guidelines suggested by Hardy (1993) could be applied and resulting 

in 2 categories, where high social support was the reference category – or the category 

with the ‘missing’ dummy variable, which is not coded to prevent redundancy.  

The continuous variable age was transformed into a categorical variable to 

address the data normality. The variable was categorized into 3 categories to help with 

normalizing the data, ages 18-20, ages 21-23, and ages 24-26; where the category 

ages 24-26 served as the reference category. 

The variable Year in College had 6 original categories, “Freshman”, “Sophomore”, 

“Junior”, “Senior”, “Graduate”, and “Professional”. Following steps to forming dummy 

variables as stated by Hardy (1993), the construct resulted in 5 dummy variables where 

“Professional” was the reference category. 

The dependent variable Self-efficacy to Engage in Health behavior was kept 

continuous. As explained earlier, the variable is the sum of the 7 units in the construct, 

where each is based on a continuous scale of 0-100. The sum of the scores can range 

from 0-700. Where the range of 0-233 signifies “Cannot do”, a score range of 234-467 

signifies the respondents feel they “Moderately can do” and a score range of 468-700 

signifies the respondent feel they are “Highly confident can do”. Although the variable 

can technically be categorized, the true nature of the variable is continuous, and was 

kept as such for multiple regression analysis.  
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Thus, following methods explained by Agresti and Finlay (2009) and Cohen, 

Cohen, West and Aiken (2002) to allow for multiple regression, various assumptions 

were checked for in the data: 

 Independence of errors (residuals). 

 A linear relationship between the predictor variables (and composite) and the 
dependent variable. 

 Homoscedasticity of residuals (equal error variances). 

 No multicollinearity. 

 No significant outliers or influential points. 

 Errors (residuals) are normally distributed. 

These assumptions allow for one to (1) provide information on the accuracy of the 

resulting predictions, (2) test how well the regression model fits the data, and (3) 

determine the variation in the dependent variable explained by the independent 

variables.  

Independence of residuals was assessed via the use of the Durbin-Watson 

statistic, where a value of approximate to 2 indicates that there is no correlation 

between residuals. To normalize the data and allow for Durbin-Watson statistics closer 

to two, the bootstrapping technique along with the dummy coding of categorical and 

continuous independent variables were conducted. The dummy coding took place as 

explained above. The bootstrapping function was added to the analysis, where several 

simulated sample sizes were tested (1000, 3000, 5000 and no bootstrapping) and the 

most favorable method was selected. For this particular case, the bootstrapping function 

with a 3,000 simulated sample size was selected.  
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The dependent variable, Self-Efficacy for Health behavior was transformed to 

address slightly negative skewedness in the data. The variable “SEBehManLGTRANS” 

– the transformed variable of “Self-Efficacy for Health behavior” – was calculated on 

SPSS by applying the following formula for each of the recorded responses of “Self-

Efficacy for Health behavior”: Log10(701-“Self-Efficacy For Health behavior”). In the 

previous formula, the 701 is arrived at by taking the highest recorded response of “Self-

Efficacy for Health behavior” (700) and adding the number 1 to the response. The data 

is normalized by applying the above formula at each data point for the variable “Self-

Efficacy for Health behavior”. The previous function served to transform the data along 

the variable Self-Efficacy for Health behavior. These nuances, bootstrapping and 

transforming the data, were addressed following the guidelines by Lund and Lund 

(2013).  

An assumption of multiple linear regression is that the independent variables 

collectively are linearly related to the dependent variable and also that each 

independent variable is linearly related to the dependent variable (Agresti & Finlay, 

2009; Cohen et al., 2002). To test for a linear relationship, studentized residuals were 

plotted against the (unstandardized) predicted variables to see if the plots formed 

horizontal bands which would suggest a linear relationship according to Lund and Lund 

(2013) in their guide on multiple regression. 

To aid in understanding the procedure above the following is a brief definition of 

studentized residuals. In statistics, a studentized residual is the quotient resulting from 

the division of a residual by an estimate of its standard deviation (Cook & Weisberg, 

1982). Typically the standard deviations of residuals in a sample vary greatly from one 
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data point to another even when the errors all have the same standard deviation, 

particularly in regression analysis; thus it does not make sense to compare residuals at 

different data points without first studentizing (Cook & Weisberg, 1982). It is a form of a  

t-statistic, with the estimate of error varying between points. Thus, studentizing is an 

important technique in the detection of outliers (Cook & Weisberg, 1982). Studentizing 

is named in honor of William Sealey Gosset, who wrote under the pseudonym Student, 

and dividing by an estimate of scale is called studentizing, which is in similarity with 

standardizing and normalizing (Cook & Weisberg, 1982). 

Partial regression plots were also plotted to check for a linear relationship among 

the dependent variable and independent variables. As suggested by Lund and Lund 

(2013) and Cohen et al. (2002) after checking for a linear relationship, homoscedasticity 

was then tested by taking another look at the plots of the studentized residuals and 

unstandardized predicted values ensuring that the data points were equally spread 

among the variables. 

Multicollinearity occurs when two or more independent variables are highly 

correlated with each other. This leads to problems with understanding which variable 

contributes to the variance explained and technical issues in calculating a multiple 

regression model (Morrow-Howell, 1994). Thus, checking for multicollinearity is 

suggested by Cohen et al. (2002). There are two stages to identifying multicollinearity: 

inspection of correlation coefficients and Tolerance/VIF values. The correlations table 

was checked to see that none of the independent variables had correlations greater 

than 0.7. In the coefficients table, the tolerance was checked to see that all variables 
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were greater than 0.1. Both stages were performed for this research question according 

to Lund and Lund (2013), as explained above.  

From here, the data was checked for outliers through casewise diagnostics, as 

explained by Lund and Lund (2013), where cases larger than 3 standard deviations are 

prompted. Studentized deleted residuals were also checked for cases with more than 3 

SDs or less than -3 SDs. Outliers were removed. Following this analysis, leverage 

points were checked, where values less than 0.2 were considered safe to the 

regression (Lund &Lund, 2013). Influential points were also checked by considering 

Cook’s Distance values for each case; values over 1 would require investigation, 

however, influential points over 1 were not encountered. In order to be able to run 

inferential statistics (i.e., determine statistical significance), the errors in prediction – the 

residuals – need to be normally distributed (Cohen et al., 2002; Lund & Lund, 2013). 

According to Lund and Lund (2013), a commonly used method for checking normality of 

residuals is the use of a histogram with a superimposed normal curve and the use of a 

P-P plot. This method was utilized for this analysis where the histogram and the P-P 

Plot were produced by the use of the software, IBM SPSS Statistics (version 22). The 

histogram was checked to make sure it followed the normal distribution line, and 

double-checked by observing the produced P-P Plot to ensure that the observations of 

the residuals follow the diagonal line as closely as possible.  

These methods were pursued in a related study performed by Walsh, Hyde, 

Hamilton, and White (2012), where predictive modeling explaining parents’ use of OHI 

to increase their understanding of their child’s diagnosis was attempted. Once all 
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assumptions were checked and met, for this study, the interpreting and reporting of the 

findings pertaining to the multiple regression commenced.  

RQ5: To what extent do attributes of OHI (source, message, and content); 
frequency of OHI seeking, social support, age, and education predict self-
efficacy to seek out health care services among CMLF? 

To address the research question, all aspects of the data analysis were kept 

constant to what was done for the previous research question. The dependent variable 

was changed to self-efficacy to seek out health care services. The variable is the sum of 

the items assessing self-efficacy to seek health care services. As explained earlier in 

Chapter 3, the variable self-efficacy to seek health care services is composed of 5 units, 

each on a sliding scale of 0-100, where the addition of scores range from 0 through 500 

and scores of 0-166 signify “Cannot do”, scores ranging 167-333 signify “Moderately 

can do”, and scores ranging 334-500 signify that the respondent feels “Highly certain 

can do”. As such, the variable was kept on a continuous scale, although interpretation of 

scores can take place as stated above, the higher the score the more confidence a 

respondent expresses. The independent variables were dummy coded as stated for the 

previous research question.  

The data was analyzed using several bootstrapping options (1000, 3000, 5000 

and no bootstrapping). The best option for this particular multiple regression was a 

simulated sample size of 1,000, without the use of a transformed dependent variable, 

since the data was not skewed. From there, the assumptions of linearity, independence 

of errors, homoscedasticity, unusual points and normality of residuals were checked for 

and met as suggested by Agresti and Finlay (2009), Cohen et al. (2002), Morrow-Howell 

(1994) and Lund and Lund (2013) and explained above for the previous research 

question. Once all assumptions for running a multiple regression were met, the 
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reporting and interpretation of results commenced. As previously stated, these methods 

were also pursued in a related study by Walsh et al. (2012) where predictive modeling 

explaining parents’ use of OHI to increase their understanding of their child’s diagnosis 

was attempted.  

Please refer to Table 3-3, for a summarized description of data analysis plan to 

answer each of the 5 research questions. 

Apriori Analysis 

To determine the number of participants required to reach adequate power for 

data anaylses, an apriori analysis was conducted. Statistical significance is the 

likelihood that a finding or a result is caused by something other than just chance. 

Usually, this is set at less than 5% probability (p< 0.05), meaning that the result may be 

produced by chance no more than 5% of the time (Bartlett, Kotrlik, & Higgins, 2001). 

Thus, for the quantitative portion of the study, the researcher set the alpha level a priori 

at .05. The congregate population of enrolled Latino college students in the investigated 

Florida schools is 74,753 (Forbes.com, 2012). The data type for the quantitative portion 

of the study is continuous. According to Bartlett, Kotrlik, and Higgins (2001), both data 

type (categorical or continuous) and population size should be considered prior to data 

analysis for sample size determination. Bartlett et al. (2001) suggest using Cochran’s 

(1977) sample size formula for continuous data, n_o=((t)^2x(s)^2)/(d)^2, to determine 

the sample size needed for this study. Where t-value for selected alpha level is .025 in 

each tail = 1.96, the alpha level of .05 indicates the level of risk the researcher is willing 

to take that true margin of error may exceed the acceptable margin of error. Where s 

estimates standard deviation in the population=1.167. For example, the variables level 

of influence on attributes of OHI (source, message, and content) are all based on a 7 
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point Likert scale, we can calculate the sample size needed based on the following. The 

coefficient s will be the estimate of variance for a 7 point scale calculated by using 7 

(inclusive range of scale) divided by 6 (number of standard deviations that include 

almost all (approximately 98%) of the possible values in the range). Where 

d=acceptable margin of error for mean being estimated=.21. Calculated by multiplying 

number of points on primary scale x acceptable margin of error; points on primary 

scale=7; acceptable margin of error=.03 (error researcher is willing to accept). Thus, we 

get, n_o = ((t)^2 x (s)^2) / (d)^2 = ((1.96)^2 x (1.167)^2) / (7x.03)^2 = 118.63. At an 

alpha level (ɑ) of 0.05 and margin of error of 0.03 for continuous data for a population of 

over 10,000 indicates that a convenience sample of 119 Latino male fraternity college 

students is needed for the study.  

Summary 

Chapter 3 provided reasons behind the researcher’s decision to pursue a study at 

the selected locations. Chapter 3 also gave the reader a detailed description of the 

participants for the current study. Recruitment strategies, steps taken to ensure 

confidentiality, and instrumentation were discussed in Chapter 3. The researcher’s 

subjectivity statement was also given, and data collection procedures for focus group 

sessions, pre-testing, and survey implementation where also discussed. Chapter 3 

concluded with an explanation of the data analysis steps for the research at hand. 

Chapter 4 will discuss the results of the data collected from the focus groups, the think-

aloud protocols, and the survey. 
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Table 3-1. List of college campuses investigated in Florida, location, student population 
and percentage of Latino students. 

School Location Enrolled Latino Student 
Population (%) 

University of Florida Gainesville, FL 50,116 6,855 (13.7) 
University of Central Florida Orlando, FL 50,968 7,264 (14.2) 
Florida International University Miami, FL 44,616 29,446 (66) 
University of South Florida Tampa, FL 30,963 6,881 (14.9) 
Nova Southeastern University Fort Lauderdale, FL 28,457 9,391(33) 
Embry Riddle Aeronautical 
University 

Daytona Beach, FL 4,597 460 (10) 

University of Miami Miami, FL 10,237 2,731 (26.7) 
Florida State University Tallahassee, FL 40,838 6,125 (15) 
Florida Atlantic University Boca Raton, FL 26,857 5,102 (19) 
Barry University Miami Shores, FL 4,698 498 (10.6) 

The source for the above information came from Forbes.com (2012).  
 
Table 3-2. List of Lambda Theta Phi Chapters in Florida and their related sector 

affiliation. 
Chapter  School Location Sector  Number of current 

active members 

Phi University of Florida Gainesville, FL I 12 
Alpha Alpha University of Central Florida Orlando, FL I 43 
Alpha Kappa Florida International University Miami, FL II 63 
Alpha Psi University of South Florida Tampa, FL I 72 
Beta Gamma Nova Southeastern University Fort Lauderdale, FL II 16 
Beta Delta Embry Riddle Aeronautical 

University 
Daytona Beach, FL I 15 

Beta Theta University of Miami Miami, FL II 17 
Beta Iota Florida State University Tallahassee, FL I 35 
Beta Xi Florida Atlantic University Boca Raton, FL II 19 
Gamma Xi Barry University Miami Shores, FL II 13 
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Table 3-3. Summary of data analyses used in answering each research question. 
Research Question Statistical Analysis 

RQ 1: How often do CMLF use of the Internet to 
locate health information? 
 

Frequency and percentage tables were developed 
for each item under the construct. The analysis 
mirrors those performed by Rice (2006) and Fox 
and Duggan (2013) where descriptive statistics 
were used to assess questions on health 
information seeking.  
 

RQ 2: What types of health information do CMLF 
look for online? 
 

