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ABSTRACT
COLLEGE STUDENT LAY HEALTH INFORMATION MEDIARY BEHAVIOR:
AN EXAMINATION OF EHEALTH LITERACY AND
UNREQUESTED HEALTH ADVICE

by
Andrew William Cole
The University of Wisconsin-Milwaukee, 2014
Under the Supervision of Professor Mike Allen, Ph.D
Lay health information mediary behavior (LHIMB) @eibes individuals seeking health
information to relay to others. The current stuggraines LHIMB as a relationship
between eHealth literacy and unrequested healtita@®WHA). 254 undergraduate
students completed a survey addressing eHealthditdevels, general UHA behaviors
and specific UHA episodes. Results on general UldAabiors indicate no significant
relationship exists between eHealth literacy anizuny UHA in health decision-making
or frequency of offering UHA. However, self-percedvhealth status and degree of health
worry significantly predict using UHA in health dsion-making. Further, as health
worry increases, participants appear significantbye likely to receive and offer UHA.
Results on specific UHA episodes suggest the mgjofiUHA occurs within close
relationships. Rather than utilizing Internet s@s;che majority of UHA employs
personal experience as the primary health infoonatburce. Though the quality and
reliability of online health information may notgsently represent a significant concern
to college student health, future research shaultiér examine the observed partiality
shown toward personal experience and student oelian lay health sources

demonstrated in the current study.
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College Student Lay Health Information Mediary Béba
An Examination of eHealth Literacy and Unrequestedlth Advice

The notion of “lay health information mediary belaa¥ (LHIMB) describes
individuals seeking health information for otheddfahamson, Fisher, Turner, Durrance
& Turner, 2008). Individuals often engage in LHIMBthout explicit request from
another individual (Abrahamson et al., 2008). Réservey findings by the Pew Internet
and American Life Project suggest 39% of Interrsstra specifically search for health
information about another person online (Fox & Daigg2013). LHIMB represents an
application of several commonly researched contstrirecluding health information
seeking and social support. Informal circulationayf health information is not a new
phenomenon (i.e., “Old Wives’ Tales”). However,re@sed access to the Internet
provides more individuals with the opportunity tod and share health information
originating from a variety of online health infortieam sources.

Individuals engaged in LHIMB provide health infortiea to other individuals.
Similarly, advice provides information intendedassist another individual. Individuals
able to find and evaluate health information al@ddaonline may provide advice to others
more often. Other individuals may therefore comei¢ov these health mediaries as lay
health experts (Abrahamson et al., 2008). Theretheecurrent study examines college
student LHIMB as a function of online health infaton literacy (eHealth literacy) and
unrequested health advice (UHA). Though many intdials may seek advice from
perceived lay health experts, when support givifes directive social support, such as
advice, without solicitation, support receivers megct in ways inconsistent with the

support message content. Many support receiveceiperUHA as intrusive, face



threatening, and uncomfortable (Boutin-Foster, 2@entsova-Dutton & Vaughn,
2012; Smith & Goodnow, 1999). As LHIMB and UHA appeommunicatively similar,
support receivers may not act on the health inftionaeceived through unrequested
advice regardless of the quality of information.

The following sections provide an overview on savsrgnificant components
related to LHIMB: health information seeking belaJHISB), eHealth literacy, social
support, and advice. A brief review on health infation seeking, including discussion
on the nature of health information and eHeal#rdity, is first provided. Discussion then
turns toward social support, specifically the rielaship between unsolicited social
support (USS) and advice. Previous research ort@@wid facework is detailed. The
rationale and research methods for the currenysitel provided. Finally, study results, a
discussion of the study findings and implicaticas well as potential avenues for future
research are detailed.

