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ABSTRACT

ILLNESS BEHAVIOR AND HELP-SEEKING BEHAVIOR

AMONG ARAB-AMERICANS

This retrospective study of 102 Arab-Americans seeking health care
at two large urban hospitals was conducted to determine their illness
and help-seeking behaviors. The conceptual framework was derived from
the health belief model and Kleinman's explanatory model. Data were
collected in Arabic through interviewing and administering the Cornell
Medical 1Index, Koos' List of Symptoms, and a demographic data
questionnaire.

The main complaints of the study subjects were pain in chest,
stomach, shoulder, and back. Pain was described by metaphor and
analogy. The subjects identified chest pain, blood in urine, and lump
in breast as needing immediate medical attention. Injuries, cold
weather, weather changes, and physical and mental stress were believed
to be causes of disease; 1llness was viewed as interfering with social
and work activities.

Arab-Americans reported more symptoms related to the digestive,
cardiovascular, and respiratory systems. They were hypersensitive and

had feelings of inadequacy. Age (r = .43, p <.001), level of education



(r = -31, p £.01), type of occupation (F = 4.34, p < .001), and country
of origin (F = 3.09, p < .05) demonstrated significant relationships
with CMI (A-L) scores.

Sixty-three (63.7%) (Group I) sought lay help (spouses, parents,
and children) and practiced home remedies before seeking professional
health care. The rest sought professional help directly. Occupation
was found to affect help-seeking behavior; major professionals tended
to seek professional help directly (X% = 14.39, p = .04). However, CMI
(A-L) score was the only variable discriminating between 1lay and

professional help-seekers (F = 6.04, p < .05).
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CHAPTER 1

INTRODUCTION

There is a significant variation in the way people perceive,
evaluate, and respond to the symptoms of disease (Mechanic, 1978).
Some, for instance, would not label a body ailment as a symptom until
the ailment became persistent and more severe, or until it caused some
form of incapacitation (Zola, 1983). Others, upon the perception of a
symptom, might have an explanation for its causation and not seek health
care. Others still may react to it by taking some health actions (Kasl
& Cobb, 1966).

This variation in response is known as illness behavior. It is
defined as "any activity undertaken by a person who feels ill to define
the state of his health and to discover a suitable remedy" (Kasl & Cobb,
1966). Mechanic (1962) has pointed out that '"the realm of illness
behavior falls logically and chronologically between two major
traditional concerns of medical science: etiology and therapy"
(p. 189). Illness behavior can be said to include the stages people go
through from the time of onset of symptoms until they decide to seek
professional health care (Suchman, 1965b).

The ways in which a person deals with the problems of illness are
heavily influenced by the social and cultural factors affecting the

group to which that person belongs (Segall, 1976a). Because 1illness



behavior is a product of cultural values and beliefs, it can vary
considerably from one cultural group to another. One such ethnic group
is the focus of this study.

Arab-Americans comprise a major ethnic group in the United States,
and their number has increased considerably during the past few years
(Meleis, 1981). A review of the literature shows little information on
their health and illness practices as compared to many other ethnic
groups, such as Jews, Italians, Irish, Mexican-Americans, and Black-
Americans, that have been studied by researchers interested in cultural
diversity in health and illness. As a result, there is a considerable
gap in the knowledge pertaining to Arab-Americans' adjustment patterns,
health beliefs, and health and illness behaviors, nor is the extent to
which their folk beliefs and practices influence behavior with respect
to health and illness clear.

Arab-Americans usually wait for four to five days after the onset
of a symptom before seeking health care (Lipson, Reizian, & Meleis,
1983). Only when the condition has become more serious, the pain more
severe, and there is interference with the activities of daily living do
Arab-Americans consider their symptoms to be severe. Further study of
Arab-American groups in the area of health and illness 1s needed,
however, to discover the impact of their cultural beliefs on illness
behavior and help-seeking behavior, perceptions of symptoms and
reactions to symptoms of illness, lay consultation, and different

actions taken for relief.



Purpose of the Study

Because cultural beliefs and values have an impact on the process
of perception and response to symptoms of illness and the subsequent
course of action taken, illness behavior varies from one cultural group
to another. Arab-Americans form one of numerous ethnic groups in the
United States and, although their cultural beliefs and concepts
influence their illness behavior, the nature of such a relationship has
not been adequately explored or understood. Descriptive information 1is
needed in the area of disease and illness among Arab-Americans precisely
on their symptom perceptions and reactions, illness and help-seeking
behaviors, lay consultation, and actions taken from the time of the
onset of a symptom until they decide to seek health care.

The purpose of this study is to describe the illness and help-
seeking behaviors of Arab-Americans in terms of their culturally-based
system of health beliefs. 1In addition, this study characterizes their
perceptions of serious symptoms of illness and underlines the reactions
and actions taken at the time of onset, which includes lay consultation
in terms of help and advice from significant others and home remedies
practiced until such time as they decide to visit a health care service

for professional intervention.

Significance of the Study for Nursing

Comprehensive health care, to be effectively delivered, has to
include the cultural beliefs, values, and practices affecting a client
of any designated culture. Nursing's holistic view of the patient has
led nurses to include psychological and social needs in care plans

(Brown, 1948). More recently, there has been a movement in the nursing



profession to add a cultural dimension to nursing. This view has been
emphasized by Leininger (1978) who asserted that culture should be an
integral part of holistic nursing practice. Understanding and
respecting the culture of others is therefore of major importance for
nurses and other health care professionals (Leininger, 1970).
Accordingly, the Western Council of Higher Education in Nursing (WCHEN)
has emphasized the importance of cultural diversity in nursing and
developed a project to define immediate research priorities, set the
groundwork to increase the number of nurse researchers studying ethnic
problems, and substantially increased research on nursing problems of
ethnic patients (Elliot, Krueger, & Kearns, 1980). In addition, the
American Nurses' Association Commission on Nursing Research has set
research priorities for the 1980s to ensure that the care needs of
particularly vulnerable groups such as Black-Americans, Mexican-
Americans, and other minority groups are met by providing more effective
care and enhancing their care (ANA, 1981).

The relevance of the cultural dimension in nursing practice 1is
important because nurses come increasingly in contact with clients from
different cultural backgrounds (Leininger, 1978). This is particularly
true of the large number of Arab clientele who visit numerous health
care facilities. Information derived from this study should provide
some useful insights for health professionals, particularly nurses, as
to the extent to which psychosocial and cultural factors affect the
illness behavior of this particular group (Leininger, 1970). By
becoming more knowledgeable in respect to the different perceptions and
interpretations of symptoms and reaction to illness, the symptoms

perceived as important, kinds of complaints presented, patterns of



description of complaints, and different home remedies practiced, health
care professionals will be more aware of the ideas of illness causation
and expectations about treatment that patients bring with them 1in
seeking health care.

This identification of the Arab-American's health beliefs should in
turn foster a better understanding of the patients' health care needs
and help 1in the delivery of comprehensive and culture-specific
professional care (Leininger, 1980). Such an understanding will also
minimize the difficulties and insecurities of nurses and other health
care providers caring for patients from different cultural backgrounds

(Leininger, 1978).

Organization of the Study

This dissertation 1s organized into seven chapters. Chapter I,
Introduction, presents an introduction to the problem area of the study,
its significance, and a general overview of the purpose.

Chapter 1II, Literature Review, addresses the review of the
literature in two major parts: the culture of Arab-Americans, with an
emphasis on concepts of health and illness, and a review of previous
research related to illness behavior.

Chapter III, Conceptual Framework, addresses the health belief
model and Kleinman's explanatory model and describes how these two
models have been used in the investigation. A presentation of the
study's research questions and operational definitions comprises the
remainder of the chapter.

Chapter IV, Methods of Data Collection and Data Analysis, consists

of a description and explanation of the overall design of the study,



which includes the translation of tools into Arabic and the
establishment of their validity and reliability. The characteristics of
the sample population are also discussed. In addition, quantitative and
qualitative analyses are presented.

Chapter V, Results, contains a profile of the study subjects, an
overview of scores, a presentation of the findings for each research
question, and a discussion of the content analysis of the initial
interview questions.

Chapter VI, Discussion, reviews the significant findings of the
study, explores their meaning, and discusses their implications in
regard to prior research.

Chapter VII, Conclusions, consists of an overview of the study and
its findings, the 1limitations of the study, implications of the

findings, and suggestions for further research.



CHAPTER II

REVIEW OF THE LITERATURE

The first part of this chapter addresses the 1literature and
previous research related to Arab-Americans, their immigration to the
United States, cultural heritage, and concepts of health and illness.
The second part addresses the concept of illness behavior in general,
perceptions of and responses to symptoms of illness, lay consultation,

and different actions taken for relief (help-seeking).

Arab-Americans

Arab-Americans form part of the United State's mosaic of ethnic
peoples whose number has increased during the past few years. Arab-
Americans are Arabic-speaking people, usually of Semitic origin, who
were born in an Arab country and migrated to the United States, or whose
parents were born in an Arab country and who therefore consider
themselves of Arabic origin (Lipson & Meleis, 1983).

The Arab world extends over two continents and includes Algeria,
Bahrain, Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya, Morocco, Oman,
Palestine, the People's Democratic Republic of Yemen, Qatar, Saudi
Arabia, Syria, Tunisia, the United Arab Emirates, and the Yemen Arab
Republic. The population of this area exceeds 150 million (Racy, 1970;

Terry, 1981).



There are an estimated two to three million Arab-Americans in the
United States, 90 percent Christian and 10 percent Moslem. Over half of
them are well-assimilated third- and fourth-generation descendants of
immigrants who arrived between 1875 and 1948 (Naff, 1980). Most
Arab-Americans are descendants of Lebanese-Syrian immigrants who
established themselves in the United States in the 19th century
(Abraham, 1981). The first immigrants to arrive in the United States
were merchants who attended the Philadelphia Centennial Exposition in
1875 and decided to stay (Naff, 1983).

Abraham (1981) has characterized immigration as taking place in
three major waves. The first wave began in the mid-19th century and
continued until just before World War I. Its prevalent motive was
economic and political - to improve their economic situation and avoid
induction in the Ottoman army. These first immigrants were single men
without their families. Typically, they were illiterate and worked as
ungkilled laborers. These immigrants were predominantly from Greater
Syria, what 1is today Lebanon, Syria, and Transjordania, but was then
under the rule of the Ottoman Empire.

A second wave of Arab immigration to the U.S. began after World
War II., The prevalent motive of this phase was political and religious.
Syrians, Lebanese, Yemenites, and a large number of Palestinians,
displaced after the 1948 Palestine partition, comprised the greater part
of these immigrants (Abraham, 1981). In addition, there were a number
of students and professionals from Palestine, Iraq, Egypt, Syria, and
Lebanon who arrived in the U.S. to study and preferred to stay

(E1-Kholy, 1969).



A final wave of immigration occurred in the years after the 1967
Arab-Israeli war and because of the critical political situation in
Lebanon in the 1970s. Unlike earlier Arab immigrants, these more recent
ones are largely unacculturated and unassimilated into the mainstream of
American society (Abraham & Abraham, 1983). The first immigrants
established themselves as peddlers and traders, operating private
businesses such as grocery stores, bars, and wholesale and retail
businesses (Abraham, 1981; Naff, 1980). They settled predominantly in
the northeastern and midwestern states, particularly in New York,
Massachusetts, Michigan, and Ohio. Large Arab communities have since
developed in Los Angeles, New York, and San Francisco, although Detroit
is still home to the largest Arab-American community in the U.S.
(Abraham & Abraham, 1983).

The Arab-American population is heterogeneous in composition and
differs in terms of religion, country of origin, and socioeconomic
background, representing the migrant worker as well as the very
sophisticated professional. The single most important unifying factor
for this diverse group is the Arabic language. In addition to language,
common bonds of cultural heritage, history, and religion are also
evident (Terry, 1981). As an ethnic group, Arab-Americans are a
self-perceived group of people who hold in common a set of traditioms
not shared by the others with whom they come 1in contact. Such
traditions typically include "folk" religious beliefs and practices,
language, a sense of historical continuity, and common ancestry or place

of origin (DeVos, 1975).
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Arab-Americans and Their Cultural Heritage

Arab culture is portrayed by three important major aspects: the
family and its kinship ties, the Arabic language, and other traits that
represent the Arab personality.

Family and kinship ties. In Arab communities, the family is the

most important and most prominent social unit; therefore loyalty to the
family is highly valued. Racy (1970) has described this kinship system
as the central, most durable, and most influential social institution in
the Middle East. It is the basic unit of all social relations and is
found everywhere in its patriarchal type (Rodinson, 1981). Grouped in
an economic unit around the father, who is the leader, are his male
descendants and their wives and children, 1living together in several
nuclear families. Within the extended family, uncles, aunts, and
cousinsg, as well as immediate family members, usually live in proximity
to one another and maintain close ties. Affiliation follows the male
line, and women settle with the families of their husbands. This
structure is characterized by masculine authority and subordination of
women. This extended family recently has tended to give way to the
nuclear family, which has made for increased individual autonomy and a
more positive role for women (Rodinson, 1981).

Although 1individual differences and variations exist from one
country to another, early arranged marriages, preferably to cousins so
as to strengthen family ties, with an emphasis on the production of male
children, is very favorably regarded in Middle-Eastern society. Because
of very strong kinship ties and affiliation needs, one turns to a member

of the family for assistance in almost any area, whether it be questions
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of health, financial need, the quest for a wife, or employment
(Abu-Laban, 1980).

Arabic language. Arabic is the common language spoken in the Arab

world. Although the dialects from Morocco to Yemen to Iraq differ, the
classical written language is the same throughout the Arab world (Terry,
1981). Arabic is a rich language, particularly apt for affective and
descriptive expression but not as suitable for precise or objective
delineation. There 1s a tendency to overemphasis, hyperbole, and
exaggeration, if not in the language itself, then in its expression
(Racy, 1970). Arabs are forced to overassert and exaggerate in almost
all types of communication to avoid the risk of being misunderstood
(Shouby, 1951).

Arab personality. The most prominent aspects of the Arab

personality are the following: a strong affectivity, a deep narcissism
(Djait, 1974), an anxious search for the approval of others,
aggressiveness directed toward different objects and expressed in a
variety of ways, hospitality toward strangers, loyalty to one's group,

and obedience to its leader (Racy, 1970).

Concepts of Health and Illness

Every culture of the world possesses its own philosophy, concepts,
and practices in curative and preventive medicine. Within the Arab
world there exists a vast body of beliefs and practices that are shared
by different Arabic communities. In Egypt and other Middle-Eastern
countries, it is commonly believed that a person is healthy as long as
he functions normally, that is, as long as a person can go to work, live

independently, and meet personal and family needs. A person goes to a
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physician only when these responsibilities can no longer be performed
effectively. Health is classified with good luck and wealth, whereas
disease 1is associated with poverty and bad luck. A physically robust
person is considered healthy compared to one who is thin (Pillsbury,
1978)

It is commonly believed that illness has been sent from God as a
punishment for sins. It is often regarded as the will of God, who is
the afflictor as well as the healer (Maloof, 1979; Pillsbury, 1978).
This attitude gives people a fatalistic acceptance of disease (Nassib,
el Maktoub - destiny, subjecting oneself to God's will, His judgment and
justice), which often inhibits their seeking help. An example of this
attitude is the death of a young person, which is interpreted as God's
choice to spare him unexpected suffering in the future. People are
likely to say, "This is his destiny" or '"God wanted it this way".

Another example of illness behavior is that whenever patients seek
health care, they consider injections superior to medicine in liquid or
tablet form. Injections are thought to go directly to the blood and
"kill the disease'", whereas liquids are quickly eliminated from the
body. Also, there 1is a preference for pills or tablets which are
colored as opposed to plain uncolored ones (Meleis, 1981).

Egyptians place great emphasis on matters related to death and
dying (Meleis, 1981). The last thing a sick person wants to do is go to
the hospital, as this is considered a place of misfortune where one goes
only to die. A family member who is hospitalized for a terminal illness
and 1is about to die will often be discharged at the request of the
family, who prefers that the person live the few hours left in an

environment surrounded by loved ones (Reizian, 1981). It is believed
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that '"to die without issue or kin is the greatest defeat. To die
surrounded by one's children and relatives is a great solace." (Racy,
1969, p. 874)

Causes of illness. Many folk beliefs and practices are still

retained in Middle-Eastern communities. Causation is attributed to both
natural and supernatural causes (Pillsbury, 1978; Shiloh, 1958).
Illness is believed to be caused by many causes, not only by germs. Two
of the most common beliefs associated with disease causality are
exposure to hot and cold and the evil eye. The effect of cold and
humidity, such as exposure to cold late night weather or early morning
weather, 1s believed to cause illnesses such as gastrointestinal
problems and body aches. Patients often seek care complaining of
dampness in their bones (routouba). Also, drinking ice water when warm
and sweating, exposure to drafts after bathing, and exposure to too much
sun are other factors thought to be, related to disease causality
(Reizian, 1981).

Many people believe that the evil eye (Ein el Hassoud or et Ein el
Wehshah) causes disease and that envy (Hassad) is the prime cause of
being subjected to the evil eye. It is believed that most people die as
victims of the evil eye. Illness is thought to be caused when a person
looks admiringly, but enviously, at another (Meleis, 1981; Shiloh,
1968). A healthy, attractive child is susceptible to envy, as are male
children and pregnant women. The vehicle of the evil eye is an outsider
who 1s often an unmarried or sterile woman, a beggar, or a person with
blue or green eyes (Pillsbury, 1978). As a preventive measure and to
distract the evil eye, mothers hang blue beads from the hair down onto

the child's forehead. Also, the use of incense, amulets, and the emblem
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of five fingers of the outstretched hand are believed defense from the
evil eye (Pillsbury, 1978).

In a study conducted on an urban and rural population, Alemi and
Mohseni (1978) found that traditional beliefs such as luck and religion
were related to locality and age. The urban literate community put less
emphasis than the illiterate rural population on such beliefs of disease
causality. Older people and those living in rural areas tended to
believe in an evil eye as a cause of disease. A small percentage
believed in the germ theory of disease, primarily caused by flies and
other insects.

It is believed that exposure to sudden fear causes illness, as in
the case of receiving bad news or witnessing an accident (Reizian,
1981). Heating the blood (Fawaran el dam) usually occurs when someone
gets very angry and suffers a stroke or a heart attack (Reizian, 1981).
Illness is put on someone willfully by another person by means of a hex
(el aamal). The hex may be put on someone through food or by means of
an object that belongs to the victim or through a picture of the victim.
The person who is hexed may experience a variety of symptoms. In its
severest form, a hex causes a person to behave strangely because of the
spell put on him.

In rural communities, when people become sick they practice
different treatment methods which range from self-treatment, folk-
healers, and the Western health-care system. The majority of people
consult 1indigenous health practitioners, depending on the type and
perceived severity of illness. These health practitioners usually are
village health barbers (Halak el Seha) who prescribe and administer folk

cures, perform cautery, dress wounds, and perform male circumcision;
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traditional midwives (Daya); holy sheikhs; and herbalists (Attar) who
sell herbs, spices, and other goods and act as counselor on health
matters and prescribe folk cures (Pillsbury, 1978).

Folk health practices. It is common in rural communities for

people to treat themselves when they become sick. Also, self-
administration of medication is common and is either initiated by the
patient or friends and neighbors, or by the druggist or pharmacist
(Pillsbury, 1978).

Heat cautery of skin (Kawye) over diseased organs or parts of the
body 1is a well-known method of treatment in rural communities,
especially in chronic conditions. This method sometimes works well in
alleviating pain by acting as a counter-irritant. However, these
temporary results make people believe in and accept cautery as a magic
treatment for all chronic conditions which cause either pain or edema,
for example in cases of ascitis caused by bilharziasis, a major disease
afflicting the Fellahin (Egyptian villagers) (Gadalla, 1962).

Another form of healing practice is known as Zar parties, which are
sessions in which groups of drummers play special songs to which
patients move and dance, often ending in convulsions and fainting. The
people who join such parties believe that the 111l person has a genie or
a spirit who inhabits the body and that the music and singing please the
"{inn", who then releases the patient. Such parties are now considered
by the westernized Egyptian elite to be only an ignorant practice of the
lower-class (Pillsbury, 1978).

A common and widely accepted practice is to dress children who have

measles in red clothes in the belief that the color red enhances the
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spread of the rash and hastens a cure. Other folk practices include the
use of charms against the evil eye.

Doll charm treatment. A plece of paper is cut into the shape of a
doll, which is then pierced twice with a pin, symbolic of piercing the
evil eye. The names of everyone, whether relatives, friends, or
strangers, who looked at the person "without praying for the Prophet"
are mentioned. The doll is passed several times over the head of the
person while reciting some verses from the Koran and then burned. The
belief is that all the evil eyes are burned with it (Gadalla, 1962).

Alum charms. In this type of treatment, a piece of alum is burned
in a container placed on the floor, and the patient is asked to cross
the fire from one side to the other seven times. The burning alum forms
different shapes which are believed to be the face and eyes of the "evil
eye". Also, the sound made by the burning alum is symbolic of an eye
burning. Amulets also are made of paper folded in a triangle on which
different sayings and verses from the Koran are written (Gadalla, 1962;
Pillsbury, 1978).

Although many of these practices and beliefs are still very current
among the rural and urban poor (and certain of the beliefs, in
particular, even among the urban elite), Western medicine is becoming
more accepted. Of course, people who fail to find relief under one type

of remedy will often try another (Pillsbury, 1978).

Culture
To better understand the relationship between behavioral factors
determined by culture and the health-related outcome of those behaviors,

it is important to define the concept of '"culture". According to
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Tylor's classic statement, culture is '"that complex whole which includes
knowledge, belief, art, morals, laws, customs, and any other
capabilities and habits acquired by a man as a member of society" (cited
in Voget, 1973, p. 2). It has also been defined as a set of learned
beliefs, values, and behaviors shared by the members of a society and
transmitted from one generation to the other (Ember & Ember, 1973).
Since cultures are not all the same, beliefs, morals, values, customs,
and other perceptions vary from group to group just as they vary from
one individual to another. The development‘ of perceptions,
interpretations, and behaviors of an individual are largely a function
of the cultural context and the social milieu in which that person
lives. Perceptions, interpretations, and responses, therefore, are
affected and shaped by social and cultural forces that influence what is
sought by the individual, interpreted, and responded to. But despite
individual variations, there 1is still a degree of conformity and

continuity among group members because of the shared body of culture.

Illness Behavior

Mechanic (1978) referred to illness behavior as the way in which
given symptoms can be perceived, evaluated, and acted upon in different
ways by different individuals. To understand the process of 1illness
behavior, it is necessary to consider what transpires before a person
sees a doctor or some other health care provider.

According to Wu (1973) and Mechanic (1978), help-seeking behavior
is one of many facets within the larger area of illness behavior. Once
a symptom is perceived and evaluated, people can select from a variety

of behavior resources in connection with their illness, for example,
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decreasing activity, resting in bed, using nonprescription drugs, and/or
consulting the 1lay network., These patterns of behavior determine
whether diagnosis and treatment should begin or if the individual should
delay or reconsider any action directed toward the perceived symptoms
(Mechanic, 1978). Thus the study of illness behavior begins with and
involves the study of attentiveness to symptomatology and the perception
of symptoms of illness.

Perception of symptoms of illness. In different cultures, certain

health-related behaviors are accepted and others are not. In some
cultures (i.e. Mexican-Americans, Black-Americans, Filipino-Americans)
it is considered inappropriate to seek medical attention unless the
individual is seriously 111, with the result that many people delay
seeking preventive or early detection measures until their symptoms are
pronounced and incapacitating. Common cultural beliefs held about
health are determined by whether a person can go to work, 1live
independently, and meet personal and family needs. This perception of
health and illness can be considered valid cross-culturally. It is true
in Middle-Eastern communities, where a person is considered healthy as
long as his functional ability is not altered. People usually tend to
underemphasize the importance of symptoms that are perceived as neither
serious nor incapacitating, especially if these symptoms do not
interfere with their public and private lives (Suchman, 1964, 1965a).
Persons are more likely to take action for symptoms that disrupt
their wusual functioning (Hennes, 1972). Persons experiencing such
changes then engage in attempts to make sense of their experience and
test various hypotheses about the seriousness and possible causes of

those symptoms (Mechanic, 1972)., Mechanic (1978) has suggested that ten
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factors characterize reactions to illness and further influence the
likelihood that a person will seek help for a health problem. These
factors are:

1) visibility, recognizability, or perceptual salience of
deviant signs and symptoms, 2) the tolerance threshold of
those who are exposed to and who evaluate the deviant signs
and symptoms, 3) the extent to which symptoms disrupt family,
work, and other social activities, 4) the frequency of the
appearance of the deviant signs or symptoms, their
persistence, or their frequency of recurrence, 5) the extent
to which the symptoms are perceived as serious, 1i.e., the
person's estimate of the present and future probabilities of
danger, 6) available information, knowledge, and cultural
assumptions and understandings of the evaluator, 7) basic
needs that lead to denial, 8) needs competing with illness
responses, 9) competing possible interpretations that can be
assigned to the symptoms once they are recognized, and
10) availability of treatment resources, physical proximity,
and psychological and monetary costs of taking action
(included are not only physical distance and costs of time,
money, and effort, but also such costs as stigma, social
distance, and feelings of humiliation). (pp. 268-269)

Furthermore, Zola (1966) has suggested that there are at least two
ways 1n which symptoms usually defined as indicative of illness in one
population can be 1ignored in another. First, an estimate of the
prevalence of a condition may be misleading, especially if the
corresponding symptoms are so common within a population that they are
not considered symptomatic. Second, the form taken by the illness may
depend on the dominant value orientation of the culture. In regions
where a disease 1s endemic, for example, phenomena considered to be
symptomatic of a disease may be reported as a sign of health or without
medical significance (Lieban, 1973). Among the Thonga of Africa,
infestation with intestinal worms is so endemic that people have adapted
to it and even consider it to be necessary for digestion (Ackerknecht,
1946). Pinta  (dyschronic spirochetosis) 18 so common among

North-Amazonian Indians that the anatomically sick and disfigured are
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regarded as normal while the few normals, in the biological sense, are
regarded as pathological to the point of being excluded from marriage
(Ackerknecht, 1946). The same is true of Yap Islanders (Lieban, 1973;
Saunders, 1954). Some Mayan Indians 1in Guatemala regard worm
infestation as a fairly normal condition, recognizing it as a problem
only when the worms cause vomiting or choking (Lieban, 1973).
Schistosomiasis has been endemic in the Nile Valley for centuries
(Adams, 1953). Since Egyptian villagers believe that 1illness 1is
associated with pain, bilharziasis and certain other parasitic
infections are not considered to be illnesses or to require treatment
(Lieban, 1973; Read, 1966).

Similar variations are present in other groups and cultural
contexts. For example, Clark (1959) has described how Mexican-Americans
view various life situations and symptoms as health problems in contrast
to physicians, who do not regard these problems with similar seriousness
and alarm. On the other hand, health problems which are ignored and
undefined often are seen by physicians as serious. For example, a child
with "sad eyes" or one who '"didn't sleep enough" may be taken for
medical treatment whereas one with diarrhea, a common condition in the
population, might not be considered particularly 1i11l.

Perceived seriousness of symptoms is an important determinant of
the form of illness behavior. 1In a study by Koos (1954), respondents
representing three social class levels were asked to indicate whether
each of a selected list of readily recognizable symptoms was significant
and should be called to the attention of a doctor. Recognition of the
importance of the symptoms was uniformly high among the upper-class

(Class I) respondents. Middle-class (Class II) respondents in general
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showed a marked indifference to most symptoms. For example, Koos found
that although lower back pain was an almost universal condition among
lower-class (Class III) women, it was not recognized as symptomatic of a
disorder but was accepted as part of their everyday existence.