Focus groups were performed and transcript data 
were coded and analyzed following methods done 
by Casey (1998). The results from focus group 
data led to the addition of answer choices to the 
questionnaire items assessing the types of health 
information searched by participants. Think-aloud 
protocol interviews were performed to pretest and 
refine the questionnaire prior to survey 
implementation. The questionnaire items assessing 
types of health information searched were 
surveyed and results were calculated using IBM 
SPSS Statistics (version 22). The results were 
reported using frequency and percentage tables. 
These methods are in line with those steps taken 
by Easaw (2010) in her analysis of women’s search 
for OHI.  
 

RQ 3: What are factors associated with OHI 
seeking among CMLF? 
 

Focus groups were performed and transcript data 
were coded and analyzed following methods done 
by Casey (1998). The results from focus group 
data led to the addition of answer choices to the 
questionnaire items assessing factors that 
influence OHI seeking among CMLF. Think-aloud 
protocol interviews were performed to pretest and 
refine the questionnaire prior to survey 
implementation. The questionnaire items assessing 
factors that influence OHI seeking were surveyed 
and results were calculated using IBM SPSS 
Statistics (version 22). The results were reported 
using frequency and percentage tables. These 
methods are in line with those steps taken by 
Easaw (2010) in her analysis of women’s search 
for OHI. These methods are also in line with the 
works done by Peña-Purcell (2008) and Livingston 
et al. (2008) in which factors that influence OHI 
seeking were previously researched among other 
population groups.  
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Table 3-3. Continued 
Research Question Statistical Analysis 

RQ 4: To what extent do attributes of OHI (source, 
message, and content); frequency of OHI seeking, 
social support, age, and education predict self-
efficacy to engage in health behavior among 
CMLF? 
 

Internal consistency reliability measures were 
calculated based on collected survey data following 
methods explained by Nunnally and Bernstein 
(1994) and were facilitated by the use of IBM SPSS 
Statistics (version 22). To seek statistically 
significant predictors among the independent 
variables in terms of the dependent variable, 
multiple regression was pursued, similar to the 
statistical analyses performed in a related study by 
Walsh et al. (2012). The variables used in the 
multiple regression were dummy coded as 
explained by Hardy (1993). The data was 
bootstrapped and the dependent variable was 
transformed following suggestions by Lund and 
Lund (2013) and statistics consultant, Dr. Hui Bian. 
From there the assumptions of linearity, 
independence of errors, homoscedasticity, unusual 
points and normality of residuals were checked for 
and met as suggested by Agresti and Finlay 
(2009), Cohen et al. (2002), Morrow-Howell (1994). 
Once assumptions were met, interpretations 
commenced. All statistical analyses were done 
using IBM SPSS Statistics (version 22).  
 

RQ 5: To what extent do attributes of OHI (source, 
message, and content); frequency of OHI seeking, 
social support, age, and education predict self-
efficacy to seek out health care services among 
CMLF? 
 

To seek statistically significant predictors among 
the independent variables in terms of the 
dependent variable, multiple regression was 
pursued, similar to the statistical analyses 
performed in a related study by Walsh et al. (2012). 
The variables used in the multiple regression were 
dummy coded as explained by Hardy (1993). The 
data was bootstrapped following suggestions by 
Lund and Lund (2013) and statistics consultant, Dr. 
Hui Bian. From there the assumptions of linearity, 
independence of errors, homoscedasticity, unusual 
points and normality of residuals were checked for 
and met as suggested by Agresti and Finlay 
(2009), Cohen et al. (2002), and Morrow-Howell 
(1994). Once assumptions were met, 
interpretations commenced. All statistical analyses 
were done using IBM SPSS Statistics (version 22).  
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CHAPTER 4 
FINDINGS 

Organization of Findings 

 The findings are organized by first giving a summary of participant characteristics 

for focus groups, think-aloud protocol interviews, and for survey respondents. Findings 

pertaining to think-aloud protocol interviews and internal consistency reliability testing 

are then presented, followed by findings pertaining to each research question.  

Participant Characteristics 

Participants for all phases of this investigation were recruited between July 2013 

and October 2013. As discussed in Chapter 3, participants for the various methods in 

this study were recruited through secure emails containing informed consent forms and 

either links to scheduling pages or a direct link to the online questionnaire. The primary 

investigator made initial contact through email to invite individuals to participate and to 

explain the general purpose of the study. The selected men were between the ages of 

18-26. All the men in the study had searched the Internet for health information 

sometime in the preceding 12 months. Pseudonyms were used in transcribing and 

during write-up of results to protect participant identities. Other identifying information 

within quoted material has been removed or has been replaced with a bracketed phrase 

identifying what was replaced. For example, if the participant said, “I work at Macy’s”, 

the word Macy’s has been replaced with a parenthetical phrase identifying what was 

replaced (i.e. “I work at (the local department store)”).  

Participant Characteristics for Focus Groups 

The primary investigator conducted four focus groups. The target focus group size 

ranged from eight to twelve participants. Focus groups were over-sampled by 10 to 20 
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percent to ensure sufficient participation and attendance (Doyle, 2009).  A total of 41 

men participated in the four groups. Demographic characteristics of focus group 

participants are described in detail in Table 4-1. All participants were male and enrolled 

in college. The first focus group session was held at the Institute of Hispanic-Latino 

Cultures at the University of Florida. The location is affectionately named La Casita, and 

is the preferred meeting place for most of the university’s Latino based organizations. 

This location presented the ideal setting to conduct a focus group session due to its 

proximity to the campus, its private and quiet resources, and it’s no cost option for 

individuals affiliated with the University of Florida. La Casita’s conference room was 

secured for hosting the first focus group. Focus group I included only participants from 

the University of Florida. The first focus group had 11 participants attend on July 22, 

2013.  

Focus groups 2-4 were held at Florida International University’s Graham Center, 

room GC314 located at 11200 SW 8th Street, Modesto A. Maidique Campus, Miami, 

Florida, 33199, on August 5, 2013, August 12, 2013 and August 19, 2013. Room 

GC314 offered the perfect meeting for the focus groups due to its privacy and 

convenient location for FIU students. The overwhelming majority of focus group 

participants (93%) considered themselves to be of Latino or Hispanic heritage. Focus 

group II had 9 attendees, focus group III had 10 attendees, and focus group IV had 11 

attendees.  

Participant Characteristics for Think-aloud Protocols 

To guide questionnaire item modifications and to pretest the questionnaire, think-

aloud protocols were conducted by the primary investigator. A total of 8 think-aloud 

protocols were conducted on August 31, 2013. Demographic characteristics of think-
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aloud protocol participants are described in detail in Table 4-2. All participants were 

male and enrolled in college. The think-aloud protocols were conducted in the Richter 

Library, Rm. 125, located at 1300 Memorial Drive, Coral Gables, FL 33146, which 

offered both convenience and privacy for participants. The mean age for participants of 

think-aloud protocols was 20.50 years (SD 1.31). All participants identified as being of 

Latino, Hispanic, or Spanish origin. Two participants identified with more than one 

Latino group origin. Of the eight participants, all selected White as their race and two of 

the eight also selected Black or African American as their race. For academic year, 

participants selected Sophomore (n=3), Junior (n=2), and Senior (n=3). In terms of 

selected category of major/program of study, the selection was similar among 

participants; however, three participants selected physical/biological sciences, making 

this selection the most selected major. In terms of relationship status, three participants 

were single and not in a relationship, two participants were single and dating casually, 

two were single, dating one person exclusively, and one participant refused to answer. 

In terms of living situation, the majority of respondents (n=5) were living off campus with 

roommates, while three participants were living on campus with roommates.  

Participant Characteristics for Survey Respondents 

Table 4-3 summarizes survey respondents’ demographic data. The mean age for 

survey respondents was 20.65 years (SD 1.43). Only one respondent preferred not to 

disclose their gender, while all other respondents (n=126) selected male as their 

gender. The colleges/universities with the greatest number of respondents were the 

University of South Florida (n=46), Florida State University (n=23), and the University of 

Central Florida (n=21). Out of 127 participants, only a small number (n=12) considered 

themselves not to be of Latino, Hispanic, or Spanish origin. The category of Latino 
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origin with the greatest number of selections was “Yes, Cuban” (n=37). For this item, 

participants could select more than one of Latino, Hispanic, or Spanish origin, if they 

identified themselves as such. For race, participants selected “White” (n=110) more 

frequently than other options. Also, for this item, participants were allowed to select 

more than one category that they identify with, and thus, “Black or African American” 

was the next most frequented selection (n=31). As for academic classification, the 

majority of respondents (n=51) were sophomores, followed by  juniors (n=38), seniors 

(n=21), and freshmen (n=13), among others.  

In terms of category of major, the most selected category was Engineering (n=34), 

followed by Health Science/Nursing (n=23), Business (n=22), and Physical/Biological 

Sciences (n=20), among others. As for relationship status, a great majority of 

respondents selected either single, dating one person exclusively (n=48), single, not in 

a relationship (n=39) or single, dating casually (n=35). Finally, for living situation, survey 

respondents mostly selected “live off-campus with roommates” (n=66), followed by “live 

off-campus with parents/relatives/family” (n=35), followed by “live on-campus with 

roommates” (n=13), among others. 

Think-aloud Protocol Interviews 

Think-aloud protocol interviews along with qualitative data from the focus groups 

allowed for refining the questionnaire prior to implementation. Table 4-4 depicts 

categories, associated codes, and their definition of nuances that arose during think-

aloud protocol interviews. The following are selected statements pertaining to the coded 

themes. 
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Errors in the Questionnaire 

Errors with wording or spelling in the questionnaire were identified by think-aloud 

protocol participants. Participant Ethan identified an error in the questionnaire wording 

when stating: 

‘Please rate how certain you are that you can do the things discussed 
below by writing in the appropriate number’. You can’t really write in a 
number, but you can drag and select a number. I think it should it say 
‘select’.  

The error Ethan highlighted helped to improve the wording of the particular question.  

Participant Ben helped to reduce errors in the questionnaire wording by bringing 

the following to the attention of the researcher: 

‘Please indicate for each of the statements the extent to which they apply to 
your situation. The way you feel now. Please circle the appropriate answer’. 
I can’t circle an answer on the computer. But, I can click and choose one. 

Additionally, slight errors in grammar and wording errors in spelling were also 

identified by participant Joe, “‘Social’ isn’t spelled right. I’d fix that”. These selected 

errors, along with other minor errors were addressed prior to survey implementation.  

Misunderstanding or Misrepresentation of Items 

Items that could be misunderstood were also highlighted during think-aloud 

protocol interviews and addressed prior to survey implementation. Participant Ethan 

stated: 

‘I know how to contact my local health department office’. Not really. I mean 
I know how to contact them; I just use the phone. But, I think it’s asking me 
if I know where I can find the information about my local health department 
so that I can contact them. 

Ethan’s comments allowed for the item to be restructured to inquire if participants feel 

confident that they know where to find information on how to contact their local health 

department.  
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Participant Mitchell stated, “What is your current academic classification? What is 

the difference between graduate and professional? I think that is the same thing.” To 

address this issue, examples of graduate degrees and professional degrees were 

added to the answer choices to provide direction to survey respondents during survey 

implementation. 

Several participants indicated difficulty with understanding an item inquiring about 

income. Participant Henry stated: 

‘Last year, that is 2012, what was your total household income from all 
sources, before taxes?’ This is a hard one… I wonder if student loans 
count? It is part of my “income” I guess. Man, I don’t know. I’ll skip this one. 

Participant Joe also shared similar misunderstandings by stating: 

I don’t know what “last year” means. Is it annual like from the beginning of 
the school semester to the end of the school year, or is it from when I filed 
taxes to the following year that I have to file taxes. 

Due to the many different interpretations of the question by respondents and since a 

majority of think-aloud protocol participants shared similar misunderstandings of the 

question, the item was removed due to the misinterpretation that may take place if 

results of the particular item were analyzed. Socioeconomic status of respondents was 

of high interest to investigate but realizing that students sometimes take out loans, work 

to pay for school, borrow money from parents or have a combination of economic 

circumstances to finance school; accurately accessing socioeconomic status from a 

single item in this population would present a challenge. As such future research 

focusing solely on the socioeconomic status of CMLF would be of much interest to 

pursue.  
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Suggestions for Improvements 

Several suggestions were given by participants. Suggestions were considered and 

changes were applied to improve the overall understanding, wording, and format of the 

questionnaire. Participant Sabastian stated: 

‘Safe sexual practices’. No. ‘Family planning, like birth control’. No. This is 
sort of weird. Why would I look up birth control or for condoms? Maybe you 
should think about another word or something for this one. 

In-depth consideration was taken at the end of interviews to address how the subject of 

birth control and safe sex practices could be reworded to be better understood by male 

respondents taking the questionnaire. Thus, to address the issue, the items were 

combined to read as follows, “Family planning (e.g. condoms, birth control, safe sexual 

practices or pregnancy of significant other)”. The rewording gives several examples that 

can fit into the category of “Family planning”.  

The realization that participants could identify with more than one race was a 

mishap that was quickly corrected when a participant suggested the ability to select 

multiple races.  

Participant Sabastian also later stated: 

Okay, I’m male. ‘What is your age in years?’ 20. ‘What college or university 
do you attend?’ University of Miami. ‘Are you Hispanic, Latino or of Spanish 
origin?’ Yes. ‘What race do you identify with?’ I realize I can’t choose more 
than one race. Maybe that should be added in there. 

The ability for respondents to select multiple race and ethnicities was made possible by 

changing settings in Qualtrics to allow for multiple selections of response options. 

 The answer choice “refuse to answer” was added to items inquiring on specific 

demographic information related to housing and marital status. The following 

statements led to the addition of “refuse to answer”. Participant Josh stated, “What is 
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your relationship status? Is there a refuse to answer option on here. I don’t feel 

comfortable answering this one.” Participant Josh went on to state, “How would you 

describe your living situation? I live off campus with roommates, but I think there should 

be a refuse to answer option here too. An option for ‘refuse to answer’ would be nice.” 

From Josh’s suggestions the “Refuse to answer” option was added to the questionnaire.  

 Thus, pretesting by means of think-aloud protocol interviews allowed for the 

refinement and overall improvement of the questionnaire prior to survey implementation. 