Health Information Seeking

LHIMB describes health information seeking behawi@tISB) focused on
another person’s health. Therefore, a brief overwoa health information seeking is
useful in understanding the connection betweemeriiealth information and eHealth
literacy. During the 1980s scholars across inforoamescience, medicine and the social
sciences took an interest in HISB. Different camstioperationalization, depending on
research focus, lead to inconsistencies in desangpbf HISB. Lambert and Loiselle
(2007) attempted to develop a definition of HISBotigh a conceptual analysis of the
scholarly application of the construct. The reskars conducted a content analysis on

five books and 100 scholarly articles addressifgrmation seeking behavior, health



information, and health education published betweryears of 1982 and 2006. The
researchers’ content analysis revealed a numheseftil commonalities. Commonalities
across the literature included the existence ofgieed threats to health and wellbeing as
motivation to seek health information, a focus dividual participation in the health
decision-making process, and behavioral change @msd result of health information
analysis and evaluation. Therefore, based on LamaberLoiselle’s findings, the current
study considers HISB as an active process wheraduals search out and evaluate
health information for use in health decision-makimm relation to LHIMB, HISB
concerns finding and evaluating health informatmthen offer other individuals.
Previous empirical research indicates a relatignekists between individuals’
prior health knowledge and HISB. Empirical evidesaggests individuals previously
conversant in particular health issues are mor¢oagek out further information on the
topic than less knowledgeable individuals. Duttagean (2005a) describes individuals
actively engaged in health matters and practiceathy behaviors as “health-oriented.”
Some individuals appear more health-oriented thiears, though Dutta-Bergman
suggests community influence may increase indivilealth orientation. Health-
oriented individuals appear more actively engageseeking health information across
many channels and sources. Many potential hedibhnmation sources represent lay
sources (Boneham & Sixsmith, 2006; Ford & Kaphing809; Kivits, 2004). Due to
higher engagement with health information acros®ua channels and sources, health-
oriented individuals may receive much health infation from lay sources. If such
individuals pass on the information they receivetteers, they become lay health

information sources as well (e.g., a lay health iargl



Lay Health Information

Lay health information describes health informatodfered by individuals and
sources outside professional, medical channeldtiH@edormation circulates through
online and offline channels (Cotton & Gupta, 20Ddita-Bergman, 2004b). Similarly,
lay health sources offering information not dirgettpresenting professional medical
conclusions appear online and offline. Lay healtbrimation does not, by definition,
represent low quality information. Recently, sonealth organizations have begun using
“lay health workers” to assist in reaching indivadisiwho might otherwise not have
access to health care (Small et al., 2013). Desppanding use of lay sources in the
professional health context, lay health informasonirces most often include close
personal relationships, community organizations, support groups. In addition to pre-
existing offline relationships, organizations amggort groups, a plethora of different
online communities and health forums offer lay treaiformation. Often the content of
lay health information originates through indivitkigoersonal experience (Boneham &
Sixsmith, 2006; Kivits, 2004).

Whether online or offline, close personal relatlups and community
connections appear as primary lay health informagmurces. In one study, Dutta-
Bergman (2004b) found health-oriented individualseived the majority of health
information utilized in health decision-making fraatablished close personal
relationships. Previous empirical research furtwgrports the notion that health
information utilized in general health decision-nmgkoriginates in interactions with
close others (Ford & Kaphingst, 2009; Percheskiadittai, 2011; Tardy & Hale,

1998). In a study of community influence on healfiormation, Ford and Kaphingst's



(2009) found 51% of participants frequently recditealth information from family
members and friends. Additionally, they found 40Bindividuals received health
information from non-professional/medical, commurmtganizations. Community
organizations and close personal relationshipsamgnificant sources of lay health
information.

Much extant research on lay health information s&suon nonprofessional
“experts,” with demonstrated knowledge (e.g., peas@xperience) on a particular health
topic. Lay health experts include mothers offefgimggnancy advice (Dunn, Pirie &
Hellerstedt, 2004) and individuals living with HiM AIDS offering advice to the newly
diagnosed (Brashers, Neidig & Goldsmith, 2004)vugs research suggests many
individuals seeking health information about a igaftér condition prefer interacting with
lay health experts, those individuals with persaxaderience with the particular
condition, to medical personnel (Frohlich & ZmysknSeelig, 2012). Early research
into lay health experts examined the use of “laydpists,” formally patients themselves,
in hospital group therapy sessions (Verinis, 190@ntrary to researcher expectations
that individuals in group therapy sessions woultlauzept lay therapists as experts, the
group therapy patients evaluated the lay therapestg highly. A follow up survey with
the group therapy patients revealed evidence oha between patients and lay
therapists, resultant from the lay therapists’ peas experiences in similar situations.
Such a bond created through shared experienceesalf m valuing lay health experts as
trustworthy health information sources.