In a 1960 study, Apple interviewed a sample of 60 lay persons
living in the Boston metropolitan area regarding a series of brief
descriptions of health problems. The participants were asked whether
they thought the person depicted in each description was sick and what
action should be taken to resolve the health problem. She reported that
the kind of health problem which respondents considered to be illness
were those of recent onset and those which interfered with wusual
activities (Apple, 1960).

Banks and Keller (1971), in a study examining symptom perception
and reactions to symptoms, presented respondents who were residents of
metropolitan areas of Columbus, Ohio with a 1list of 29 symptoms. The
highest health concern scores were for symptoms such as loss of blood,
together with symptoms known to have an association with specific
diseases, such as a lump in the breast or pain in the chest.

Andersen, Anderson, and Smedby (1968) compared samples in Sweden
and the United States to determine responses to 15 symptoms of disease.
They reported that the proportion seeing a doctor for these health
conditions tended to increase as family income, education, and
occupational rank increased.

Mitchell (1983), in a study of concepts of disease in Jamaica, also
reported that bleeding and pain were two signs invariably interpreted as
indications of disease. Anderson (1983) reported that Filipinos often

do not react to symptoms of illness until they have become quite



- 22 -

advanced and the patient is suffering severe pain or falls unconscious.
Suchman (1965a), selecting a subsample from a larger survey done in New
York City, reported that pain was clearly the most important initial
sign that something was wrong and was mentioned by two-thirds of the
respondents. Considerably 1less important were fever and chills and
shortness of breath. Symptoms reported were usually severe, continuous,
incapacitating, and unalleviated.

These reports emphasize that the individual's reaction to illness
depends on the type of symptom and its severity. In other words, the
more the symptoms appear to be serious and interfere with the
individual's ability to carry on usual activities, the more likely it is
that the individual experiencing these symptoms will become concerned
about their presence and take action for relief.

Reaction to symptoms of illness. The nature and quality of

symptoms play an important role in an individual's perception of the
seriousness of the disease and also in the individual's readiness to
take action in response to the perceived symptoms. Another major
influence in this area 1is the impact of cultural beliefs. Cultural
influences can be seen clearly in studies in which ethnic origin has
been found to be highly related to the perception and interpretation of
symptoms, to the corresponding reaction, and to the context of disorder.

Zborowski's classic study (1952) investigating ethnic reactions to
pain in a New York City hospital showed that, while Jewish and Italian
patients responded to pain in an emotional fashion and tended to
exaggerate pain experiences, "old Americans" were more stoic and
objective and the Irish more frequently denied pain. Zborowski also

noted a difference in the attitudes underlying Italian and Jewish
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concerns about pain. While the Italian subjects primarily sought relief
from pain and were relatively satisfied when such relief was obtained,
the Jewish subjects were mainly concerned with the meaning and
significance of their pain and the consequences of pain for their future
welfare and health.

Sternback and Tursky (1965) studied the degree to which tolerance
of electric shock in female subjects depended upon ethnic status. They
found that women of o0ld American origin had the highest threshold,
followed by subjects of Jewish, Irish, and Italian background,
respectively. This psychophysical and autonomic difference was
explained by attitudinal differences among the four groups. Americans
tended to have a matter-of-fact attitude toward pain while the Italians
showed a present-time orientation and focused on its 1immediacy. The
Jewish were future-oriented and thus resembled the American and Irish
groups in their attitudinal reactions to pain.

Zola (1966) studied the complaints presented by Italian and Irish
patients in an outpatient clinic. Focusing on a limited set of medical
diagnoses, he found that 1Italians presented a significantly more
elaborate description of their symptoms and had more somatic complaints
than did the Irish. Furthermore, while the Irish denied that their
symptoms had any effect on their relations with other people, the
Italians characteristically reported the disruption of interpersonal
relations and more physical debility as a major part of their
complaints.

Croog (1961), wusing the Cornell Medical Index, analyzed the
responses of U.S. Army inductees in terms of their ethnic origin. He

reported that soldiers of Italian or Jewish background recorded the
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highest median numbers of total symptoms and that their scores were
significantly higher than those of inductees of Irish, British, or
German origin. Furthermore, Suchman (1964), in a study comparing Black,
Puerto Rican, and White ethnic groups, found significant variations in
knowledge about disease, attitudes toward medical care, and behavior
during illness and interpreted these differences as being related to the
form of social organization found within the ethnic group.

Pilowsky and Spence (1977) compared three ethnic groups 1in
Australia: Greeks, Anglo-Greeks (first-generation Greeks), and
Anglo-Saxons. Responses to an illness behavior questionnaire indicated
that the Greeks showed greater hypochondriacal concerns, were more
likely to suspect the presence of serious physical disease, and regarded
illness more somatically. Anglo-Greeks were more similar to Greeks in
their hypochondriacal attitudes and less similar in their psychological
perception of illness. The study also showed that relationships
observed between ethnicity and illness behavior were, to some extent,
dependent upon age and sex.

Saunders (1954) has described the differences between Anglos and
Spanish-speaking persons in the American Southwest in attitudes and
responses toward illness and in the use of medical facilities. Whereas
the Anglos preferred modern medical science and hospitalization for many
illnesses, the Spanish-speaking people relied on self-treatment and on
an extensive lay referral system, seeking advice from family members and
neighbors, family care, and support before seeking professional medical
care (whether folk or cosmopolitan).

Action taken: Help-seeking and importance of lay consultation.

Taking action 1is an aspect of 1illness behavior that includes such
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activities as self-treatment, lay consultation (seeking advice and
information from family and friends), and actual help from
professionals. It 1s an activity directed toward the relief of the
signs and symptoms perceived important by the individual. 1In other
words, it 1is the process that persons take along various paths while
seeking help (Mechanic, 1978). However, very little is known about the
ways people use their friends and acquaintances in attempting to cope
with distress.

Friedson (1960, 1961) has pointed out that patient behavior
involves many different behaviors and attempts to deal with the
condition. This whole process of seeking help involves a network of
potential consultants, from the informal contacts within the nuclear
family or significant others to the professional. The person may first
try home remedies, casually discuss the problem with family, neighbors,
friends, and fellow workers, and then explore various alternative
explanations for the way he 1is feeling. The point is to determine
whether or not one actually is 1ill and what to do about it. These
networks are termed the lay referral structure. The form and content of
such a network is an important determinant of whether an individual is
encouraged or discouraged from seeking professional health care.

Weaver (1970) described a general pattern among Spanish-Americans
of the Southwestern United States which illustrates the use of lay
referral. When 1illness occurs, members of the nuclear family of the
afflicted individual are the first to perceive, evaluate, and validate
the situation. After that, if the symptoms are severe and/or
persistent, the family turns for consultation and minor medication first

to the kin group, then to neighbors and important persons within the
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community, and finally to an indigenous healer or scientifically trained
practitioner.

Blackwell (1967) asked healthy upper-middle-class adults about
their responses to a symptom such as rectal bleeding. The most common
response given was that they would first attempt to find the cause of
the symptom and attempt to relieve it on their own. If this failed,
they would then seek professional intervention. In addition, Blackwell
reported that the major precipitating factor for seeking help was the
unknown quality of something perceived to be abnormal, that most
respondents indicated that the time elapsed before seeking professional
care was less than one week, and that the person mentioned the condition
to another, who was usually the spouse.

Suchman (1965b) found that three-quarters of his respondents
reported that they discussed their symptoms with some other person
(usually a relative) before seeking care. Suchman believed that such
discussions resulted in "provisional validation" for the sick person,
which permitted release from responsibilities and permission to seek
medical care.

In a study involving a sample of 100 middle-income Anglo-American
patients, Hautman and Harrison (1982) reported that self-treatment for
common health problems was prevalent for conditions such as
constipation, headaches, piles or hemorrhoids, sore throat, and runny
nose. In contrast, conditions for which individuals tended not to
self-treat were high blood pressure, lumps, and unexplained weight loss
of ten pounds or more. Vincent (1963) observed that people often see a

doctor too late or without reason, largely because of the ways in which
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their symptoms were originally perceived and evaluated by the

unafflicted family members or friends.

Summary

The literature review focused on sociological and anthropological
studies that described the relationship between sociocultural factors
and selected aspects of illness behavior, including (a) the perception
and reporting of symptoms, (b) knowledge about the causes of various
diseases, (c) different actions taken, (d) lay consultation and
help-seeking, and (e) willingness to consult a health professional. It
also covered different reactions to pain, the style of pain expressionm,
and the meaning attached to the sensation of pain 1in samples
representing different ethnic groups.

These studies used different methodological approaches, for
example, quantitative assessment and comparative responses of health
calendars and diaries, hypothetical situations, participant observation,
and interviews.

The review of the literature also portrayed what different cultures
thought of illness, the symptoms they perceived as serious, how they
reacted to the symptoms of their illnesses, what type of actions they
took in the process of their help-seeking, and how they decided to seek
medical treatment. Findings correlated class, education, ethnicity, and
other social factors to illness responses.. The significance of cultural
differences among patients was also emphasized. The literature suggests
considerable variation in illness behavior among ethnic groups.

Although many different ethnic groups have been the subject of

investigation by different researchers, Arab-Americans and other
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Middle-Eastern ethnic groups have not been given as much attention in
relation to their health and illness patterns. There is little or no
research literature on the health beliefs of Arabs or Arab-Americanms.
Needed in this area is research that investigates the extent to which
their cultural patterns and beliefs influence health and 1illness
behaviors.

The present study was conducted to describe the illness behavior of
Arab-American patients, their perceptions and responses to symptoms of
illness, and their help-seeking behavior. The study further examined
their own explanatory models in relation to illnesses, beliefs about
causation, and decisions to seek help. To carry out the purpose of this
study, a conceptual framework was needed that explains the relationships
between sociodemographic and illness characteristics, symptom
perception, health beliefs, explanatory models, and action taken from a
cultural perspective. This conceptual framework was viewed as the
primary means by which conceptual linkages would be identified and the
means by which findings could be explained in a broader theoretical

perspective.
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CHAPTER III

THEORETICAL FRAMEWORK

This chapter discusses and presents the theoretical basis of the
study and delineates the research questions. The conceptual framework
derives from the health belief model and Kleinman's explanatory model.
It addresses major concepts 1in 3illness behavior and help-seeking
behavior from a cultural perspective.

The literature reviewed in the previous chapter showed that how an
individual deals with illness 1is heavily influenced by social and
cultural factors affecting the group to which the person belongs
(Kleinman, Eisenberg, & Good, 1978). These factors include cultural
beliefs about health (Fabrega, 1972; Friedson, 1970; Mechanic, 1962,
1978. Mechanic and Volkart (1961), Rosenstock (1966), Suchman (1964,
1965b), and Zola (1964, 1966) identified different components of illness
behavior. They were perception of symptoms, which is influenced by the
frequency of an illness in a given population and the extent to which
symptoms are salient, recognizable, and persistent; evaluation of
symptoms, in which the person addresses the amount of threat likely to
result from the illness as well as the predictability of the outcome of
the illness; and action taken, the different alternatives including use
of health services, self-treatment, and lay consultation. Because group

pressures or expectations may lead a person to deny some symptoms or to
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seek immediate treatment for others (McKinlay, 1972), a study of illness
behavior must begin with perception of symptoms and reactions to them.
Such a study should describe the process by which an individual decides
that a series of bodily discomforts labeled symptoms is worthy of
attention and for which action should be taken by seeking lay and/or
professional help.

The purpose of this study was to describe the illness and
help-seeking behavior of Arab-Americans in terms of their culturally-
based system of health beliefs. Such a cultural emphasis accents the
perceptions of serious symptoms of illness and underlines reactions and
actions taken at the time of onset of these symptoms, which includes lay
consultation (help and advice from significant others) and home remedies
practiced until such time that professional help is sought.

In order to investigate these variables among Arab-Americans, a
theoretical framework interrelating these concepts from a cultural
perspective was needed. After careful review of the social-
psychological models that explain illness and help-seeking behavior, the
health belief model and Kleinman's explanatory model were found to be
most relevant. They were chosen as the framework for this study.
Concepts were derived from these two models, and an eclectic model of
illness and help-seeking behavior was constructed (Figure 1). This
model's presentation will follow the presentation and description of

both the health belief model and the explanatory model.

The Health Belief Model

The health belief model (HBM) was formulated between 1950 and

1960 by Hochbaum, Kegeles, Leventhal, and Rosenstock, a group of social
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psychologists attempting to deal with public health problems from the
perspective of prevention rather than the disease itself (Rosenstock,
1966). The HBM relates psychological theories of decision making (which
attempt to explain action in a choice situation) to an individual's
decision about alternative health behaviors (Maiman & Becker, 1974).
Rosenstock (1966) has attributed the origins of behavior motivation
theory that underly the HBM to Lewinian theory of goal setting. This
theory hypothesized that behavior depends mainly upon two variables:
1) the value placed by an individual on a particular outcome and 2) the
individual's estimate of the likelihood that a given action will result
in that outcome. This behavior depends totally on the perceiver's own
subjective estimate of the likelihood of success or failure, which in
turn determines what will be done (Kirscht, 1974).

The HBM explains why and under what conditions people take actions
to prevent, detect, and diagnose disease (Rosenstock, 1966). The
elements of the traditional HBM are displayed in Figure 2. They include
the individual's perceptions of susceptibility to a disease, the
severity of the disease, and the benefits and costs assoclated with
paths of action that could be taken to prevent the disease (Becker,
1974).

The HBM explains that in order for an individual to initiate a
specific health behavior to avoid a disease, the following must be
believed:

1. One is susceptible to a condition when he perceives the risk

of contracting an illness (perceived susceptibility).

2, The occurrence of the disease would moderately affect some

component of one's life (perceived seriousness). It is the
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individual's perception of the severity of the illness or
related complications and the impact of 1its effects on his
life. The degree of seriousness can be judged both by the
degree of emotional arousal created by the thought of a
disease as well as by the kinds of difficulty the individual
believes a given health condition will create (Robbins, 1962).

3. Taking a particular action would in fact be beneficial in
reducing susceptibility to the condition or, if the disease
does occur, by reducing its severity. Such action should not
involve 1important psychological barriers such as cost,
inconvenience, pain, or embarrassment (perceived benefits of
taking action and barriers to taking action).

These perceptions are affected by diverse demographic, structural,
and sociopsychological variables (modifying variables), and vary from
individual to individual. In addition, a '"cue" or triggering mechanism
is necessary for initiating the appropriate health behavior. This cue
can be internal (e.g. perception of a symptom) or external
(e.g. interpersonal interaction). The intensity of a cue required to
lead to action is presumed to vary with the level of psychological
readiness to act (Davidhizar, 1983) Demographic, sociopsychological,
and structural variables are also considered to be important as they
affect both 1individual perceptions and the perceived benefits of
preventive actions (Rosenstock, 1974).

Since its development, certain modifications of the HBM have been
made, which include a health motivation component and indication of some
of the presumed relationships among health beliefs and other

sociodemographic determinants of health behavior (Weisenberg, Kegeles, &
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Lund, 1980). Health motivation refers to an individual's degree of
interest in and concern about health matters. One dimension of such
motivation 1is the desire to attain or maintain a positive state of
health and to avoid a state of illness (Mikhail, 1981). Although the
model originally was formulated to explain preventive health behavior,
it has been expanded to explain illness (Becker, 1979; Kirscht, 1974),
sick-role (Becker, 1974), and compliance (Becker, Drachman, & Kirscht,
1972) behaviors.

The HBM has served as a framework for a significant number of
studies. In the area of preventive health behavior it has provided
theoretical justification for the use of penicillin as prophylaxis for
heart disease (Heinzelman, 1962), vaccination against flu (Leventhal,
Hochbaum, & Rosenstock, 1960), seeking dental care (Gochman, 1971;
Kegeles, 1963a, 1963b), obtaining Pap smears (Kegeles, 1969), and
performing a variety of other preventive health activities (Aho, 1977;
Hallal, 1982; Harris & Guten, 1979; Langlie, 1977; Leavitt, 1979;
Weisenberg, Kegeles, & Lund, 1980). In the area of sick-role behavior,
it has been applied to medication compliance (Becker, Drachman, &
Kirscht, 1974; Hershey, Morton, & Davis, 1980; Taylor, 1979), weight
loss (Becker, Maiman, Kirscht, Haefner, & Drachman, 1977), and asthma
(Becker, Radius, Rosenstock, Drachman, Schuberth, & Teets, 1978).

The different researchers that investigated the relationship
between the major concepts of the HBM and a health-behavior outcome,
whether preventive, illness, or sick role, showed that a particular
action (e.g. chest X-ray for the detection of tuberculosis) was a
function of perceived susceptibility and perceived benefits among adults

(Hochbaum, 1956). Presence of symptoms and mothers' beliefs about the
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threat caused by disease and beliefs about the benefits of medical care
were found to interact with situational demands and constraints in
relation to actions taken by mothers who brought their children for
treatment (Kirscht, Becker, & Eveland, 1976). Also, the mothers'
general health beliefs were correlated to their tendency to seek care
for their symptomatic child as compared to other dimensions of the HBM
(Becker et al., 1972). Perceived severity proved to be an important
factor 1in seeking pediatric emergency service (Kahn, Anderson, &
Perkoff, 1973). A fear-arousal cue had a marked effect on mothers'
notions of perceived susceptibility, seriousness, and benefits of
compliance for their children (Becker et al., 1977).

The findings of these studies generally support the importance of
the concepts which form the HBM (perceived susceptibility, perceived
seriousness, perceived benefits of taking action, barriers to taking
action, and health-related behaviors). While none of the studies
confirm the interaction of all of the components explaining and
predicting certain health-related outcomes, each of those components,
individually, has produced consistent findings 1in the predicted
direction which, when considered together, provide strong support for
the model (Becker, 1979).

As already indicated, the HBM is a major theoretical approach to
health beliefs. The perceived seriousness, susceptibility, and personal
threat of the illness and perceived therapeutic value of the treatment
are primary variables in predicting readiness to engage in health-
related behavior (Rosenstock, 1966). The HBM depends mainly upon the
individual's perception of threat and value of treatment. However, it

fails to identify cultural health beliefs (Kasl, 1974). For example,
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how does a person evaluate the perceived threat of illness or its
perceived seriousness based on his cultural beliefs and background
(Binn, 1980)? 1In this area, the explanatory model accentuates the

importance of the cultural components of health beliefs.

The Explanatory Model

An individual's health beliefs, perceptions, and expectations of an
illness are complex. They are shaped by cultural beliefs and social
factors. In terms of illness, the impact of cultural beliefs and values
can influence an individual's ethnomedical perceptions of 1illness and
the resultant illness and help-seeking behaviors.

Kleinman, Eisenberg, and Good (1978) referred to this influencing
process as the constryction of clinical reality. Within a clinical
reality, the patient's cognitive content (a particular view of what is
wrong together with feelings, values, and expectations about the type
and style of treatment and goals for effective care) 1is organized to
form what the authors identify as an Explanatory Model (EM) of illness.

The EM contains explanations of any or all of five 1issues:
(a) etiology, which deals with the exact cause of the sickness or
knowledge regarding the cause, (b) time and mode of onset of symptoms in
the form of changes noted in a person's condition, (c) pathophysiology,
which includes a description of the nature of the sickness or how it
affects the functional and structural parts of the body, (d) course of
sickness, which includes type and degree of severity, and (e) treatment,
which is the type of management and care a person needs to combat the

sickness (Kleinman et al., 1978). In order to elicit a patient's EM, a
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questionnaire was developed by Kleinman and colleagues (1978). It
included the following questions:

1. How did you decide that this was a health-related problem?

2, What do you think caused 1it?

3. What did you think might happen if you did nothing about it?

4, How would you describe the effect of this problem on (a) your

body, (b) your usual activity?

5. Where did you go for help and why?

6. Why did you choose this particular treatment?

7. How effective do you think the treatment was?

Kleinman (1978) suggested that each member of a culture carries an
EM of illness that is typical of the culture and defines the nature of
the 1illness, its appropriate treatment, and the kind of relationship
within which treatment can take place. The EM describes the mechanisms
by which culture influences decisions about treatment and evaluations of
it. The model further suggests that patients come to the treatment
setting with their own system for classifying and wunderstanding
diseases.

The EM sheds 1light on the influence of cultural values on
perception, 1labeling, and presentation of symptoms, health-seeking
behavior, doctor/patient communication, and lay evaluations of
therapeutic outcomes. In other words, the ethnomedical perceptions of
illness and the resultant behavior are clarified by the model (Kleinman
et al., 1978).

Furthermore, an ethnomedical EM plays a major role in illness and
help-seeking behavior by which patients, in the context of family or

social network, decide among available treatment alternatives (Kleinman,
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1978). The EM also helps determine adherence to the medical regimen and
subsequent use of alternative health services. It also may influence
patients' evaluations of treatment and may produce situations in which
lay and professional evaluations conflict (Cay, Philip, Small, Nielson,

& Henderson, 1975).

A Model Explaining Illness Behavior and Help-seeking Behavior

from a Cultural Perspective

In this model, inclusion of some of the concepts of the HBM as well
as the EM is appropriate. Illness behavior is viewed as an emergent of
the interacting beliefs that form the HBM. It is defined as the way in
which a person deals with pain, discomfort, or other signs of organic
malfunctioning (Wu, 1973). Unlike health behavior, it is triggered by a
sign of illness (presence of symptom, symptom perception) rather than by
anticipation of perceived susceptibility (Becker, 1979; Kirscht, 1974;
Wu, 1973). 1Illness behavior, therefore, begins with the individual's
perception of an altered state. Since the eclectic model provides a way
of describing illness and help-seeking behavior which 1is initiated by
the presence of a symptom, 1ts perception heightens the perceived
seriousness, which is a threat to the individual based on the type and
severity of symptoms experienced.

The perceived benefits can be integrated into actions which can be
further extended into help-seeking such as lay help in the form of
advice and home remedies, personal help (home remedies), and/or
professional help. Consequently, a decision to take an action in the
presence of symptoms depends on three areas of patient illness beliefs:

(a) the perception of the presence of symptoms (perceived susceptibility
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to disease), (b) belief that the symptom(s) is serious (perceived threat
of disease), and (c) belief that one will benefit from taking action.

Although symptoms occur in people all the time, diverse
demographic, personal, structural, and social factors will affect
interpretations, which varies widely by age, sex, race, ethnic group,
level of education, and socioeconomic status. These factors, in turn,
are assumed to affect the individual's health motivations and
perceptions, although they are not considered direct causes of health
actions (Banks & Keller, 1971; Becker, 1979; Mechanic, 1972).

Hochbaum's study (1956) showed that socioeconomic status (education
and income) and the combination of beliefs in susceptibility and
benefits were associated independently with having taken voluntary chest
X-rays in the absence of symptoms. Also, there is some evidence that
health is more important to individuals with higher social status than
those with lower socioeconomic status. Koos (1954) reported that the
lower the social class, the less likely a specified symptom was seen as
requiring medical attention. Also, according to McBroom (1970), members
of the lower class are more likely to suffer a variety of symptoms than
those with higher status. In addition, according to Rosenstock &
Kirscht (1979), people low on the economic scale tend to use more lay
referral systems and use them more frequently than professional
referral. Based on these findings, these might be influenced in a way
by the kind of living arrangement and the presence of significant others
who might be of help to the individual.

This investigator believed it was necessary to examine the
relationship which exists between each component of the sociodemographic

variables (age, sex, level of education, number of years in the U.S.,
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country of origin, and religion) and illness characteristics (type and
duration of disease) and perception of symptoms. It was also important
to examine the relationships which exists between the same socio-
demographic variables and type of action taken (help-seeking: lay help,
personal help, and professional help). 1In addition, it was considered
important to investigate the relationship between country of origin,
type of occupation, living arrangements, and type of action taken.

A number of studies have emphasized the association between ethnic
origin and perception and interpretation of symptoms (Croog, 1961;
Zborowski, 1952; Zola, 1966). Many others demonstrated similar
variations across different cultures and ethnic groups (Clark, 1959;
Croog, 1961; Saunders, 1954; Suchman, 1964).

Illness behavior is a normative experience governed by cultural
rules (Segall, 1976b). Therefore, in addition to individual beliefs
about the perception of symptoms experienced, the individual's cultural
beliefs, approved ways of being 1ll, explanatory model of clinical
reality, and how one's illness situation is perceived and explained will
activate or enhance the individual's perception of symptoms and,
consequently, the actions taken toward the alleviation of the symptoms
experienced. Unfortunately the HBM, despite i1dentifying race and
ethnicity as modifying factors, does not focus precisely on the cultural
component and cross-cultural variations in how disorders are defined and
dealt with.

This research considered the cultural influences on common concepts
of illness among Arab-Americans and the culturally-based system of
health beliefs which underlies their strategies for decision-making and

assists them with labeling, evaluating, and managing an illness and the
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problems created by it. In this respect, the patient's explanatory
model of clinical reality was needed to amplify the missing cultural
component in the HBM. This helped to explain the reasons a patient may
have had for different behaviors related to illness and also was useful
in understanding the ways in which people make sense of illness in
cultural terms.

The final factor and outcome variables of this study (action taken
and help-seeking behavior) were examined in light of the patient's own
explanatory model of clinical reality in terms of causes of illness,
perception of the effects of illness by Arab-Americans, most prominent
complaints presented by Arab-American population, description of
complaints, type of advice received, and home remedies practiced for

treatment to manage problems created by an illness situation.

Research Questions

Based upon the rationale presented above, the following research
questions have been formulated.

Major research question

What 1is the 1llness behavior and help-seeking behavior of
Arab-Americans?

Subquestions

1. Which symptoms are perceived as important and needing medical
attention by Arab-American patients?

2, What are the most prominent complaints presented by the
Arab-American population?

3. How would Arab-Americans describe their complaints?
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4, What are their cultural beliefs regarding the causes of their
illnesses?

5. How do Arab-Americans perceive the effects of their illnesses?

6. What are the different actions taken by Arab-Americans in
response to symptoms perceived to be important?

7. What are the types of home remedies practiced for treatment to
manage problems created by an illness situation?

8. Who do Arab-Americans contact for advice and consultation in
case of illness?

9. Is there a relationship between age, sex, level of education,
number of years in the United States, country of origin, religion, type
and duration of disease, and symptom perception?

10. Is there a relationship between country of origin, type of
occupation, living arrangements, and action taken?

11, What subset of independent variables discriminates the patient
who seeks advice (lay consultation) and practices self-treatment and
home remedies (Group 1) and the patient who does not (Group 2) before

seeking professional help?

Operational Definitions

Arab-Americans: Those persons with an Arabic name who were born

in an Arab country and migrated to the U.S., or whose parents were born
in an Arab country and who consider themselves of Arabic origin (Lipson
& Meleis, 1983).

Illness behavior: Those processes by which symptoms are

recognized and help-seeking initiated; the ways in which given symptoms

may be differentially perceived and interpreted, evaluated, and acted
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upon by individuals, including the activities taken to find relief (Kasl
& Cobb, 1966; Mechanic, 1978).

Symptom perception: The ability to discriminate the perceived

severity of a medical symptom in terms of requiring medical attention.
Help-seeking: The course of health action taken in order to find
relief for the symptoms experienced.

Lay consultation: The interactions with significant others for

consultation and advice in relation to symptom perception and its
relief.

Thus the purpose of this study was to examine the relationships
that exist among sociodemographic variables, illness characteristics,
and perception of symptoms, and consequently the type of action taken
among Arab-Americans. Based on the conceptual framework, the research
questions were derived and the operational definitions, methods of data

collection, and data analysis were determined.
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CHAPTER IV

METHODS OF DATA COLLECTION AND DATA ANALYSIS

The purpose of this chapter is to describe the research design
utilized for the study, the characteristics and nature of the sample
selected, the research instruments used and their translation into

Arabic, and the approaches for data gathering and data analysis.