Internal Consistency Reliability Analysis 

The questionnaire was employed to measure different underlying constructs. One 

construct, “Social Support”, measured using DSSI consisted of 11 questions. The scale 

had a high level of internal consistency, as determined by a Cronbach's alpha of 0.794. 

The construct, “Self-Efficacy to Seek Health Care Services”, consisted of 5 questions, 

and had an acceptable level of internal consistency as determined by a Cronbach’s 

alpha of 0.690. As previously stated, Nunnally and Bernstein (1994) suggest that a 

Cronbach’s alpha reliability coefficient of .70 and greater is an acceptable reliability 

statistic for a scale that is newly developed. 

The construct, “Self-Efficacy to Engage in Health behavior”, consisted of 7 

questions and had a high level of internal consistency with a Cronbach’s alpha of 0.841. 

The final construct examined, “Level of Influence associated with Attributes of Online 

Health Information (Source, Message, Content)”, consisted of 3 questions and had a 

strong level of internal consistency, again, as determined by a Cronbach’s alpha of 

0.736. Table 4-5 summarizes the resulting Cronbach’s alpha of each construct 

examined.  
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Research Questions 

The main study findings are divided into 5 sections, each of which corresponds to 

a research question. 

RQ1: How often do CMLF use of the Internet to locate health information? 

A total of 127 respondents, whose characteristics were described earlier, 

answered the item on the extent of online use. According to the data, depicted in Table 

4-6, the majority of respondents (44.1%; n=56) go online several times a month to 

search for health information. A lesser percentage, 25.2% (n=32), go online every few 

months to search for health information.  

Table 4-7 depicts the findings of the device most used when accessing the 

Internet. For the item-assessing device most used when accessing the Internet, 

approximately 41% (n=52) selected that they use a laptop. Tablet computers were the 

second most used device for accessing the Internet, with 22.8% (n=29) selecting this 

option. Cell phones were the third most used device for accessing the Internet, with 

21.3% (n=27) selecting this option.  

Table 4-8 depicts the place respondents mostly find themselves while online. A 

majority of respondents (46.5%; n=59) indicated browsing online while at home, while 

29.1% (n=37) browse online while at school. Browsing online at work (22%; n=28) was 

the third most frequently reported response.  

RQ2: What types of health information do CMLF look for online? 

Focus groups and survey results guided the findings of this research question. 

Over 184 distinct codes arose during focus group analyses. Object 4-1, below, depicts 

the definition of these distinct codes. 

Object 4-1. Definition of codes (.pdf file 436 KB) 

http://ufdc.ufl.edu/IR00003587/00001
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Codes arising in focus group analysis and their associated quotations are depicted 

in Object 4-2. Over 98 pages of codes with associated quotations arose from the focus 

group data.  

Object 4-2. Codes with Associated Quotations (.pdf file 349 KB) 

Object 4-3, depicts the themes and associated codes that arose from focus group data 

analysis.  

Object 4-3. Themes with Associated Codes (.pdf file 57.3 KB) 

For focus groups, the main health information items that study participants 

reported seeking on the internet included items for other people’s informational needs, 

their own symptoms, diagnoses, physical appearance (weight concerns and exercise, 

diet, nutrition), natural living (organic diet, natural products), and treatments for 

conditions or diseases. Additional types of health information searched included 

monetary issues (e.g., insurance coverage management), immigration (exams needed 

for obtaining a green card), home remedies, mental health issues, sexually transmitted 

diseases, family planning (pregnancy and birth control), and curiosity triggered by 

interpersonal or mass media content.  

Informational needs of others  

Health information was sought online by Latino men in college over concern of 

family and friends. Such instances included searching for health information online for 

parents, siblings, cousins, and significant others. As participant George exemplified, “I 

usually search online for my family.” Additionally, participant Celex also seeks OHI 

concerning family and a significant other: 

Me, my girlfriend, and my family, we’re all going to Costa Rica in August. I 
looked up that we need typhoid vaccines since we’re going to travel to the 
jungles for zip lining. 

http://ufdc.ufl.edu/l/IR00003538/00001
http://ufdc.ufl.edu/l/IR00003538/00001
http://ufdc.ufl.edu/l/IR00003539/00001
http://ufdc.ufl.edu/l/IR00003539/00001
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Health information was also sought for family members who request assistance 

from their children to search for such information. According to participant Carlos, 

information was sought for his mother living in Colombia: “…In Colombia, the net helps 

my mom. When she calls, I find things for her fast. In total, the Internet helps.” Also, 

another participant, Miguel, claims, “My dad called me to look up how people get gout.” 

Another Latino male, participant George, sought information for his mother concerning a 

specific condition: 

This is a little embarrassing, but earlier today I got a text from my mom. She 
asked me to help her look online for any info I find on uterine fibroids. The 
doctor told her [that] hers were the size of cantaloupes. She wants me to 
check to see if that’s normal or if it can lead to cancer. 

Online searches were also prompted by Latino male students in concern for 

siblings as is demonstrated by Peter: 

Most of the time, my brother is always getting sick. He has asthma and gets 
bronchitis almost all the time. Last Christmas, he had pneumonia for 3 
weeks. My mom too she has high cholesterol and gets headaches daily. 
Since my boss gave me a Samsung Galaxy tablet for work, that’s what I 
use for doing homework and I look online to see if there is anything that can 
help my mom and brother when they get sick. 

Symptoms 

Seeking OHI was also prompted by a majority of CMLF with concern for different 

types of physical symptoms linked to suspected illnesses or conditions. Participant Kirk 

had specific concerns for a potential heart attack and searched the Internet for related 

symptoms: 

I’ve felt my heart palpitating before so I’ve also searched for heart attack 
symptoms. I see palpitations and chest pains are both symptoms and 
warning signs. So I freak out whenever I start to feel any type of pain in my 
chest. 
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Another example for searching OHI related to a specific type of symptom involved 

searching for symptoms associated with using a prescription drug administered for 

individuals who suffer from hypothyroidism, as expressed by participant Alvin: 

I know if I look for symptoms of Synthroid, I’ll start going crazy even if it’s 
been 3 years that I’ve been on it I’ll probably start to think I have some new 
symptom if I start reading the random blogs that I find online. I guess if you 
stick to what you know you can be pretty certain what you read isn’t too 
farfetched. 

Other searches included seeking information for symptoms related to, for example, 

a sore throat. An example is participant Aaron: “Honestly, at first when I searched just 

sore throat all I got was stuff on strep throat and cold and flu symptoms”. 

Additional online searches included searching for symptoms specific to pain and 

discomfort. Participant Adam remarked:  

When I spoke to my co‐worker, she said she had the same thing several 
months before she told me I should look to see if I have carpal tunnel 
syndrome. I researched the net to find out if I had some of the symptoms. I 
thought I had carpel tunnel for sure. 

Diagnoses 

Latino college men also sought health information online concerning specific 

diagnoses or used the Internet as a medium for self-diagnoses. Participant Diego 

searched online for health information regarding his mother’s recent diagnosis: 

Six years ago, my mom got diagnosed with pancreatic cancer. She was the 
school principal at (local elementary school]). Everyone loved my mommy. 
When she was diagnosed I wouldn’t stop looking online, at the library…any 
place really. 

As mentioned previously, OHI served as a medium for self-diagnosis. Participant 

online searches resulted in, for example, self-diagnosis of hernia and mouth sores. 

Participant Marvin made a self-diagnosis of conjunctivitis: 
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This Saturday, I looked online to see if I had pink eye. I mean it was all red 
and bloodshot. I was wondering if eye drops might help. So I Googled “pink 
eye”. Apparently it’s really called conjunctivitis. 

Physical appearance and weight concerns 

Other searches online concerning weight loss also involved seeking gyms via the 

Internet and searching for websites with diet programs. An example of this is shown in 

Participant Wayne who was anxious to lose weight and remarked: 

I didn’t think my search was challenging. I looked for Jenny Craig; I even 
went to nutrisystem.com. I just want to know which program might be best 
for me. I got membership to LA Fitness, but I feel exercise alone is not 
helping me lose weight. 

Other concerns which prompted online searches concerning physical appearances 

are exemplified by participant Kirk who uses the Internet to search for body building 

techniques: “Before I started studying for my LSAT, all I used to look for was different 

types of body building techniques and ways to stay in shape.” 

Natural living 

For the focus group studies, some participants also expressed searching for OHI 

for organic foods and using social media as a tool to advertise the benefits of organic 

foods. Participant Diego remarked: 

Me and some friends organized a rally to educate others about organic 
foods and being vegan. The farmers market on (major street in the city) 
wanted for us [to] tell others how being vegan helps with being fit and 
healthy. We used both Twitter and Facebook to advertise for it. We also 
uploaded a short video telling others of the free food and giveaways. I hope 
that it changed peoples’ views. 

Another participant, Jeff, had a change in lifestyle when his mother was diagnosed 

with cancer and expressed concern related specifically to food preservatives. Jeff 

remarked: 
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I just wanted to know everything and anything related to pancreatic cancer, 
especially about treatments. The biggest thing that I ran into was that 
changing your diet can really help you avoid a bunch of cancer causing 
things that you find in some foods. BHT, BHA and nitrates, all of these can 
cause cancer. A bunch of major food companies put these preservatives in 
their food even though they’re not good for you. 

A majority of the participants who commented on leading a healthy lifestyle 

through consuming not only organic foods but also using organic hygiene products 

commented on using the Internet to research such produce and products. The overall 

feeling was expressed through participant Robert who commented: “I don’t want to get 

cancer from the chemicals they put in everything else.” 

Treatments for conditions or diseases 

Searches also included seeking information for specific diseases and conditions 

for the participant themselves or for others. Participant Brad commented on searching 

for information related to pancreatic cancer. He searched online for information 

regarding treatments: “I just wanted to know everything and anything related to 

pancreatic cancer, especially about treatments.” 

Another participant, Humbert, commented: 

One thing I wish got better is my seizures. I want to get off of my 
medicine…I feel it makes me way too drowsy in the mornings. So I try to 
take it mostly at night even though the things I read online say I shouldn’t 
do that. Lately, I’ve looked for different treatments to my seizures. I found 
some things on this web page called WebMD. The site has a bunch of links 
to everything. 

Participants also shared similar thoughts as it related to searching online for 

treatments and discussing such treatments with their healthcare providers. Participant 

Dan exemplified this remarking: 

I think that you can balance going online for health information with going to 
the doctors. I know some doctors that encourage you to help in your 
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treatment by looking online for health information that may seem beneficial 
to you. Some work with you to get to exactly what the problem might be. 

Monetary issues 

Online health information searches also included concern for monetary issues. 

The specific type of issues searched for online vastly included health insurance. One 

representative example of those who mentioned health insurance as a type of monetary 

issue was participant Sam, where he remarked, “I guess if I had insurance I would 

definitely rather go to a doctor.” Participants also searched online for health insurance 

policies due to healthcare provider requests. For example, Participant Peter remarked: 

“That’s the first thing they [healthcare provider] ask. ‘Do you have health insurance?’ 

‘What’s your insurance provider?’ ”. Overall, participant Sam’s comment that “so for 

now, we have no insurance and hardly any money” summarizes the overall search for 

health insurance associated with monetary concerns. 

Immigration 

Another type of health information sought online included concerns of immigration 

status. This is exemplified by participant Carlos, where he remarked: “I can’t ask 

anybody I don’t know about what exams I need to get a green card. That is why I’d 

rather use the Internet.” Participant Carlos went on to remark, “Last time I checked for 

health on the Internet was yesterday. I was seeing how to get a health check and what I 

need for [the] green card.” 

Home remedies 

Health information concerning health remedies was also sought on the Internet. 

Specific types of home remedy searches online were related to searching for injuries or 

discomfort. Participant Eric remarked: “I look online to find home remedies to minor 
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injuries.” Another participant, Stan, remarked: “I like home remedies, [they] may be for 

strained muscles or back pain.” 

Curiosity and clarification through social media 

Another prevailing theme that surfaced from conducted focus groups is “curiosity 

and clarification”, which encompasses participants search for clarification concerning 

certain diagnoses or for gaining greater understanding of health information in general, 

from social media sources. Participant Mike used Twitter and Facebook as a means to 

elicit responses: 

I tweeted a picture of my nosebleed on Twitter and Facebook the other day 
and got a couple comments from some of my high school friends on how 
they had the same thing happen to them. 

One participant also commented on other specific types of social media sources, 

which may be used as a tool to provide health information and clarification for health-

based issues. Participant Kenny remarked: 

As a sociology major, I think it’s awesome that there’s a mix of cultures 
happening because of Facebook, Twitter, Skype and those. Can you 
imagine if all the brightest people got together by these means for helping 
others? I definitely think the Internet is helping all of us with our health. 

Thus, the findings from the focus groups represent the participants’ curiosity and 

clarification of health issues through social media.  

Quantitative findings of types of OHI sought 

Table 4-9 depicts the frequency and percentage of types of health information 

sought by survey respondents. Only valid percent is reported for the following types of 

health information sought by participants. For health information sought for others, 

55.1% (n=70) of respondents selected “yes” for seeking this type of health information 

online. For concern over symptoms, 50.4% (n=64) of respondents sought this type of 
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health information online. In regards to a recent diagnosis, 73.0% (n=92) selected “no” 

to searching for this type of health information online. For exercise, 62.2% (n=79) of 

respondents selected “no” to searching for this type of health information online. 

Concerning searching for health information online related to nutrition, 64.6% (n=82) of 

respondents selected “no” as an answer. In regards to natural living as a type of health 

information sought online, 30.7% (n=39) of respondents selected “yes” as an answer. 

For a certain medical treatment or procedure, as a type of health information sought, 

77.2% (n=98) of respondents did not search for OHI related to medical treatments or 

procedures. As for a specific disease or medical problem as a type of health information 

sought, 70.6% (n=89) of respondents selected “no” as an option.  

A few respondents, 17.3% (n=22), selected “yes” as their answer to searching 

online for information on immigration health concerns. For prescription drugs as a type 

of health information sought, 33.1% (n=42), of respondents selected “yes” to searching 

the Internet for this type of health information. Pertaining to over the counter drugs, 

30.4% (n=38) of respondents selected “yes” to searching the Internet for this type of 

health information. As for home remedies as a type of health information sought, 44.9% 

(n=57) of respondents selected “yes” as an answer choice. For substance abuse as a 

type of health information sought, 92.1% (n=116) selected “no” to searching for this type 

of health information. 