Utilizing lay health information does not neceslgaresult in lessened use of

professional health and medical resources in heaitision-making. An individual’s



health orientation appears nurtured by close patgetationships (Dutta-Bergman,
2004b). However, receiving health information frolose others does not appear to
prevent health-oriented individuals from seekingfouther health information from
other sources. Individuals receiving informatiorotilgh community connections are
more likely to seek out further health informatiarother channels as well (Dutta-
Bergman, 2004b). Previous research findings prosiudeéence for a circular pattern
where health focused community connections encegraglividual health information
seeking behaviors, with individuals relaying thevneformation back to the community
(Dutta-Bergman, 2004b; 2005b). More recently, titernet provides a primary source of
health information for many individuals (Lloyd dt,&2013; Percheski & Hargittai, 2011).
While interpersonal relationships appear prevasriiealth information sources, much
lay health information exists online. Concerns dtiba quality and validity of online
health information led to characterization of elfediteracy as a means to evaluate the
relationship between individuals and online headtbrmation.
Online Health Information and eHealth Literacy

Online health information addresses a vast arrdyeafth and wellness issues.
Online health information topics range from relatwminor issues, such as basic
nutrition and healthy eating advice, (McKinley & \ynt, 2014) to serious health and
wellness issues, such as advice for coping witlesgrchronic ailments (Magnezi,
Bergman & Grosberg, 2014; Xiao, Sharman, Rao, &dbgaya, 2014). Online health
information sources range widely, from websitesntaaned by professional health
organizations such as the Mayo Clinic and Natidmstitute of Health, to online health

discussion forums (Hajil, Sims, Featherman & Lo@&4), and personal videos uploaded



to websites such as YouTube (Frohlich & ZmyslinSkielig, 2012). Extant research on
online health information and applications of sbsigport primarily focuses on serious
health and wellness issues such as chronic heatititons and terminal illness. To date,
little research addresses the relationship among generalized health information,
measures of well-being, and social support.

As previously discussed, health-oriented individusdek health information
through a variety of channels, with much healtloinfation circulating through close
relationships. Previous research suggests indilgdudize health information gained
from the Internet to compliment health informati@seived from offline sources (Ruppel
& Rains, 2012). However, evidence exists that madividuals turn to online health
information as a primary means of health infornmatiodividuals in rural areas,
individuals suffering from stigmatized illnessesddhose dissatisfied by previous
experiences with traditional health care provideray turn to online health information
as a primary means of health information (Atkinepal., 2009; Berger et al., 2005;
lvanitskaya O’Boyle, & Casey, 2006; Tustin, 2010).

The vast amount of health information availablaralas well as the wide range
of extant sources, poises several potential isgtiedence exists for a “digital divide”
preventing many individuals from accessing potdigtizelpful health information
available online (Cotton & Gupta, 2004; Hargit@010; Neter & Brainin, 2012).
Further, many individuals perceive vastly differioigline health information sources as
equally credible (lvanitskaya et al., 2006; Kwaralet 2010; Morahan-Martin, 2004).
Despite the lack of a demonstrated relationshipvben search engine results and the

credibility of health information, previous resdasuggests most individuals assume the



first results found through an online search aeentiost credible sites, regardless of the
accuracy of the content (Buhi, Daley, Fuhrmann,ngit6 2009; Crespo, 2004;
McTavish, Harris, & Wathen, 2011; Morahan-Martif02). With the vast variety of
sources online providing health information, muchential exists for misleading
information to circulate (Cozma, 2009; Lewis, 20P@nt et al., 2012; White & Horvitz,
2009). Therefore, online health information litgracr eHealth literacy, comprises a
necessary component in better understanding ingilgtrelationships with online health
information. To develop eHealth literacy, infornmatiseekers need to critically analyze
and evaluate online health information.

The abundance of health information available ffedent forms online raises
concerns over whether online health informatiorkeeefind trustworthy health
information (Hajil et al., 2014; Lederman, Fan, 8n& Chang, 2014; Morahan-Martin,
2004; Pant et al., 2012). Many online health infation seekers may not trust sources
generally perceived as more sound while privilegiagrces with questionable credibility
(Morahan-Martin, 2004). An author’s title (e.g., MBhD) or institutional affiliation
(e.g., CDC, Mayo Clinic) does not alone seem toenakine health information appear
credible to online health information seekers (BxBergman, 2004a). Conversely, some
popular online health information sources lackghpport of, and may even contradict,
guidelines suggested by medical professionals agahaations (Pant et al., 2012;
Morahan-Martin, 2004).