Design

This study was conducted wutilizing a retrospective descriptive
survey approach. Its main objective was to identify and describe the
perceptions and responses to symptoms of illness of Arab Americans who
visit a health care facility. The study further described the patients'
own explanatory models in relation to their illness episodes, their
beliefs about etiology, onset of symptoms, and pathophysiology, and
their culturally influenced decisions about treatment. This information
was derived from actions taken during the course of the illness, e.g.
self-treatment, advice and help from significant others, and the actual
decision to utilize professional health care services.

Because no research exists on the 1illness behavior of Arab
Americans, a collection of descriptive empirical data which describe
events and relationships as they exist naturally (Polit & Hungler, 1983)

would add to the existing body of knowledge. No attempts were made to
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introduce something new or to manipulate, modify, or control the

situations being studied (Isaac & Michael, 1980).

Setting

The subjects were obtained between September 1982 and September
1983 from outpatient and inpatient settings at San Francisco General
Hospital (a city and county hospital) and University of California
Hospitals and Clinics (two acute care hospitals and an ambulatory care
center). These two health care facilities were selected because they
both serve a large Arab-American clientele.

An approximation of the total percentage of the Arab population
visiting the health care centers was estimated through the 1982
statistics of University of California Hospitals and Clinics and through
a meeting with the Director of Medical Records Service at the University
of California Hospital and Clinics. The estimated number of patients
admitted to Moffitt and Long Hospitals (1982 statistics) in 1982 was
19,500. The total number of patients visiting the ambulatory care
center at the University of California, San Francisco was estimated to
be 193,193, Statistical data on hospital admissions showed that
73 percent were classified as White, 8.51 percent were classified as
Black, 6.87 percent were classified as Hispanic, 5.09 percent were
classified as Asians, .23 percent were classified as Native Americans/
Eskimos, 4.15 percent were classified as Others, and 2.11 percent were
classified as unknown.

The percentage of Arab-Americans being admitted to the inpatient
setting of the University of California hospitals would fall between the

classification of Others and Unknown (6.36%), which is very close to the
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Hispanic population. According to the number of subjects accessed for
this study, the estimated percentage of Arab-Americans being admitted to
the hospitals is approximately .l percent.

According to another source of information covering statistical
estimates for 1982, comprising the total population of patients (both
inpatients and outpatients) cared for at San Francisco General Hospital
and outpatient clinics of the University of California, San Francisco
Hospitals and Clinics, the total population number was estimated to be
461,000. The number of Arab-American patients obtained through the list
of names as potential subjects was 1800, .4 percent of the total
population. This percentage did not include pediatric, obstetric, or
gynecological patients or patients visiting other speciality clinics.

The outpatient settings comprised several different clinics:
gastrointestinal, infectious diseases, tropical medicine, ear nose and
throat, orthopedics, cardiac, chest, ophthalmology, surgery, medical,
diabetic, hypertension, medical screening, dermatology, allergy. The
inpatient settings comprised neurosurgery, kidney transplant, medical,

orthopedics, and surgical units.

Characteristics of the Sample

Criteria for subject selection. Patients with Arabic last names

seeking health care in the various outpatient and inpatient settings of
the two facilities characterized the sample.
The following criteria were considered in recruiting subjects for

the study:
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1. Arab origin and residing in the United States for at least six

months

2. 18 years of age or older

3. Receiving care in either the outpatient clinics or inpatient

settings of San Francisco General Hospital or the University
of California, San Francisco

4. Arabic or English speaking.

As these clinics do not identify patients by ethnic or national
origin, it was 1m§ortant to check the names of all patients who were
attending the clinics or were admitted to the hospitals, sort out those
names denoting Arab affiliation, and further locate the patients with
Arabic last names in the various clinics. The patients selected were
identified as Arab-Americans by the researcher.

Subjects obtained. A total of 120 patients were located and

approached for possible inclusion in the study. Two patients dropped
out after one-half hour at the start of the interview. These patients
were in a hurry to leave and had other commitments. Sixteen other
patients who were recognized as being Arab-Americans, judging from their
Arabic last names, were later found to be of different nationalities
when approached by the researcher. These patients were from Iran,
Pakistan, India, Afghanistan, Fiji Islands, and Ethiopia.

One hundred two patients were interviewed for this study. These
patients had chronic or acute conditions. Of these, 16 (15.7%) were
inpatients and were hospitalized in the following units: kidney
transplant, medical, surgery, neurosurgery, and orthopedic. Eighty-six
(84.3%) were outpatients being treated in the following clinics:

cardiac, chest and allergy, gastrointestinal, ear, nose and throat,
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dermatology, hypertension, surgery, orthopedic, wurology, medical
screening, general medicine, infectious diseases, and ophthalmology.

Demographic characteristics. The 102 patients interviewed in this

study ranged in age from 18 to 82 years, with a mean age of 40.5 and a
standard deviation of 15.17. Table 1 shows that 84 (82.47%Z) of the
subjects were outpatients. The subjects were evenly distributed among
the age categories, with a slight majority in the 26-33 year group. Of
the patients, 67 (65.7%) were male; 69 (67%) were married.

Table 2 shows that 59 (57.87%) were Christian and 40 (39.2%) Moslem.
Of the Christians, 29 (49.1%) were Catholic and 26 (44.1%) were
Orthodox. The majority of patients were from Palestine (n = 42, 41.2%);
six (5.8%) were born in the United States.

The primary reason for coming to the United States was immigration
(n = 45, 44.1%). The length of time in the United States ranged from 0O
to 69 years, with a mean of 8.5 years and a standard deviation of 9.5.
The majority of subjects lived in San Francisco (n = 78, 76.4%); three
(2.9%) lived in the valley. The rest lived in the East Bay and on the
San Mateo peninsula.

Table 3 shows that educational level of the sample ranged from no
education to a doctoral degree. Twenty-seven (26.47%) completed high
school and three (2.9%) has a doctoral degree. The major occupation
reported by the subjects in this study was that of housewife (n = 24,
23.5%). Sixteen (15.67%) were students, 16 (15.6%) were in skilled,
semi-gkilled, or wunskilled 1labor, and six (5.5%) were major
professionals.

As to living arrangements, 54 (52.9%) lived with their spouse and

children and only four (3.9%) lived with friends. The number in the
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household ranged from 1 to more than 5 members. In 39 (38.2%) of the
families the number in the household was 4 and in 16 (15.6%) the number

in the household was more than 5 members (Table 3)

TABLE 1

Distribution of Status, Sex, Age, and Marital Status
Among Subjects

(n = 102)
Variable Categories Number Percentage
Status Inpatient 16 15.7
Outpatient 86 84.3
Sex Male 67 65.7
Female 35 34.3
Age 18-25 19 18.6
26-33 21 20,6
34-41 15 14.7
42-49 17 16.6
50-57 16 15.7
58-82 14 13.7
Marital Status Single 28

Divorced 3

27.4
Married 69 67.0
2.9
Widowed 2 1.9
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TABLE 2

and Reason for Coming to U.S. Among Subjects

(n = 102)
Variable Categories Number Percentage
Religion Christian 59 57.8
Catholic 29
Orthodox 26
Maronite 2
Jehovah 1
Baptist 1
Moslem 40 39.2
Atheist 3 2.9
Country of Origin Palestine 42 41,2
Jordan 16 15.7
Yemen 12 11.8
Lebanon 9 8.8
Saudi Arabia 7 6.9
Born in U.S.A. 6 5.8
Iraq 5 4.9
Egypt 4 3.9
Kuwait 1 0.9
City of Residence San Francisco 78 76.4
Peninsula 10 9.8
East Bay 7 6.8
Valley 3 2.9
Other 4 3.7
Reason for Coming
to U.S. Immigration 45 44,1
Work and Study 24 23.5
Join Family 14 13.7
Treatment 9 8.8
Born in U.S.A. 6 5.8
Visit 4 3.9
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TABLE 3
Distribution of Socioeconomic Variables Among Subjects
(n = 102)
Variable Categories Number Percentage
Education No Education 11 10.8
Primary School 21 20.6
Junior High School 13 12.7
High School 27 26.5
Technical/College 17 16.6
Masters Degree 10 9.8
Doctoral Degree 3 2.9
Occupation* Unemployed 9 8.8
Housewife 24 23.5
Major Professional 6 5.8
Lesser Professional 7 6.9
Minor Professional 13 12,7
Clerical/Technical 11 10.8
Skilled, Semiskilled,
& Unskilled Labor 16 15.6
Student 16 15.6
Living Arrangement Alone 8 7.8
Spouse & Children 54 52.9
Extended Family 15 11.7
Friends 4 3.9
Relatives 21 20.5
Number in Household 1 8 7.8
2 12 11.8
3 12 11.8
4 39 38.2
5 15 14.7
More than 5 16 15.6

* Occupational groupings were based on Hollingshead's (1965) categories.
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Table 4 shows the 10 different disease conditions for which the
patients sought professional care. Twenty-one (20.6%) of the patients
had orthopedic conditions, 19 (18.6%) had cardiac conditions, and only 1

(0.9%) had an eye condition.

TABLE 4
Distribution of Patients According to
Type of Disease Condition

Type of Condition/ Number Percent
Clinics Visited

Orthopedics 21 20.5
Cardiac 19 18.6
General Medical 14 13.7
Gastrointestinal 11 10.8
Urology, Kidney 10 9.8
Chest and Allergy 8 7.8
Ear, Nose, and Throat 3 2.9
Dermatology 3 2.9
Hypertension 3 2.9
Ophthalmology 1 .9

Total 102
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Instruments
Both interviewing and questionnaire administration were used.

Initial interview. Respondents were interviewed personally in

Arabic by the 1investigator, except for six who preferred to be
interviewed in English. The initial interview was structured around
questions related to illness and help-seeking behavior (see Appendix B).
The questions evolved from the literature related to the area (Friedson,
1961; Lieberman & Glidewell, 1978; Suchman, 1965a; Zola, 1964). These
questions included a patient's attempts to seek advice and assistance
from significant others about his symptoms, the different suggestions
offered to the patient in the form of advice, treatment, and home
remedies, and the decision to seek professional health care and
professional help. The interview also included a set of questions which
helped elicit the patient's explanatory model of illness and inquired
specifically about the patient's beliefs about the following issues:
the patient's own perception of the cause of his illness, the reasons he
gives to explain the onset of symptoms, his description of the symptoms
and the cause of his illness, his view of the interference of the
symptoms or the disease on his daily life and daily activities, and his
evaluation of his illness condition.

An interview approach was selected in order to explore and describe
illness behavior as being shaped by and emerging from a culturally
influenced system of health beliefs, perceptions, and reactions to
symptoms of 1llness to clarify the personal and social meaning of the
disorder as perceived by the patient, to explore and describe the kind

of help the patient receives from significant others in the form of
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advice and consultation, and to describe self-treatment activities
carried out by the Arab-American patient.

The interview also included the three questionnaires used in the
study: the demographic data questionnaire, the Cornell Medical Index
(Brodman, Erdmann, Lorge, & Wolff, 1949), and Koos' list of symptoms
(1954) (see Table 5). The interview approach was selected to facilitate
the data gathering process and because it created more face-to-face
contact between the interviewer and the respondents.

Demographic data questionnaire. The Demographic Data

Questionnaire (see Appendix C) was designed by the investigator for the
purpose of obtaining pertinent sociodemographic data on the subjects in
this study. The demographic questionnaire asked each subject
information about age, sex, marital status, occupation, 1level of
education, country of origin, living arrangement, number of years in the
United States, and reasons for coming to the United States.
Occupational groupings were based on the categories described by
Hollingshead (1965): major professionals, lesser professionals, minor
professionals, clerical/technical, skilled labor, semi-skilled labor,
and unskilled labor.

Responses were recorded by the investigator on the questionnaire.
It took approximately five minutes to complete the demographic
questionnaire. Reasons for administering this tool were to determine
characteristics of the population studied and ways in which demographic
variables correlated with perceptions of and responses to symptoms of

illness.
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TABLE 5

Questionnaires Utilized for Measuring the
Independent Variable and the Dependent Variable

VARIABLE

INSTRUMENT

PURPOSE

Independent

Demographic: age, sex,
level of education,
occupation, marital status,
years in US

Perception of symptoms

Perception of actual
symptoms and illness
situation

Threat caused by illness

Dependent

Actions taken

- personal help

- lay consultation & help

- utilization of health
care services
(professional help)

Demographic Data
Questionnaire

Koos List of Symptoms

Cornell Medical Index

Interview

Interview

Interview

Descriptive data of
sample studied

Perception of
symptoms that need
medical attention

Help appraise
symptoms of medical
significance
perceived and
experienced by the
particular popula-
tion studied.

Describe in depth
patient's cultural
beliefs in relation
to perception of
symptoms of his/her
actual illness
situation. Onset/
causation/course of
sickness/patho-
physiology

Describe home
remedies practiced
to relieve symptoms
Describe kinds of
advice given by
significant others
in relation to the
episode of illness
Decision to seek
professional health
care
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The Cornell Medical Index. The Cornell Medical Index (CMI) (see

Appendix D), developed by Brodman and colleagues (1949) is a widely used
health status questionnaire consisting of 18 sections with a total
number of 195 questions. The first 12 sections (A-L) deal mainly with
physiological systems. The questions in general refer to a wide variety
of physical symptoms, past medical and family history, and general
health and habits. The last six sections (M-R) are mainly concerned
with psychological symptoms, moods, and feelings. Questions are worded
s0 as to be understood by persons with a reading knowledge of English.

Section A (questions 1-9) refers to the eyes and ears

Section B (questions 10-27) refers to the respiratory system

Section C (questions 28-40) refers to the cardiovascular system

Section D (questions 41-63) refers to the digestive tract

Section E (questions 64-71) refers to the musculoskeletal system

Section F (questions 72-78) refers to the skin

Section G (questions 79-96) refers to the nervous system

Section H (questions 97-107) refers to the genito-urinary system

Section I (questions 108-114) refers to fatigability

Section J (questions 115-123) refers to frequency of illness

Section K (questions 124-138) refers to miscellaneous diseases

Section L (questions 139-144) refers to habits

Section M (questions 145-156) refers to feelings of inadequacy

Section N (questions 157-162) refers to depression

Section O (questions 163-171) refers to anxiety

Section P (questions 172-177) refers to sensitivity

Section Q (questions 178-186) refers to anger

Section R (questions 187-195) refers to tension.
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The questionnaire has two forms, one for men and one for women.
The same questions appear on each form except for Section H, which has
six questions on genito-urinary symptoms. The CMI can be answered in
15-20 minutes, either orally or self-administered. The respondent is
asked to read each statement and circle either a Yes or No response.
Each Yes response indicates that the subject presently has, or has had,
the symptoms or disorder indicated. The individual's score on each
section is determined by the number of Yes responses accumulated.

Since the appearance of the CMI in 1949, the index has been given
wide use and has been tested in various ways. Many studies have found
this instrument to be a valid screening tool for neurotic tendencies
(Brodman et al., 1949; 1952, 1954; Culpan, Davies, & Oppenheim, 1960;
Lawton, 1959), a sensitive indicator of a person's overall health status
(Brodman et al., 1954; Erdman, Brodman, Deutchberger, & Wolff, 1953;
Lin, Tazuma, & Masuda, 1979), and an epidemiological tool to obtain
health profile of a population and the amount, type, and pattern of
complaint (Herbolsheimer & Ballard, 1958; Kark, Zaslany, & Ward, 1963).
The CMI has also been used to measure a subject's own perception and
expression of symptoms of 1illness and to help appraise symptoms of
medical significance (Croog, 1961).

Validity of CMI. Validity and reliability data on the CMI have

been reported in the literature (see Table 6). Studies conducted using
the CMI have shown that high total scores and high M-R scores are
associated with neuroses in both men and women (Brodman et al., 1949,
1952, 1954). A significant correlation between a high score and the
presence of a clinical record of psychological disorder also has been

reported (criterion validity) (Ryle & Hamilton, 1962).
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Abramson and colleagues (1965) reported a moderate correlation
between the physicians' ratings of emotional and overall health. The
coefficient of correlation between the two ratings (criterion validity)
was .52 (women) and .57 (men).

In a study by Matarazzo, Matarazzo, and Saslow (1961), the total
score was found to be highly correlated (.78) with scores on the Taylor
Manifest Anxiety Scale (1953) and significantly correlated (.55) with
scores on the Saslow Psychosomatic Inventory (1951). This applied both
to medical and psychiatric patients (concurrent validity). Further, a
study of hospital patients with pulmonary diseases revealed a positive
relationship (.70) between their A-L scores and their scores on the
hypochondriasis scale of the Minnesota Multiphasic Personality Inventory
(concurrent validity) (Tolman, 1954). The total CMI score has been
found to be a valid indicator of general overall health status. Among
workers in a New York factory, there was a positive correlation between
the total score and the number of absences from work (.40) for men
(criterion validity) (Erdman et al., 1953). Studies have shown that
women of all ages have higher total CMI scores than men (Brodman et al.,
1949; Scotch & Geiger, 1963-64).

The applicability of the CMI has been examined in different
cultures, and it has been found to be a sensitive and valid screening
tool for diverse people such as Taiwanese (Chu & Rin, 1970), Zulus
(Scotch & Geiger, 1963-64), Egyptians (Morsy, 1978), Australians,
(Johns, 1972), and Jews (Abramson et al., 1965). CMI scores also have
been shown to be related to ethnic origin in a group of United States
Army inductees, reflecting culturally dependent differences in the

perception and expression of symptoms (Croog, 1961).
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Reliability of CMI, With respect to the reliability of CMI, it

has been demonstrated that the CMI has adequate internal consistency.
Matarazzo and colleagues (1961) have reported correlations of .94 for
the A-K section and .92 for the L-R section with total CMI scores.

The internal consistency of the CMI also have been described by
Abramson and colleagues (1965), who found the coefficient of rank
correlation between the total CMI scores and sections M-R to be .68 for
women and .76 for men. Agreement has been found to exist as well
between CMI items and responses to similar questions asked by an
interviewer in 95 percent of the questions on the CMI (Brodman et al.,
1949).

The CMI was used in this study because of its ability to screen
complaints presented by the population studied, its ability to measure

perception and expression of symptoms of illness, and its wide range of

use in various cultures.

TABLE 6

Results of Some Studies That Have Used the
Cornell Medical Index
(Validity and Reliability Information)

Article Concept Measured Results
K. Brodman, A.J. Patient's medical Congruence between CMI
Erdman, I. Lorge, & history results and informa-
H.G., Wolff (1949). (symptom information) tion obtained from
The CMI: An adjunct (n = 179) interview
to medical interview.
A. Ryle & M. Hamilton Neurotic tendencies High correlation
(1962). Neuroses in (n = 50 couples) between high scores
fifty married couples, and the presence of a
asgessed from general clinical record of
Practice records, psychological disorder

interviews by a
Psychiatric social
worker, and the use of
the CMI.



R.G. Matarazzo, J.D.
Matarazzo, & G. Saslow
(1961). The relation-
ship between medical
and psychiatric
symptoms.

K.H. Lin, L. Tazuma, &
M. Masuda (1979).
Adaptational problems
of Vietnamese refugees
health and mental
health status.

J.H. Abramson, L.
Terespolsky, J.G.
Brook, & S.L. Kark
(1965). CMI as a
health measure in
epidemiological
studies: A test of
the validity of a
health questionnaire.

A.J. Erdman, K.
Brodman, J. Deutsch-
berger, & H.G. Wolff
(1953). Health
questionnaire use in
an industrial medical
department.
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TABLE 6 (continued)
Neurotic tendencies
(Medical & psychiatric
patients)

(n = 162)

Health and mental
health status
(Vietnamese refugees)
(n = 152)

Health and mental
health status
(Jerusalem)

(n = 120)

Overall health status
(Workers in a New York
factory)

(n = 500)

Total CMI highly
correlated with both
of its subparts, .94
with the medical A-K
and .82 with the
psychiatric L-R.

Also, total CMI score
highly correlated with
scores in the Taylor
Manifest Anxiety Scale
(1953) (.78). Signif-
icantly correlated
with scores on the
Saslow Psychosomatic
inventory (1951) (.55)

Phase I: Women and
older men - higher M-R
scores.

Phase II: Women -
high scores in all
categories.

Relatively higher
scores of
psychological over
somatic complaints in
the refugees
correlated with scores
in the CMI.

Moderate correlation
between the
physicians' ratings of
emotional and overall
health. Coefficient
of correlation between
the two ratings were
.52 for women and .57
for men. A moderate
correlation (r=.63)
between the number of
key questions answered
positively and the
total CMI score.

Positive correlation
between total CMI
scores and number of
absences from work
(.40 men, .26 women).



R. Tolman (1954).
Discussion.

K. Brodman, A.J.
Erdman, I. Lorge, &
H.G. Wolff (1953).
The CMI health
questionnaire. The
relation of patients'’
complaints to age,
sex, race, and
education.

H. Herbolsheimer &
B.L. Ballard (1958).
Multiple screening in
evaluation of entering
college and university
students.

S.H. Croog (1961).
Ethnic origins,
educational level, and
responses to a health
questionnaire.

M.W. Johns (1972).
Symptoms of neurotic
illness in general
hospital patients.
Use of the CMI,
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TABLE 6 (continued)

Health status
(Patients with
pulmonary disorder)
(n = 63)

Patients' complaints
in relation to age,
sex, race, and
education

(Adult outpatients,
white and black)

(n = 5119)

Amount and type of
medical complaints
(n = 3523)

Perception and
expression of symptoms
of illness

(Army inductees)

(n = 1182)

Neurotic tendencies
(Medical & surgical
patients)
(n = 234)

Positive relationships
between A-L scores and
their scores on the
Hypochondriasis scale
of the Minnesota
Multiphasic
Personality Inventory
(.70).

Women in all age
groups expressed more
complaints referring
to body and feelings.
Age correlated with
number of body
complaints among older
men and women. Blacks
had only a few more
complaints (% not
significantly
different).

Foreign students
scored higher than US
students in emotions
and feelings symptoms
and in gastroenteric
diseases, but in
general did not have
higher CMI scores.
Females had high M-R
scores and bodily
symptom scores.

Soldiers of Italian
and Jewish ethnic
origins received the
highest median number
of symptom responses
as compared to scores
recorded by soldiers
of Irish, British, and
German originms.

High total scores
found to be related to
neurotic illness in
both men and women.
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Koos' List of Symptoms. Symptom perception was determined by

using the symptoms employed by Koos (1954) (see Appendix E). This
instrument 1lists 17 important symptoms. Respondents are asked to
indicate whether each of the symptoms on the list should be called to
the attention of a doctor (i.e., recognized as symptomatic of a
disorder) by scoring a Yes or No by each symptom to indicate whether it
required medical attention or not. A score was obtained by adding the
positive responses. The maximum score a respondent could receive is 17.
There is no validity and reliability documentation in relation to this
instrument.

Koos (1954) administered this checklist to a small rural community
and, when comparisons were made, statistically significant differences
were found in the numbers and types of significant symptoms reported by
the various soclal classes that formed the community. It was reported
that upper-class persons were more likely than lower-class persons to
view themselves as i1ll when they had particular symptoms. Reportedly,
the upper-class individuals sought professional advice for specific
symptoms more frequently than did those in the lower class.

Koos' List of Symptoms also has been used by Smith and Kane (1970)
in a study of a rural Kentucky county. Results of this study compared
to those of Koos show a greater recognition of the need for care than
was found in Koos' highest social class. The percentage of respondents
in the study recognizing individual symptoms ranged from 74 (loss of
appetite) to 99 (blood in the stool). The mean score was 14.8 (out of a
possible 17) and the median was 15.4.

Koos' List of Symptoms has been chosen for use in this study

because it helps to measure perception of severity of selected medical
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symptoms, emphasizes the respondent's concern regarding the given

symptoms, and has a selection of symptoms which are commonly experienced

and understood and represent a fairly wide range of somatic conditions.

Instrument Translation and Validation

The interview, demographic questionnaire, the CMI, and Koos' List
of Symptoms were all translated into Arabic (Appendix G). The construct
validity and reliability of the translated instruments were tested
during and after the translation process.

To check the clarity and suitability of the Arabic terms, the
translated forms of both the CMI and Koos' List of Symptoms were given
to two graduate nursing students who were fluent in both Arabic and
English. After revision, the forms were then given to a physician and a
nursing faculty member who were also fluent in Arabic and English.
These persons were asked to compare the translated forms to the original
English questionnaires and to revise them according to semantics and the
clarity of Arabic terms. The persons examining the instruments, who
were experts Iin the field of nursing and medicine, agreed that the
Arabic forms did measure the same relevant traits described in the
English questionnaires.

In the translation process, particular emphasis was put on using
classical Arabic words while keeping them simple enough to be understood
even by those who might speak different dialects.

The final revised form of the CMI and Koos' List of Symptoms were
then tested for reliability. The reliability of an instrument refers to
the degree of consistency with which an instrument measures what it is

supposed to measure (Polit & Hungler, 1983, p. 385) or the degree of



- 65 -

repeatability (Nunnally, 1967, p. 172). The reliability of the Arabic
form of both the CMI and Koos' List of Symptoms was estimated in terms
of internal consistency and stability.

Both the CMI and Koos' List of Symptoms were subjected to a pilot
study. Twenty Arab-American patients responded to the translated Arabic
forms. Data collected were subjected to a Kuder-Richardson formula 20
test to estimate internal consistency and reliability.

Internal Consistency of the Arabic Forms of the CMI, As the CMI

is divided into two major categories - A-L (physical symptoms) and M-R
(moods and feelings) ~ the coefficient alpha-20 was calculated for the
overall test (A-R) and for the different subcategories of the CMI.
Items A-L (physical symptoms) had a coefficient alpha-20 of .91, items
M-R (moods and feelings) .92, and the overall A-R .94.

The following coefficient alpha-20s were found for the different
sections of the CMI:

Section A: Eyes and Ears (.82)

Section C: Cardiovascular System (.73)

Section D: Digestive Tract (.77)

Section E: Musculoskeletal System (.72)

Section F: Skin (.74)

Section G: Nervous System (.44)

Section H: Genito-urinary System - (.57 for men; .47 for women)

Section I: Fatigability (.79)

Section J: Frequency of Illness (.83)

Section M: 1Inadequacy (.80)

Section N: Depression (1.0)

Section 0: Anxiety (.81)
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Section P: Sensitivity (.69)

Section Q: Anger (.82)

Section R: Tension (.76)
The rest of the sections had a nonsignificant correlation; these were:

Section B: Respiratory System

Section K: Miscellaneous Diseases

Section L: Habits.
Except for three subcategories on the CMI (Sections B, K, and L), the
calculated alpha coefficients showed moderate to high internal
consistency for the Arabic form of the CMI.

Internal Consistency of the Arabic Form of Koos' List of Symptoms.

The coefficient alpha-20 for Koos' List of Symptoms was .84. The
calculated alpha coefficients showed moderate to high internal
consistency for the Arabic form of Koos' List of Symptoms.

Test-retest reliability of the Arabic form of the CMI and Koos'

List of Symptoms. The Arabic form of both the CMI and Koos' List of

Symptoms were given to 10 subjects fluent in Arabic. They were asked to
answer the questionnaires twice, with a 10-day interval between the two
responses so as to minimize recall of the first test (Allen & Yen, 1979,
p. 76).