Approximately 33% (n=42) of participants indicated searching online for 

information on mental health issues. As for family planning as a type of OHI sought, 

89.0% (n=113) of respondents selected “no” to this answer choice. In regards to 

sexually transmitted diseases, as a type of health information sought online, 93.7% 



 

112 

(n=118) of respondents selected “no” to this type of health information. For health 

insurance options and concerns, as a type of OHI sought, 27.6% (n=35) of respondents 

answered “yes” to seeking this type of OHI. As for exploring online posts, tweets or 

videos on health, 48.0% (n=61) of respondents answered “yes” to searching online for 

this type of health information. Finally, in regards to concerns on weight or physical 

appearance, as a type of OHI sought, 33.1% (n=42) of respondents answered “yes.”  

RQ3: What are factors associated with OHI seeking among CMLF? 

As detailed in Chapter 3, focus group data analysis and survey results lead to the 

findings for RQ3. For focus groups, the main factors mentioned that influence OHI 

seeking among study participants were family and loved ones, monetary issues (e.g., 

not enough money for doctor’s visits, and insurance coverage management), fear of 

illnesses, and physical appearance.  

Family and loved ones 

Family members and significant others were found to be a factor which emerged 

from the focus group discussions that influences OHI seeking among CMLF. One 

participant, Marcus, expressed deep concern in regards to his mother’s recent 

diagnosis of breast cancer. He remarked:  

My mom was also diagnosed with breast cancer. She had taken a routine 

mammogram…They told my mom that she had non‐invasive, stage 0 
breast cancer in both breasts. I remember my mom crying, and my dad 
telling her God will see them through…Another thing…I know I 
shouldn’t…but…from time to time, I look online to see what the chances are 
that my mother might still get sick. I hope God always keeps watch over 
her. 

Participants also expressed concern over potential genetic predispositions based 

on their family history. Participant Jose, commented: 
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The biggest thing that scares me is if I get a stroke like what happened to 
my gramps. My family in Guatemala said that he died from a stroke in his 
sleep. I didn’t know him much since my parents moved here when I was a 
kid. I think I might have been four or five years old when he passed. So 
even though I look for things to lower my blood pressure I also watch Yoga 
and fitness videos on YouTube. I have a smart TV so I can just search for 
things in my living room and do any of the exercises I see right then and 
there. 

A further concern which emphasize the importance of family which prompts Latino 

men to search online is exemplified by participant Steve. He remarked: 

…but if there’s a problem with my family, I’ll probably do a quick search 
online to see if I can help. My brother just had another baby girl this 
summer. Back in early June…She was born June 3rd. His wife’s water 
broke in the morning, but the baby didn’t get delivered until like 8 o’clock 
that night. My little niece ended up getting a meconium infection, because 
the doctors took too long to decide to induce her with Pitocin. Quite frankly, 
I didn’t know what Pitocin much less a meconium infection was until I 
searched them online. 

 Significant others were also a factor that prompted participants to seek health 

information. One participant, Adam, expressed concerns about the cravings of his 

pregnant girlfriend and about her general health and the health of the unborn child. 

Same here…I worry about my girl…she has these crazy cravings. Oh 
man… it’s hilarious; I made a Vine about it. When she gets cravings, she 
turns into a witch. So I made like one of these snickers commercial. ‘You’re 
not normal when you’re hungry…Grab a snickers’. Yeah man she’s 12 
weeks along. I posted the video on Facebook, it’s cray [crazy] man. On the 
serious… I have looked online to see if it really is normal or if she’s just 
bugging. I also want to make sure the baby is healthy, so I search to see if 
my girl should be taking vitamins or avoiding some foods. 

Monetary issues 

Concerns regarding monetary expenses appeared to be another factor, which 

prompted participants to search for health information online. Participants searched 

online for less expensive alternatives to prescription drugs, health insurance (as earlier 

mentioned), and in some instances, monetary issues led participants to neglect care or 
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to self-diagnose. The result of self-diagnosis was exemplified by participant Byron, who 

claimed: 

Remember, I told you about my finger earlier…I feel it’s way more feasible 
for me to look up what probably happened to my finger than to go to some 
doc’s [doctor’s] office for them to tell me the same thing I found online. I 
save time and money that way. 

Monetary expenses related to family was also expressed as a factor since some 

participants stated health insurance was unaffordable to them due to taking up financial 

responsibilities for their family. Participant Sam remarked:  

Yeah, that would be easier if I had some money. My mom got laid off back 
in 2011, and hasn’t been able to find a job since then. I’m the only one that 
works right now, and it’s just me and her paying the bills. Her 
unemployment check got renewed for a few more months, but they’ve been 
threatening to take that away from her for months now. So, for now, we 
have no insurance and hardly any money.  

For some participants, monetary issues were intimately linked with immigration 

status. Participant Peter commented: 

My mom thinks that onions, honey and vinegar cures everything. I want to 
buy insurance, but it’s just too expensive. (Andres) my boss only gives me 
part time, so I don’t get benefits and plus I already told you I can’t get a real 
paycheck until I get my papers. 

An additional example of concerns for the cost of health insurance as deemed 

from Internet searches was exemplified by participant Ray who remarked: “I found out 

that I have to pay over a thousand dollars for health insurance.” 

Fear of condition, disease or disorder 

Participants were also prompted to search for health information online due to 

personal fears of a particular condition or diagnosis for themselves and others. 

Specifically, participants feared the severity of their health issues, a fear of cancer and 
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other illnesses, as well as a fear of surgery. Participant Marcus expressed concern for 

his sister after his mother’s recent diagnosis of cancer. 

The thing is that my younger sister is now 16. She was 13 back then so it 
wasn’t so much a worry as it is now. It hit me that she has to get tested to 
make sure that she doesn’t have any of the BRCA genes. They’re the 
genes that put you at higher risk for cancer. I’ve been looking online, at the 
library…everywhere to see where or what my sister should do. I wonder if 
she’s still too young. I just don’t want her to go through the same pain. 

Others expressed fears of speaking to a doctor as participant Carlos, commented: 

“I’m afraid of going to a doctor I don’t know…That is why I rather use the Internet. I don’t 

have to talk to anybody.” Fears of other illnesses expressed by participants included 

consuming unnatural foods where participant Byron remarked: “From looking on 

Google, I think half the things we eat, or put on our bodies cause cancer.” Fears of 

upcoming surgical procedures prompted participant Ray to search online. 

Hmm…about three weeks ago, I searched for what a bone spur is. I found 
surgery videos on YouTube. They were nasty. I also found some links on 
Google that I glanced at. Finding these things make me nervous about my 
upcoming surgery. 

Physical appearance 

Another factor that prompted Latino college men to search health information 

online involved body image and weight issues. Online searches included diet, 

bodybuilding, lifestyle changes, and overall physical fitness. Participant Wayne reported 

that his main purpose for searching OHI involved his concern of his mother’s heart 

issues and his weight loss: 

I think she [mother] also has heart problems, but she’s not being completely 
honest. It’s because of that [why] I’m trying to lose weight. I don’t want to 
die young; I don’t want to keep being obese. That’s why whenever I go 
online these days I try looking for weight loss information. I’ve even tried to 
search for ways to get a lap band. 
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One participant exclaimed concern about his significant other who was dealing 

with body image issues. Participant Simon states: 

She’s [girlfriend] is going to therapy for her eating disorder with a specialist. 
I looked to see how long the usual treatment lasts. This 
website...psychcentral.com gave me a better clue on what she’s going 
through since she didn’t really want to open up too much to me. 

Quantitative findings of factors relating to OHI seeking among participants. 

Table 4-10 describes the frequency and percentage of factors that influence OHI 

seeking. For the factor, “My own health status”, the majority of participants 57.5% 

(n=73) selected “very influential”. The second most selected choice was “influential” with 

33.1% (n=42) of participants selecting this option. Only 7.1% (n=9) of participants 

selected “somewhat influential” for the factor, “My own health status”. For the factor, 

“The health status of a family member” 42.1% (n=53) of participants selected “very 

influential” while 38.1% (n=48) selected “influential” and 12.7% (n=16) selected 

“somewhat influential”. Only 5.6% (n=7) selected “neither influential nor non-influential” 

as an answer choice while 1.6% (n=2) selected “somewhat non-influential”.  

In terms of the factor, “The health status of a friend”, 15.7% (n=20) of participants 

selected “very influential” while 35.4% (n=45) of participants selected “influential” and 

28.3% (n=36) selected “somewhat influential”. Meanwhile, 17.3% (n=22) of participants 

selected “neither influential nor non-influential”. Only 3.1% (n=4) of participants selected 

“somewhat non-influential”. For the factor, “The health status of a significant other”, 

26.0% (n=33) of participants selected “very influential”, while 34.6% (n=44) selected 

“influential”. Meanwhile, 22.0% (n=28) of participants selected “somewhat influential”, 

accordingly 11.8% (n=15) selected “neither influential nor non-influential”. Only 3.1% 
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(n=4) of participants selected “somewhat non-influential” and 2.4% (n=3) selected “non-

influential”.  

Pertaining to the factor, “Monetary issues”, 49.2% (n=62) of participants selected 

“very influential”, 21.4% (n=27) selected “influential”, 13.5% (n=17) selected “somewhat 

influential”, and 11.9% (n=15) selected “neither influential nor non-influential”. Only 2.4% 

(n=3) of respondents selected “somewhat non-influential”, and 1.6% (n=2) selected 

“non-influential”. Finally, for the factor “Concerns over weight or physical appearance”, 

11.1% (n=14) of respondents selected “very influential”, 20.6% (n=26) selected 

“influential”, and 13.5% (n=17) selected “somewhat influential”, 17.5% (n=22) of 

respondents selected “neither influential nor non-influential”, 11.9% (n=15) selected 

“somewhat non-influential”, and 14.3% (n=18) selected “non-influential”. Only 11.1% 

(n=14) of respondents selected “very non-influential” for concerns over weight or 

physical appearance as a factor influencing OHI seeking. 

Table 4-11 depicts the frequencies and percentages of resources visited by 

respondents to acquire health information. For the resource, “Health care provider”, the 

majority 86.6% (n=110) of respondents selected “yes” for having used this health 

resource for acquiring health information. For the resource, “Pharmacist”, the majority of 

respondents 69.3% (n=88) selected “no”. As for the resource, “Friends/peers” the 

source was used relatively evenly with 57.5% (n=73) answering “yes” and 42.5% (n=54) 

answering “no” to using this resource to acquire health information. When it comes to 

the resource, “On-line search engine”, the majority of respondents, 89.8% (n=114), 

answered “yes” to seeking this resource for health information. For the resource, “On-

line video site”, 70.1% (n=89) of respondents answered “yes” to using this resource for 
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seeking health information. For the resource, “Mobile health app(s)”, 66.1% (n=84) of 

respondents answered “no” to using this resource, while 33.9% (n=43) answered “yes”. 

For the resource, “Family members”, 66.7% (n=84) of respondents answered “yes” to 

seeking this resource for health information while 33.3% (n=42) of respondents 

answered “no” to using this resource. As for the resource “On-line forum”, 38.9% (n=49) 

of respondents answered “yes”, to using this resource for health information. Finally, for 

the resource, “Social networking site”, the spread of answers was relatively even with 

40.9% (n=52) of respondents answering “yes” and 59.1% (n=75) of respondents 

answering “no” to using this resource for health information.  

Table 4-12 portrays the frequencies and percentages of the resources said to be 

most visited by respondents to acquire health information. The resource, “On-line 

search engine”, was selected as a most frequented resource for acquiring health 

information by 37.8% (n=48) of respondents. The resource, “Family member(s)”, was 

the second most frequently selected option with 22.8% (n=29) of respondents choosing 

this resource. The resources, “Health care provider”, and “On-line video site” were the 

next most chosen with 11.8% (n=15) and 9.4% (n=12), respectively choosing these 

options as a resource most frequented to acquire health information. Among other 

resources, “Friends/peers” (4.7%; n=6), “Social networking site” (3.9; n=5), “On-line 

forum” (3.1%; n=4), and “Pharmacist” (1.6%; n=2) were selected by respondents. 

RQ4: To what extent do attributes of OHI (source, message, and content); 
frequency of OHI seeking, social support, age, and education predict self-
efficacy to engage in health behavior among CMLF? 

A multiple regression with the bootstrap function of 3,000 simulated sample was 

run to predict self-efficacy to engage in health behavior from source, message, content, 

frequency of OHI seeking, DSSI (level of social support), age, and education (year in 
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college). The assumptions of linearity, independence of errors, homoscedasticity, 

unusual points, and normality of residuals were met. Specifically, the Durbin-Watson 

statistics was 1.910 indicating near normal distribution. Both the variance inflation 

factors (VIF) (≤9.785) and tolerance statistics (≤0.903) were compliant with the 

recommended cut-off points of less than 10 and greater than 0.10 respectively (Pallant, 

2010) which suggested that the model would not be influenced by collinearity. All of the 

variables were simultaneously entered into the regression model which accounted for 

43.2% of the variance in self-efficacy to seek out health care services (R2 = .432, R2 adj 

= .246, F(31, 95) = 2.328, p < .001). Table 4-13 presents a summary of the regression 

coefficients generated by this analysis. The statistically significant predictors of self-

efficacy to engage in health behavior were Frequency of online use for health 

information seeking (Several Times a Week), Source (Somewhat Non-Influential), 

Content (Somewhat Non-Influential), and Age (18-20). The beta weights (β) of the 

independent variables suggested that all four statistically significant predictors made 

relatively large contributions to the regression model. With this, it must be mentioned 

that when multicollinearity (or collinearity) is present between the predictors in multiple 

regression, both beta weights and structure coefficients must be interpreted (Tong, 

2006). Since, multicollinearity was checked for previously, and found not to be an issue 

in this study, interpretation of results through beta weights was sufficient.  