As essentially anybody can offer health informatmal health advice online to a
potentially vast audience, more lay health infoiorasources may be available online

than offline. Many online health information welesitoffer lay health advice based on



personal experience (Pant et al., 2012). Lay hédithmation appears in several modes
online including through circulation of health-redd articles and information on social
media sites such as Facebook and Twitter, blogsyand ube videos (Frohlich &
Zmyslinski-Seelig, 2012; Oh et al., 2013; Pantlet2®12; Rains & Keating, 2011,
Scanfeld, Scanfeld & Larson, 2010). As lay indiatiuand health professionals have
equal access to the same modes online, credibflibyline health information varies,
even within the same type of source (e.g., perseeralus professional blogs) (Buhi et al.,
2009; Buis & Carpenter, 2009; Dutta-Bergman, 20@485b). Additionally, online
communities and support groups offer health infdroma emotional support and health
advice (Nambisan, 2011; Oprescu et al., 2013; WigBell, 2003). Health information
based on personal experience may provide an indVidith support, but does not
represent personalized professional health infaondailored for the individual.

Without ability to critically analyze one’s relatiship to received health information,
much online health information utilized in healtcgion-making may not adequately
serve an individual’'s own specific health needs.

Online health information seekers must even ctlficasaluate health information
received from professional, and credible, onlinaltimesources. Previous empirical
research suggests websites maintained by profedsiealth organizations, such as
WebMD and the Mayo Clinic, offer potentially mistiag information in the form of
“symptom-checkers” (White & Horovitz, 2009). Manyopessional health sites offer
symptom-checkers allowing visitors to input sympsoamd receive a list of potential
ailments. Symptom-checker results, however, may-oyaresent serious illness

incidence rates in the general population. For gptapWhite & Horvitz (2009) utilized
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the search feature on a professional medical@ifi@d information on “muscle

twitches.” The researchers found information on Ah30% of results. Though ALS
appeared more highly represented in a generallseagine search than on the
professional medical sites, probability for ALS ghasis in the general population is
.00186%. Therefore, through over representatigdhefikelihood that ambiguous
symptoms represent severe ailments, informatiosived from professional medical
websites may foster an impression of increasedgmibty that muscle twitches signify
ALS. For individuals already worried about persomadlth, or the health of a close other,
search result findings including relatively rarat frightening diseases, may increase
health worry (Baumgartner & Hartmann, 2011; Fer@ad,3).

Without the ability to evaluate health informatifmund online, many individuals
may self-diagnose an inaccurate condition basexiymptoms. Previous health
knowledge appears related to accurate online hegditimation usage. Hu and Haake
(2010) examined the relationship between self-dhagnaccuracy and online health
information use. Participants were provided wililsaof symptoms and asked to imagine
a good friend experiencing the symptoms. Partidg#ren received one potential
diagnosis for the symptoms and were asked to hatdiagnosis accuracy. After initial
rating, participants used online health sourcdartber determine if the provided
diagnosis was a suitable fit for the symptoms.dwalhg Internet research, participants
again rated the accuracy of the potential diagn@eserally, participants appeared more
accurate in assessing the diagnosis following thiee search. However, prior
knowledge on the particular health issue appead¢leastrongest, positive predictor of

diagnosis accuracy. The amount of time spent sewydbr information online
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significantly and negatively predicted diagnosisuaacy. Based on Hu and Haake’s
findings, more health knowledgeable individualsegbetter able to utilize and
accurately apply online health information. Indivadls with less knowledge about a
particular health issue may be overwhelmed by theumt of information available
online and less able to find and utilize credibid accurate sources.