A test-retest procedure was used to examine the extent to which the
same results were obtained with repeated administrations of the
instrument (Polit & Hungler, 1983, p. 387). Test-retest reliability was
assessed by the Spearman correlation coefficient. The results yielded
statistically significant (p < .05) correlations: for the CMI, Items
A-L, r = .98, Items M-R, r = .94, Total Items A-R, r = .98; for Koos'

List of Symptoms, r = ,.90.
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In addition, the Arabic and English forms of both the CMI and Koos'
List of Symptoms were given to 10 different subjects fluent in both
Arabic and English. The subjects completed the English version of both
instruments and, ten days later, completed the Arabic version. This
procedure was used to examine the extent to which the results obtained
from the English questionnaires and their translated Arabic forms were
congruent and had corresponding results. The results obtained for the
correlation coefficient for the CMI were: Items A-L, r = .81, Items
M-R, r = .75, Total Items A-R, r = .80; for Koos' List of Symptoms,
r = .,95.

The results of the test-retest procedure showed a significant
consistency of results over a given period of time and a significant
congruence between the results obtained from the translated Arabic form

and the original English form of the CMI and Koos' List of Symptoms.

Procedure for Collection of Data

Following approval of the study protocol by the UCSF Committee on
Human Research, a convenience sample of 102 Arab-American patients were
interviewed. The same procedure for data gathering was followed at the
two health care facilities. After locating patients in the clinics,
based on their clinic appointments, they were approached individually
before or after their visit to the clinic. A brief explanation of the
study was given. The 1investigator presented herself as a graduate
student at the School of Nursing, University of California, San
Francisco who was conducting a study to find out more about how

Arab-American patients perceive symptoms of illness, how they view their
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illness, and what actions they take before coming to a health care
center.

Patients were told that if they agreed to participate in the study
they would be interviewed for about 1l)% hours and that the interview
would be recorded in writing, but the answers would be kept
confidential. Furthermore, the patients were told that their
participation in the study was strictly voluntary and that they could
refuse to participate or withdraw at any time., Whenever a patient
agreed to participate, an information sheet was read and, after
obtaining the patient's verbal approval, the interview began. In both
health care facilities, the interview was conducted in a room adjoining
the clinic or in a secluded part of the clinic waiting room. Particular
attention was paid to not 1interfere with subjects' clinical
appointments.

Almost the same procedure was followed for hospitalized patients.
After locating the patients in the hospital, they were visited by the
researcher in their hospital rooms. She introduced herself and briefly
explained the research. If they agreed to participate, the subjects
were either interviewed on the same day or at another time set by the
patient and the researcher.

The interviews were conducted in Arabic, except for six subjects
who were American born and found it easier to speak in English. Each
subject was interviewed solely by the investigator and asked to verbally
respond to the questions on the initial interview, the demographic
questionnaire, the CMI, and Koos' List of Symptoms. The interviews

lasted from 1 to 2% hours.
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Each subject's responses were recorded on the appropriate
questionnaire by the investigator. Questions which were not answered
before the patient was called by the physician were completed after the
subject had returned from the physician's office. At the end of the
interview the subject was thanked for cooperating with the study.

Respondents expressed particular interest in participating in the
study and were enthusiastic about communicating with the researcher in
their own tongue. In some cases the researcher was asked by the
patients and their families for personal help and advice. For example,
a patient might request that the researcher act as an interpreter, as a
resource person for patients undergoing certain diagnostic procedures,
or to help with referral and counseling. Many patients also asked for
advice in relation to thelr condition and requested more reinforcement
about treatment plans, medications prescribed, or information about

dietary regimens.

Method of Data Analysis

Descriptive statistics, 1inferential statistics, and content
analysis were used to analyze data obtained from this study. The
descriptive statistics consisted of frequency distributions, measures of
central tendency, and measures of variability. Data gathered from the
CMI, Koos' List of Symptoms, and sociodemographic questionnaires were
analyzed using descriptive statistics. The inferential statistical
analyses employed to examine the data were analysis of variance,
analysis of covariance, Chi-square tests, correlations, regressions, and

discriminant analysis.



- 70 -

In this study there was a total of 15 variables: age, sex,
religion, marital status, living arrangements, number in the household,
level of education, occupation, number of years in the U.S., country of
origin, perception of seriousness of symptoms, time of onset of disease
symptoms, time of actual visit for professional help, perceived threat
of disease, and actions taken (advice and lay help, home remedies,
personal help, and/or professional help). Correlations were determined
between some of the independent variables, particularly sociodemographic
variables such as sex, age, level of education, country of origin,
number of year in the U.S., and total CMI and Koos' List of Symptoms
scores.

A discriminant analysis - a regression equation with a dependent
variable that represents group membership - was conducted to decide
which combination of a number of important variables provided the best
discriminator between two defined populations (Kleinbaum & Kupper,
1978). The purpose of this analysis is to discriminate groups from one
another on the basis of sets of measures or variables.

The approach used was to construct in an optimal way a 1linear
combination of the mutually correlated random variables which were then
used for classification purposes (Kerlinger, 1973). As a multivariate
approach, discriminant analysis would explain the influence of a set of
variables (sociodemographic variables such as age, sex, religion,
marital status, living arrangement, number in household, country of
origin, number of years in the U.S., level of education, occupation,
type of disease, duration of disease, perception of symptoms) on the
dependent variable (actions taken prior to seeking professional care:

nothing, advice and lay consultation, and self-care). Discriminant
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analysis also aids in discriminating between those people with symptoms
of illness who do seek advice or practice self-care and home remedies
before seeking professional health care and those who do not seek advice
or practice self-care and home remedies, but only seek professional
health care.

Information from the initial interview was used to furnish an
in-depth view of how individuals perceived the meaning of their own
illness. Content analysis 1is a method used to obtain an objective,
systematic, and quantitative description of communication (Polit &
Hungler, 1983). A variant of content analysis was used to classify
responses on the basis of the subjects' responses to the interview, with
consideration of the questions in the interview to which certain
responses were made (Berelson, 1954).

The unit of content analysis selected for this study was the theme,
e.g. a sentence, proposition, or paragraph embodying ideas or making an
assertion about a topic (Kerlinger, 1973; Polit & Hungler, 1983). The
next step was the development of a category system for classifying units
of content. Then the categories were coded and theilr occurrences
counted during the analysis process. Parts of the qualitative data were
transformed into quantitative data and coded as such. The last step
involved interpretation of the content analyzed.

The results of the content analyses, the correlations, discriminant
analysis, and the descriptive analyses served as the basis for
describing this study's data. These results are presented and discussed

in the following chapter.
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CHAPTER V

RESULTS

This chapter comprises a presentation of the findings for each
research question and a presentation of the results of the content
analysis conducted on the questions from the initial interview. Results
of the data presented in this chapter provide background for the
analysis discussion presented in the following chapter.

Descriptive, inferential, and qualitative analysis were used to
analyze data collected through the questionnaires and the initial
interview. Research questions 1, 4, 6, and 8 were examined using
descriptive statistics. Research questions 2, 3, 5, and 9 were
evaluated using qualitative analysis. Research questions 7, 10, and 11
were addressed by using the following inferential statistics techniques:
analysis of variance, analysis of covariance, Chi-square tests,

correlations, regressions, and discriminant analysis.*

* Data were analyzed with the Statistical Package for the Social
Sciences (SPSS) using the IBM VM/CMS Version M, Release 1.0 at the UCSF
Computer Center. Computer time was provided by the UCSF instructional
use of computer funds. Mark Hudes and Don Chambers served as the

statistical consultants.
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Research Question #1 asked: Which symptoms are perceived as important

and needing medical attention by Arab-American patients?

To answer this question, subjects were asked to respond to a list
of symptoms, designed by Koos (see Appendix E). Analysis showed that
98 percent of the respondents identified the following symptoms as
needing medical attention: pain in chest, lump in breast, and lump in
abdomen. The symptoms recognized by 97 percent of the respondents as
needing medical attention were fainting spells and blood in urine.
Continuous coughing and persistent joint or muscle pain were recognized
as important and needing medical attention by 84 percent of the
respondents. Persistent headaches were recognized by 71 percent of the
respondents, and bleeding gums by 72 percent of the respondents. The
symptom, chronic fatigue, was recognized as important by 73 percent of
the respondents.

Symptoms which scored low and were specified as needing medical
attention by a small percentage of the respondents were loss of weight
(44%) and loss of appetite (597%).

Table 7 shows the percentage of respondents identifying specified
symptoms as needing medical attention in the present study (1984), in
Koos' original study (1954) with the results comparing three social
classes - Class I (high), Class I1 (middle), and Class III (low) - 1in a
small rural community, and in Smith and Kane's study (1970) with a
sample from a rural Kentucky county.

When comparing percentages, the results obtained from the present
study were very similar to Smith and Kane (1970). Symptoms reported by
over 90 percent of the respondents fell in the same level of importance

as needing medical attention, e.g. blood in stool, blood in urine,
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excessive vaginal bleeding, lump in breast, lump in abdomen, fainting
spells, and pain in the chest. In addition, Arab-Americans considered
also shortness of breath as an important symptom. Koos' study
identified the importance of nearly the same symptoms but by a lesser
percentage of respondents and only for Class I subjects.

On the other hand, Chi-square tests performed for each of the 17
symptoms in Table 7 to determine if responding to the particular symptom
was independent of the three groups - Koos (Classes I, II, and III
combined), Smith and Kane, and the present study. Results were
statistically significant for each group (p ¢ .001), that is, the
proportions selecting each item were significantly different among the
three groups. Pairwise Chi-square tests were also performed between the
present study and each of the two other groups. Results were
statistically significant (p <€ .001) for each of the 16 symptoms for
Koos (I, II, and III combined) and the present study (Table 8). Only
one symptom - loss of weight - was not statistically significantly
different for these two groups.

Chi-square test results performed comparing the present study and
Smith and Kane's study (Table 9) showed no statistically significant
differences between these two groups for the following ten symptoms:
persistent backache, persistent joint and muscle pain, blood in stool,
blood in wurine, excessive vaginal bleeding, swelling of ankles,

shortness of breath, fainting spells, pain in chest, and lump in breast.
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TABLE 8

Pairwise Chi-square Test Results for 17 Symptoms
on Koos' List between Present Study and Koos
(Classes I, II, & III combined)

Symptoms X2 df P
Loss of Appetite 8.17 1 .001
Persistent Backache 68.82 1 .001
Continuous Coughing 15.96 1 .001
Persistent Joint and

Muscle Pain 57.57 1 .001
Blood in Stool 10.14 1 .001
Blood in Urine 15.88 1 .001
Excessive Vaginal Bleeding 19.97 1 .001
Swelling in Ankles 19.55 1 .001
Loss of Weight .19 1 ns
Bleeding Gums 22,07 1 .001
Chronic Fatigue 21.76 1 .001
Shortness of Breath 74.68 1 .001
Persistent Headaches 14.50 1 .001
Fainting Spells 78.96 1 .001
Pain in Chest 83.48 1 .001
Lump in Breast 41,67 1 .001
Lump in Abdomen 51.05 1 .001

ns = Not statistically significant
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TABLE 9

Pairwise Chi-square Test Results for 17 Symptoms
on Koos' List between Present Study and
Smith and Kane Study

Symptoms X2 df P
Loss of Appetite 6.44 1 .001
Persistent Backache 2,44 1 ns
Continuous Coughing 4.99 1 .001
Persistent Joint and

Muscle Pain 2,72 1 ns
Blood in Stool 3.09 1 ns
Blood in Urine .29 1 ns
Excessive Vaginal Bleeding .95 1 ns
Swelling in Ankles .13 1 ns
Loss of Weight 25.54 1 .001
Bleeding Gums 4,60 1 .001
Chronic Fatigue 3.89 1 .001
Shortness of Breath 3.81 1 ns
Persistent Headaches 6.73 1 .001
Fainting Spells .71 1 ns
Pain in Chest 3.30 1 ns
Lump in Breast .35 1 ns
Lump in Abdomen 4.53 1 .001

ns = Not statistically significant
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Research Question #2 asked: What are the most prominent complaints

presented by the Arab-American patients?

The findings showed that the category of complaints in sections A-L
of the CMI scored as highest by the subjects was (D) symptoms related to
the digestive system, followed by (C) symptoms related to the
cardiovascular system and (B) symptoms related to the respiratory system
(Figure 3). (Table F-1 in Appendix F shows the different symptoms in
sections D, C, and B which were scored high [19-44 Yes responses].
Tables F-2, F-3, and F-4 in Appendix F show the total Yes responses and
percentage of respondents with affirmative answers on individual items
of sections D, B, and C of the CMI questionnaire.)

As for sections M-R of the CMI, category P symptoms, related to
sensitivity, got the highest scores, followed by category M, 1inadequacy
(Figure 3). (Table F-5 in Appendix F shows the different symptoms in
sections P and M which were scored high [16-68 Yes responses]. Tables
F-6 and F-7 in Appendix F show the total Yes responses and percentage of
respondents with affirmative answers on individual items of sections P
and M of the CMI questionnaire.)

Categories that scored lowest 1in sections A-L and M-R were
categories F (symptoms related to the skin) and N (symptoms related to
depression) (Figure 3). (Table F-8 in Appendix F shows the different
symptoms in sections F and N which were scored low [3-18 Yes responses].
Tables F-9 and F-10 in Appendix F show the total Yes responses and
percentage of respondents with affirmative answers on individual items

of sections F and N of the CMI questionnaire.)
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Figures 4-8 show the percentage of respondents who scored Yes on
the individual items on section D (digestive tract), section C
(cardiovascular system), section B (respiratory system), section P
(sensitivity), and section M (inadequacy) - the top ranking categories.

Figures 9 and 10 show the percentage of respondents who scored Yes
on the individual items of section F (symptoms related to the skin) and
section N (symptoms related to depression) - the two lowest ranking
categories.

The CMI responses were scored in the following way: the number of
Yes responses were counted separately and added for sections A-L and
M-R. Each patient therefore had an A-L (physiological) score, an M-R
(psychological) score, and a total A-R score. There was a wide range of
scores; the highest total score was 98 out of a possible 195 and the
lowest score was 4.

The frequency distributions of total CMI scores (A-R) for the total
number of patients are shown in Figure 11. Of the total subjects,
49.9 percent had 30 or more "Yes" answers for the whole questionnaire.
As a general rule, the cut-off score for the whole questionnaire is 30
(Brodman et al., 1952). A total of 30 or more symptoms out of a
possible 195 reported on the CMI is usually indicative of significant
medical problems associated with psychological distress or is suggestive
of significant emotional problems, as Matarazzo and colleagues (1961)
found, or indicates a tendency to focus too much attention on bodily
symptoms (Hinkle & Wolff, 1957).

Available CMI data on normal and ill populations according to the
18 different sections of the CMI are scarce, but the mean scores and the
median scores of sections A-R and M-R are sometimes reported in a few of

the research studies.
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Items Scored High

Do you always eat sweets or other food between meals? (43.1%)
Do you always gulp your food in a hurry? (40.1%)
Do you often suffer from an upset stomach? (36.2%)

Items Scored Low

Have you often had severe toothaches? (2.9%)
Does stomach trouble run in your family? (4.9%)
Do you suffer from frequent loose bowel movements? (5.8%)
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Items Scored High

Do you have pains in the heart or chest? (34.3%)
Does you heart often race like mad? (40.1%)
Do you often have difficulty in breathing? (31.3%)

Items Scored Low

Has a doctor ever said your blood pressure was too low? (6.9%)
Do you sometimes get out of breath just sitting still? (8.8%)
Do cold hands or feet trouble you even in hot weather? (12.7%)
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Items Scored High

010 Do you have to clear you throat frequently? (22.5%)
016 Do you often catch severe colds? (22.5%)
018 When you catch a cold, do you always have to go to bed?

Items Scored Low

011 Do you often feel a choking lump in your throat? (4.9%)
014 Do you suffer from a constantly running nose? (5.8%)
026 Have you ever had tuberculosis? (.9%)
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Items Scored High

172 Are you extremely shy or sensitive? (58.87%)
174 Are your feelings easily hurt? (59.8%)
176 Are you considered a touchy person? (66.6%)

Items Scored Low

173 Do you come from a shy or sensitive family? (15.6%)
175 Does criticism always upset you? (29.4%)
177 Do people usually misunderstand you? (11.7%)
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Items Scored High

145 Do you sweat or tremble a lot during examinations or questioning? (28.47%)
146 Do you get nervous and shaky when approached by a superior? (27.5%)
152 Are you scared to be alone when there are no friends around you? (24.5%)

Items Scored Low

150 Do you always get directions and orders wrong? (10.77%)
153 1Is it always hard for you to make up your mind? (10.7%)
156 Does it bother you to eat anywhere except in your own home? (6.87%)
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Items Scored High

072 1Is your skin very sensitive and tender? (17.67%)
074 Does your face often get badly flushed? (8.8%)
077 Does your skin often break out in a rash? (10.7%)

Items Scored Low

073 Do cuts in your skin usually stay open a long time? (5.87%)
075 Do you sweat a great deal even in cold weather? (3.9%)
078 Are you often troubled by boils? (3.9%)
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Items Scores High

157 Do you feel alone and sad at a party? (6.8%)
158 Do you usually feel unhappy and depressed? (10.77%)
160 Are you always miserable and blue? (5.8%)

Items Scored Low

159 Do you often cry? (4.9%)
161 Does life look entirely hopeless? (2.9%)
162 Do you often wish you were dead and away from it all? (2.97%)

158

00000
e el

159 K
R

160

161 Beaars

------

162 SRR
:

I I I ! I ! ! 1
0.0 2.5 5.0 7.5 10.0 12.5 15.0 17.5 20.0

PERCENTAGE

THE PERCENTAGE OF PATIENTS WITH SYMPTOMS
REFERABLE TO DEPRESSION
(SECTION N)

FIGURE 10



HQPHZMmMmMO XM

nmnHOmG™awm

- 88 =~

T
BELOW 10

Ll ! I !
10-29 30-49 50-69 70-89

CMI SCORES
FREQUENCY DISTRIBUTIONS OF TOTAL SCORES
ON THE CMI FOR ALL SUBJECTS

FIGURE 11

L
90 & ABOVE






- 89 -

The results of this study population when compared to that of
Vietnamese refugees (Lin, Tazuma, & Masuda, 1979) (Figure 12) show that,
in the present study, symptoms related to the digestive system
(section D), cardiovascular system (section C), and respiratory system
(section B) were scored as high. The Vietnamese sample's physiological
systems consistently used as a primary somatic target are in the
gastrointestinal (section D), respiratory (section B), and
dermatological sections (section F) and nervous system (section G). 1In
addition, the Vietnamese samples indicated 1inadequacy (section M),
hypersensitivity (section P), and tension (section R) as psychological
symptoms (Figure 13). For Arab-Americans, scores on moods and feelings
were on a lower scale, with a prevalence in hypersensitivity (section P)
and inadequacy (section M).

Table 10 presents a comparison of the results for Arab-American
population and CMI scores reported in two studies of selected sample in
the U.S.: the North Carolina population studied by Cassel and Tyroler
(1961), which consisted of workers in an industrial plant in a small
town and was presumably relatively healthy, and the Oregon groups as
reported by Matarazzo, Matarazzo, and Saslow (1961), which were samples
of medical and psychiatric inpatients and outpatients at the University
of Oregon Medical School Hospital., A third study was conducted by
Scotch and Geiger (1964), the sample consisting of a group of rural and
urban Zulu population. A fourth study was conducted by Lin et al.
(1979), with a sample consisting of Vietnamese refugees. Data showed
that Zulu mean scores were four times those of the presumably healthy

North Carolina population and as high or higher than the four i1ll Oregon
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TABLE 10

Cross~Cultural Comparison of Mean Total
Cornell Medical Index Scores

Area or Group n CMI X

North Carolinaa 390 13.50

Oregon Clinic Patientsb

Medical Inpatients 40 38.98

Medical Outpatients 42 33.50

Psychiatric Inpatients 40 48.88

Psychiatric Outpatients 40 52,82
Zulu®

Rural 83 53.99

Urban 162 48.33
San Francisco Arab-—Americansd 102 31.31
Vietnamese® 152 34.00

Cassel and Tyroler, 1961

Matarazzo, Matarazzo, and Saslow, 1961
Scotch and Geiger, 1963

Present study (Reizian, 1984)

Lin, Tazuma, and Masuda, 1979

o AN TP
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groups. The Vietnamese refugees' CMI scores were much higher than the
North Carolina sample but less than the Oregon samples. The mean scores
of the Arab-American population were less than the Zulu population mean
scores, lower than the Vietnamese scores, and lower than the four ill

Oregon groups, but most similar to the Oregon medical outpatients.

Research Question #3 asked, How would Arab-Americans describe their

complaints?

Based on content analysis from the following interview questions -
When did you first feel the symptoms? How was it? How long did it
last? How did you decide that this was a health-related problem? - it
was found that pain, mostly in the form of (a) chest pain, (b) stomach
pain, and (c) shoulder, extremities, and back pain, were the most often
reported type of complaints by 45 (44.1%) of the subjects.
Chest pain was described by 16.7 percent as follows:

"I feel pain in my chest, my whole chest wall is painful."

"I woke up with chest pain; the pain was like a burning fire

coming out of my chest. The pain was hitting on my back. I was

screaming and lost consciousness."

"I felt a squeezing pain in my left breast; it lasted 5-8
minutes."

"I have this intermittent spasm in my chest when I get tired. It
is 1ike a piece of rock."

Stomach pain was described by 10.7 percent as follows:

"I have this continuous pain in my stomach. It is a stitching
pain; it is on my right side."

"I had this pain in my stomach which was like a flame of fire."

"I felt pain in my stomach, a stitching pain in my tummy and
flatulence."

"I feel this awful pain in my waist when I walk."

"I have sharp pain and cramps in my stomach."
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Pain in back, shoulder, and extremities was described by 16.7 percent as

follows:

"I have this severe pain in my back, radiating to my left leg;
it's very, very severe.

"'Hage be tched zie el hagar', something pulling and hard as a
stone."

"My shoulder was painful, and when I moved my right arm, part of my
neck was sore."

"I felt severe pain in my back and I could not move."
"My leg hurts pretty bad."

"I have severe pain on walking and sitting."

"Pain in my neck and head; it is pulsating pain."

"A frightening pain in the lower part of my back. It's worse with
movement.,"

"I have pain in my knees."
"Electric pain in my hand."

Pain in combination with other symptoms was reported by twenty-four

(23.5%Z) of the subjects, who complained of chest pain, headache, back
pain, pain in the 1loin, stomach pain, pain 1in the breast, and a
combination of one or more symptoms, described as:

"I had a headache, burning sensation in the stomach, fatigue, and
difficulty in respiration, especially when climbing the stairs."

"I felt feverish, sore throat, plus I was coughing. My chest was
painful."

"My nose was itching and irritated and I suffered from a bad
headache."

"I feel tired and lethargic. I have pain on my left side when I
lie flat on my back or on my right side, also when I walk for long
periods."

"I have this pain in my chest that comes and goes from the left to
right side and difficulty in breathing."

"I felt severe pain in my left loin and felt like passing urine."
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"I had heartburn and I eructated a lot. Also had severe,
unbearable chest pain and was sweating."

"I couldn't breathe. I felt nervous, tired, and had severe
headaches."

"I have blurring of vision at night. My eyes become red and I get
headaches. Sometimes my eyes have some discharge."

"I have pain in my chest and feel dizzy."

"I suffer from shortness of breath, pain in my chest and heart.
When I walk, I have pain and cramps in the legs."

"I have too much pain when sitting, walking, or standing. I also
have some blood in my stools."

"I have this pain under my right breast and spasm in my stomach.
It feels like a piece of iron, 'heta min hadid'."

"I have this boil on my thigh. 1It's very painful.”
"I had severe pain in my stomach, plus burning in my chest."

"My breast is sore. I have this lump. The soreness is unbearable
during my period."

"I have muscle pain all over, chest pain and back pain."

Other responses. In addition to pain responses, the most

frequently mentioned complaints were (a) coughing and dyspnea,
(b) dizziness, (c) discomfort, and (d) miscellaneous symptoms.

A few patients (12.6%) complained of coughing and dyspnea.

"I have severe coughing and difficulty in breathing.

"I had a chest congestion. I was coughing and had difficulty in
breathing."

"I felt something heavy on my chest and had difficulty in
breathing."

A small number of patients (3.2%) complained of dizziness.
"I was feeling dizzy and I lost my speech."

"I felt stuporous, not feeling very well, and was a little dizzy.
1 felt abnormal."
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"I was feverish and dizzy. I felt as if something covered my
eyes."

"I felt dizzy, numb. I felt light and felt that I wasn't feeling
normal."

Seven (6.8%) of the subjects complained of discomfort.

"I feel flatulence after meals, distension, and gases. I feel that
my stomach is very hot from inside and it presses on my body."

"I feel uncomfortable. I have rectal discharge."

Others (9.8%) presented miscellaneous symptoms.

"I was bleeding badly. I had a hole in my wrist and blood was
rushing out."

"I had this lump in my breast after I delivered my baby."

"I feel weak."

"I have a liver inflammation and my ankles are swollen."

"I felt swollen and my abdomen distended."

"I had a spot on my forehead."

"I have difficulty swallowing when I eat."

"I had an irritation and itching on my arm and neck."

"I feel like I am under tension. I feel nervous. I feel that all
my body has stopped functioning. I feel weak, as if I don't have
any circulation anymore."

"I feel that my heart is beating too fast."

"When I lay down, I feel there is some hotness in my stomach."

Research Question #4 asked, What are their cultural beliefs regarding

the causes of their illnesses?

Based on content analysis from the following interview question -
What do you think has caused your illness? - analysis of responses
examining beliefs of causation of illness yielded six dimensions. These
dimensions are presented according to the explanations given by

67 (65.67%) of the respondents and are described as follows.
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Injury, fall, accident, and muscle sprains or twists were causes

reported by 20 (19.6%) of the respondents.
"I think it is a sprain (lawha). It happened when I was swinging
my grandchildren. I pushed too much and this has affected the
nerves of my hands. I also swept the garden. Maybe this has
affected my shoulder and maybe I have done a false movement that
has affected the nerves in my arm."
"I fell down on my wrist when I was a kid.

"I fell when playing football and broke my leg."

"I was cleaning the kitchen floor. I slipped and fell down; I
broke my leg."

"I stepped on sharp glass."

"I think that it was caused when I slipped and fell down in the
street while walking. Also, my previous job as a tractor driver in
Jordan has aggravated my back pain."

"I think I pressed strongly on my hand."

Cold weather or change of weather, exposure to cold, and air drafts were

recognized by 11 (10.7%) of the respondents.
Cold air; exposure to cold

"The cause of my illness is a very bad cold that affected my
lungs."

"My condition has been caused by exposure to cold and air drafts
(lahfet hawaa) when I was a child. My mother used to take me out
of the house often after I just had a bath."

"During work I go a lot inside the ice box. I come out for some
time where it is hot and then I go back into the cold."

"Two weeks ago I caught a bad cold."
"I caught a chest cold."
Changes of weather

"My condition has been caused by exposure to cold plus damp
weather."

"My disease has been caused by a change of weather (taghiir gaw).
I was back in Jordan for a short visit a while ago where it was
very warm. After a month I came back to San Francisco and the
weather was very cold."
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Drafts

"I think that it is caused by a cold air draft and exposure to
cold."

"I took cold. I was exposed to an air current. I bathed and was
exposed to cold and it has affected my arteries."

Job stress - physical and mental stress - were reported by seven
(6.8%) of the respondents, who attributed work with its long hours of
physical and mental stress as being the cause of their illnesses.

"My illness 1is caused by too much work and stress during work and
prolonged working hours. I work for twelve hours a day."

"My symptoms are caused by long hours of work."
"I do some heavy lifting during my work."
"Too much work in the fields when I was young."

"I was working too much. I had a hectic day, then I had to drive
all the way to San Jose."

"It's over-work, over-studying. I work and study at the same
time."