The model showed that as age (18-20) (b = -.387) increased by one unit, the total 

self-efficacy to engage in health behavior score decreased by .387 points. The selection 

of “Several Times a Week” for frequency of OHI seeking (b = -.401) decreased the total 

self-efficacy to engage in health behavior score by .401 points, holding all other factors 
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in the model constant. The selection of “Somewhat Non-Influential” for level of influence 

related to the source of OHI (b = -.772) decreased the total self-efficacy to engage in 

health behavior score by .772 points, holding all other factors in the model constant. 

The selection of “Somewhat Non-Influential” for level of influence related to the content 

of OHI (b = .796) increased the total self-efficacy to engage in health behavior score by 

.796 points, holding all other factors in the model constant. Frequency of online use for 

health information seeking (Less Often, Every Few Months, Several Times a Month, 

and Everyday), Source (Very Non-Influential, Non-Influential, Neither Influential nor 

Non-Influential, Somewhat Influential, Influential, and Very Influential), Message (Very 

Non-Influential, Non-Influential, Somewhat Non-Influential, Neither Influential nor Non-

Influential, Somewhat Influential, Influential and Very Influential), Content (Very Non-

Influential, Non-Influential, Neither Influential nor Non-Influential, Somewhat Influential, 

Influential and Very Influential), DSSI (Low, Moderate, High), age (21-23), and year in 

school (Freshman, Sophomore, Junior, Senior, Graduate, Professional) were not 

statistically significant predictors in the model. 

RQ5: To what extent do attributes of OHI (source, message, and content); 
frequency of OHI seeking, social support, age, and education predict self-
efficacy to seek out health care services among CMLF? 

A multiple regression with the bootstrap function of 1,000 simulated sample was 

ran to predict self-efficacy to seek out health care services from source, message, 

content, frequency of OHI seeking, DSSI (level of social support), age and education 

(year in college). The assumptions of linearity, independence of errors, 

homoscedasticity, unusual points and normality of residuals were met. Specifically, the 

Durbin-Watson statistics was 1.707 indicating near normal distribution. Both the 

variance inflation factors (VIF) (≤9.785) and tolerance statistics (≤0.903) were compliant 
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with the recommended cut-off points of less than 10 and greater than 0.10 respectively 

(Pallant, 2010) which suggested that the model would not be influenced by collinearity. 

All variables were simultaneously entered into the regression model which accounted 

for 57.2% of the variance in self-efficacy to seek out health care services (R2 = .572, R2 

adj = .108, F(31, 95) = 1.491, p < .05). Table 4-14 presents a summary of the regression 

coefficients generated by this analysis. The statistically significant predictors of self-

efficacy to seek out health care services were Message (Neither Influential nor Non-

Influential), and Age (21-23). The beta weights (β) of the independent variables 

suggested that both statistically significant predictors made relatively large contributions 

to the regression model. 

The model showed that as age (21-23) (b = -.243) increased by one unit, the total 

self-efficacy to seek out health care services score decreased by .243 points. The 

selection of “Neither Influential nor Non-Influential” for message (b = -.312) decreased 

the total self-efficacy to seek out health care services score by .312 points, holding all 

other factors in the model constant. Frequency of online use for health information 

seeking (Less Often, Every Few Months, Several Times a Month, Several Times a 

Week, and Everyday), Source (Very Non-Influential, Non-Influential, Somewhat Non-

Influential, Neither Influential nor Non-Influential, Somewhat Influential, Influential, and 

Very Influential), Message (Very Non-Influential, Non-Influential, Somewhat Non-

Influential, Somewhat Influential, Influential and Very Influential), Content (Very Non-

Influential, Non-Influential, Somewhat Non-Influential, Neither Influential nor Non-

Influential, Somewhat Influential, Influential and Very Influential), DSSI (Low, Moderate, 
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High), age (18-20), and year in school (Freshman, Sophomore, Junior, Senior, 

Graduate, Professional) were not statistically significant predictors in the model. 

Summary 

Chapter 4 presents demographic characteristics of focus group, think-aloud 

protocol participants and survey respondents. The study participants, aged 18-26 years, 

were primarily White of Latino origin. Most participants were single and living off 

campus with roommates. Think-aloud protocol findings were described, as were internal 

consistency reliability analysis findings. The findings of the posed research questions 

were also discussed.  

The present study found that most participants expressed going online several 

times a month to search for health information. Most participants also expressed using a 

laptop to access OHI. Focus group analysis informed the selection of survey items 

which was used to explore the several types of health information that are searched by 

CMLF. Types of health information searched include informational needs for others, 

information on symptoms, diagnoses and physical appearance. Information on natural 

living, nutrition and diet were also types of health information searched, as were 

treatments for conditions and monetary health concerns such as health insurance. 

Factors that affect OHI searching, expressed by respondents, were family and loved 

ones, monetary issues, fear of health condition, and physical appearance. Most 

respondents expressed that their own health status most influences them to search 

online for health information. A great majority of respondents use online search engines 

as a resource for seeking OHI. Most respondents again choose online search engine as 

their preferred resource for health information, followed by family and health 

professionals.  
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Data collected during this study revealed, through multivariable analysis, that the 

variables Frequency of online use for health information seeking (Several Times a 

Week), Source (Somewhat Non-Influential), Content (Somewhat Non-Influential), and 

Age (18-20) were statistically significant predictors for self-efficacy to engage in health 

behavior. Findings also revealed that the variables Message (Neither Influential nor 

Non-Influential), and Age (21-23) were statistically significant predictors for self-efficacy 

to seek out health care services. 

The implications for these findings will be discussed in Chapter 5 as will the 

limitations for this study and the directions for future research. 

 

Table 4-1. Focus group demographic characteristics. 
Characteristics n=41 

Age (mean ± SD) 20.88 ± 1.42 
Education level (Year in College)  

     1st 0 

     2nd 15 

     3rd 11 

     4th 13 

     5th 1 

     Graduate School 1 

Identify as Latino/Hispanic/Spanish Origin 38 

*Those not self-identifying as Latino were still included in analysis. 
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Table 4-2. Think-aloud protocol participant’s demographic characteristics. 

Characteristics n=8 

Age (mean ± SD) 20.50 ± 1.31 
Gender  
     Male 8 
     Female 0 
     Prefer not to disclose 0 
Identify as Latino/Hispanic/Spanish Origin*  
     No, not of Hispanic, Latino, or Spanish Origin 0 
     Yes, Mexican, Mexican American, Chicano 2 
     Yes, Puerto Rican 2 
     Yes, Cuban 2 
     Yes, another Hispanic, Latino or Spanish origin 3 
Race*  
     White 8 
     Black or African American 2 
     American Indian or Alaska Native 0 
     Asian Indian 0 
     Japanese 0 
     Native Hawaiian 0 
     Chinese 0 
     Korean 0 
     Guamanian or Chamorro 0 
     Filipino 0 
     Vietnamese 0 
     Samoan 0 
     Other Asian 0 
     Other Pacific Islander 0 
Academic classification  
     Freshman 0 
     Sophomore 3 
     Junior 2 
     Senior 3 
Category of Major/Program of Study  
     Humanities 1 
     Computer Science 1 
     Health Science/Nursing 1 
     Engineering 1 
     Physical/Biological Sciences 3 
     Business 1 
     Other 0 

 



 

125 

Table 4-2. Continued 

Characteristics n=8 

Relationship Status  
     Single, not in a relationship 3 
     Single, dating casually 2 
     Single, dating one person exclusively 2 
     Living with my partner 0 
     Married/Committed 0 
     Divorced 0 
     Other 0 
     Refuse to answer 1 
Living situation  
     Live on-campus (campus housing) with roommates 3 
     Live off-campus with roommates 5 
     Live off-campus with parents/relatives/family 0 
     Other, please specify 0 
     Refuse to answer 0 

 

Table 4-3. Survey respondents’ demographic characteristics. 
Characteristics n=127 

Age (mean ± SD) 20.65 ± 1.43 
Gender  

     Male 126 

     Female 0 

     Prefer not to disclose 1 

College/University Attended  

     Barry University 5 

     Embry Riddle Aeronautical University 7 

     Florida Atlantic University 14 

     Florida State University 23 

     NOVA Southeastern University 11 

     University of Central Florida 21 

     University of South Florida 46 

Identify as Latino/Hispanic/Spanish Origin*  

     No, not of Hispanic, Latino, or Spanish Origin 12*** 

     Yes, Mexican, Mexican American, Chicano 27 

     Yes, Puerto Rican 35 

     Yes, Cuban 37 

     Yes, another Hispanic, Latino or Spanish origin 35 

Living situation**  

     Live on-campus (campus housing) with roommates 13 

     Live off-campus with roommates 66 

     Live off-campus with parents/relatives/family 35 

     Other, please specify 12 

     Refuse to answer 0 
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Table 4-3. Continued 
Characteristics n=127 

Race*  

     White 110 

     Black or African American 31 

     American Indian or Alaska Native 5 

     Asian Indian 3 

     Japanese 1 

     Native Hawaiian 0 

     Chinese 4 

     Korean 0 

     Guamanian or Chamorro 0 

     Filipino 0 

     Vietnamese 1 

     Samoan 0 

     Other Asian 0 

     Other Pacific Islander 0 

Academic classification**  

     Freshman 13 

     Sophomore 51 

     Junior 38 

     Senior 21 

     Graduate (e.g. Masters or Ph.D) 2 

     Professional (e.g. J.D. or M.D.) 1 

     Other 0 

Category of Major/Program of Study  

     Humanities 10 

     Computer Science 8 

     Health Science/Nursing 23 

     Engineering 34 

     Physical/Biological Sciences 20 

     Business 22 

     Other 8 

Relationship Status  

     Single, not in a relationship 39 

     Single, dating casually 35 

     Single, dating one person exclusively 48 

     Living with my partner 2 

     Married/Committed 1 

     Divorced 0 

     Other 1 

     Refuse to answer 1 

*Respondents selected more than one answer choice; **Some respondents did not select an answer 
choice; ***Not excluded from analysis. 
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Table 4-4. Categories, codes and associated definitions of think-aloud protocol analysis. 
Category Code Definitions 

Errors in Questionnaire Error in Wording Used to signal grammatical errors, or errors in 
directions. 

 Spelling Error Used to signal highlighted misspellings. 
 

Misunderstanding or 
misinterpretation of items 

Misunderstanding Used to signal instances were respondents were 
confused on interpretation of question. 

 Clarification 
Needed 

Used to depict were examples would clarify the 
meaning of certain questions and words. 
 

Suggestions for improvements Item Removal Used to signal where suggestions for item 
removal were given. 

 Format Related Used to signal where restructuring of items or 
formatting of items on Qualtrics was needed. 

 Wording Related Used to signal where different words for questions 
might be necessary. 

 
 
Table 4-5. Internal Consistency Reliability Analysis 

Scale 
Cronbach’s 

Alpha 
Cronbach’s Alpha Based 
on Standardized Items 

N of 
Items 

Duke Social Support Index (DSSI) .794 .796 11 
Self-Efficacy to Seek Health Care .636 .690 5 
Self-Efficacy to Engage in Health behavior .841 .860 7 
Level of Influence associated with Attributes 
of OHI (Source, Message, Content) 

.736 .738 3 

 
 
Table 4-6. Extent of online use for health information seeking. 

 Frequency Percent 

Everyday 4 3.1 

Several Times a Week 17 13.4 

Several Times a Month 56 44.1 

Every Few Months 32 25.2 

Less Often 18 14.2 

Total 127 100.0 
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Table 4-7. Device most used when accessing the internet. 
 Frequency Percent 

Cell phone 27 21.3 

Desktop 17 13.4 

Laptop 52 40.9 

Tablet computer 29 22.8 

Smart TV 1 .8 

Gaming console (e.g. XBOX 

360, PLAYSTATION 3, Wii, etc.) 
1 .8 

Total 127 100.0 

 
Table 4-8. Place respondent mostly find themselves while searching online. 

 Frequency Percent 

At Home 59 46.5 

At Work 28 22.0 

At School 37 29.1 

Somewhere else, if so, please 

specify: 
3 2.4 

Total 127 100.0 
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Table 4-9. Frequency and percentage of types of online health sought by participants. 
Type Frequency Percent 

Health information for others (e.g. family, friends, 
or significant other) 

  

     Yes 70 55.1 
     No 53 41.7 
     Unsure 4 3.1 
Concern over symptom(s) (e.g. pain, bruising, 
discomfort) 

  

     Yes 64 50.4 
     No 60 47.2 
     Unsure 3 2.4 
A recent diagnosis   
     Yes 31 24.4 
     No 92 72.4 
     Unsure 3 2.4 
Exercise   
     Yes 48 37.8 
     No 79 62.2 
     Unsure 0 0.0 
Nutrition   
     Yes 44 34.6 
     No 82 64.6 
     Unsure 1 .8 
Natural living (e.g. organic food and products)   
     Yes 39 30.7 
     No 82 64.6 
     Unsure 6 4.7 
A certain medical treatment or procedure   
     Yes 25 19.7 
     No 98 77.2 
     Unsure 4 3.1 
A specific disease or medical problem   
     Yes 33 26.0 
     No 89 70.1 
     Unsure 4 3.1 
Information on immigration health concerns   
     Yes 22 17.3 
     No 103 81.1 
     Unsure 2 1.6 
Prescription drugs   
     Yes 42 33.1 
     No 84 66.1 
Over the counter drugs   
     Yes 38 29.9 
     No 84 66.1 
     Unsure 3 2.4 
Home remedies (e.g. splints, sprains)   
     Yes 57 44.9 
     No 68 53.5 
Substance abuse (alcohol or drugs)   
     Yes 7 5.5 
     No 116 91.3 
     Unsure 3 2.4 
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Table 4-9. Continued 
Type Frequency Percent 

Mental health issues (i.e. stress, anxiety, depression)   
     Yes 42 33.1 
     No 83 65.4 
     Unsure 2 1.6 
Family planning (e.g. condoms, birth control, safe 
sexual practices or pregnancy of significant other) 

  

     Yes 14 11.0 
     No 113 89.0 
     Unsure 0 0.0 
Sexually transmitted diseases*   
     Yes 7 5.5 
     No 118 92.9 
     Unsure 1 .8 
Health insurance options and concerns   
     Yes 35 27.6 
     No 90 70.9 
     Unsure 2 1.6 
Exploring online posts, tweets, or videos on health   
     Yes 61 48.0 
     No 63 49.6 
     Unsure 3 2.4 
Concerns on weight or physical appearance   
     Yes 42 33.1 
     No 83 65.4 

 
Table 4-10. Factors that influence OHI seeking. 