The current study measures individuals’ abilitgtibically analyze and evaluate
online health information through self-reported alteliteracy. Norman and Skinner
(2006b) described eHealth literacy as a multidineerad combination of six
competencies: “traditional literacy,” “health ligay,” “information literacy,” “scientific
literacy,” “media literacy” and “computer literacyp. 2). An individual’'s eHealth
literacy level reflects skills such as the abitibyread and write, the ability to find and
evaluate health information online, and to effestjvapply health knowledge (McCray,
2005; Neter & Brainin, 2012; Norman & Skinner, 2@p6Recent scholarly discussion on
eHealth literacy represents a change in focus emdfationship between individuals and
health information. Promotion of eHealth literaegonfigures patients, previously
construed as passive and dependent on the knowbéagedical professionals, into more
active and engaged health consumers (Dalrympld) ZdRogers, 2014; Norman &
Skinner, 2006Db).

LHIMB as Unsolicited Social Support

LHIMB represents a type of socially supportive coanmigation. Much like health
information circulation generally, LHIMB occurs eft within close personal
relationships such as family and friends (Abrahamegcal., 2008). Abrahamson et al.

(2008) describe LHIMB as an “expression of caringéd to “maintain or strengthen
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relationships or alleviate stress” (p. 318). Abrakan et al.’s definition of LHIMB
resembles scholarly descriptions of social supgorpmonly described as caring
communication behaviors intended to enhance aristhierthrough promoting wellness
and coping abilities (Burleson, 1994; Cohen, Galitlk: Underwood, 2000; Goldsmith,
2004; Gottlieb & Bergen, 2010; Sias & Bartoo, 2007)

Previous research often highlights the pro-socaldhits of social support.
However, no exact definition for social supportgigts across the literature. Definitional
ambiguity in social support research results ifiuanbrella construct” where wide ranges
of nuanced communicative behaviors are broadlyléab&s social support (Goldsmith,
2004). Nomenclature describing similar communigabehaviors including supportive
interactions (Burleson, 2009; Feng, 2009), comfigrinessages (Burleson, 1994) and
comforting behaviors (Jones & Guerreo, 2001) offppear in social support research.
Despite the ambiguity, commonalities across suggerature exist. Support consistently
appears in response to a problematic situatiodistressing event, in support receivers’
lives. Distressful events represent perceivedaepbtential threats to support receivers’
health and wellbeing (Jones & Guerreo, 2001). Vreslearch into social support
describes support as the means through which pesitierpersonal relationships benefit
health and wellbeing (Burleson, 1994; Cohen, Gaifl& Underwood, 2000; Goldsmith,
2004; Gottlieb & Bergen, 2010; Sarason & Saras0092.

Vangelisti (2009) explains social support researatiitionally uses some
combination of sociological, psychological and conmication perspectives.
Sociological social support research tends to facugroup affiliation how support

networks react to distressing events (Cohen & WI1885; Ell, 1984; Song, Son, & Lin,
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2011). Psychological social support research facosecognitive perceptions of received
support and the perceived support available threugiport systems (Bolger,
Zuckerman, & Kessler, 2000; Cohen & Wills, 1985;tteb & Bergen, 2010; Sarason &
Sarason, 2009). The communication perspective oialssupport conceives of support
as a process of verbal and nonverbal communicatbaviors intended to provide an
individual with help (Goldsmith, 2004; Vangelis?i009).

The current study views social support, and LHIMBagorm of social support,
as a communication process. Communication servégeaseans through which
individuals offer and receive support. Whether tigio receipt of comforting verbal and
nonverbal messages, or perception that a partiowdarndual would provide support if
needed, communication is central to the supporxtgs® Goldsmith (2004)
conceptualizes support as a symbolic and rhetacmalmunicative process of shared
meaning between two or more individuals. The rhedbnature of support concerns
using rhetorical resources to address goals in@tipp interactions. As support
messages are situated within a larger social cgritexsupport givers’ goals vary
(Goldsmith & MacGeorge, 2000). Advice givers offeessages tailored to perceived
constraints in specific situations (Goldsmith &dhit 1997). Constraints include personal
and structural matters including the nature ofrtationship, shared meanings within the
relationship, and properties of the surroundingr@mvnent and culture.

In addition to different perspectives on supparport researchers generally
divide support into three distinct types: emotiosigbport, informational support and
tangible support (Dakof & Taylor, 1990; Goldsmig®04; Thoits, 2011). Emotional

support consists of affirming, caring messagesied to make others feel better about a
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situation. Empathetic listening reflects a formeaiotional support. Informational
support consists of messages intended to offer latge and insight into the situation.
Advice represents a common form of informationgdmart. Tangible support consists of
concrete provisions. Paying another individualltsbieflects tangible support. Across all
support types, the nature of the interpersonatiogiships influences how support
receivers respond to support attempts (Goldsmii@42Vvangelisti, 2009).