"I guess at that time I was under a lot of pressure, a lot of
stress passing my exams in high school (Thanaweya Amaa). I got
very sick."
Emotions - stress, nervousness, and fear - were mentioned by six (5.8%)
of the respondents.
"After the death of my brother, I was emotional and depressed."

"It's caused by nervousness."

"After the loss of my husband I went through a lot of stress which
caused my hypertension."

Time. Cause of disease was also viewed from a time frame by three
(2.9%) of the respondents. Disease was believed to be caused in the
distant past (early childhood), recent or immediate past (up to five

years ago), and current or present time.
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Fate/God. Only one subject (.9%) attributed the cause of his illness to
God's will.

"Amr Rabena, what can I do? He gave me this affliction; that's
the way He wants it to be."

Nineteen (18.6%) of the subjects said that the cause of their illnesses
was unknown to them.
"I don't know what has caused the disease."

"I don't know what has caused it; I don't have any health problems
all my life."

"I don't know what has caused the symptoms."
Thirty-five (34.3%) of the respondents were aware of explanatory models
consistent with Western medicine of the etiology of their illnesses:
allergy, heavy smoking, kidney stone, heart, indigestion, obesity,

malnutrition, surgery, pregnancy and lactation.

Research Question #5 asked How do Arab-Americans perceive the effects of

their illnesses?

Based on content analysis from the following interview questions -
How would you describe the effect of this problems on (a) your body and
(b) your usual activities, what do you think your sickness does to you?
What are the chief problems your sickness has caused you? How severe is
your sickness? What do you fear most about your sickness? - 61 (59.8%)
of the respondents said that their illnesses have caused disability in
the form of interference with activities of daily 1iving and

interference with work activities.
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Interference with activities of daily 1living and work activities

described as follows:

"It has weakened me badly, affected my sleeping patterns, and
interfered with my eating habits."

"My disease has affected some aspects of my life. Because of my
illness I cannot stand hot water when taking a bath. I feel short
of breath. I have to be on a diet to lose weight; this is very
difficult for me. Also, I have difficulty walking because of some
trouble in my bones, aggravated by too much cortisone."

"I cannot button or zip my clothes. Also, I cannot move my arms
freely."

"The swelling in my legs is affecting me. I cannot do housework or
walk with ease."

"I have to rest all the time."

"I have difficulty walking."

"It limits my action and daily activities (housework)."
"I'm an active person; I am not able to do anything."
"I get tired and am always in bed."

"I feel sleepy and my entire body is tired."

"My chest pain prevents me from walking as before, to run errands,
or visit some of my friends who live around the neighborhood."

"It's affecting my whole life, my daily life."

"It has limited the use of my right hand; I cannot write or play
sports."

"I cannot eat as fast as I used to. I cannot swallow. I don't eat
fast any more."

"All my movements have been limited."
"The only problems caused by my disease are related to my work. I
cannot work as before, plus it has affected my whole health

status."

"I feel bored. I am unable to carry on my everyday obligationms,
like working and earning money."

"Disease makes me feel not healthy, and I cannot do hard work."

"I couldn't go to work."
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"Affects my work, too hard to live with."
"Slowed me down, interfered with my work."
"Incapacitated, I cannot work."

"I cannot work for long hours."

"It affects my work; I am too tired."

"I cannot work or walk for long. I get short of breath with any
movement."

"It interferes with my work and daily activities."

"My condition has disabled me; I cannot work as before. Also, it
is impossible for me to live the same life I used to. I'm not
going to work at all. I'11l] retire, relax, and take care of
myself."

Fourteen (13.7%) viewed the effects of their illnesses as creating

discomfort.

"My condition makes me uncomfortable. I'm full of gas, but it
doesn't interfere with my daily work or my daily activities. It
doesn't cause me any problem."

"I act very tired. The disease has affected my life. I have to
get up in the middle of the night and go to the bathroom several
times."

"The itching bothers me at night."

"I can do nothing. I have too much discomfort when I walk. I feel
like I am falling."

"It's annoying."

"I feel choked when I work for long hours."

"I cannot eat well. I am losing weight."

"When I talk much, I get tired."

"When I go to school, I cannot sit for long hours."

"Trouble to be in class, sneezing, runny nose all the time."
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Seven (6.8%) of the respondents viewed their illnesses as causing

general worry, fear, unhappiness, problems, and depression.

"I cannot work or even move. I have to postpone all my plans.
It's leading to psychological depression."

"General worry, loss of efficiency in studies."
"I am not very happy; I'm always worried."

"I'm afraid that it will affect my milk and I won't be able to
nurse my baby."

"It affects me a lot, creates a lot of problems. It's a serious
condition."

Seven (6.87%) described their illnesses as causing disability and

inflicting pain. They responded as follows:

"When I work a lot, or walk, the pain is there."
"I am not able to walk, and my back is hurting."

"Because of the sharp pain, I couldn't go to work, and I think a
lot about my health."

"I feel pain during work; I cannot afford not to work."
"Pain increases with work."

"I missed school, couldn't drive my car. When I sit, I feel severe
pain."

Seven (6.8%) of the patients said that their illnesses didn't

really affect their lives.

"My condition doesn't affect much of my daily work."
"It doesn't really affect me."

"It doesn't affect me."

"Thank God, nothing."

Three (2.9%) mentioned that their condition affected their

appearance.

"I feel uncomfortable for esthetic reasons. It affects my
appearance."
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"I feel that I have to cover my arms. I don't want anyone to see
them."

Three (2.9%) of the patients stated that their illnesses didn't

affect them much but had interfered with their roles as mothers and

housewives.

"My disease does not create any specific problems, but it affects
my responsibilities and my duties as a wife."

"I'm only worried about my children. If I am sick, who will take
care of them?"

"I cannot take care of my children."

Research Question #6 asked What are the different actions taken by

Arab-Americans in response to symptoms perceived to be important?

Based on content analysis of the following interview questions -
Did you seek assistance or talk to anyone about your symptoms? What
came of it? What were the results? What kind of suggestions were made?
- it was found that 65 (63.7%Z) of the respondents sought help in the
form of lay consultation and advice, personal care, and practiced home
remedies before deciding or being advised to seek professional help.
The advice received from their significant others was in the form of

"Go see the physician." (49.2%)

"Rest" and "Practice home remedies." (32.3%)

"Go to the hospital." (11.7%)
Those who did not seek advice and help but rather sought professional
help formed 33.3 percent of the population (n = 34). Three subjects
(2.9%) were taken to a health care facility by their significant others
because of their emergency condition (accident, fall). These people
suffered sudden accidents and therefore did not have to decide on any

action to take.
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Research Question {#7 asked What are they types of home remedies

practiced for treatment to manage problems created by an illness

situation?

Based on content analysis for the following interview questions -
Did you try anything for relief? What did you do? - helped to identify
different home remedies and treatment practiced by Arab-Americans.
Table 11 shows that home remedies practiced in the event of treatment
for some symptoms included rubbing, gargling, hot showers, massage,
cupping, and other relatively simple procedures. Aspirin was the most
common over-the-counter drug used by Arab-Americans besides Tylenol,

Mentholatum, Coricidin, and other cold and pain medicine.

Research Question #8 asked, Who do they contact for advice and

consultation in case of an illness situation?

Of the patients, 26.2 percent found their spouses to be the primary
source of help, 23 percent first sought help from their mothers or
fathers, 21.5 percent found their sons or daughters to be of help, and
13.8 percent sought help from their friends and relatives (Table 12).
Siblings and spouse together with children were the least contacted for

advice or consultation.
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TABLE 11

Home Remedies and Nonprescription Drugs Used by
Arab-Americans to Treat Different Problems

Problems

Home Remedies

Nonprescription Drugs

Chest Conditions
+ Cough + Pain

Fever

Headache

Backache +
Muscular and
Joint Pains

Stomach Trouble

Nausea

Poor Appetite

Rubbing chest with warmed
olive oil

Cupping (will sometimes
involve incision with a
blade to drain blood)
Ingestion of a mixture of
a glass of warm milk and
2 eggs early in the morning
on an empty stomach (acts
as an expectorant)
Rubbing chest with Arak
Drinking hot anissi
Inhaling camphor and
eucalyptus oil

Gargle with hot water

Application of vinegar
compresses to forehead
Drinking lemon juice

Tying head very tightly
with a scarf

Hot shower

Massage with warm olive oil
Sauna

Swimming in heated pool

7-Up and few drops of

lemon juice

Hot tea (linden, mint)
Hot brandy or hot Arak
Chicken broth

Sucking a lemon

Eating garlic and onions

Mentholatum
Robitussin
Coricidin D

Aspirin

Tylenol
Aspirin, Anacin

Ben Gay
Aspirin

Tums
Other antiacids

Skin Lesions - Cleaning with soap & alcohol
~ Application of very hot olive
oil and covering with dark cloth
Hemorrhoids - Sitz-bath with hot water

Boils - Poultice prepared of boiled onions
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TABLE 12
Distribution of Primary Persons Helpful to Subjects
(n = 65)
Person Helpful Number Percent
Spouse 17 26.2
Spouse and Children 5 7.7
Mother and/or Father 15 23.1
Son or Daughter 14 21.5
Siblings 5 7.7
Friends or Relatives 9 13.8
Total 65

Research Question #9 asked 1Is there a relationship between subject

status (inpatient and outpatient), age, sex, marital status,

religion, level of education, number of years in the U.S., country

of origin, type of occupation, and type and duration of disease and

perception of symptoms (CMI scores and Koos scores)?

Table 13 shows the Pearson Product-Moment correlations for CMI
(A-R) scores (total), CMI (A-L) scores (physiological), CMI (M-R) scores
(psychological), and Koos scores with the continuous variables of age,
duration of disease, duration of symptoms, years in the U.S., and level
of education indicated. Statistically significant relationships were
found for both age with CMI (A-R) scores (r = .29) and level of

education and CMI (A-R) scores (r = -,22). However, upon closer
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examination of this table it can be seen that this 1s due to the
relationship of these two variables with CMI (A-L). Age and level of
education were unrelated to CMI (M-R) scores. Furthermore, none of the

other correlations examined were significant (Table 13).

TABLE 13

Pearson Correlations for Age, Duration of Disease,
Duration of Symptoms, Level of Education,
Number of Years in the U.S. with CMI and Koos Scores

Duration Duration Years Level of

Test Age of Disease of Symptoms in U.S. Education
CMI (A-R) . 29% .06 -.09 -.02 -.22%

CMI (A-L) 43K%k .09 -.09 .04 -.31%%

CMI (M-R) -.02 0.00 -.04 -.10 .03
Koos -.13 -.03 .19 -.04 .06
* p <.05
** p <,01

**% p <.001

Using multiple regression analysis, the relationship between level
of education and CMI (A-L) scores was shown to be significant after
adjusting for age (Table 14). Also, the relationship between age and
CMI (A-L) scores was shown to be significant after controlling for level
of education. When a similar regression analysis was performed using
the CMI (A-R) scores as the dependent variable, the statistical
significance was diluted for both independent variables and disappeared
completely for the variable, level of education. Again, this is because
age and level of education appear to be completely unrelated to CMI

(M-R) scores.
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TABLE 14

Age, Level of Education, CMI (A-L) Scores
Multiple Regression, Correlation Analysis

Variables df F R? R? change
Age 1,99 17.650%* .188 .188
Level of Education 1,99 6.029% .234 .046

* p <.05

*% p < .00l

The results of t-tests (see Table 15) demonstrated no statistically
significant differences (alpha = .05 for each test) between the means of
married and single subjects in regard to total CMI scores (A-R), CMI
physical scores (A-L), CMI psychological scores (A-L), and total Koos
scores.

To determine 1if there was a difference between subject status
(in~patient and out-patient) and CMI and Koos scores, t-tests were
performed. Table 16 shows that significant differences were found for
Koos score and CMI (M-R) scores, with Group 1 (in-patient) having
significantly higher Koos scores (a greater number of symptoms
recognized as needing medical attention) and Group 2 (out-patient)
having significantly higher CMI (M-R) scores. The other two t-tests

were not significant.
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TABLE 15

Status

Test n Mean SD df t p*
CMI (A-R)
Single 28 27.85 13.45
95 -1.14 .25
Married 69 31.76 16.07
CMI (A-L)
Single 28 19.62 9.06
95 -1.71 .09
Married 69 23.71 11.90
CMI (M-R)
Single 28 8.57 7.93
95 .31 .76
Married 69 8.02 7.83
Koos
Single 28 14.71 2.62
95 .99 .32
Married 69 14.08 2.90

* two-tailed p value

The F tests for homogeneity of variance within each group were
found to be statistically significant at alpha = .05 for CMI scores
(A-R), CMI scores (M-R), and Koos scores.

were not pooled;

instead, separate variance t-tests were performed for

these three variables (Table 16).

Therefore the group variances
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TABLE 16

The Relationship Between Subject Status (In-patient and Out-patient)
and CMI and Koos Scores

Test n Mean SD df t P*
CMI (A-R)
In-patient 16 27.8 10.2 a
100 -1.17 «25
Out-patient 86 31.4 16.6
CMI (A-L)
In-patient 16 22,2 9.5 b
100 e 17 086
Out-patient 86 22.7 11.7
CMI (M-R)
In-patient 16 5.12 4.2 a
100 -2.60 JOL%*
Out-patient 86 8.76 8.4
Koos
In-patient 16 16.25 1.2 a
100 5.67 .001%*
Out-patient 86 13.7 2.9

* two-tailed p value
a separate varilance estimate

pooled variance estimate

** gtatistically significant

There was a statistically significant difference (alpha = .05 for
each test) between the means of Christians and Moslems in regard to Koos

scores but not for any tests on CMI scores (see Table 17).
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TABLE 17

The Relationship Between Religion
and CMI and Koos Scores

Test n Mean SD df t p*
CMI (A-R)
Christian 59 31.4 16.6
97 .60 .51
Moslem 40 29.3 14.4
CMI (A-L)
Christian 59 23.1 12.1
97 .80 .42
Moslem 40 21.3 10.3
CMI (M-R)
Christian 59 8.3 8.0
97 .36 .72
Moslem 40 7.8 7.9
Koos
Christian 59 13.6 3.2
97 -2.08 . 04%%
Moslem 40 14.7 2.2

* two-tailed p value

** gtatistically significant

The results of the t-tests demonstrated no statistically significant
differences between the means of male and female subjects' scores in
regard to total CMI scores (A-R), CMI physical scores (A-L), CMI

psychological scores (M~R), and Koos scores (Table 18).
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TABLE 18

The Relationship Between Sex
and CMI and Koos Scores

Test n Mean SD df t P*
CMI (A-R)
Male 67 30.49 16.7
100 -.34 .73
Female 35 31.6 14.1
CMI (A-L)
Male 67 22.3 12,1
100 -.42 .67
Female 35 23.3 10.0
CMI (M-R)
Male 67 8.0 8.0
100 -.29 .77
Female 35 8.5 8.0
Koos
Male 67 14.2 3.0
100 .46 .64
Female 35 13.9 2.7

* two-tailed p value

In order to investigate differences among groups as defined by
various independent nominal variables (country of origin, type of
occupation, and type of disease condition) on the dependent variables
CMI (A-L), CMI (A-R), CMI (M-R), and Koos scores, a number of one-way
analyses of variance were performed. These were followed up using
Tukey's studentized range test whenever the F test from the one-way
ANOVA was significant at alpha = .05. The Tukey follow-up contrasts
were performed wusing a procedurewise error rate, alpha = .05.

Statistically significant differences were found only for CMI (A-L)
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scores, by country of origin, and by type of occupation.

Palestinian

and Jordanian patients' CMI (A-L) scores were significantly greater than

those of the Lebanese, Egyptian, and Iraqi patients' scores (Tables 19

and 20).
TABLE 19
ANOVA for CMI (A-L) by Country of Origin
Source of Variance SS df MS F P
Between Groups 1141.4 3 380.4 3.09 .05
Within Group 12041.7 98 122.8
Total 13183.1 101

TABLE 20

Means, Standard Deviations for CMI (A-L) Scores by
Country of Origin with Results of Tukey's Studentized Range Test

Country of Origin n Mean SD
Palestine and Jordan 58 25,52 11.4
Lebanon, Egypt, Iraq 18 17.3b 10.1
Saudi Arabia, Kuwait, Yemen 20 20,52° 10.4
Born in U.S. 6 19.02P 12.1
Total 102 22.7 11.4

Means sharing a common superscript are not significantly different from

each other.
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The CMI (A-L) scores of unemployed patients were significantly
higher than those of major professionals, minor professionals, skilled,
semiskilled, or unskilled laborers, students, and those who had clerical
or technical positions (Tables 21 and 22). All other occupational group
comparisons showed no statistical significance (F = 4.34, p < .001).
Furthermore, an analysis of covariance was performed adjusting for both
age and level of education. This time the overall F was significant
(p € .001), but this significance was due to the relationship of the
covariates age and level of education (p <.0001 and p = .0l4
respectively). Type of occupation was not found to be statistically
significant after adjusting for age and level of education (p = .173)
(Table 23).

This analysis was followed up by calculating the expected adjusted
mean deviations from the total grand mean (CMI A-L scores, X = 22.71)
for type of occupation after adjusting for the covariates age and level
of education (Table 24). Results show that the adjusted means for
different categories of type of occupation are different from one
another in a consistent way; unemployed still have much higher scores
than the overall mean and major professionals have much lower scores.
These differences are not statistically significant, possibly due to the
large variability in the data, but with a large sample size these
differences would be expected to be significant based on the patterns of
adjusted means.

The results obtained for CMI (A-R), CMI (M-R), and Koos scores by
country of origin and type of occupation were not statistically
significant. In addition, results from the one-way analysis of variance
for CMI (A-R), CMI (A-L), CMI (M-R), and Koos scores by type of

condition were found not to be statistically significant.
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TABLE 21

ANOVA for CMI (A-L) by Type of Occupation

Source of Variance SS df MS F P
Between Groups 3220.3 7 460.0 4.34 .001
Within Group 9962.7 94 105.9
Total 13183.0 101

TABLE 22

Means, Standard Deviations for CMI (A-L) Scores by
Types of Occupation with Results of Tukey's Studentized Range Test

Group n Mean SD
Unemployed 9 37.0% 13.3
Housewife 24 25.72P 10.0
Major Profession 6 15.8b 7.6
Minor Profession 7 20.0b 11.6
Lesser Profession 13 23.3ab 10.0
Student 16 16.7b 9.6
Clerical/Technical 11 18.0b 10.1
Skilled, Semiskilled, or b
Unskilled Labor 16 22.4 9.8
Total 102 22.7 11.4

Means sharing a common superscript are not significantly different from
each other.
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TABLE 23
ANCOVA for CMI (A-L) by Type of Occupation
With Age and Level of Education

Source of Variance SS df MS F P
Covariates 3093.2 2 1546.6 15.72 .0001

Age 1799.2 1 18.29 .0001

Level of Education 614.5 1 6.25 .014
Main Effect

Type of Education  1040.5 7 148.6 1.51 173
Between Groups 4133,7 9 459.3 4,67 .0001
Within Group 9049.3 92 98.4
Total 13183.0 101

TABLE 24

Category Means for Type of Occupation, Unadjusted and
Adjusted for Covariates Age and Level of Education

Group Unadjusted X Adjusted X
Unemployed 36.99 32.94
Housewife 25.79 23,65
Major Profession 15.83 16.89
Minor Profession 19.99 21.16
Lesser Profession 23,38 22.94
Student 16.74 21.51
Clerical/Technical 17.99 19.77

Skilled, Semiskilled, or
Unskilled Labor 22.43 21.38

CMI (A-L) X = 22.7
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Research Question #10 asked, Is there a relationship between country of

origin, type of occupation, living arrangements, and action taken?

Results of Chi-square tests showed no statistically significant
relationship between country of origin and living arrangements on action
taken. Although the Chi-square test for type of occupation by action
taken was significant at the .05 level, a number of expected cell
frequencies were 1less than 5, which potentially could diminish this

significance (Table 25).

TABLE 25

Chi-square for Action Taken by Type of Occupation
(n = 99)

Action Taken

Occupation Lay Help/Advice Professional Help Total
Unemployed 6 0 6
Housewife 17 7 24
Major Professional 1 5 6
Minor Professional 11 2 13
Lesser Professional 5 2 7
Student 8 8 16
Clerical/Technical 6 5 11
Skilled, Semiskilled, or
Unskilled Labor 11 5 16
Total 65 34 99

X2 = 14.395, df = 7, p = .044
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The results showed that major professionals have the tendency to seek
professional health care instead of seeking advice and/or practicing

self-care or home remedies.

Research Question #11 asked, What subset of independent variables will

discriminate the patients who will seek advice (lay consultation)

and practice self-care and home remedies (Group 1) and those who

will not (Group 2) before seeking professional health care?

The results of a discriminant analysis performed on the dependent
variable, action taken (Group 1 - patients who sought advice, practiced
self-care and home remedies before seeking professional health care and
Group 2 - patients who did not seek advice or practice self-care or home
remedies and only sought professional health care) and the following
independent variables - age, years in the U.S., duration of symptoms,
duration of disease, CMI scores (A-R), Koos score, patient status, sex,
religion, marital status, level of education, pain, and number in
household - showed that CMI scores (A-R) was the only variable that
explained variations 1in actions taken. No other variable was
significant (Table 26).

To further examine the contribution of the CMI score as a
predictor, it was decided to reexamine the CMI score by dividing the
score into its two components: CMI (A-L) and CMI (M-R). The results of
the discriminant analysis (Table 27) showed that only CMI (A-L) was
statistically significant as a predictor. CMI (M-R) had very 1little
predictive value. Subjects who had high CMI (A-L) scores tended to fall

in Group 1.
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TABLE 26

Test of Statistical Significance for Each of the
Predictors Used in the Discriminant Function on Action Taken

Variable F(1’97) P
Age .018 .89
Years in U.S. 1.57 .21
Duration of Symptoms .05 .81
Duration of Disease .25 .61
CMI Score 4.49 .036*
Koos Score .11 .73
Subject Status 24 .62
Sex .00 .99
Religion .25 .61
Marital Status .00 .93
Level of Education 2.37 12
Number in Household .004 .94
Pain 1.90 .17

* p .05
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TABLE 27

Test of Statistical Significance for Each of the
Predictors Used in the Discriminant Analysis on Action Taken
(with CMI Scores Separated into the Two Components)

Variable F(1’97) P
Age .018 .89
Years in U.S. 1.57 .21
Duration of Symptoms .05 .81
Duration of Disease .25 .61
CMI Score (A-L) 6.04 .01*
CMI Score (M-R) .40 .50
Koos Score .11 .73
Subject Status .24 .62
Sex .00 .99
Religion 25 .61
Marital Status .00 .93
Level of Education 2,37 .12
Number in Household .004 .94
Pain 1.90 .17
* p < .05

Furthermore, a stepwise discriminant analysis was performed, and
the only significant predictor in the stepwise analysis was CMI (A-L)
score. After adjusting for CMI (A-L) scores, the F values for the

remaining variables were not statistically significant (Table 28).
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TABLE 28

Predictors Used in the Stepwise Discriminant Analysis on Action Taken
and a Test of Statistical Significance for Each

Variable F(1’97) P

CMI Score (A-L) 6.04 .01%

Variables Not in the Analysis After Step 1

F(1,96) P
Age 1.00 .32
Years in U.S. 1.96 .17
Duration of Symptoms .002 .96
Duration of Disease .49 .48
CMI Score (M-R) .016 .90
Koos Score .05 .83
Subject Status .25 .62
Sex .015 .90
Religion .13 .71
Marital Status .20 .65
Level of Education .71 .40
Number in Household .017 .90
Pain 1.27 .26

* p < .05
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This chapter presented a profile of the study subjects as well as
the main findings for each research question. It presented the
significant relationships demonstrated among the major variables of the
study. Based on the qualitative and quantitative findings presented in
this chapter, the next chapter will review these significant findings,
explore their meaning, and discuss their implications in regard to prior

research.
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CHAPTER VI

DISCUSSION

This study, a retrospective, descriptive survey, asked the
question, '"What is the illness and help-seeking behavior among Arab-
Americans?" In the context of their illness and help-seeking behavior,
the study investigated their symptom perception, complaints presented,
their beliefs about causation of illness, different actions taken while
seeking help, advice received and home remedies practiced for treatment,
and their actual decision to seek professional help. The study further
investigated the major determinants of illness and help-seeking behavior
in the population studied.

The significant findings demonstrated in this study will be
discussed using the study's conceptual framework as a guideline.
Therefore the significant relationships that were demonstrated among the
five major variables (sociodemographic, symptom perception, health
beliefs, explanatory models, action taken) identified in the framework
will be used as a basis for presentation.

This chapter presents the significant findings of the study and
discusses their implications in regard to prior research, the conceptual
framework of the study, and theory development, sampling, and

methodological issues.
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Symptom Perception

In this research, symptom perception was determined by using the
list of seventeen symptoms employed by Koos (1954) and the Cornell
Medical Index (Brodman et al., 1949).

Koos' 1list of symptoms. On Koos' 1list of symptoms the

respondents' scores were determined on their reaction to each particular
symptom as needing or not needing medical attention. Results showed
that Arab-Americans recognized pain in chest, lump in breast, lump in
abdomen, fainting spells, and blood in urine as important symptoms
needing medical attention. On the other hand, the two symptoms which
received the lowest ratings in terms of needing medical attention were
loss of weight and loss of appetite.

The results of the present study compared to that of Koos (1954)
show a greater recognition of the need of care than that found in Koos'
highest social class (Class I). The results obtained from the present
study were very similar to those of Smith and Kane (1970) where symptoms
reported by over 90 percent of the respondents fell in the same level of
importance as needing medical attention. In addition, another study by
Banks and Keller (1971) showed that symptoms receiving relatively high
scores by respondents fell into the category of loss of blood and those
symptoms assoclated with dreaded diseases, for example a lump 1in the
breast and pain in the chest.

Different symptom clusters are considered most important among
different ethnic groups. For example, the following irregularities will
receive particular attention among Puerto Ricans 1in evaluating their
health status: fever, respiratory problems, fatigue, loss of appetite

or weight (Harwood, 1981)., Haitians will give important consideration
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to bone displacement, such as a twisted arm or neck, which causes pain
and discomfort (Laguerre, 1981). It may be noted that recognition of
symptoms by Arab-Americans involving loss of blood, pain in the chest,
and lump in the breast shows that this group is aware of important and
dangerous diseases, such as cancer and heart disease, which are usually
associated with death.

It was unexpected for loss of weight and loss of appetite to be
perceived as 1less serious symptoms by the Arab-American population.
These two particular symptoms are considered very important in Arab
communities, where plumpness and good appetite are part of healthy looks
and are considered important health values. The same is true in the
Mexican-American culture where, according to Clark (1959), 1loss of
weight 1is considered serious enough to warrant medical attention.
Although loss of weight and loss of appetite were not recognized as
needing medical attention, there is a possibility that Arab-Americans
could have been concerned about them and tried to remedy them by eating
appetizing food with lots of garlic and onion, as those are believed to
increase appetite. (Garlic and onions were mentioned by some of the
respondents throughout the interviews as remedies for loss of appetite.)
This unexpected finding might be due to the increasing level of health
concern, health awareness, and health sophistication to which Arab-
Americans are exposed in the American society, which has positively
affected and modified their health beliefs, values, and symptom
perception.