Factor 
Frequency 

(n) 
Percent 

My own health status   
     Very Influential 73 57.5 
     Influential 42 33.1 
     Somewhat Influential 9 7.1 
     Neither Influential nor Non-Influential 2 1.6 
     Somewhat Non-Influential 0 0.0 
     Non-Influential 1 .8 
     Very Non-Influential 0 0.0 
The health status of a family member   
     Very Influential 53 41.7 
     Influential 48 37.8 
     Somewhat Influential 16 12.6 
     Neither Influential nor Non-Influential 7 5.5 
     Somewhat Non-Influential 2 1.6 
     Non-Influential 0 0.0 
     Very Non-Influential 0 0.0 
The health status of a friend   
     Very Influential 20 15.7 
     Influential 45 35.4 
     Somewhat Influential 36 28.3 
     Neither Influential nor Non-Influential 22 17.3 
     Somewhat Non-Influential 4 3.1 
     Non-Influential 0 0.0 
     Very Non-Influential 0 0.0 
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Table 4-10. Continued 
Factor Frequency (n) Percent 

The health status of a significant other (e.g. girlfriend)   
     Very Influential 33 26.0 
     Influential 44 34.6 
     Somewhat Influential 28 22.0 
     Neither Influential nor Non-Influential 15 11.8 
     Somewhat Non-Influential 4 3.1 
     Non-Influential 3 2.4 
     Very Non-Influential 0 0.0 
Monetary issues   
     Very Influential 62 48.8 
     Influential 27 21.3 
     Somewhat Influential 17 13.4 
     Neither Influential nor Non-Influential 15 11.8 
     Somewhat Non-Influential 3 2.4 
     Non-Influential 2 1.6 
     Very Non-Influential 0 0.0 
Concerns over weight or physical appearance   
     Very Influential 14 11.0 
     Influential 26 20.5 
     Somewhat Influential 17 13.4 
     Neither Influential nor Non-Influential 22 17.3 
     Somewhat Non-Influential 15 11.8 
     Non-Influential 18 14.2 
     Very Non-Influential 14 11.0 
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Table 4-11. Resources visited for health information. 
Resource Frequency Percent 

Health care provider (Nurse or Doctor)   
     Yes 110 86.6 
     No 17 13.4 
Pharmacist   
     Yes 39 30.7 
     No 88 69.3 
Friends/Peers   
     Yes 73 57.5 
     No 54 42.5 
On-line Search Engine (e.g. Google, Yahoo, Bing)   
     Yes 114 89.8 
     No 13 10.2 
On-line video site (e.g. YouTube, Vimeo)   
     Yes 89 70.1 
     No 38 29.9 
Mobile Health App(s)   
     Yes 43 33.9 
     No 84 66.1 
Family Member(s)   
     Yes 84 66.1 
     No 42 33.1 
On-line forum (e.g. blog – for FAQ)   
     Yes 49 38.6 
     No 77 60.6 
Social Networking Site (e.g. Facebook, Twitter, Pinterest)   
     Yes 52 40.9 
     No 75 59.1 

 
Table 4-12. Resource most frequently visited by participants. 

Resource Frequency Percent 

Health care provider (nurse or doctor) 15 11.8 
Pharmacist 2 1.6 
Friends/Peers 6 4.7 
On-line Search Engine (e.g. Google, 
Yahoo, Bing) 

48 37.8 

Mobile health App(s) 6 4.7 
Family member(s) 29 22.8 
On-line forum (e.g. blog – for FAQ) 4 3.1 
Social Networking Site (e.g. Facebook, 
Twitter, Pinterest) 

5 3.9 

On-line video site (e.g. YouTube, Vimeo) 12 9.4 
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Table 4-13. Multiple linear regression predicting self-efficacy to engage in health 

behavior. 
Model B SE B β t Sig. 

Constant 2.321 .465  4.986 .000 
Extent Less Often -.178 .247 -.139 -.720 .473 
Extent Every Few Months -.046 .229 -.045 -.201 .841 
Extent Several Times a Month -.174 .219 -.193 -.799 .427 
Extent Several Times a Week -.542 .242 -.401 -2.236 .028* 
Source (Very Non-Influential) -.029 .515 -.006 -.057 .955 
Source (Non-Influential) -.283 .420 -.056 -.674 .502 
Source (Somewhat Non-Influential) -1.982 .430 -.772 -4.610 .001* 
Source (Neither Influential nor Non-Influential) .042 .205 .023 .205 .838 
Source (Somewhat Influential) .070 .140 .054 .501 .617 
Source (Influential) -.070 .095 -.073 -.734 .465 
Message (Very Non-Influential) .018 .413 .004 .045 .964 
Message (Non-Influential) .658 .438 .130 1.505 .136 
Message (Somewhat Non-Influential) -.204 .291 -.080 -.702 .485 
Message (Neither Influential nor Non-Influential) .148 .225 .085 .658 .512 
Message (Somewhat Influential) -.025 .141 -.019 -.175 .862 
Message (Influential) .033 .102 .035 .325 .746 
Content (Very Non-Influential) .156 .452 .031 .345 .731 
Content (Non-Influential) .040 .320 .011 .125 .901 
Content (Somewhat Non-Influential) 2.350 .518 .796 4.534 .001* 
Content (Neither Influential nor Non-Influential) -.206 .171 -.134 -1.201 .233 
Content (Somewhat Influential) -.054 .118 -.050 -.457 .649 
Content (Influential) -.076 .111 -.082 -.683 .496 
DSSI Low -.195 .267 -.076 -.730 .467 
DSSI Moderate -.046 .083 -.051 -.557 .579 
Age (18-20) -.993 .274 -.387 -3.629 .001* 
Age (21-23) .008 .116 .007 .073 .942 
Year in School (Freshman) -.360 .437 -.243 -.823 .413 
Year in School (Sophomore) -.207 .407 -.227 -.510 .611 
Year in School (Junior) -.106 .412 -.109 -.258 .797 
Year in School (Senior) -.293 .416 -.242 -.703 .484 
Year in School (Graduate) -.121 .509 -.034 -.238 .812 

*Indicates statistical significance. 
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Table 4-14. Multiple linear regression predicting self-efficacy to seek health services. 
Model B SE B β t Sig. 

Constant 434.297 74.288  5.846 .000 
Extent Less Often -22.785 39.492 -.121 -.577 .565 
Extent Every Few Months -49.132 36.586 -.328 -1.343 .182 
Extent Several Times a Month -10.073 34.876 -.076 -.289 .773 
Extent Several Times a Week -13.209 38.687 -.067 -.341 .734 
Source (Very Non-Influential) 84.439 82.160 .113 1.028 .307 
Source (Non-Influential) -88.995 67.104 -.120 -1.326 .188 
Source (Somewhat Non-Influential) 10.909 68.615 .029 .159 .874 
Source (Neither Influential nor Non-Influential) 20.464 32.709 .076 .626 .533 
Source (Somewhat Influential) 15.610 22.287 .083 .700 .485 
Source (Influential) 17.391 15.132 .124 1.149 .253 
Message (Very Non-Influential) -71.774 65.903 -.096 -1.089 .279 
Message (Non-Influential) -46.783 69.833 -.063 -.670 .505 
Message (Somewhat Non-Influential) 26.470 46.475 .070 .570 .570 
Message (Neither Influential nor Non-Influential) -79.986 35.881 -.312 -2.229 .028 
Message (Somewhat Influential) -12.149 22.434 -.063 -.542 .589 
Message (Influential) -9.759 16.212 -.071 -.602 .549 
Content (Very Non-Influential) -25.811 72.190 -.035 -.358 .721 
Content (Non-Influential) -42.870 51.111 -.081 -.839 .404 
Content (Somewhat Non-Influential) -63.245 82.752 -.146 -.764 .447 
Content (Neither Influential nor Non-Influential) -7.739 27.357 -.034 -.283 .778 
Content (Somewhat Influential) -12.246 18.820 -.077 -.651 .517 
Content (Influential) 4.144 17.762 .030 .233 .816 
DSSI Low -9.388 42.604 -.025 -.220 .826 
DSSI Moderate 14.456 13.300 .108 1.087 .280 
Age (18-20) 4.448 43.673 .012 .102 .919 
Age (21-23) -41.592 18.505 -.243 -2.248 .027 
Year in School (Freshman) -17.720 69.729 -.082 -.254 .800 
Year in School (Sophomore) -3.314 64.951 -.025 -.051 .959 
Year in School (Junior) -38.327 65.696 -.269 -.583 .561 
Year in School (Senior) -16.074 66.437 -.091 -.242 .809 
Year in School (Graduate) -36.359 81.229 -.069 -.448 .655 

R = .572, R2 = .327, R2
adj = .108. 
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CHAPTER 5 
DISCUSSION AND CONCLUSION 

Introduction 

Latinos are set to become the largest minority in the United States, and increased 

Latino student enrollment in colleges and universities nationwide warrants a study that 

investigates health information seeking on the Internet by CMLF. 

The purpose of the present study was to explore health information seeking 

among CMLF. Most health studies, to date, have underrepresented or misrepresented 

samples of Latino participants (Betancourt, Green, Carillo, & Maina, 2004), and the 

literature lacks studies examining dynamics among CMLF that predict or explain use of 

the Internet for locating health information. In an effort to bridge the gap which exists in 

the literature, this mixed-methods pilot study sampled college men from a Latino 

fraternity to investigate the interrelationships between frequency of OHI seeking, types 

of health information sought on the Internet, level of social support, education, age, self-

efficacy to seek health care services, and self-efficacy to engage in health behavior.  

Chapter 5 discusses study findings, along with associated study limitations, and 

recommendations for future research pertaining to health information seeking on the 

Internet among Latino populations.  

Discussion of Findings 

Demographics 

As expected due to inclusion criteria, the overwhelming majority of focus group 

participants (93%; n=38) considered themselves of Latino or Hispanic heritage. For the 

think-aloud protocols, all eight participants stated being of Latino or Hispanic origin. As 
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for survey respondents, the majority of respondents (90.5%; n=115) selected being of 

Latino or Hispanic heritage.  

The majority of respondents (40%; n=51) were college sophomores studying 

mostly engineering (27%; n=34), health science (18%; n=23), business (17%; n=22), 

and physical or biological science (16%; n=20). These findings are significant in that 

they give credence to information reported by Fry and Lopez (2012) in which it is stated 

that more Hispanics are graduating with Bachelor’s degrees in Science, Technology, 

Engineering and Mathematics (STEM) fields than ever before. 

Pretesting and Internal Consistency Reliability Analysis 

The use of think-aloud protocol interviews allowed for the correction of overlooked 

nuances and errors present in the questionnaire before it was administered. The 

methods described by Van Someren et al. (1994) and DeMaio et al. (1998) mentioned 

earlier in Chapter 3 proved to be invaluable in both encouraging participants to be 

descriptive and in helping to highlight issues that might have gone overlooked. Internal 

consistency reliability testing further supported previous literature on the DSSI such as 

the study undertaken by Wardian et al. (2012) where Chronbach alpha scores of .75 

closely mirrored those of this study (0.794). From this study’s results, it can be inferred 

that the scale used to assess “Social Support” was internally consistent. Previous 

literature did not report Chronbach’s alpha scores for other scales used in this study’s 

questionnaire, however, this study’s internal consistency reliability analysis results 

indicate that the scales used were internally consistent. The internal consistency 

reliability analysis results of this study help to give a foundation for future studies 

utilizing the same scales.  
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Frequency of Internet Use to Locate Health Information 

The frequency in which the majority of Latino males belonging to a fraternity 

(44.1%) search the Internet for health information is several times per month. 

Approximately 25% of respondents go online every few months to search for health 

information. These findings differ from those of Fox and Rainie (2002) in a nationally 

representative sample, where they report (25%) of respondents seeking OHI several 

times a month and (58%) of respondents seeking OHI every few months. This finding is 

significant in that it suggests that OHI seekers are now seeking for information more 

frequently. However, such comparison between Fox and Rainie (2002) and the current 

study’s results should be taken with a grain of salt as a number of years have passed 

between both studies. The current study was college student specific and differs with 

Fox and Rainie (2002) in that aspect, as such an updated look at whether variables 

such as access to computers and lifestyles requiring online access, play a role in the 

increased frequency of searching the Internet for OHI.  

The majority of Latino men in a fraternity selected laptops (40.9%) as the device 

used most to access the Internet. Also, most respondents (46.5%) selected the home 

as the place they most likely find themselves when searching the Internet for health 

information. Interestingly, this finding is identical to findings reported in a larger national 

survey investigating the general population’s use of cell phones and other mobile 

devices to access the Internet (Duggan & Smith, 2013). From this finding, it is 

suggested that mobile phones have yet to take over as the dominant device for 

assessing the Internet among CMLF. However, future research should delve further into 

this occurrence to give further credence to this finding. 
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Types of Searched OHI 

Findings reported by Escoffery et al. (2005) and Fox (2006) indicated that users 

seek several types of OHI, including information for others’ health needs, participants’ 

own symptoms, diagnoses, physical appearance in terms of weight and physique, 

natural living, and treatments for conditions or diseases. Contrary to previous studies 

performed to examine OHI seeking among college students (Easaw, 2010), this college 

student population did not seek on topics such as substance abuse (alcohol or drugs), 

condoms, or safe sexual practices. Although, such topics may not be sought online, it 

remains to be seen whether these topics are of priority for CMLF, outside of the Internet 

realm; investigating this phenomenon in future research would definitely be a unique 

avenue to pursue. The lack of conversation on safe sexual practices among this study’s 

participants is cause for concern, especially due to the finding of participants’ increased 

concern over their girlfriends' unplanned pregnancies. This suggests that there is an 

apparent need of more health education for this population to assist in improving safe 

sex practices. To the best of the researcher’s knowledge, few recent studies have been 

conducted investigating the phenomenon of unintended/unplanned pregnancy in the 

Latino college population and available research suggests that the phenomenon may be 

associated with acculturation (Rafaelli, Zamboanga, & Carlo, 2005), thus investigating 

this phenomenon warrants an updated look.  