Differing viewpoints held by support givers and pap receivers influence
support reception. Burleson (2009) posits that faators influence individuals’
reactions to support: the message, the sourcegptitext, and the recipient. Not all
factors receive equal weight in every support egeséndividuals may find some support
messages from particular individuals appropriaté faglpful in certain contexts but not in
other contexts (Vangelisti, 2009). Empirical evidemxists suggesting individuals prefer
different support types, as well as different suppeooviders, depending on the particular
distressing event (Dakof & Taylor, 1990; Hobfolladler, & Leiberman, 1986; Johnson,
Hobfoll, & Zalcberg-Linetzy, 1993; Vangelisti, 200%or some support receivers, the
degree of intimacy with support givers influenceport satisfaction to a greater extent
than the elements of the distressing event (Holetadl., 1986; Johnson et al., 1993).

Support message content impacts the reactionaa®£t support. Support
messages attempt to persuade individuals to fe®rkabout a distressing event, and/or
to take a particular action (Chentsova-Dutton & e, 2012; Yaniv, 2004). Therefore,
support messages represent a form of social infié@Burleson, 2009; Collins, Percy,
Smith & Kruschke, 2011; Cullum, O’Grady, Sandovaimeli & Tennen, 2013; Thoits,

2011; Yaniv, 2004). Despite even the best intemstiom the part of support givers,
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support receivers do not always feel better foltaysupport episodes (Afifi, Afifi,
Merrill, Denes, & Davis, 2013; Boutin-Foster, 20@fggedoorn et al., 2000; Holmstron,
Burleson & Jones, 2005). Perception of low qualitpport, sometimes referred to as
“cold comfort,” may result in support dissatisfactiand dismissal of message content,
even if utilizing information from the support walibenefit the support receiver
(Holmstrom et al., 2005).

Support satisfaction diminishes when support messagtent conflicts with
receiver self-efficacy perceptions (Bolger & Amai@)07; Boutin-Foster, 2005). Uchida
et al. (2008) conducted a study to test the benefiemotional support on college
students’ health. Positive effects of social suppa@re found for the independent culture,
the European-American students, and the interdegerodiiture, the Asian students.
However, the positive effect observed on EuropeareAcan students vanished once
self-esteem was controlled. The researchers suggeshse of inadequacy” brought
about through unequivocally clear support episadag negate potential support benefits
(p. 750). More subtle support behaviors, so-cdiiledsible support,” where support
receivers do not perceive a support giver’s actamexplicit support may enhance
coping ability to a greater extent than receivingrerecognizable support messages
(Bolger & Amarel, 2007; Bolger et al., 2000).

Advice represents a form of informational suppolneve advice givers offer
information from previous knowledge to individuglsrceived as needing such
information (Goldsmith, 2004; MacGeorge et al., 20@dvice messages contain
information intended to assist another individuad/ar change an individual’s

perspective on a situation (Goldsmith, 2004; Goltis& Dun, 1997; MacGeorge,
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Lichtman & Pressey, 2002; Yaniv, 2004). Goldsmfi(q4) contends advice is most
effective when receivers consider advice appropfat the particular issue. Further
Goldsmith suggests for advice to be effective dtieice receiver must feel the message
offers useful information and the delivery is respioe to conversational and relational
dynamics. However, as with other support typespsttgeceivers often perceive advice
messages as containing covert implications othaar the expressed informational
content (Goldsmith, 2000; Goldsmith & Fitch, 199)rective advice may indirectly
communicate dependency on the advice giver anckeoliaefficacy on the advice
receiver. Perception of underlying simultaneoussagss questioning receiver efficacy
present in advice may explain why support receieéien consider advice less satisfying
than other support types (Feng, 2009; GoldsmitB426lagedoorn et al., 2000).
However, often support receivers receiving adviegé care” of the individual offering
the advice by discounting any negative personahttgpsuch as reduced perceptions of
self-efficacy (Goldsmith, 2004; Smith & Goodnow ,959.