Cornell Medical Index. On the Cornell Medical Index (CMI) the

respondents' scores were determined by counting the number of Yes

responses on the 195 items included in the questionnaire.
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In general, Arab-Americans scored high on sections A-L on the CMI,
sections related to physiological symptoms (X = 22.79) and scored low on
sections M-R of the CMI sections related to psychological symptoms
(X = 8.52). The mean total number of symptoms reported on the 195-item
CMI questionnaire (A-R) by the subjects in the present study was
somewhat lower than that found in CMI standardization studies
(X = 31.31) when compared cross-culturally. This mean score was higher
than the North Carolina group (X = 13.5) (Cassel & Tyroler, 1961) but
lower than the Oregon group's clinic patients (medical inpatients,

X = 38.98; medical outpatients, X = 33.5; psychiatric inpatients,

il

= 48,.88; psychiatric outpatients, X = 52.82) (Matarazzo, Matarazzo, &
Saslow, 196l1). When compared to the Zulu and Vietnamese culture
results, the results of the present study were lower then the Zulu's,
both rural and wurban (X = 53.99, X = 48.33) and the Vietnamese
(X = 34.0) (Lin, Tazuma, & Masuda, 1979; Scotch & Geiger, 1963-64).

Arab-Americans scored high on the following sections of the CMI
related to physiological symptoms (A-L): section D symptoms related to
the digestive system, section C symptoms related to the cardiovascular
system, and section B symptoms related to the respiratory system.

As for the second part of the CMI (M-R), related to psychological
symptoms, the following sections got the higher scores: section P
related to sensitivity and section M related to inadequacy.

Arab-Americans scored low on the following sections of the CMI:
section F (symptoms related to the skin) and section N (symptoms related
to depression).

Physiologically, Arab-Americans suffered mainly from gastro-

intestinal, respiratory, and cardiovascular symptoms. Psychologically,
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there was hypersensitivity with some degree of feelings of inadequacy,
meaning that they are at times wunable to make adequate social
adjustment. This might be explained by the difficulties faced in their
process of adjustment and acculturation.

The reason for using the CMI results was to look at or to measure
prominent complaints presented by the Arab-American population. The
results indicated that gastrointestinal, respiratory, and cardiovascular
problems were the major symptoms this population suffered from. These
findings are a first step in demonstrating variations 1in disease among
people of different ethnic backgrounds. For example, according to
Overfield (1977), urban Jews are the most resistant to tuberculosis,
compared to Black-Americans, American Indians, Appalachians, and
Chinese, who are more susceptible. Persons with type O blood have more
duodenal wulcers. Those with blood type A have more cancer of the
stomach. Sickle cell anemia is most commonly found in Black-Americanms.
The present findings emphasize that gastrointestinal, respiratory, and
cardiovascular problems are mainly those encountered by Arab-Americans.
Furthermore, they can provide us with a general notion of health
indicators in that community. In addition, through these results we can
expect that this population might be prone to developing, in the long
run, diseases related to the three reported physiological systems. From
the psychological viewpoint, as shown in sections M-R of the CMI, it is
possible to describe Arab-Americans as being hypersensitive people whose
feelings could be easily hurt, who sometimes also feel that they are
inadequate, and who show difficulty in their social adjustment, making

decisions on their own, or taking an initiative action without help.
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Sociodemographic Variables and Symptom Perception (Koos scores and CMI

scores)

Results obtained from this study showed some statistically
significant relationships between some of the sociodemographic variables
and symptom perception.

Koos scores, level of education, sex, age, and marital status.

Level of education, sex, age, and marital status did not appear to have
a relationship on Koos scores. This is in accordance with the results
reported by Smith and Kane (1970) that age factor and level of education
were not significant variables with regard to symptom perception.

Koos scores and religion. Results showed that there was a

statistically significant difference between the total mean Koos scores
among Christians and Moslems (t = 2.08, p €.05). On the Koos list of
symptoms, Moslems scored higher than Christians (Christians X = 13.6,
Moslems X = 14.7). This significant difference was considered to be on
the border line. Furthermore, a Chi-square test performed between each
of the groups for different symptoms showed no statistically significant
difference between the two groups for the individual items. This could
be further identified in a larger sample.

Koos scores and patient status. Those patients who were

hospitalized recognized a greater number of symptoms as needing medical
attention on the Koos 1list of symptoms than did those who were
outpatients (t = 5.6, p < .001). This can be explained by the fact that
those patients had more severe illness situations and had experienced
more symptoms. Some of the symptoms might have been the ones for which
they were hospitalized; therefore they would be more symptom-oriented

than the outpatient group.
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Relation of CMI scores to level of education. Results showed a

statistically significant relationship for level of education and CMI
A-R scores (r = -,22, p < .05) and for level of education and CMI A-L
scores (r = -,31, p < .0l1). This relationship, however, was not due to
the previous relationship of level of education to age.

The results of this study contradict the findings of Brodman and
colleagues (1953) which showed that no relationship existed between
level of education and number of complaints presented on the CMI. They
further explained that the more educated patients checked fewer bodily
complaints than did the less educated because they were younger and not
because of their length of schooling. On the other hand, results of the
present study are supported by Chu and Rin (1970) who reported that the
lesser educated tended to overreport their symptoms and by Croog (1961)
who, in applying the CMI to Army inductees from five ethnic groups,
showed that there was no association between Cornell scores and
educational level in the soldiers of Irish, British, and German origin,
but that in the Italian group an inverse association was found between
the Cornell scores and the educational level, showing that high Cornell
scores were associated with low educational level in the inductees of
Italian origin.

Relation of CMI scores to age. In the present study, results

showed a statistically significant relationship for age with CMI A-R
scores (r = .29, p <.05) and for age with CMI A-L scores (r = .43,
p < .001). This finding 1is supported by Brodman and colleagues (1953).
They studied a sample of adult outpatients that consisted of Black and

White patients. Results reported showed that older men and women made
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more complaints referring to the body than did the younger people. Age
and number of bodily complaints were significantly correlated.

The results of the present study are in accordance with clinical
observations that as individuals grow older, developing more
disabilities, they complain more about their bodies. This study
emphasized that 1n each successive age decade, patients had an
increasing number of bodily complaints.

Relation of CMI scores to sex. The majority of research using the

CMI reveals higher scores for women than for men (Abramson, 1966;
Brodman et al., 1953; Culpan, Davies, & Oppenheim, 1960). In the
present study there were no significant differences between male and
female scores. This finding is surprising and unexpected. According to
Nathanson (1975), women reported more symptoms than men. She postulated
that it was culturally more acceptable for women to report and express
discomfort and that women were more comfortable with the sick role. The
sick role is known to be particularly elaborate among Middle-Eastern
women, where socialization patterns allow them to complain more readily
and appear less stoic.

Relation of CMI scores to marital status. In the present study

there were no significant differences between married and single
subjects' scores. This contradicts Lin, Tazuma, and Masuda (1979) who
reported that marital status was a factor influencing the total number
of CMI scores. Married subjects in their study scored high on the CMI
as compared to the total scores of nonmarried, separated, and widowed.

Relation of CMI scores to country of origin. Country of origin

was another variable found to be related to perception of symptoms,

mostly the CMI (A-L) scores. It was found that Palestinians and
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Jordanians reported higher scores when compared to Lebanese, Iraqis, and
Egyptian subjects. This difference can be explained by the fact that,
although all of the subjects were considered Arabs and shared a common
core of traditional cultural values, beliefs, and practices, they still
constituted a heterogeneous group. Although similarities outweighed
differences, the subjects did demonstrate differences in perception and
recognition of symptoms. Also, their initial medical conditions might
have had an influence on their reporting and acknowledging a larger
number of symptoms on the CMI (A-L) scores.

Relation of CMI scores to type of occupation. It was found that

those who were unemployed had statistically significant higher scores on
CMI (A-L) than the major professionals, minor professionals, skilled,
semiskilled, and unskilled 1laborers, students, and those who held
clerical or technical positions. An analysis of variance showed that
statistically there was a significant difference between the mean scores
of the unemployed (X = 37.00), major professionals (X = 15.83), minor
professionals (X = 20.00), students (X = 16.75), clerical/technical
(X = 18.00), and skilled, semiskilled, or unskilled laborers
(X = 22.70). This relationship was found not to be significant when the
type of occupation was adjusted for age and level of education. The
high CMI A-L scores scored by the unemployed were explained by age
differences and differences in level of education. Even so, when type
of occupation was adjusted for the covariates of age and level of
education, the adjusted mean deviation for CMI (A-L) scores still tended
to be higher than the other adjusted mean deviations for the other
occupation categories, mainly housewives, students, major professionals,

minor professionals, etc. It was also apparent that major professionals
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still had lower scores. But these differences were not statistically
significant. In a larger sample, these differences would be expected to
be statistically significant.

Relation of CMI scores to patient status. Results showed that

there was a statistically significant difference between the CMI (M-R)
scores of 1inpatients and outpatients (t = -2,60, p < .05), indicating
that outpatients had higher CMI (M-R) scores. This finding was
unexpected; the difference might be due to the possible stress caused
by uncertainty of diagnosis among outpatients, which led them to score
higher on statements related to moods, feelings, and psychological
symptoms. The literature reports that usually inpatients have higher

total CMI scores compared to outpatients (Matarrazo et al., 1961).

Pain and Its Metaphors

As for the actual complaints presented by Arab-Americans when seen
in the health-care system, it was found that pain, mostly in the form of
pain in the chest, stomach, shoulder, extremities, and back, were the
most frequently-reported type of complaints (n = 45, 44.17).

Of the respondents, 23.5 percent complained of pain in combination
with one or more other symptoms described as burning sensation in the
stomach, fatigue, difficulty in respiration, sweating, dizziness.
6.8 percent reported miscellaneous symptoms in the form of bleeding,
lump in breast, abdominal distension, palpitation, difficulty
swallowing, and skin lesions.

In this study, Arab-Americans' descriptions of complaints suggest
that they are anatomically knowledgeable and very familiar with their

different body parts. Their descriptions of symptoms comprise specific
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anatomical areas such as the heart, chest, abdomen, and back. In
general, symptoms were mnot vaguely described. This accuracy of
description can be explained by the fact that interviews were conducted
in Arabic, and Arab-American patients were able to fully describe and
express what they experienced easily and accurately, in their mother
tongue, with some form of sophistication. The fact that they have been
labeled as presenting vague complaints by health-care professionals
(Meleis, 1981), referring to unspecific parts of the body, might be due
to language barriers (as they are often unable to express themselves in
English with accuracy) and not to a cognitive deficit.

In relation to the influence of language upon symptomatology in
ethnic groups, Del Castillo (1970) reported from the few cases he
studied that several patients showed psychotic symptoms in interviews
held in their native languages but not in those conducted in foreign
languages, possibly because the effort of communicating in another
tongue produces unconscious vigilance over the emotions. The same might
possibly be true for physiological symptoms described in the patient's
own language and in a foreign language.

Arab-Americans, while describing their pain, used words describing
the sensory and affective qualities of their pain (Jacox, 1977). They
also made some analogies and used metaphors. Use of metaphors while
describing pain has been reported by Klein and Brown (1965), who found
that 58 percent of patients in a medical clinic used metaphors of
violence to describe their pain. Arab-Americans described pain as
something pulling and hard as a stone - "Hage be tched zie el hagar";
as frightening - "A frightening pain in the lower part of my back. It's

worse with movement", "Haga Mou hkifa'"; as a piece of iron - "The pain
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under my right breast and in my stomach feels like a piece of iron",
"Heta min hadid"; as a burning fire and the flame of fire - "The pain
was like a burning fire, coming out of my chest", "I had this pain in my
stomach which was like a flame of fire."

As for the effect of illness and problems caused by their illness
situation, Arab-Americans mentioned that their illness interfered with
their activities of daily living and with work and its activities.

Very few mentioned that their illnesses caused general worry, fear,
unhappiness, and depression or created discomfort and affected their
appearance. Their main concern was interference with the activities of
work and of daily living. According to Rosenstock and Kirscht (1979),
interference with normal functioning is an indication of illness.

Arab-Americans' perceptions of the effect of their illnesses can be
supported by Zola (1966) who reported that Italians perceived their
symptoms as affecting their interpersonal behavior; the Irish denied
any such effect. Illness in Italians threatened social and daily living
activity. This is similar to Arab-Americans, who respond to their
illness pragmatically. Such activity means that their attention is
focused primarily on the tasks of daily 1living; therefore they view

their illness as interrupting routine tasks.

Beliefs of Causation of Illness

Patients who suffered chest conditions, coughing, sore throat, and
back, shoulder, and extremities pain attributed their disease causation
to cold in general, exposure to cold, cold weather, weather change, and
air drafts (n =11, 10.7%). Injury, falls, accidents, and muscle

sprains and twists were also reported as 1llness causations by
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19.6 percent of the subjects. Physical and mental stress was another
causation of illness mentioned by Arab-Americans. Those who mentioned
stress said that work, with its long hours of physical and mental
stress, had caused their illnesses.

Only one subject attributed the cause of his illness to fate and
God's will. This belief was expected to be more prominant in
Arab-Americans, as fatalistic acceptance or resignation is a specific
cultural trait in Arabs.

Another major cause was emotions, in the form of nervousness, and
tension and fright were mentioned by some of the respondents. This
belief of causation, in viewing symptoms of disease as manifestations of
disturbances in emotions, 1is also shared by Latin-Americans (Cohen,
1979). People who undergo sudden emotional experiences might suffer
some physical disorders such as stomach trouble, 1liver trouble,
hypertension, and circulatory problems (Cohen, 1979, Maloof, 1979).

Also, it was found that time was an important factor in disease
causality. Different dimensions of causality were believed to have
happened in the distant past (early childhood), recent or immediate past
(up to five years ago), and the present time.

Some of the beliefs about illness in the Arab-American subculture,
those attributed to cold, exposure to cold, and weather changes, are
derived from Hippocratic theories (Mettler, 1947). A collection of
Hippocratic writings, that explain different and overlapping etiologies,
mention meteorologic, climatic, and geographical changes (Mettler,
1947). Air was a determining factor in illness causation (Sigerist,
1961). In addition, ancient Greeks based their etiological explanations

on the constriction and relaxation of the pores (status strictus and
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status laxus), and the explanations were incorporated in their medical
theories (Ackerknecht, 1955). These beliefs, transmitted to Arabia,
Europe, and to the west (Messer, 1981), became the ruling medical
theories of the Middle Ages (Ackerknecht, 1955).

The Arab-American belief that diseases are caused by cold and
weather changes is shared by Italians and Mexican-Americans. According
to Ragucci (1981), old Italians have a special preoccupation with drafts
and cold as major causes of a number of illnesses, a causation that is
thought to lead to aches, pains, and chest colds. It is believed that a
person is especially vulnerable to winds and drafts when the pores are
open.

Mexican-Americans also refer to mal aire as being a frequent cause
of illness. Under certain conditions, "bad air" is thought to enter the
body through any of its cavities and result in illness (Schreiber &
Homiak, 1981).

Findings of the present study are also supported by Maloof (1979)
in her study of Arab-Palestinians in Washington, DC. She reported that
weather and air were mentioned frequently by the subjects, who believed
that they caused pneumonia and rheumatism. In addition, emotions, in
the form of stress, fright, tension, and worry, were believed to be
causes of disease.

Fatalistic approaches to causation of illness were expected to be
retained by many of the respondents. Only one subject in the present
study referred to fate or God's will as being such a cause. This is
contrary to the findings of Maloof (1979), who found that fatalism was

still very prominent as a cause of illnesses.



- 137 -

Action Taken and Help-seeking

The majority of Arab-Americans waited at least a few days
(X = 10.8) before deciding to go to a health-care facility for
professional help. The reasons why those patients decided to seek
professional help or were encouraged to do so were because, most of the
time, they suffered severe or sudden symptoms involving the heart or had
injuries associated with pain and bleeding. In other instances the
symptoms persisted and were not alleviated by home remedies practiced or
by the elapse of time. Thirty-four (33.3%) did nothing, but decided to
go to a health-care facility for professional help; 65 (63.7%) sought
lay help for advice and consultation and practiced home remedies prior
to deciding to seek professional health care.

The results showed that the type of occupation was a significant
variable affecting action taken. Chi-square test results showed that
major professionals would seek professional help directly (X2 = 14.39,
p = .04) instead of seeking advice and/or practicing self-care or home
remedies. This finding is related to the previous inverse correlation
between level of education and symptom perception (CMI A-L: r = ,31,
p <.001). Those who are high on the educational echelon do not express
their symptoms, do not complain as much as the people who are less
educated. They either have not as many complaints or symptoms to report
or, because of their high social positions and their involvement with
professional responsibilities, do not have time to be preoccupied with
their symptoms.

Another major variable which was found to be the only variable that
could discriminate between the two groups for action taken (those who

sought lay advice and help, practiced personal care and home remedies



- 138 -

before seeking professional help [Group I] and those who did not
([Group II]) was CMI (A-L) scores (F = 6.04, p € .05). Those who scored
high on CMI (A-L) reported higher physiological symptoms and had a
tendency to fall in Group I; those who scored low on CMI (A-L) reported
a lower number of physiological symptoms and had a tendency to fall in
Group II. Therefore CMI (A-L) scores were a strong predictor of action
taken.

This could be further related to level of education and CMI (A-L)
scores. The results showed an inverse relationship between 1level of
education and CMI (A-L) scores. Those who were low on the educational
echelon were the ones who expressed and reported a higher number of
symptoms and therefore scored high on CMI (A-L) (physiological)
symptoms. Again, these subjects were unemployed, had lesser education,
and had more time to worry about their symptoms, and they sought help
from their lay consultants for approval and validation.

Those who sought lay help, advice, and consultation formed the
majority of the sample studied and were the ones who scored high on the
CMI (A-L) questionnaire. These subjects had high physiological CMI
scores and expressed and recognized more symptoms than the ones who did
seek professional help. For help, they contacted their spouse, son or
daughter, and parents. It was found that the spouse was the primary
person most helpful to the subjects, followed by parents (mother and/or
father) and the son or daughter. Lay consultation was always initiated
at home and rarely went out of the family circle. This may be rooted in
family loyalty and a sense of obligation to take care of the sick or the
needy. Only one subject asked the Chinese cook at the restaurant near

his home where he used to eat, for advice and help.
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Person helpful. The person most helpful in cases of illness was

the spouse, who usually was the wife. It is noticeable that the women
in the family (the spouse or the mother) were always responsible for
nurturing tasks and were usually the ones who were consulted within the
family for the health protection of all its members. This finding is
supported by Litman (1974) who emphasized the primary role of the wife/
mother in the decision to seek health care for her children and family.
In addition, Maloof (1979) has reported that Palestinian women are
popular providers of health care within the family. Pillsbury (1978)
has also emphasized the importance of women as decision-makers in
helping i1l family members.

Arab-American women have influential roles in relation to health
and illness in the family, discussing the symptoms, validating them, and
suggesting home remedies. Based on the type, severity, and location of
symptoms presented, different types of advice or help were offered to
the sufferer. These were in the form of advice to go and see the
physician (49.2%), advice to go to the hospital (11.7%), and advice to

rest and practice home remedies (32.3%).

Home Remedies and Over-the-counter Medication Used

for Self-treatment

It should be noticed that a wide variety of over-the-counter
medications and home remedies were used for treating some of the health
problems encountered. Home remedies practiced included rest, rubbing,
gargling, hot showers, and other relatively simple procedures. Aspirin

was the most popular over-the-counter medicine reported, together with
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Tylenol, Anacin, and Robitussin. These medicines were generally taken
to treat colds, aches, and pains.

Olive o0il was used in many ways: rubbing chest for colds, covering
skin lesions, and massaging painful body parts. Its use has antecedents
in ancient times when o0il was used to treat and dress wounds in battle
(Arber, 1953; Majno, 1975). Olive oil was also used to treat different
ailments such as earaches, muscle pains, and paralysis (Budge, 1913) and
was believed to have a warming and soothing effect (Gunther, 1959). The
use of lemon juice was also common in the Arab-American population to
overcome fever and to break up colds.

A number of respondents practiced some home remedies for the
conditions they experienced and reported. For example,

Internal nutritional remedies:

I was coughing and had some chest pain. For that, I used to

drink every morning on an empty stomach a glass of warm milk

mixed with two raw eggs. 1It's good for the chest; it brings

all the black secretions out.

External food-related remedies:

I had a boil in my inner thigh. My wife prepared a poultice

made of boiled onions. It helps ripen the boil and all the

dirt comes out.

External - Cupping and incision (wet cupping):

I had a very bad chest condition. I couldn't breath, and 1

was coughing. My mother applied small cups, after heating

them, on my back and chest. THis sucks all the inflammation

out and at the end she incised very lightly the skin with a

razor blade to let some of the accumulated blood out.

The home treatments practiced to remedy some of the symptoms
presented emphasized beliefs related to the Hippocratic humoral theory:
for example, in using internal nutritional remedies, one gets the black

out of the chest; the bleeding that occurs after incising and/or

cupping helps the body get rid of bad humors.
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Results as They Relate to the Conceptual Framework

This part of the discussion focuses upon the study results as they
relate to the conceptual framework. It examines the extent to which the
findings explicitly clarify an understanding of the concepts of symptom
perception, action taken, and illness and help-seeking behavior from a
cultural perspective (Figure 14). The framework used in this study
(derived from the health belief model and Kleinman's explanatory model)
proved to be very useful in conceptualizing a number of interrelated
events that occurred at the time the symptoms were perceived by the
Arab-American patients. It also helped relate sociodemographic and
cultural variables to symptom perception and action taken.

The findings of this study demonstrated individual relationships
between 1) age and symptom perception, 2) religion and symptom
perception, 3) patient status (inpatient or outpatient) and symptom
perception, 4) level of education and symptom perception, 5) type of
occupation and symptom perception, 6) country of origin and symptom
perception, 7) symptom perception and action taken, and 8) type of
occupation and action taken. Thus conceptual relationships were
demonstrated between 1) sociodemographic/illness characteristics and
symptom perception, 2) demographic characteristics and action taken, and
3) symptom perception and action taken. Therefore certain
sociodemographic and illness characteristics and cultural beliefs were
found important in influencing an individual's perception of severity of
symptoms and, consequently, help-seeking behavior in two different forms
of action taken: advice and help from significant others and/or

professional help.
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The findings of this study show that the concepts derived from the
health belief model and Kleinman's explanatory model were applicable to
the research. Kleinman's explanatory model was particularly useful as
it allowed the researcher to evoke sociocultural beliefs retained by
patients. It also allowed for a detailed description of patients'
beliefs about causation of illness, complaints presented, and home
remedies practiced. The model emphasized the importance of cultural
influence in shaping health beliefs and practice such as perception of
symptoms, perceived threat, and action taken.

The study also affords support for the relevance and usefulness of
variables (symptom perception and perceived susceptibility) in the
health belief model. They have relevance in explaining behavior and
provide some insight into the dynamics of 1illness and help-seeking
behaviors. The concept of perceived susceptibility (symptom perception)
influences action taken and health behavior.

The findings of this study build on the works of Chrisman (1977),
Friedson (1961), Kasl & Cobb (1966), Kleinman (1978), Mechanic (1962),
Rosenstock (1966), Suchman (1965b), and Zola (1964, 1966), which explain
theories of lay consultation and illness and help-seeking behaviors.
Mechanic (1962) and Zola (1963, 1973, 1983) have reported that how a
symptom is perceived affects the likelihood of response by the person
experiencing it. A major cue in this perception is the disruption of
family work and other social activity. In addition, Rosenstock (1966),
Mechanic and Volkart (1961), and Mechanic (1978) have agreed that
individual perception 1s crucial in assessing health and illness.
Suchman (1965b) has described the stages of illness, beginning with the

first experience of symptoms until recovery and rehabilitation. The
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illness experience begins with a decision about whether or not something
is wrong; there is then a stage of symptom validation by lay referral,
and the adaptation of the sick role, which has been explained in detail
by Friedson (1961). Lay consultation and referral processes might be
sought to aid in identifying illness, for suggestions about treatment,
and for recommendations for competent help.

Social networks have been shown to be both barriers to professional
treatment, as in the case of Blacks (Hines, 1972) and Mexican-Americans
(Clark, 1959), or important means of promoting the use of professional
health care, as in the case of gypsies (Salloway, 1973). The results of
this study showed that with Arab-Americans', social networks encouraged
the sick person to look for professional help most of the time, as the
type of advice given was "go and see the physician" (49.2%) and "go to
the hospital"” (11.7%). The literature has also presented some important
sociodemographic variables such as age, sex, level of education, and
cultural variables that affect illness and help-seeking behaviors (Banks
& Keller, 1971; Fabrega, 1972; Feldman, 1966; Koos, 1954; Mechanic,
1972; Zborowski, 1952).

By adding new information to the extensive and broad area of
illness and help-seeking behavior and by testing the interrelationships
between important concepts in the area, this study has made clear that
the most important trigger in the decision to take action is the symptom
itself - its progression, its seriousness to the point requiring action,
its site, and its association with pain - as well as its disruption of
normal role performance. Presence of lay consultants and type of advice
given also influenced action taken. Three other variables that are

relevant to symptom perception and decision to take a particular action
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are personality types, health locus of control, and health knowledge.
These variables deserve investigation 1in relation to 1illness and

help-seeking behavior and should be integrated into the study model.

Sampling and Methodological Issues Pertaining to

the Findings of This Study

Access to the sample of this study was a very difficult endeavor.
Clinics and hospitals were not knowledgeable about who the
Arab-Americans were, and no records were found mentioning the ethnic
identity of patients treated except for Mexican-, Spanish-, and Asian-
Americans. Arab-Americans were categorized under "others" or "unknown".

Whenever Arab-American patients were contacted, they always showed
interest in participating in the study. They were enthusiastic and
eager to answer all the questions asked by the researcher. The fact
that the researcher spoke Arabic and was originally from Egypt was a
major point in breaking the ice. In addition, because the interview was
conducted in the Arabic language, patients felt relaxed and comfortable.
At times, in many of the interviews, some other issues that were or were
not related to health and illness were brought up by the patients, or
one of the family members accompanying the patient, for discussion and
advice. Also, the respondents were very curious to know about the
researcher's background; therefore some introduction and a few minutes
of socialization took place before the actual interview. The subjects
considered the researcher as a friend and a fellow compatriot and even
wanted to meet her on a social basis.

Respondents gave their verbal consent for participating in the

study and answered all the questions without difficulty. The Koos list
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of symptoms and the Cornell Medical Index were answered verbally.
Respondents found the Cornell Medical Index too long.

Some patients who shared the same diagnosis and who happened to be
in the health-care system on the same day were introduced to each other
by the researcher. These patients showed interest in comparing their
medical conditions, treatment received, medication taken, and

physician's recommendations.
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CHAPTER VII

CONCLUSIONS

This chapter consists of an overview of the study and its findings,

a discussion of the limitations and implications of the study, and

suggestions for further research.

Summary of the Study

The purpose of this study was to describe the illness and help-
seeking behavior of Arab-Americans. It helped identify and describe
their perceptions and responses to symptoms of illness. The study
further examined their own explanatory models in relation to their
illness episodes, their beliefs about etiology and onset of symptoms,
and their decisions to seek help, whether professional or lay help.
This included the phases the patients went through after the onset of
their symptoms, including home treatment, advice, and lay help, until
the actual visit to a health-care system for professional help were
investigated.

The conceptual framework of this study - a model explaining illness
behavior and help-seeking behavior from a cultural perspective - was
derived from Rosenstock's (1966) health belief model and Kleinman et
al.'s (1978) explanatory model. The health belief model explains why

and under what conditions people take actions to prevent, detect, and
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diagnose disease. The elements of the traditional health belief model
include the individual's perceptions of susceptibility to a disease, the
severity of the disease, and the benefits and costs associated with
actions taken to prevent or cure the disease. These perceptions are
affected by diverse demographic, structural, and sociopsychological
variables (modifying variables) as well as cultural variables.

The explanatory model brings into focus the cultural components of
health beliefs. The explanatory model examines the patient's clinical
reality in the form of the patient's cognitive content of his particular
views of what is wrong together with feelings, values, and expectations
about the type and style of treatment and goals for what would be
considered to be effective care.