Factors Influencing OHI Seeking 

The main factors mentioned that influence OHI seeking among study participants 

were family and loved ones, monetary issues (e.g., not enough money for doctor’s 

visits, insurance coverage management), fear of illnesses, and physical appearance. A 

majority of the sample also reported using at least three or more different sources to 
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seek health information, including the Internet, parents or family members, a doctor or 

nurse, and friends. From these sources, online search engines and family members 

were selected as the most frequently cited source of health information. This finding 

shows that the Internet is not the only source for seeking health information by CMLF. 

This finding is consistent with previous research in which LaJoie and Ridner (2009) 

found that college students seek health information from parents as well as from the 

Internet. 

Self-Efficacy to Engage in Health behavior 

Multiple linear regression results identified four statistically significant predictors for 

self-efficacy to engage in health behavior. The statistically significant predictors of self-

efficacy to engage in health behavior were Frequency of online use for health 

information seeking (Several Times a Week), Source (Somewhat Non-Influential), 

Content (Somewhat Non-Influential), and Age (18-20).  

Previous research such as that performed by Zuckerman (2009) suggests that 

college students search for health information regardless of the number of hours spent 

online. Thus, the findings of this study suggests the contrary in which selecting “Several 

Times a Week” for frequency of OHI seeking (b = -.401) decreased the total self-efficacy 

to engage in health behavior score by .401 points, holding all other factors in the model 

constant. This suggests that the possibility exists that more time spent online searching 

for health information may have a negative impact on  self-efficacy to engage in health 

behavior among Latino men who belong to a fraternity. 

Previous research conducted by Eastin (2001) stated: 

The findings did suggest that source expertise (and/or age and/or gender) 
and knowledge of content (and/or order effects) affect perception of 
message credibility. This suggests that when people evaluate online health 
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information, the heuristic cues they attend to vary, depending on the subject 
matter. (Discussion section, para. 1). 

The findings of this study are similar to Eastin (2001) findings in that they suggest that a 

health message’s source and content may relate to health information seeking, in that, 

these variables may play a role in predicting self-efficacy to engage in health behavior. 

The selection of “Somewhat Non-Influential” for level of influence related to the source 

of OHI (b = -.772) decreased the total self-efficacy to engage in health behavior score 

by .772 points, holding all other factors in the model constant. This suggests that when 

an online source is perceived to be “Somewhat Non-Influential”, a student’s self-efficacy 

to engage in health behavior may be adversely impacted.  

The selection of “Somewhat Non-Influential” for level of influence related to the 

content of OHI (b = .796) increased the total self-efficacy to engage in health behavior 

score by .796 points, holding all other factors in the model constant. This suggests that 

the selecting of “Somewhat Non-Influential” for content may positively impact self-

efficacy to engage in health behavior. From this, one can gather that in order to have a 

positive impact on self-efficacy to engage in health behavior a health message’s 

content, or the manner (e.g. videos, pictures, format) in which the message is portrayed, 

may be crucial to positively influence CMLF to take action in managing their health.  

 Prior research by Atkinson, Saperstein and Pleis (2009) suggests that age may 

be related to OHI seeking in increased likelihood of taking action in terms of purchasing 

vitamins or medicine. Similar findings were found in the present study where the model 

showed that as age (18-20) (b = -.387) increased by one unit, total self-efficacy to 

engage in health behavior score decreased by .387 points. Thus, self-efficacy to 

engage in health behavior may be adversely impacted for those in the age group of 18 
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through 20. Further research into why this age group’s self-efficacy to engage in health 

behavior is adversely impacted is warranted. Data analysis didn’t present age as a 

statistically significant predictor for self-efficacy to engage in health behavior for those in 

the age groups of 21-23 and 24-26. Thus, another look into this incidence in future 

studies will help to clarify whether age is a strong predictor for self-efficacy to engage in 

health behavior for those ages 21-26.  

Self-Efficacy to Seek Out Health Care Services 

Multiple linear regression analyses identified two statistically significant predictors 

for self-efficacy to seek out health care services. The statistically significant predictors of 

self-efficacy to seek out health care services were message (Neither Influential nor Non-

Influential), and age (21-23). The model showed that as age (21-23) (b = -.243) 

increased by one unit, the total self-efficacy to seek out health care services score 

decreased by .243 points. This result is similar to the study performed by Dunlop, 

Manheim, Song and Chang (2002) where age was also suggested to share an inverse 

relationship with health care seeking and utilization in minority men.  

The selection of “Neither Influential nor Non-Influential” for message (b = -.312) 

decreased the total self-efficacy to seek out health care services score by .312 points, 

holding all other factors in the model constant. This suggests that for those who stated 

feelings of neutrality towards health messages obtained from online sources, their self-

efficacy to seek out health care services scores were negatively impacted. To date, 

published literature investigating this variable is not available. However, research 

undertaken by de Boer, Wijker, and de Haes (1997) in their systematic literature review 

of predictors to health care utilization give credence to the fact that the variable social 

support was not found to be a predictor of self-efficacy to seek out health care services 
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in this study, as was also the case in de Boer’s and colleagues’ findings. Message was 

not found to be a statistically significant predictor for those selecting anything other than 

“Neither Influential nor Non-Influential”. Thus, future research dedicated at taking 

another look at these results will do much in clarifying the issue.   

Implications 

The findings from this study highlight some of the opportunities and challenges 

that those researching Latino health, college health, and OHI seeking face moving 

forward. 

Theoretical Implications 

This study used Bandura’s Self-Efficacy Theory to inform the research and to 

develop research questions (Bandura, 2006). Self-efficacy theory was the basis for 

several questions used in the developed questionnaire. As noted earlier, a key principle 

of the Self-efficacy theory is that individuals are more likely to engage and put forth 

more effort and persistence in activities that they have higher feelings of efficacy for and 

less likely to engage in those activities for which they have less feelings of efficacy (Van 

der Bijl & Shortridge-Baggett, 2002). This study’s findings suggest that when a health 

message’s source is perceived to be “Somewhat Non-Influential,” a student’s self-

efficacy to engage in health behavior may be adversely impacted. This finding suggests 

that Bandura’s Self-Efficacy Theory was correct in describing the relationship of higher 

feelings of efficacy and engagement versus lower feelings of efficacy and less expected 

engagement. However, the finding only holds up when “Somewhat non-influential” is 

selected. Thus, future research should reinvestigate whether a health message’s source 

may predict self-efficacy to engage in health behavior to lend further knowledge and 

credence to the findings of the current study. 
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The study at hand did have mixed results as was the case with participants’ 

selection of “Somewhat Non-Influential” for content, which led to a positive impact on 

self-efficacy to engage in health behavior. This finding warrants a second look as to 

whether mixed findings were a result of the study’s limitations or whether self-efficacy 

does not in fact impact engagement among CMLF. Due to the fact that the study at 

hand was a pilot study, it is suggested that future research takes a more in-depth view 

at Bandura’s Self-Efficacy Theory and its relationship with OHI seeking among CMLF. 

Implications for Health Educators 

Although some research projects do not lend themselves to practical applications, 

the results of this study suggest an important implication for health educators. This 

study’s findings provide important data for health education professionals who utilize 

health information technology to improve overall health for minority college students.The 

utilization of health information technology to improve health outcomes is a national 

health priority as is the overarching goal to achieve health equity, eliminate disparities, 

and improve the health of all groups (U.S. Department of Health and Human Services, 

n.d.). Health educators need to focus their efforts on education with regard to improving 

knowledge about the benefits of seeking professional medical attention promptly rather 

than self-medicating and self-diagnosing which the results of this study indicate are 

consequences of OHI seeking dealt by CMLF in trying to reduce costs and time falsely 

believed to be associated with health care utilization. 

Recommendations for Future Research 

Nearly one seventh of the planet is on some form of social media (Bernstein, 

2013). Due to social media, distance is no longer an issue, and ideas, suggestions and 

care for health matters can be shared half a world away in a matter of seconds. 
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Although the study at hand recognized that social media was an important factor on 

how CMLF search for OHI, it was not the central focus of the investigation. It is 

suggested that future research endeavors take a closer look on whether rates of social 

media usage for OHI seeking have increased and whether health information sought 

through social media influences Latino males to take action more or less than traditional 

avenues. Collins and Lewis (2013) have begun on the path of investigating the role of 

social media as it relates to directing Internet users to credible health information. 

Clearly, investigating the relationship between social media, OHI seeking and related 

health outcomes is an avenue to pursue.  

Other areas to also consider in future research studies relate to several findings 

from this study. During focus group sessions, an overarching theme that arose was that 

of weight concern and body image issues that young men in college face. Historically, 

weight concerns and body image concerns have been investigated in various 

populations of women (Grabe & Hyde, 2006; Varnes, Stellefson, Janelle, Dorman, 

Dodd, & Miller, 2013). This study’s finding suggests that weight and body image 

concern seems to not only be a topic among women but seems to be a topic that should 

be further investigated specifically within a Latino college male population. Although, 

studies such as those by Cohane and Pope (2001) and McCabe and Ricciardelli (2004) 

have looked into investigating the topic among males, differences among fraternity and 

non-fraternity college men in weight and body image concerns is definitely of interest.  

As suggested by focus group and survey results, another issue for concern and a 

great direction for future research is the apparent lack of attention the study’s 

participants gave to searching for OHI regarding safe sex practices and sexually 



 

145 

transmitted diseases. It would be of much interest for future research to empirically look 

at reasons concerning this phenomenon among college men in fraternities and whether 

health education and health promotion programs aimed at teaching safe sex practices 

can help to turn around the low interest in the topics among Latino men in college. To 

date, a study looking specifically at these aspects has not been published. 

As per this study’s results, social support measured using the DSSI did not seem 

to significantly impact OHI seeking behaviors analyzed. As briefly stated earlier, de 

Boer, Wijker, and de Haes (1997) reported that social support was not a statistically 

significant predictor of self-efficacy to seek out health care services. This occurrence is 

of special concern and interest and warrants further investigation. There is yet to be a 

study investigating social support as it relates to predicting health behaviors among 

CMLF. Thus, further research investigating social support as a predictor to health 

behavior among CMLF would certainly add to the current knowledge base.  

Limitations of the Study 

Throughout the course of this study, several limitations were encountered and 

should be acknowledged. First, the study’s design did not take a fully experimental 

approach to investigate the research questions. In the absence of random sampling, 

results from the sample cannot be generalized to larger populations. Second, the 

study’s design does not explore participants’ OHI-seeking behaviors over time. In 

addition, the majority of study participants were of Latino background; the specificity of 

participants limits the generalizability of study results to the general public. Also, the 

validity and reliability of the participants’ statements during qualitative sessions was 

another limitation in this study. In this study, self-report could have biased the data 

through participants’ intentional or unintentional misrepresentation of their experiences 
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when seeking OHI, although steps were taken to . Taking into consideration the 

limitations stated and those which might have been overlooked, it is suggested that this 

study’s results be generalized with caution. 

Conclusion 

Research on Latino health has been historically lacking and published information 

is often based on misrepresented or underrepresented samples of Latino participants 

despite Latinos being the largest minority in the United States. Research on college 

students’ general health is also lacking along with limited research on the health of 

Latinos in fraternities. Despite the fact that a large percentage of Americans go online to 

seek health information, literature pertaining to OHI seeking among CMLF has been 

non-existent, until now. Colege men in Latino fraternities have been turning to the 

internet for health information, and this study attempted to understand the dynamics 

related to their OHI searches to bridge the existing knowledge gap. Despite limitations, 

the present study is the first to provide a detailed description of OHI seeking among 

CMLF. This study represents a systematic effort to examine self-efficacy to engage in 

health behavior and self-efficacy to seek out health care services as they relate to OHI 

seeking among CMLF. 

The present investigation revealed that CMLF are mostly searching for OHI for 

persons other than themselves. College men in Latino fraternities are not searching for 

information on safe sex practices, or sexually transmitted diseases which is a cause for 

concern. The findings of this study suggest that the most utilized resources for health 

information are family members. Study results also suggest that monetary 

apprehensions in this population have led to an increase in self-diagnoses and self-

treatment. The findings of this empirical endeavor also highlight the significance of 
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illuminating the role of social support and other demographic factors as covariates 

explaining and/or predicting self-efficacy to engage in health behavior and self-efficacy 

to seek out health care services. Social media has become a leading communication 

platform and will continue to attract users across all segments; thus, it is important to 

understand social media’s impact on OHI seeking among college students in general. 

Further research is still needed to fully understand the influence of OHI seeking on 

health behaviors and decision making among CMLF. 
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APPENDIX A 
RECRUITMENT EMAIL FOR UNIVERISTY OF FLORIDA AND FLORIDA 

INTERNATIONAL UNIVERSITY STUDENTS (FOCUS GROUP) 
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APPENDIX B 
INFORMED CONSENT FORM FOR FOCUS GROUP PARTICIPANTS 

Protocol Title: Health Information Seeking on the Internet by Latino Fraternity College Men   

Please read this consent document carefully before you decide to participate in this study. 

Purpose of the research study: 

To bridge the knowledge gap as to the types of online health information sought by Latino males in 
college who are members of a fraternal organization. The study is meant to also give insight on how or 
whether self-efficacy to seek out health care services and self-efficacy to engage in health behavior may 
or not relate to online heath information seeking. Along with the above information, the study aims to 
determine whether or not social support among Latino men in college who are members of a fraternal 
organization influences self-efficacy to seek out health care services and self-efficacy to engage in health 
behavior. 

Note: 

This study involves research for dissertation purposes.  

What you will be asked to do in the study: 

You will be asked to volunteer to participate in a group discussion (focus group), with other participants 
who share similar interests. You will be asked a series of questions by the focus group moderator 
(Principal Investigator). Please feel free to answer and share your thoughts on the subject matter. You do 
not have to answer any question that you do not wish to answer. Each participant, and yourself are asked 
to value each other’s opinions. Your participation will be audio recorded.  