Many support givers assume advice is appropriatarig given situation
(Goldsmith, 2004). Feng (2009) suggests the pomdsmmption that those experiencing
a distressing event are in need of advice is probte. Empirical findings on support
satisfaction suggest that even when support rexseare receptive to advice, they often
prefer emotional support, like empathic listenipgor to more directive informational
support such as advice (Feng, 2009; Feng & Mace@@06; Jones, 2004). Therefore,
Feng contends advice offered after emotional suppay be more satisfying since
support receivers’ perspectives on the particsisue have been validated prior to

receiving advice. Conversely, Feng contends advileeed without any emotional
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support or advice offered before emotional suppppears less satisfying and effective.
Unlike emotional support, that privileges suppexeaivers’ thoughts and feelings on the
situation, informational support, such as adviceilpges support givers’ knowledge.
When advice appears before or without emotionagbsttpadvice givers do not
acknowledge advice receivers’ perspectives. Sugmsbdes exclusively restricted to
advice only validate advice givers’ knowledge amedspective on the situation.
Therefore, advice can imply support givers haveenkmowledge of support receivers’
personal situations than the support receivers sktmas (Goldsmith & Fitch, 1997;
Mojaverian & Kim, 2013). Such problems may ampiiflien support receivers do not
desire or explicitly request support (Vangelis@09).
Unsolicited Support and Unrequested Advice

Often individuals offer support without direct rexpt from support receivers.
Support given without explicit invitation constiést unsolicited social support (USS).
USS occurs when support providers offer supportiessages without a direct request
for support from a support receiver (Boutin-FosB&05; Kim, Sherman & Taylor, 2008;
Mojaverian & Kim, 2013; Smith & Goodnow, 1999). ABIIMB often occurs without
provocation, LHIMB constitutes a form of USS (Kirma., 2008; Mojaverian & Kim,
2013; Smith & Goodnow, 1999). Previous researchl86 indicates mixed results for
support receivers. Close others may be aware tredsng events the support receiver
has not mentioned and can approach the topic wigwlicitation by offering support
(Bolger & Amarel, 2007; Goldsmith, 2004). Thus, maupport receivers accept USS as
helpful, particularly when experienced in a closkationship (Kim et al., 2008;

Mojaverian & Kim, 2013). However, many support rieees identify USS episodes as



18

unpleasant and a violation of privacy, particulavlyen health issues are involved
(Boutin-Foster, 2005; Thoits, 2011; Thompson & Q#132008).

USS often makes support receivers feel worse, edlyewhen self-efficacy
already appears threatened by a threat to onelthi{@autin-Foster, 2005; Smith &
Goodnow, 1999; Thompson & O’Hair, 2008). Previoesearch suggests supportive
messages may communicate receiver incompeten@ndliihg a distressing event
(Bolger & Amarel, 2007; Hagedoorn et al., 2000; Idehet al., 2008). Many individuals
further perceive USS as communicating a perceiep@dency on the support giver
(Boutin-Foster, 2005; Smith & Goodnow, 1999). Th&tréss resultant from threats to
receiver competency implied by USS often leavepsrtpeceivers feeling more stressed
after receiving health-related USS than prior ®shbpport episode (Boutin-Foster, 2005;
Thompson & O’Hair, 2008). Perceptions of impliedssa&ges in support messages may
provide one reason USS negatively impacts suppoeivers.

Much USS research focuses on unrequested adviseaR into unrequested
advice may be more widespread than other formsS8 because (1) advice occurs
frequently (Goldsmith, 2004), and (2) support reees often do not want advice, even
when they desire support (Dakof & Taylor, 1990; ¢;e2009). Advice givers may over-
estimate support receivers’ need for advice aner @ffivice without solicitation. As a
result, advice receivers often consider unrequesti@cte intrusive (Chentsova-Dutton &
Vaughn, 2012; Goldsmith, 2000; Goldsmith & FitcB9Y). Unrequested advice may
even result in negative psychological effects. Botoster (2005) interviewed and
surveyed patients recovering from acute coronamypsgms and found unrequested

advice as one of the five most problematic therhegatients reported. Despite the
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likely motive to provide support, offering UHA maystead unintentionally cause
negative outcomes for advice receivers such amtesiore stressed, less in control and
less validated (Boutin-Foster, 2005; Warner et2411,1). The notions of face and
facework may offer an understanding as to why UHt&roproduces negative outcomes.
Facework