The model developed for this study provides a way of describing
illness behavior and help-seeking behavior which initially starts with
the presence of a symptom from a sociocultural dimension. Presence of
symptoms will heighten the perceived seriousness and become a threat to
the individual, depending on the type and severity of the symptoms
experienced, for example, whether they included pain or discomfort. The
perceived benefits can be integrated into action taken, which could be
extended into help-seeking. Consequently, the decision to take an
action in the presence of a symptom will depend on three areas in which
beliefs about illness are likely to be held by patients: the extent to
which the patient (a) perceives the presence of symptoms (perceived
susceptibility to disease), (b) believes the symptom(s) to be serious
(perceived threat of disease), and (c) believes that he will benefit

from taking action.
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The relationship which existed between each component of the
soclodemographic variables (age, sex, level of education, number of
years in the U.S., country of origin, and religion) and illness
characteristics (type and duration of disease) and perception of
symptoms was examined. Furthermore, the relationships which existed
between the same sociodemographic variables, in addition to type of
occupation, 1living arrangements, and type of action taken, were
examined. This was performed to identify and describe those variables
which were the best predictors of symptom perception and action taken.

To accomplish the intended purpose of this study, a retrospective
descriptive survey approach was selected. This method of data
collection was aimed at Arab-American patients diagnosed with an acute
or chronic condition, being treated either in an outpatient or an
inpatient setting in two large health-care centers located in a large
urban area on the west coast,

The collection of data was accomplished through the use of an
initial interview which included three structured questionnaires that
were administered by the researcher to each subject through the
interview process. A total of 102 patients were interviewed for this
study. The interview was conducted in Arabic, except for six patients
who preferred to respond in English.

Each of the 102 patients responded to the initial interview and the
following three questionnaires: 1) demographic data questionnaire,
2) the Cornell Medical Index, and 3) Koos' 1list of symptoms. The
initial interview was structured around questions related to illness and
help-seeking behavior. The questions evolved from the 1literature

related to the area (Friedson, 1961; Lieberman & Glidewell, 1978;
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Suchman, 1964, 1965a, 1965b; Zola, 1964). The interview also included a
set of questions which helped elicit the patient's own explanatory model
of illness (Kleinman, 1978).

The demographic data questionnaire was an instrument designed by
the investigator for the purpose of obtaining pertinent sociodemographic
data on the subjects in this study. The Cornell Medical Index (CMI) was
developed by Brodman and colleagues (1949) for the purpose of measuring
a subject's own perception and expression of symptoms of illness and to
help appraise symptoms of medical significance (Croog, 1961). Koos'
list of symptoms was developed by Koos (1954) for the purpose of
measuring perception of severity of selected medical symptoms as needing
medical attention or not.

Validity and reliability of the CMI and Koos' list of symptoms were
established in previous research (Abramson et al., 1965; Matarazzo,
Matarazzo, & Saslow, 1961; Ryle & Hamilton, 1962; Smith & Kane, 1970).
Validity and reliability tests were obtained on both the CMI and Koos'
list of symptoms after their translation into Arabic.

Data for this study were analyzed by wusing descriptive and
inferential statistical techniques, analysis of variance and analysis of
covariance, Chi-square tests, correlations, and regression and
discriminant analysis, in addition to qualitative analysis used to
analyze responses to the initial interview. The descriptive statistics
consisted of frequency distributions, measures of central tendency, and
measure of variability. These were used to describe the sample studied.
Inferential statistical techniques were used for analyzing data to

examine effects which independent variables (i.e. age, sex, level of
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education, number of years in the U.S., country of origin, religion,
type and duration of disease) had upon the dependent variable
(i.e. symptom perception). Correlations were determined between some of
the independent variables such as sex, age, level of education, country
of origin, and number of years in the U.S. and symptom perception.

A discriminant analysis was conducted to decide which combination
of a number of important variables provided the best discriminator
between two defined populations. Discriminant analysis explained the
influence of a set of variables (sociodemographic variables such as age,
sex, religion, marital status, living arrangement, number in household,
country of origin, number of years in U.S., 1level of education,
occupation, and illness variables such as type of disease, duration of
disease, perception of symptoms) on the dependent variable (action taken
prior to seeking professional care), that is, those who did seek advice
and practiced self-care and home remedies prior to seeking professional
help and those who sought professional help directly.

In addition, content analysis was carried out on the data obtained
from the questions which comprised the initial interview. The unit of
content analysis selected was the theme. Next, a category system for

classifying units of content was developed.

Summary of Research Findings

The presentation of the research findings was based on the
conceptual framework of this study. Therefore the significant findings
were presented and discussed under the five major components of the

conceptual framework (Fig. 1, p. 31).
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Symptom Perception

The following symptoms were identified by Arab-Americans as needing
medical attention: pain in chest, lump in breast, lump in abdomen,
blood in urine, fainting spells. Two symptoms - loss of weight and loss
of appetite - received 1lower ratings in terms of needing medical
attention. On the CMI, sections A-L (physiological symptoms),
Arab-Americans reported symptoms related to the digestive system,
cardiovascular system, and the respiratory system. Their mean CMI (A-L)
score was 22.79. As for sections M-R (psychological symptoms),
Arab-Americans reported hypersensitivity and some degree of inadequacy.
Their mean CMI (M-R) score was 8.52 and their mean total CMI (A-R) score

was 31.31.

Sociodemographic Variables and Symptom Perception

Age. Age demonstrated a statistically significant relationship
with CMI (A-R) scores (r = .29, p <.05) and with CMI (A-L) scores
(r = .43, p <.001). Such findings suggest that as age increased,
subjects made more complaints referring to the body.

Religion. Religion demonstrated a statistically significant
relationship with Koos scores (t = -2.08, p <.05). This significance
was on the borderline when examined closely.

Level of education. Level of education demonstrated a

statistically significant relationship with CMI (A-R) scores (r = -.22,
p €.05) and CMI (A-L) scores (r = -.31, p <.0l). This relationship,
however, was not due to the previous relationship of level of education
to age. Such findings suggest that the less educated presented a

greater number of complaints on the CMI.
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Type of occupation. Type of occupation demonstrated a

statistically significant relationship with CMI (A-L) scores, as the
mean CMI (A-L) scores of the unemployed had statistically significant
higher scores (X = 37) than the major professionals (X = 15.8), minor
professionals (X = 20), students X = 16.7), clerical/technical
(X = 18), and skilled, semi-skilled, or unskilled laborers (X = 22.7).
This relationship was found not to be significant when the type of
occupation was adjusted for age and level of education.

Patient status. Patient status (inpatient or outpatient)

demonstrated a statistically significant relationship with CMI (M-R)
scores (t = -2.6, p < .05), indicating that outpatients had higher CMI
(M-R) scores than inpatients. ©Patient status also demonstrated a
statistically significant relationship with Koos scores (t = 5.6,
p <.001). Inpatients recognized a greater number of symptoms as
needing medical attention than the outpatients.

Country of origin. Country of origin demonstrated a statistically

significant relationship with CMI (A-L) scores. Such findings show that
Palestinians and Jordanians reported higher CMI (A-L) scores when

compared to Lebanese, Iraqis, and Egyptians.

Complaints Presented and Pain

Pain, mostly in the form of pain in chest, stomach, shoulder,
extremities, and back, was the most frequently reported type of
complaint. Symptoms were not vaguely described; Arab-Americans
described the sensory and affective qualities of their pain. They also

made some analogies and used metaphors. As for the effects of illness
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and problems, Arab-Americans mentioned that their illnesses interfered

with their activities of daily living and with work and its activities.

Beliefs of Causation of Illness

Patients who suffered chest conditions, coughing, sore throat, and
back, shoulder, and extremities pain attributed their disease causation
to cold in general: exposure to cold, cold weather, weather changes,
and air drafts. Injury, falls, accidents, and muscle sprains and
twists, in addition to physical and mental stress, were other causes

mentioned by Arab-Americans.

Action Taken and Help-seeking

Arab-American patients waited at least a few days (i = 10.8) before
deciding to go to a health-care facility for professional help. Of
these, 33.3 percent did nothing before deciding to go to a health-care
facility, and 63.7 percent sought lay help for advice and consultation
and practiced home remedies prior to deciding to seek professional
health care. Three types of advice were offered by lay consultants: go
see the physician (49.2%), rest and practice home remedies (32.3%), and
go to the hospital (11.7%). Analysis of qualitative date suggests that
the type of advice depended on symptoms presented, the site, and
involvement of pain, or if it was caused by injury or accident.

Results showed that type of occupation was a significant variable
affecting action taken. Chi-square test results showed that major
professionals would seek professional help directly (X = 14.39, p = .04)

instead of seeking advice and/or practicing self-care or home remedies.
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Another major variable, found to be the only variable that could
discriminate between the two groups for action taken (those who sought
lay advice and help, practiced personal care and home remedies before
seeking professional help [Group I] and those who did not ([Group II]),
was CMI (A-L) scores (F = 6.04, p < .05). CMI (A-L) scores were a
strong predictor of action taken. The spouse, son, or daughter and
parents were usually contacted for help and advice.

Home remedies and over-the-counter medication used for treatment.

A large variety of over-the-counter drugs were used to alleviate minor
symptoms, mostly colds and pains involving the back and extremities.
Rubbing and massage with olive o0il or Arak was commonly practiced.
Lemon juice was drunk to break up colds and fevers. Popular drugs such
as aspirin, Tylenol, and Robitussin were consumed by Arab-Americans for
treatment as home remedies.

Except for major professionals, the first choice for Arab-Americans
was to handle the illness within the lay system and move into the
professional system if the problem continued or became worse or
disrupted their daily functioning.

These research findings suggest that relationships exist among the
various factors delineated in the study's conceptual framework. These
include relationships between: 1) sociodemographic characteristics and
symptom perception, 2) sociodemographic variables and action taken, and

3) symptom perception and action taken (Figure 14, p. 142).
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Limitations of Study

Design Limitations

The descriptive survey as a design is used to describe situations
or events as they naturally occur. It leads to the accumulation of a
data base that is solely descriptive; it does not necessarily seek or
explain relationships. Its limitation rests on 1its 1inability to
determine a causal relationship. The findings of this study should be
viewed within this context. Also, the fact that this study was partly
retrospective, where subjects simply were asked to reflect on their
attitudes and behaviors that had occurred, did have some effect on their
acurately recalling events that had happened recently. These patients

also had already initiated medical care and were undergoing treatment.

Sample Limitations

Methodological considerations such as sample selection are very
closely connected to generalizability. In this study, a limitation of
the study findings is that they are not generalizable to a larger
population of Arab-American patients. This is because the sample was a
convenience one obtained from a limited geographic area. Also, the
sample does not represent those who choose not to seek professional
health care for their symptoms. Nonetheless, study results do support
implications for the practice of nursing and areas for future research

efforts.
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Instrument Limitations

The initial interview, although conveying many aspects of illness
and help-seeking behaviors, should have included additional questions
that elicited patients' impressions and experiences in relation to their
illness 1in general. It also should have included more open-ended
questions instead of structured and semi-structured questions, to better
clarify the respondents' reactions and perceptions of their illnesses.

As for the questionnaires administered for this study, specific
questions on the questionnaire did not appear to create problems. The
researcher assumed that the questionnaires were completed honestly and
thoughtfully., A 1limitation of the questionnaires was their length,
especially the CMI which contained 195 questions. Responding to it was
tedious at times. Respondents gave a negative response to many of the
psychological items on the CMI (M-R) instead of affirmative answers;
this is probably due to the fact that the questions were asked and
responded to verbally.

A sense of shame might also have played a role, as in Middle-
Eastern cultures it 1s usually unacceptable to present psychological
symptoms, especially to someone who is a stranger (Racy, 1970). This
might have altered the picture of Arab-American patients in respect to
their psychological well-being, moods, and feelings. In additionm,
responses to the CMI may be taken at their face value, that is, the
instrument measures complaints presented within the limitations of the
questions which comprised the 18 different sections of the

questionnaire. The CMI only covers a partial aspect of symptoms.
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Data Analysis Limitations

Many different types of inferential statistical methods were used
in analyzing research data. Chi-square tests, analysis of variance,
analysis of covariance, t-tests, correlations, regression analysis, and
discriminant analysis. These different tests might have created the
possibility that some of the test findings that achieved statistical

significance at the .05 level could be attributed to chance.

Implications for Nursing

In light of the information derived from the results of this study,
several implications may be proposed in relation to guidelines for
culture-specific health-care assessment, treatment, and prevention as
well as patient and family teaching. In this study, Arab-Americans
presented major complaints related to the gastrointestinal, respiratory,
and cardiovascular systems. There were also some psychological symptoms
of hypersensitivity and inadequacy. Based on these results, one should
consider and investigate the presence of symptoms related to these
different systems when Arab-Americans seek help for other initial
medical conditions.

Knowledge and understanding of the themes evolved in the beliefs of
disease causation (especially exposure to cold and drafts) among Arab-
Americans is important for nurses. Nurses should be attentive to these
beliefs when caring for patients who are likely to consider themselves
vulnerable. Identifying patients' explanatory models regarding their
illnesses enables health-care providers to clarify those areas where

patients need teaching and health education. This would create a more
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culturally specific assessment of patient condition and, in turn, make
medical intervention more individual.

A knowledge of the reliance of Arab-Americans on family and the
role played by lay consultants during illness i1s valuable because it
permits health care providers to adapt further treatment and
prescription on the basis of previous home remedies and nonprescription
drugs. Also, involving the family and its members in patient care,
teaching, and compliance is necessary and can be of help in gaining the
patient's cooperation and maintaining compliance.

Inability of Arab-Americans to speak fluent English might create
problems and some misunderstandings in the patient/health-care provider
communication process. Based on this, health professionals
underestimate the ability of Arab-Americans to comprehend their health/
illness status. Therefore it 1is important to have present a family
member or close friend who speaks English, This should help the
patient to describe his symptoms and complaints. Health-care providers
must be prepared to spend extra time with Arab-American patients and
their families while they seek professional help, asking simple
questions and allowing time for description and expression of their
symptoms.

Health-care providers should be aware, too, that Arab-American
patients are often hypersensitive. Their feelings are easily hurt, and
they may have some feelings of inadequacy. It is very important,
therefore, to help them make decisions related to a choice of health-
care procedures. Knowledge of symptoms regarded as important by Arab-

American patients might be useful 1in developing health education
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programs to stimulate the Arab-American population to obtain preventive
health care.

A knowledge and understanding of Arab-American cultural health
beliefs and nonjudgmentally eliciting the patient's own model of illness
can lead to more involvement on the part of health-care providers and,
in turn, make health care more compatible with the patient's beliefs and

life-style.

Suggestions for Future Research

The value of any research lies in the contributions it provides to
the knowledge base of the phenomenon studied, as well as its usefulness
as a model when designing subsequent research. A major contribution of
this research was the descriptive data generated about the illness and
help-seeking behaviors of Arab-Americans and the relationships among
socilodemographic data, illness characteristics, symptom perceptions,
actions taken in the form of lay and professional help, beliefs about
disease causation, and home remedies practiced.

Although the sample of this study was large enough to be
generalizable (n = 102), the study should be replicated on an even
larger group of patients, possibly those with the same diagnosis or
medical condition. Thus, by controlling some of the variables in the
sample and focusing on fewer of them, it would be possible to show more
precisely the amount of variance accounted for by the most significant
factors. The sample should also include a wider geographic area,
including both urban and rural samples.

Future research should also use a prospective design and the sample

consist of patients with an initial diagnosis of recent illness,
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although access to such a sample might be very limited. Also, a study
using a hypothetical situation might be of value 1in providing the
informant with an opportunity to focus on an impersonal topic and to
discuss problems and provide examples that might not ordinarily be
divulged. Comparative studies of illness and help-seeking behavior of
new immigrant and American-born Arabs would be of interest as well, as
would comparing illness and help-seeking behavior among different
Arab-American groups and among other Mediterranean ethnic groups.

Other aspects of help-seeking behavior among Arab-Americans, such
as intrafamilial patterns of help-seeking, require further study. An
example would be 1llness and help-seeking behaviors when different
members of the family are involved, for example a child. Also,
investigating the relationship of seeking health care to other forms of
help-seeking behavior for different types of problems might be of
interest.

The variable of symptom perception should also be measured in a
healthy population and comparative analysis performed with a group who
is 111. Possible religious influences on symptom perception might be
investigated as well and may become more apparent in a larger sample.
Patterns of health behavior among Arab-Americans for health maintenance
and prevention of illness should also be investigated.

A different study, including not only those who seek professional
help but also those who do not, 1is required in a more widely
representative sample. Further research in the area of health and

illness among Arab-Americans is therefore highly recommended.
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

INFORMATION SHEET

Ms. Alice Reizian, a doctoral candidate at the University of
California, San Francisco School of Nursing, Department of Mental Health
and Community Nursing, is doing a study to learn more about how Arab-
Americans perceive their illness situation and react to it.

If I agree to participate in this study, the following will happen:

1. I will respond to three questionnaires.

2. I will participate in an interview that will last about two
hours.

3. The interview will be recorded in writing, but the answers
will be kept as confidential as possible and my name will not
be included.

Ms. Reizian has explained the study to me and has answered my
questions. If I have any further questions I may reach her at
(415) 665-4708 or (415) 666-4771. If I have any comments about
participating in this study, I should first talk with Alice Reizian. If
for some reason I do not wish to do this, I may contact the Human
Subjects Committee between 8-5, Monday through Friday, by calling
(415) 666-1314.

My participation in this study is strictly voluntary and I can
refuse to participate or withdraw at any time without jeopardizing my
continued care in this clinic.

There will be no direct benefit to me personally, but the study may

benefit other individuals in the near future.
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INITIAL INTERVIEW

When did you first feel the symptom?

How was 1t?

How long did it last?

How did you decide that this was a health-related problem?

What do you think has caused it?

How would you describe the effect of this problem on (a) your body?

(b) your usual activity?

What do you think your sickness does to you?

How severe is your sickness?

What are the chief problems your sickness has caused you?

What do you fear most about your sickness?

Did you try anything for relief? What did you do?
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Did you seek assistance or talk to anyone about your symptoms? (episode

of illness)

Who did you talk with? Who did you approach?

What specific person(s) did you approach?

What came of it? (What were the results)

What kind of suggestions were made?

Were they helpful?

Were you satisfied by the help you received?

What kind of advice did you receive?

Who told you to see the physician?
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DEMOGRAPHIC DATA QUESTIONNAIRE

Code #

Please either fill in the answer or place a checkmark ( ) beside the
appropriate response for the following questions.

How old are you?

What is your sex? Male ( ) Female ( )
What is your marital status?

Married « )

Widowed ( )

Separated « )

Divorced ( )

Single « )

What is your occupation?

What is the highest grade of school that you have completed?

None ( )
Elementary (1-8) ( )
High School « )
College ( )
Professional or

Graduate ( )
Technical ( )
Other (specify) « )

What is your country of origin?

How many years have you been in the U.S.?

City of residence?

Reasons for coming to the U.S.?
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10. What is your religion?

11. Describe your living arrangements.
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N
MEN) CORNELL MEDICAL INDEX

FR— HEALTH QUESTIONNAIRE

rint . Your
our Home
ame Address.
‘'ow Oid Are You? — Cirdle I You Are . . Single, Married, Widowed. Separated, Divorced.
ircle the Highest ) )
ear You Rcachu! What ls.\ ot
18¢hudl 012345678 (1234 1234} Occupation? —
Elcmentary School ‘Hagh College .

Directions: This questionnaire is for MEN ONLY.
If you can answer YES to the gu-siion asked, put a circle around the

If you have to answer NO to the question asked, put a circle atound the

Answer all questiens. If ycu are not sure, guess.

A _ ; ' Doyouvgethayfever? .. . . ... . Yes No |020
Do vou need glasses to read? e Yes  No ’ ™! Do you suffer from asthma? ....... . .. Yes No | 021
Do veu need glasses to sme things at a dis- 5 : Are you troubled by constant coughing? . . Yes No | 022
tomea? \'4‘,, “) : TN ’
anees ’ No iz Have you ever coughed up blood? ... . Yes No | 023
Has your eyesizll often blacked out com- . Do ve Limes hav e sevee aki »
el e Yeis  No e 0 you sometimes have severe soaking sweats
pletay s S at night? e ... Yes No | 024
Do your eyes coutinually blink or water? ... Yes  No ; vo4 | Have you ever had a chronic chest condition? Yes No | 025
o you olter e by ins in y €37 . Xe oy OUS .
Do you often have bad pains in your eyr Yes  No o Gus : Have you ever had T.B. (Tuberculosis)? .. Yes No | 026
. . e p It +d ? Tog q .
Are your eyes oiten red or infiamed? .. . Yes No ’ 0ue | Did you ever live with anyone who had T.B.? Yes No | 027
Are you hard of hearing? ... .. .. . Yes No |07 ‘
Have vou ever had a bad running ear? ... .. Yes No L 008 ¢
Dec you have constant noises in vour ears? . . Yes  No | 009 Ha‘:a: S::,d:fg;;ﬂmxd )our—blood pressure Yes No {028
i Has a doctor ever said your blood pressure
B i was too low? ... . _.............Yes No |029
D vou have to clear vour throat frequeady? Yoo o No P 010 Do you have pains in the heart or chest? ... Yes No | 030
Dc you often feel a choking lump in your ) Are you often bothered by tht.mpm" of the
threat? o 0 0 L o Y  No | (i hecart? - . Yes No | 031
Are vou often troubled with bal spulis of i Does your heart often race like mad? . ... Yes No | 032
1n2? . . ez No P U012 o . .
SPECZLR T e ' Ye “ vl Do you often have difficulty in breathing? .. Yes No [ 033
, w cantinually ” Y \
ls your nose contirually stuffed up? . Yes  No | 013 Do you get out of breath long before anyone
Do you suffer from a constantly rurning else? ... S .. Yes No {034
-, id \u
nose? ... - : Yes Net o014 Do you somelimes gct out of breath just sit-
Have you at times had bad nose bleeds? Yes  No {015 ting still? . TSP Yes No | 035
Do you often catrh severe colds? . Yes Nu | 016 Are your ankles often badly swollen? ....... Yes No | 036
Do you frequently suffer from heavy chest Do cnlg h:;nds or fcct trouble you even in hot Y No | 037
When you catch a cold. do you alwavs have Dnle:,‘:l; suffer from frequent cramps in your Yes No | 038
to go to bed? . | . Yes No i 018 oo o
. . ' i Has a doctor ever said you had heart trouble? Yes No | 039
Do frequent colds keep you miserable all 5 | :
winter? ... iwnee . Yes No 1 019 ]  Does heart trouble run in your family? ..... Yes No | 040
- OPEN TO NEXT PAGE
Cornel; Uniy uun Medical Coliege
R T 193 1300 v+ Avenne New Yora N OY. b2




D
Have you lost more than half your teeth? ... Yes
Are you troubled by bleeding gums? ... Yes
Have you citen had scvere toothaches? . ... Yes
Is your tongue usually badly coated? . ... Yes
Is your appetite always poor? ... ... Yes
Do you usually cat sweets or other food be-
tween meals? - Yes
Do you always gulp your food in a hurry? . Yes
Do you often sufler from an upset stomach? Yes
Do you usually feel bloated after eating? . . Yes
Do vou usually belch a lot after eating? . Yes
Are you often sick to your stomach? - Yes
Do you suffer from indigestion? - Yes
Do severe pains in the stumach often duuble
you up? . ~Yes
Do you suffer from constant stomach trouble? Yes
Does stomach trouble run in your family? . Yes
Has a doctor ever said you had stomach
ulcers? - Yes
Do you suffer from frequeat loose bowel
movements? - Yes
Have you ever had severe bloody diarrhea? Yes
Were vou ever troulled with intestinal
worms? . Yes
Do vou constantly suffer from bad con-
stipation? . Yes
Have vou ever had piles (rectal hemor-
thoids) ? - Yes
Have vou ever had jaundice {vellow eves
and +hin)? Yes
Have you ever had serious liver or call blad-
der trouble? e Yes
E
Are your joints often painfully swollen? Yes
Do vour muscles and joints constantly fecl
siff? Yes
Do you usually have severe pains in the arms
or legs? e Yes
Are vou cnp'\lcd with severe rheumatism
(arthritis) ? R . Yes
Does rheumatism (arthritis) run in your
family? . e .. Yes
Do weak or painful feet make your life
miserable? Yes

No

No

No

No

No

041
042
043

044
045

046
047
048
049
050
051
0s2

059

060

06l

062

063

067

068

069

- Yes

j]k”ms in the back make it hard for )ou to

ecp up with your work? ..

Are you ‘troubled with a serious bodxl) dis-
ability or deformity? ..o . Yes

F

Is your skin very sensitive or tender? ...... Yes

Do cuts in your skin usuall) stay open a long
time? ... SED (-

Does your face often get badly flushed? ... Yes

Do you sweat a great deal even in cold

weather? . o e e e €8
Are you often bothered by severe itching? .. Yes
Does your skin often break out in a rash? . Yes
Are you often troubled with boils? ... Yes
G
Do vou suffer badly from frequent severe
headaches? ... . .. . . ieee. . YeS

Does pressure or pain in the head often make

life miserable? - Yes
Are headaches common in your family? ... Yes
Do you have hot or cold spells? ... ... .. Yes

Do you often have spells of severe dizziness? Yes
Do you frequently feel faint? ... ... Yes

Have you fainted more than twice in your
life? . ... . . i . Yes

Do you have constant numbness or tingling
in any part of your body? IR (-

Was any part of your body ever paralyzed? Yes
Were you ever knocked unconscious? ....... .. Yes

Have you at times had a twitching of the face,

head or shoulders? . ... YEB
Did you ever have a fit or convulsion (eps
1epsy).? o o s X€S

Has anyone in your family ever had fits or
convulsions (epilepsy) ? ..ooe e Y8

Do you bite your nails badly? . Yes

Are you troubled by stuttering or stammer-

Are you a slecp walker? - Yes
Are you a bed wetter? ... . Y8

Were you a bed wetter between the aga of

8 and 147 -« Yes

No

No

No

No

No
No
No
No

No

070

071

072

073
074

075
076
077

G79

080
081
0&2

083
084

085

086
087
088

089

090

091
092

093
094
095

096

GO TO NEXT PAGE




H
Have you ever had anything seriously wrong
with your genitals (privates)? .......... Yes
Are vour genitals often painful or sore? ... Yes

Have you ever had treatment for your geni.
tals? Yes

Has a doctor ever said you had a hernia
(TUPLUFE) ? oot e s Y €8

Have you ever passed blood while urinating
{passing water)? ... Yes

Do you have trouble starting your stream
when urinating?

Yes

Jo you have to get up every mght and
UENAte ? e s s s e Y €B

during the day, do you usually have to urinate
frequently 2 SR (-

Jo you often have severe burning pain when
VO Uninate? e Y €S

Jo vou sumetimes lose control of your blad-

fas a doctor ever said you had kidnev or
bladder disease? . ..oee . ... Yes

Jo you often get spells of complete exhaustion
or fatigue? ... ... .. . o

Joes working tire you out completely? ....... Yes

o you usually get up tired and exhausted in
the MOrning? .. e o e e 1 €9

- Yes

lors every little effort wear you out? ...

re you constantly too tired and exhausted
even to eat? __ SRR (-1

o you suffer from severe nervous exhaus-

Yes

loes nervous exhaustion run in your family? Yes

e you frequently ill? Yes
re you fxequendy confined to bed by ill-
ness? Yes

R (-

e Yes

Ie you always in poor health?
Te you considered a sickly person? .....