Time required: 

1.5 - 2 hours. 

Risks and Benefits: 

We anticipate little to no risk involved with participation in this study. We do not anticipate that you will 
benefit directly by participating in this experiment. 

Alternative Advantageous Procedures: 

It is anticipated that little to no risk as well as no direct benefit will be experienced as a result of 
participating in this research study. Hence, no immediate alternative advantageous procedures are 
closely apparent or related to this research study.  

Compensation: 

You will be given a $5.00 Amazon.com gift card as compensation for participating in this research. 

Confidentiality: 

Your identity will be kept confidential to the extent provided by law. Recordings will be transcribed within 
24-48 hours after the group meeting, identifying information will be removed and the recordings erased at 
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that time. While we treat the discussion as confidential and ask all members participating to do the same, 
we can’t guarantee that participants will. 

Reporting: 

The collected data are for dissertation research purposes. Thus, a final report of analyzed data will be 
public domain and available through the U.S. Library of Congress and online in ProQuest Digital 
Dissertations.  

Voluntary participation: 

Your participation in this study is completely voluntary. There is no penalty for not participating. 

Right to withdraw from the study: 

You have the right to withdraw from the study at any time without consequence. 

Whom to contact if you have questions about the study: 

Enmanuel Chavarria, MS, CHES, Graduate Student, Principal Investigator, Department of Health 
Education and Behavior, FLG 23, P.O. Box 118210, Gainesville, FL 32611-8210, phone: (352) 294-1807. 

Elizabeth Chaney, PhD, MCHES, College of Health and Human Performance, FLG 12, P.O. Box 118210, 
Gainesville, FL 32611-8210, phone: (352) 294-1813. 

Whom to contact about your rights as a research participant in the study: 

IRB02 Office, Box 112250, University of Florida, Gainesville, FL 32611-2250; phone: (352) 392-0433. 

Agreement: 

I have read the procedure described above. I voluntarily agree to participate in the procedure and I have 
received a copy of this description.  

Participant: ___________________________________________ Date: _________________ 

Principal Investigator: ___________________________________ Date: _________________ 
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APPENDIX C 
FOCUS GROUP MODERATOR’S GUIDE 

I. Welcome – Enmanuel Chavarria, Research Assistant, University of Florida, Department 

of Health Education and Behavior 

a. Self-Introduction and Thank you 

b. Reminder about refreshments 

c. Hand out informed consent form 

d. Reminder to respect each other’s opinion and confidentiality 

II. Overview and Introduction of Meeting  

a. Speak about what prompted the research 

b. Remind participants about their rights, and the audio recording that will take 

place  

c. Remember there are never any wrong answers 

III. (Ice Breaker) Introduction of Participants – Please introduce yourselves and tells us a 

little bit about yourself.  

IV. Ask 1st broad question. 

a. Please describe the most recent experience where you looked online for health 

information. 

Please make sure that you address the following issues: 

What were you looking for? 

How did you find it? 

What was the outcome? 

What was challenging? 

b. Begin transition with narrower topic. 

I hear several types of health information being discussed (mention a few 

examples). 

If you find yourself online looking for health information, what types of 

 health information do you seek? Why? 

V. Ask 2nd broad question. 

a. What circumstances or situations have typically influenced or affected your 

experiences of going online to search for health information? (In other words, 

what prompts you to search for health information online? What are factors 

that influence your search?)  

Prompts: 

Symptoms 

Doctor’s visit 

New medication 

Conversation with friends  

Something you read in the newspaper or saw on TV. 
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b. Transition again to a narrower topic.  

When do you search the Internet for health information versus 

going to other sources of health information? 

VI. (For focus groups 2-4) Add broad questions that arise from earlier focus group sessions. 

1. Do you feel the general public knows how to critique the health 

information and sources they find online? (Added for Focus 

Groups II, III, & IV). 

2. Do you feel searching online for health information helps? Or 

creates more of a problem? (Added for Focus Groups II, III, & 

IV). 

3. What are the problems/disadvantages with finding health 

information on the Internet? What are the benefits/advantages 

with finding health information on the Internet? (Added for 

Focus Groups III & IV).  

4. How do you believe social media affects you when searching for 

health information online? (Added for Focus Group IV).  

Thank you for taking the time to participate in this important process. I will now 

 distribute to you a small token of our appreciation. 
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APPENDIX D 
RECRUITMENT EMAIL FOR UNIVERSITY OF MIAMI STUDENTS (THINK-ALOUD 

PROTOCOL INTERVIEW) 
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APPENDIX E 
INFORMED CONSENT FOR THINK ALOUD PROTOCOL PARTICIPANTS 

Protocol Title: Health Information Seeking on the Internet by Latino Fraternity College Men   

Please read this consent document carefully before you decide to participate in this study. 

Purpose of the research study: 

 
To bridge the knowledge gap as to the types of online health information sought by Latino males in 
college who are members of a fraternal organization. The study is meant to also give insight on how or 
whether self-efficacy to seek out health care services and self-efficacy to engage in health behavior may 
or not relate to online heath information seeking. Along with the above information, the study aims to 
determine whether or not social support among Latino men in college who are members of a fraternal 
organization influences self-efficacy to seek out health care services and self-efficacy to engage in health 
behavior. 

Note: 

This study involves research for dissertation purposes.  

What you will be asked to do in the study: 

You will be asked to volunteer to complete a “Think-aloud Protocol” interview by answering the questions 
asked to the best of your ability. You will be asked a series of questions by the interviewer (Principal 
Investigator). Please feel free to answer and share your thoughts on the question and work in front of you. 
Please feel free to answer as detailed as possible. Please also remember, you do not have to answer any 
question that you do not wish to answer. Your participation will be audio recorded and the computer 
screen you will be working on will be video captured.  

Time required: 

45 minutes – 1 hour.  

Risks and Benefits: 

We anticipate little to no risk involved with participation in this study. We do not anticipate that you will 
benefit directly by participating in this experiment. 

Alternative Advantageous Procedures: 

It is anticipated that little to no risk as well as no direct benefit will be experienced as a result of 
participating in this research study. Hence, no immediate alternative advantageous procedures are 
closely apparent or related to this research study.  

Compensation: 

You will be given a $5.00 Amazon.com gift card as compensation for participating in this research. 
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Confidentiality: 

Your identity will be kept confidential to the extent provided by law. Recordings will be transcribed within 
24-48 hours after the interview, identifying information will be removed and the recordings erased at that 
time. Your name will not be used in any report.  

Reporting: 

The collected data are for dissertation research purposes. Thus, a final report of analyzed data will be 
public domain and available through the U.S. Library of Congress and online in ProQuest Digital 
Dissertations.  

Voluntary participation: 

Your participation in this study is completely voluntary. There is no penalty for not participating. 

Right to withdraw from the study: 

You have the right to withdraw from the study at any time without consequence. 

Whom to contact if you have questions about the study: 

Enmanuel Chavarria, MS, CHES, Graduate Student, Principal Investigator, Department of Health 
Education and Behavior, FLG 23, P.O. Box 118210, Gainesville, FL 32611-8210, phone: (352) 294-1807. 

Elizabeth Chaney, PhD, MCHES, College of Health and Human Performance, FLG 12, P.O. Box 118210, 
Gainesville, FL 32611-8210, phone: (352) 294-1813. 

Whom to contact about your rights as a research participant in the study: 

IRB02 Office, Box 112250, University of Florida, Gainesville, FL 32611-2250; phone: (352) 392-0433. 

Agreement: 

I have read the procedure described above. I voluntarily agree to participate in the procedure and I have 
received a copy of this description.  

Participant: ___________________________________________ Date: _________________ 

Principal Investigator: ___________________________________ Date: _________________ 
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APPENDIX F 
INTERVIEWER QUESTION GUIDE FOR THINK-ALOUD PROTOCOLS 

I. Introduce Self – Enmanuel Chavarria, Research Assistant, University of Florida, 
Department of Health Education and Behavior 

II. Give Out Informed Consent 
III. Describe goal of task. 

a. I am collecting information for a study investigating whether Latino male college 
students use the internet for looking up health information.  

b. Your participation will help to give insight on how others may view the 
questionnaire in front of you. 

IV. Briefly explain the Think-Aloud procedure to participant. 
a. I will be observing you as you complete the questionnaire on your screen. During 

this time I will be asking you to talk aloud about your thoughts on each question 
and your decision-making processes.  

b. There are no right or wrong answers. I’m interested in how you interpret the 
questions on the questionnaire.  

c. The most important thing is to remember to keep talking.  
V. Do practice Think-Aloud task to familiarize participant with the procedure. 

a. To get used to the talk-aloud process, I’m going to ask you to imagine we were at 
your front door. From there take me around your house or apartment, and count 
the windows in your home, starting from the front door and walk your way around 
your home. As you do this explain to me what you are seeing and doing.  

b. Make sure participant is explaining their process in sufficient detail as they 
attempt to describe their home and number of windows. 

VI. Reassure the participant 
a. I am testing the instructions, and not you, any difficulties you encounter are not 

your fault, it is my fault.  
b. You can stop this task any time you want if you become uncomfortable.  
c. You can ask questions at any point but I will be unable to answer them. 
d. You will have to determine whether to continue to the next question yourself. 

VII. Begin Task 
a. Do you have any other questions about what to do? 
b. If not, feel free to begin. Just click on the link and begin. 
c. If necessary, prompt the participant to continue talking. 

VIII. Example of prompts if needed: 
a. What are you thinking now? 
b. Why did you do that? 
c. What would you do if I wasn’t here? 

IX. Debrief participant 
a. When the subject believes they are done, thank them. 
b. Ask if they have any additional feedback. 
c. Thank again and give out gift card. 

X. Prepare for next participant 
a. Reset all equipment and materials for the next participant. 
b. To reduce redundancy in data, correct errors in questionnaire before beginning 

with the next participant.  
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APPENDIX G 
RECRUITMENT EMAIL FOR STUDENTS OF BARRY UNIVERSITY, EMBRY RIDDLE 
AERONAUTICAL UNIVERSITY, FLORIDA ATLANTIC UNIVERSITY, FLORIDA STATE 
UNIVERSITY, NOVA SOUTHEASTERN UNIVERSITY, UNIVERSITY OF CENTRAL 
FLORIDA, AND THE UNIVERSITY OF SOUTH FLORIDA 
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APPENDIX H 
INFORMED CONSENT FORM FOR SURVEY PARTICIPANTS 

Protocol Title: Health Information Seeking on the Internet by Latino Fraternity College Men   

Please read this consent document carefully before you decide to participate in this study. 

Purpose of the research study: 

 
To bridge the knowledge gap as to the types of online health information sought by Latino males in 
college who are members of a fraternal organization. The study is meant to also give insight on how or 
whether self-efficacy to seek out health care services and self-efficacy to engage in health behavior may 
or not relate to online heath information seeking. Along with the above information, the study aims to 
determine whether or not social support among Latino men in college who are members of a fraternal 
organization influences self-efficacy to seek out health care services and self-efficacy to engage in health 
behavior. 

Note: 

This study involves research for dissertation purposes.  

What you will be asked to do in the study: 

You will be asked to volunteer to complete a survey by answering the attached questionnaire to the best 
of your ability. The questionnaire asks a series of questions concerning online health information seeking 
utilization of health care resources, and social support. Again, please answer each question to the best of 
your ability. Remember, there is no right or wrong answer to each item. Please feel free to answer as 
detailed as possible. Please also remember, you do not have to answer any question that you do not wish 
to answer.  

Time required: 

45 minutes – 1 hour.  

Risks and Benefits: 

We anticipate little to no risk involved with participation in this study. We do not anticipate that you will 
benefit directly by participating in this experiment. 

Alternative Advantageous Procedures: 

It is anticipated that little to no risk as well as no direct benefit will be experienced as a result of 
participating in this research study. Hence, no immediate alternative advantageous procedures are 
closely apparent or related to this research study.  

Compensation: 

You will be given a $2.00 Amazon.com gift card as compensation for participating in this research. 
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Confidentiality: 

Your identity will be kept confidential to the extent provided by law. Data collected through questionnaires 
are expected to have no identifiers that could distinguish participants individually. The only demographics 
anticipated to be obtained in this study are gender, race, age range, and school. Data collected will be 
coded accordingly to prevent direct association with given responses. Data by means of filled 
questionnaires will be kept in a locked file in my faculty supervisor's office. When the study is completed 
and the data have been analyzed, the questionnaires will be destroyed. Your name will not be used in 
any report. If you elect to have a $2 Amazon gift card emailed to you upon completion, your email 
address and IP address will not be maintained after the gift card has been emailed to you. Your email 
address and IP address will be deleted once your email is sent out.  

Reporting: 

The collected data are for dissertation research purposes. Thus, a final report of analyzed data will be 
public domain and available through the U.S. Library of Congress and online in ProQuest Digital 
Dissertations.  

Voluntary participation: 

Your participation in this study is completely voluntary. There is no penalty for not participating. 

Right to withdraw from the study: 

You have the right to withdraw from the study at any time without consequence. 

Whom to contact if you have questions about the study: 

Enmanuel Chavarria, MS, CHES, Graduate Student, Principal Investigator, Department of Health 
Education and Behavior, FLG 23, P.O. Box 118210, Gainesville, FL 32611-8210, phone: (352) 294-1807. 

Elizabeth Chaney, PhD, MCHES, College of Health and Human Performance, FLG 12, P.O. Box 118210, 
Gainesville, FL 32611-8210, phone: (352) 294-1813. 

Whom to contact about your rights as a research participant in the study: 

IRB02 Office, Box 112250, University of Florida, Gainesville, FL 32611-2250; phone: (352) 392-0433. 

Agreement: 

I have read the procedure described above. I voluntarily agree to participate in the procedure and I have 
received a copy of this description.  

     

Clicking this button means that you agree to participate in this study as described. 
 

I ACCEPT 
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APPENDIX I 
AD HOC QUESTIONNAIRE 
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