'o you come from a sickly family? ... Yes

No
No

Nov

No

No

No

No

No
No

No
No

097
098

099

100

101

102

103

104

105

106

107

108
109

110
111

112

113
114

115

116
117
118

119

-Dd 8&-ere pains and aches make it |mpoa.sd)le

for you lo do your work? .. .. ... Yes
Do you wear )oursclf out worrymg about
your health? ... .. . Yes
“Are you always ill and unhappy? TR (-
- Are you constantly made miserable by poor
health? Yes
K
Did you ever have scarlet fever? ....... .. Yes

As a child, did you have rheumatic fever,
growing pains or twitching of the limbs? Yes

Did you ever have malaria? .. ... . Yes
Were you ever treated for severe anemia (thm
blood)? .. . .. . Yoo
Were you ever treated for “bad blood”
(venereal disease) ? ..o o . Yes
Do you have diabetes (sugar disease)? ... Yes
Did a doctor ever say you had a goxter (in
your neck) ? . e e . YES
Did a doctor ever treat you for tumor or
CANCET ? o e et o o eervrirs s Y €8
Do you suffer from any chronic disease? ... Yes
Are you definitely under weight? ... Yes
Are you definitely over weight? ............... Yes
Did a doctor ever eay you had varicose veins
(swollen veins) in your legs? .............. Ycs
Did you ever have a serious operation? ....... Yes
Did you ever have a serious injury? ... Yes
Do you often have small accidents or in-
L
Do you usually have great dnmcully in falling
asleep or staying asleep? ... ... Yes
Do you find it impossible to take a regular
rest period each day? . ..o .. Yes
Do you find it 1mposs|ble to take regular dally
exercise? ... B - Yes
Do you smoke more than 20 cigarettes a
day? ... .. SRR {
Do you drink more than six cups of coffee or
tea a day? ... . Yes
Do you usually take two or more alcoholic
drinks a day? e Y OB

No

No
No

No

No

No
No

No

No
No
No
No

No

No

No

No

No

‘No

No

No

No
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Do you sweat or tremble a lot during exam-
inations or questioning? ................. . Yes

Jo you get nervous and lblky ,whcn ap-
proached by a supcnor" USUS—— (.

Joes your work fall to Lneces ‘when the boss
or a superiot is watching you? ... Yes

Jues your thinking get completely mixed up

when you have to do things quickly? ... Yes
Must you do things very slowly in order to
do them without mistakes? ........._........ Yes
Jo you alwa)a get directions and ordm
wrong ? Yel
do slrangc peoplc or placa make you
afraid? . . s . Y€
Are vou scared o be alone when there are no
friends near you? ... . Yes
s it always hard for you to make up vour
mind? . . . ... ... . .. Yes
Jo you wish vou always had someone at your
side to advise you? ... .. . Yes
Are you considcred a clumsy person? ... Yes
Joes it bother you to eat anvwhere except in
your own home? .. . ... Y€8
N
Do you feel alone and sad at a party? ... Yes
Do you usually fcel unhappy and depressed? Yes
Jo you often ery? .. . .. -~ Yes
Are vou always miserable and blue? ... Yes
Does life look entircly hopeless? . ... ... Yes
Do you often wish you were dcad and away
from it all? oo Yes
0
Does worrying continually get you down? ... Yes
Does worrying run in your family? ... Yes
Does every little thing get on your nerves and
wear you out? .. .. oo Y€S
Are you considered a nervous person? ... Yes
Does nervousness run in your family? ... - Yes

Did you ever have a nervous breakdown? ... Yes

Did anyone in your family ever have a ner-

vous breakdown? Yes

No

No .

No

No

No

No

No
No

No
No
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“Weté you ever a patient in a mental hospital

(for your nerves)? Yes

. Was anyone in your family ever a patient in

a mental hospital (for their nerves)? .. Yes

PP T
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Are you extremely shy or sensitive? ........ Yes
Do you come from' a shy or sensitive family? Yes
Are your feelings easily hurt? ... .. Yes
Does cnncum always upset you2 .......;_.....,.. Yes

Are you considered a touchy penon? .............. - Yes
Do people usually misunderstand you? ... - Yes

Q

Do vou have to be on your guard even with
friends? ... ... . Yes

Do you always do things on sudden impulse? Yes
Are you easily upset or irritated? ... Yes

Do you go to pieces if you don't constantly

control yourself? ... . S
Do little annoyances get on your nerves and
e you angry? e YeB
Does it make you angry to have anyone tell
you what to do? Yes
Do people often annoy and irritate you? ... Yes
Do you flare up in anger if you can’t have
what you want right away? ... ... Yes

Do you often get into a violent rage? ... Yes

R
Do you often shake or tremble? ............... Yes
Are you con;tantly keyed up and jittery? ... Yes

Do sudden noises make you jump or shake
badly? « Yes

Do you tremble or feel weak whenever some-
one shouts at you? Yes

Do you become scared at sudden movements
or noises at night? Yes

Are you often awakened out of your sleep by
frightening dreams? Yes

Do frightening thougﬁﬁ keep coming back in
your mind? Yes

Do you often become suddenly n;red for no
good reason? Yes

Do you often: break out in a cold sweat? ... Yes

No

No

No

No
No
No
No
No

No
No

No
No

No
No

No
No
No
No
No
No
No
No

o Am-urTX ¥

170

171

172
173
174 |
175
176
177

178
179
180

181
182

183
184

185
186

187
188

189
190
lf)l
192

193

194
195




- 192 History Number

'OMEN
0 ) CORNELL MEDICAL INDEX

__ HEALTH QUESTIONNAIRE

1t Your
T Home
ne Address
\ Oid Are You? Circle If You Are . . Single. Married, Widowed, Scparated, Divorced.
e the Highest
r You Reached What Is Your
ichool (12345678 (123 4] [1234] Occupation?.
Elcmentary School High College

Directions: This questionnaire is for WOMEN ONLY.

If you can answer YES to the question asked, put a circle around the
If you have to answer NO to the question asked, put a circle around the

Answer all questions. If you are not sure, guess.

Do you get hay fever? .. ... . Yes No | 020
o you need glasses to read? . o . Yes No | 001 Do you suffer from asthma? .. Yes No | 021
o vou need glasses to sce things at a dis- Are you troubled by constant coughing? Yes No {022

ance? . Yes No | 002 . . .
tance? .. Ye 0 Have you cver coughed up bloud? =~ .. . Yes No {023

as vour eyesight often blacked out com-

pletely? .. ... .. .Yes No o003

Do you sometimes have severe soaking sweats
at night? .. ... . .. .. Yes  No | 024

. . . -. 2 v
o your eyes continually blink or water? ... Yes  No | 004 Have you ever had a chronic chest condition? Yes  No | 025

o you often have bad pains in your eyes? .. Yes No | 005 Have you ever had T.B. (Tuberculosis) ? Yes No [ 026

re your eyes often red or inflamed? . ... Yes  No | 006 Did you ever live with anyone who had T.B.? Yes No | 027
re you hard of hearing? . Yes No | 007
ave you ever had a bad running ear? ... Yes No | 008 C
o you have constant noises in your ears? ... Yes No | 009 Ha“s,a: i&:)ct}(:;g;;er éafd »yog blooé‘ pressure Yes No | 0ne
Has a doctor ever said your blood pressurc
was too low? i eis i .. Yes  No | 029
o you have to clear your throat frequently? Yes  No | 010 Do you have pains in the heart or chest? . Yes No | (20
Jo you often feel a choking lump in your . Are you often bothered by thumping of the
ThTOBL? oo reeers i . X €8 NO [ O] heart? o Yes  No w2l ;
e you often troubled with bad spells of \ N Does your heart often race like mad? . ... Yes No j422
1 09 ............................................ PEETTTrTN {
SMECZING & o ©s o |012 Do you often have difficulty in breathing? . Yes No | 032
s your nose continually stuffed up? .......... Yes No | 013 Do you get out of breath long before anyane
Yo you suffer from a constantly running ) €l8e? s e Y€8 Noo [ 034
NOSE? oo oo o i o e Y€8 No | 014 Do you sometimes get out of breath just sit-
Jave you at times had bad nose bleeds? ...... Yes No | 015 ting still? . ..o i i - Yes No | 035
Yo you often catch severe colds? . Yes No | 016 Are your ankles often badly swollen? . ....... Yes  No 1036
%o vou frequently suffer from heavy chest Do cok}i] hznds or feet trouble you even in hot v N
colds? e Yes No | 017 weather? ... i e . XES No | 037
YThen you catch a cold, do you always have D‘ie{:"; suffer from frequent cramps in your Yes  No |03
to go to bed? e, o L Yes N(' Ol 8 DS & o reemeesstei s e s T PEETEEE . ” . - 8
; ai 2 ? \ 1
Do frequent colds keep you miserable all Has a doctor ever said you had heart trouble? Yes  No [ 039
T o AU Yes No | 019 Does heart trouble run in your family? ...... Yes No | 040

OPEN TO NEXT PAGE

“ght ‘: 1949 Cornell University Medical College
:*d I‘JCS A 1300 York Avenuc. New York. N. Y. 10021
e US.A.
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Have you lost more than half your teeth? ...

Are you troubled by bleeding gums? ...

Jiove you often had severe toothaches? ...
Is your tongue usually badly coated? ..
I: yeur appetite always poor?

Do you usually eat sweets or other food be-
tween meals? ... ..

Do you always gulp your food in a hurry? .

Do you often suffer from an upset stomach?

Do you usually feel bloated after eating? ..

Do you usually belch a lot after eating?
Are vou often sick te vour stomach?
Do vou suffer frem indigestion?

Do severe pains in the stumach often doukle
vou up? .

Do you suffer from constant stomarh trouble?
Does storzach troulle rur in your family?

Hxs a doctor ever said you had stomach
ulcers?

Do you suffer from frequent loose bowel
movements?

Have you ever had severe blaady diarrhes”
Were you ever troubled with intestina)
worms?

D: you constantly suffer from bad con-
stipation?

Hove you cver had piles

(rectal hemor-
rheids 7 .

Have vou ever had jaundice (yelluw eyes

and skin) ?

Have you ever had sericus liver or all blad-
der trouble?

E
Are your joints often painfully swollen?

Do vour muscles and joints constantly feel
stiti?

Do vou usualls have severe paius in the arms
or legs?

Are vou crippled with severe rheumatism
(arthritis} ? :

Does rheumnatism (arthritis) run in your
family? oo

Do weak or painful fect make your life
muserable? .

Yes
Yes
Yes
Yes

. Yes

- Yes

Yes
Yes
Yes
Yes

- Yes

. Yes

. Yes

Yes

. Yes

Yes

Yes

Yes

Yes

.. Yes

. Yes

Yes

Yes

Yes

- Yes

Yes

Yes

Yes

4

es

No
No

041

042 !
043 |

044
045

046
047
043
049
050
051

0s2
053
054

05§

056

060

061

062

063

068

069
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Do pains in the back make it hard for you to

keep up with your work? ... . Yes
Are you troubled with a serious bodily dis-
ability or deformity? SRR (.-
F
Is your skin very sensitive or tender? ... Yes
Do cuts in your skin usually stay open 8 lorg
Does your face often get badly flushed? ... Yes
Do you sweat a great deal even in cold
Are you often bothered by severe itching? .. Yes
Does your skin often break out in a rash? . Yes
Are vou often troubled with boils? - Yes
G
Do you suffer badly from frequent severe
headaches? ... - Yes
Does pressure or pain in the head often make
life miserable? . . .o Y€
Are headaches common in your family? ... Yes
Do you have hot or cold spells? .. Yes

Do you often have spells of severe dizziness? Yes
Do you frequently. feel faint? ........owmuw Y€8

Have you fainted more than twice in your

Do you have constart numbness or tingling
in any part of your body? i Y OB

Was any part of your body ever paralyzed? Yes
« Yes

Have you at times had a twitching of the face,
head or shoulders? . J— Yes

Were you ever knocked unconscious? ...
y

Did you ever have a fit or convulsion (epx-
1€p8Y ) ? oo o e s 1 €8

Has anyone in your family ever had fits or
convulsions (epilepsy) 7 ommmnimm e 1€8

Do you bite your nails badly? ..c . Yes

Are you troubled by stuttenng or stammer-

Yes
Yes

Are you a sleep walker? ..

Are you a bed wetter?

Were you a bed wetter between the agcs of
8 and 14?7 . e et e e e Y €8

No

No

No
No

No
No
No

No

No

No
No

No
No
No

No

070

071

072

073
074

075
076
077
078

079

080
081
082
083
084

085

086
087
088

089

090

091
092

093
094
095

096
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H

lave your menstrual periods ususlly becn
painful? ..

Iave you often felt weak or sick with your
periods? . . . ...

lave vou often had to lie down when your
periods came on? ...

lave you usually been tense or jumpy with
your periods?. ... . ...

lave you ever had constant severe hot flashes
and sweats? ... .

Iave you often been troubled with a vaginal
discharge?

Jo you have to get up every nizht and

urinate?
Juring the dav, do vou usuulis have to
urinate frequently?
Jo you often have severe burning pain when

you urinate?

Jo vou sometimes loge control of vour blad-

der?

fas a doctor ever said you had kidney or
bladder discase?

Jo vou often get spells of complete exhaustion
or fatigue? L s

Jocs working tire you out completelv? .

Yo vou usually get up tired and exhausted in
the morning?

Joes every little effort wear you out? .. ..

ire you constantly too tired and exhausted
even to eat?

Jo you suffer from severe nervous exhaus-
tion?

Joes nervous exhaustion run in your family?

I

Are you frequently ill? ...

Are vou fxequt,ml) confined to bed by ill-
ness? -

Are you always in poor health? ... . ... .
Are you considered a sickly person? ... . ..

Do you come from a sickly family? .......

. Yes

. Yes

Yes

Yes

Yes

Ylﬁ

Yes

- Yes

Yes

. Yes

Yes

- Yes

Yes

Yes

- Yes

Yes
Yes

No

No

No

No

No
No
No
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098

099

100

101
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110
111

112

115

116
117
118
119
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Do severe pains and aches make it impossible
for you to do your work? ... Yes

Do you wear )ourself out worr),mry about
your health? . vt e Y8

Are you always ill and unhappy? - Yes

Are you constanlly made miserable by poor
health? . Yes

K

Did you ever have scarlet fever? ... Yes

As a child, did you have rheumatic fever,
growing pains or twitching of the limbs?

Yes
Yes

Did you ever have malaria? ...

Were you ever treated for severe anemia (thin

blood)? ... . Yes

Were you ever treated for “bad blood”
(vencreal disease) ? ...

Yes
. Yes

Do you have diabetes (sugar discase) ?

Did a doctor ever say you had a gaiter (in
your neck)? -

- Yes

Did a doctor ever treat you for tumor or

cancer? .. ... .. YeS
Do you suffer from any chronic discase? Yes
Are you definitely under weight? ... . . . Yes
Are you definitely over weight? . - Yes

Did a doctor ever say you had varicose veins

(swollen veins) in your legs? .......... . Yes
Did you ever have a serious operation? ... . Yes
Did you ever have a serious injury? ... . Yes

Do you often have small accidents or in-
juries?

Yes

L

Do you usually have great dlﬂxculty in fallmg
asleep or staying asleep? - Yes

Do you find it impossible to take a regular
rest period each day? ... Y8

Do you find it 1mposslble to take regular daxly
exercise? ... ... S (-

Do you smoke more than 20 cigarettes a

daY? s v e e X €S

Do you drink more than six cups of coffee or
tea a day? ... . Yes

Do you usually take two or more alcoholic

drinks & day? ... Yes

No

No

No

120

121
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132
133
134

135

136
137

138

139

140

141

142

143
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o vou sweat or tremble a lot during exam-

inations or questioning? Yes
o vou get nervous and shaky when ap-
proached by a superior? . - Yes

s~ vour work fall to picres when the boss

or a superior is watching you? Yes
w~ vour thinking get completely mixed up
when vou have to do thinges quickly ? Yes
ust vou do things verv slowly in order to
do them without mistakes? Yes
5 vou alwavs get directions and orders
wrong? Yes
« strange  pecple or  places make you
afraid” , Yes
v von scared to he alone when there are no
friends near vou Yes
it alwavs hurd for vou to make up vour
mind / Yes
vvou wish vou alwavs had someone at your
sde to advise vou? .~ Yes
¢ vou considered a clumsy person? .. Yes
as it bother vou to eat anywhere except in
your own home? . . - Yes
o you feel alone and sad at a party? - Yes

»you usually feel unhappy and depressed? Yes

you often cry ? - Yes
¢ vou always miserable and blue? . Yes
ses life look entirely hopeless? - Yes
s vou often wish you were dead and away
from it all? oo - Yes
ws worrving continually get you down? . Yes
ves worrying run in your family? - Yes
ses every little thing get on your nerves and

( . ) id
wear you out? . . Yes
re you considered a nervous person? . . .. Yes
loes nerv in vour family? Y
oes nervousness run in your family? .. .. Yes
lid you ever have a nervous breakdown? ... Yes
id anvone in your family ever have a ner-
vous breakdoWn? .o i Y €8

No
No
No
No
No
No

No

145

146

147

148

149

157
158
159
160
lel

162

163
164

165
166
167
168

169
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Were you ever a patient in a mental hospital

(for your nerves)? ... .. ... Yes
Was anyone in your family ever a patient in

a mental hospital (for their nerves)? ... Yes
|
Are you extremely shy or sensitive? ... Yes

Do you come from a shy or sensitive family? Yes

Are your feelings easily hurt? ... - Yes
Does criticisin always upset you? ........... Yes
Are you considered a touchy person? ......... Yes
Do pcople usually misunderstand you? ... Yes

Q

Do you have to be on your guard even with
friends? ... ... . ... . Yes

Do you always do things on sudden impulse? Yes
Are you easily upset or irritated? ... Yes

Do you go to pieces if you don’t constantly
control yourself? ... ... ... .. Yes

Do little annoyances get on your nerves and

make you angry? ... Y8
Does it make you angry to have anyone tell

you what to do? ... Y
Do people often annoy and irritate you? ... Yes
Do you flare up in anger if you can’t have

what you want right away? ... ... Yes
Do you often get into a violent rage? ... Yes
R
Do you often shake or tremble? ............. Yes

Are you constantly keyed up and jittery? ... Yes

Do sudden noises make you jump or shake

badly? ... - Yes

Do you tremble or feel weak whenever some-
one shouts at you?

Do you become scared at sudden movements
or noises at night? .. Yes

Are you often awakened out of your sleep by
frightening dreams? ... Yes

Do frightening thoughts keep coming back in
your mind? ... Yes

Do you often become suddenly scared for no
good reason? ... ... ... Y€8

Do you often break out in a cold sweat? ... Yes

No

No

No
No

No
No

No
No

No

No

No

No

No
No
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APPENDIX E

KOOS' LIST OF SYMPTOMS
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KOOS' LIST OF SYMPTOMS

Below is a list of symptoms which affect some people from time to time.
We would like you to judge if any of these symptoms, in your opinion,

need medical attention or not.

For each symptom, please place a checkmark ( ) in either the YES or

column.

NO

YES

NO

Loss of appetite
Persistent backache
Continuous coughing
Persistent joint and muscle pain
Blood in stool

Blood in urine

Excessive vaginal bleeding
Swelling of ankles

Loss of weight

Bleeding gums

Chronic fatigue

Shortness of breath
Persistent headaches
Fainting spells

Pain in the chest

Lump in the breast

Lump in abdomen



- 198

APPENDIX F

RESPONSES TO CORNELL MEDICAL INDEX
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TABLE F-1

Questions on CMI (A-L) Scored High by Arab-American Patients

(19-44 Yes Responses)

Question

Section of CMI

CMI (A-L) Physiological Symptoms

Do you always eat sweets or other food
between meals?

Do you always gulp your food in a hurry?

Do you often suffer from an upset stomach?
Does your heart often race like mad?

Do you have pains in the heart or chest?

Do you often have difficulty in breathing?
Do you have to clear your throat frequently?
Do you often catch severe colds?

When you catch a cold, do you always
have to go to bed?

D (digestive system)
D (digestive system)
D (digestive system)
C (cardiovascular)

C (cardiovascular)

C (cardiovascular)

B (respiratory)

B (respiratory)

B (respiratory)
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TABLE F-2

Total Yes Responses and Percentage of Respondents with
Affirmative Answers on Section D Items of
CMI Questionnaire (gastrointestinal tract)

Item Question Total Yes Z of
Responses Respondents

041 Have you lost more than half your teeth? 17 16.6
042 Are you troubled by bleeding gums? 6 5.8
043 Have you often had severe toothaches? 3 2.9
044 1Is your tongue usually badly coated? 15 14.7
045 Is your appetite always poor? 20 19.6
046 Do you usually eat sweets or other foods

between meals? 44 43.1
047 Do you always gulp your food in a hurry? 41 40.1
048 Do you often suffer from an upset stomach? 37 36.2
049 Do you usually feel bloated after eating? 33 32.3
050 Do you usually belch a lot after eating? 29 28.4
051 Are you often sick to your stomach? 27 26.4
052 Do you suffer from indigestion? 26 25.4
053 Do severe pains in the stomach often double

you up? 23 22.5
054 Do you suffer from constant stomach trouble? 15 14.7
055 Does stomach trouble run in your family? 5 4.9

056 Has a doctor ever said you had stomach

ulcers? 11 10.7
057 Do you suffer from frequent loose bowel

movements? 6 5.8
058 Have you ever had severe bloody diarrhea? 8 7.8

059 Were you every troubled with intestinal
worms? 11 10.7
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TABLE F-2 (continued)

Item Question Total Yes % of
Responses Respondents

060 Do you constantly suffer from bad

constipation? 15 14,7
061 Have you ever had piles (rectal hemorrhoids)? 10 9.8
062 Have you ever had jaundice? 8 7.8

063 Have you ever had serious liver or gall
bladder trouble? 10 9.8
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TABLE F-3

Total Yes Responses and Percentage of Respondents with
Affirmative Answers on Section C Items of
CMI Questionnaire (cardiovascular system)

Item Question Total Yes Z of
Responses Respondents

028 Has a doctor ever said your blood pressure

was too high? 25 24,5
029 Has a doctor ever said your blood pressure

was too low? 7 6.9
030 Do you have pains in the heart or chest? 35 34.3
031 Are you often bothered by thumping of the

heart? 29 28.4
032 Does your heart often race like mad? 41 40.1
033 Do you often have difficulty in breathing? 32 31.3
034 Do you get out of breath long before

anyone else? 25 24.5
035 Do you sometimes get out of breath just

sitting still? 9 8.8
036 Are your ankles often badly swollen? 16 15.6

037 Do cold hands or feet trouble you even
in hot weather? 13 12.7

038 Do you suffer from frequent cramps in
your legs? 21 20.5

039 Has a doctor ever said you had heart trouble? 20 19.5

040 Does heart trouble run in your family? 27 26.5
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TABLE F-4

Total Yes Responses and Percentage of Respondents with
Affirmative Answers on Section B Items of
CMI Questionnaire (respiratory system)

Item Question Total Yes % of
Responses Respondents

010 Do you have to clear your throat frequently? 23 22.5

011 Do you often feel a choking lump in your
throat? 5 4.9

012 Are you often troubled with bad spells of

sneezing? 10 9.8
013 1Is your nose continually stuffed up? 9 8.8
014 Do you suffer from a constantly running nose? 6 5.8
015 Have you at times had bad nose bleed? 13 12.7
016 Do you often catch severe colds? 23 22.5
017 Do you frequently suffer from heavy chest

colds? 12 11.7
018 When you catch a cold, do you always have

to go to bed? 19 18.6
019 Do frequent colds keep you miserable all

winter? 18 17.6
020 Do you get hay fever? 9 8.8
021 Do you suffer from asthma? 6 5.8
022 Are you troubled by constant coughing? 11 10.7
023 Have you ever coughed up blood? 7 6.9
024 Do you sometimes have severe soaking

sweats at night? 10 9.8
025 Have you ever had a chronic chest condition? 8 7.8
026 Have you ever had TB? 1 .9

027 Did you ever live with anyone who had TB? 2 1.9
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TABLE F-5

Questions on CMI (M-R) Scored High by Arab-American Patients
(16-68 Yes Responses)

Question Section of CMI

CMI (M-R) Psychological Symptoms

Are you extremely shy or sensitive? P (sensitivity)
Are your feelings easily hurt? P (sensitivity)
Are you considered a touchy person? P (sensitivity)

Do you sweat or tremble a lot during
examinations or questioning? M (inadequacy)

Do you get nervous and shaky when approached
by a superior? M (inadequacy)

Are you scared to be alone when there are
no friends around you? M (inadequacy)
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TABLE F-6

Total Yes Responses and Percentage of Respondents with
Affirmative Answers on Section P Items of
CMI Questionnaire (sensitivity)

Item Question Total Yes Z of
Responses Respondents

172 Are you extremely shy or senstive? 60 58.8
173 Do you come from a shy or sensitive family? 16 15.6
174 Are your feelings easily hurt? 61 59.8
175 Does criticism always upset you? 30 29.4
176 Are you considered a touchy person? 68 66.6

177 Do people usually misunderstand you? 12 11.7
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TABLE F-7

Total Yes Responses and Percentage of Respondents with
Affirmative Answers on Section M Items of
CMI Questionnaire (inadequacy)

Item Question Total Yes %z of
Responses Respondents

145 Do you sweat or tremble a lot during
examinations or questioning? 29 28.4

146 Do you get nervous and shaky when
approached by a superior? 28 27.4

147 Does your work fall to pieces when the
boss or a superior 1is watching you? 18 17.6

148 Does your thinking get completely mixed
up when you have to do things quickly? 22 21.5

149 Must you do things very slowly in order to
do them without mistakes? 24 23.5

150 Do you always get directions and orders
wrong? 11 10.7

151 Do strange people or places make you afraid? 20 19.5

152 Are you scared to be alone when there are
no friends near you? 25 24.5

153 1Is it always hard for you to make up your

mind? 11 10.7
154 Do you wish you always had someone at your

side to advise you? 14 13.7
155 Are you considered a clumsy person? 13 12,7

156 Does it bother you to eat anywhere except
in your own home? 7 6.8
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TABLE F-8

Questions Scored Low by Arab-American Patients

(3-18 Yes Responses)

Question

Section of CMI

CMI (A-L) Physiological Symptoms

Are you often bothered by severe itching?
Are you often troubled by boils?

Do cuts in your skin usually stay open
a long time?

Do you sweat a great deal even in cold weather?

CMI_ (M-R) Psychological Symptoms

Do you often wish you were dead and away
from it all?

Does life look entirely hopeless?
Do you often cry?

Do you feel alone and sad at a party?

e ]

(skin)

(skin)

(skin)

(skin)

(depression)
(depression)
(depression)

(depression)
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TABLE F-9

Total Yes Responses and Percentage of Respondents with
Affirmative Answers on Section F Items of
CMI Questionnaire (skin)

Item Question Total Yes Z of
Responses Respondents

072 1Is your skin very sensitive and tender? 18 17.6

073 Do cuts in your skin usually stay open a

long time? 6 5.8
074 Does your face often get badly flushed? 9 8.8
075 Do you sweat a great deal even in cold

weather? 4 3.9
076 Are you often bothered by severe itching? 8 7.8
077 Does your skin often break out in a rash? 11 10.7

078 Are you often troubled with boils? 4 3.9
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TABLE F-10

Total Yes Responses and Percentage of Respondents with
Affirmative Answers on Section N Items of
CMI Questionnaire (depression)

Item Question Total Yes % of
Responses Respondents

157 Do you feel alone and sad at a party? 7 6.8
158 Do you usually feel unhappy and depressed? 11 10.7
159 Do you often cry? 5 4.9
160 Are you always miserable and blue? 6 5.8
161 Does life look entirely hopeless? 3 2.9

162 Do you often wish you were dead and away
from it all? 3 2.9
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APPENDIX G

ARABIC TRANSLATION OF QUESTIONNAIRES
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