Potential threats to privacy and self-efficacy eaméd in UHA link much advice
research to the Goffman’s (1967) articulation akfand facework. Goffman defines face
as “the positive social value a person effectivayms for himself by the line others
assume he has taken” (p. 5). Goffman then descidoesvork as “the actions taken by a
person to make whatever he [sic] is doing consistéh face” (p. 12). Essentially,
facework concerns how individuals utilize commutimato maintain how they wish to
be perceived by other individuals (Brown & Levins@887). The relationship between
advice and face has received much scholarly attemtith much research conceiving of
advice as a face-threatening act (FTA) (Goldsmit& George, 2000; MacGeorge,
Feng, Butler & Budarz, 2004).

Facework offers much potential in which to evaluedgice receivers’ perceptions
of advice givers. Depending on the topic, advicenreers may perceive advice as more
face threatening when the advice giver is not aeclather (Feng & MacGeorge, 2006).
Further, individuals receiving unrequested adviiterofeel the need to “take care” of
advice givers (Boutin-Foster, 2005; Smith & Goodnd®99). Social norms on support
interactions cause advice receivers to act in thmt@nance of advice giver face, even

when advice receivers consider the support episogkeasant. In particular, an advice
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receiver’s direct rejection of advice threatensdteice giver’'s face (Goldsmith & Fitch,
1997).

Receptiveness to advice is another area in whiohwark provides insight. Feng
and MacGeorge (2006) explain advice receptivenesiseadegree to which advice
receivers are prepared to accept and considereadwudividuals differ on advice
receptiveness. Goldsmith and MacGeorge’s (200@ysofi politeness strategies (Brown
& Levinson, 1987) suggests advice receivers’ pdropmf advice quality depends on the
interaction goals and the situational context. fidsearchers found no evidence that
advice receivers were more receptive to polite agss. Some participants even
evaluated direct or “bald-on-record” advice messagemore effective than messages
purposely crafted as more face-saving. Withoueardink between politeness and
receptivity, receiver receptiveness may vary basethe nature of the situation.
Individuals may perceive advice in particular sitolas as more appropriate and helpful
than other situations. Goldsmith and MacGeorge ssiggpme individuals may be more
sensitive to potential face threats in general. dégree to which an advice giver
mitigates the receiver’s face may impact how tleeinger perceives the advice quality
and thereby advice receptiveness.

Empirical research suggests advice receivers rea positively to unrequested
advice if they previously requested advice on tiseessing issue or event. Goldsmith
(2000) conducted two studies, one qualitative amahtjtative, to understand whether
advice sequence impacts unrequested advice reerpsis. Goldsmith first conducted
ethnographic research on advice in daily conversaton college campuses and

identified six distinct advice sequences. Goldsrth#n conducted a quantitative study
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examining responses to the different advice seqgefurind through the ethnographic
research. Goldsmith’s quantitative findings supgaitter ethnographic findings. Advice
receivers previously mentioning a particular praibleere more likely to accept
unrequested advice on the same issue. Howevegehaeived after an individual
explicitly acknowledges a problem appeared less faatening than advice offered
prior to asking about the advice receivers’ feeding the issue. Considering Goldsmith’s
findings, previous request for advice on a particproblem may create a shared
reference by which both individuals perceive adwigehange on the issue as less face
threatening than if advice on the topic was negquested. Goldsmith’s findings suggest
advice may not be explicitly requested in a givpis@de, however previous discussion
of the problem may imply a form of advice solicibat, akin to establishing a “standing
offer” for advice on the issue.

Lim and Bowers (1991) outlined a communication madéacework based on
three “face wants” and corresponding facework tyjpe#20). The three face wants
consist of fellowship face, competence face, antdrenmy face. Each type of face aligns
with a particular type of facework. Fellowship famencerns the desire to be included in a
group and aligns with solidarity facework. Solidafacework emphasizes similarities
between individuals as members of the same groomp&tence face concerns the desire
for acknowledgement as being capable and aligris apiprobation facework.
Approbation facework emphasizes individuals’ at@iitand skills while downplaying
any potential shortcomings. Autonomy face concénagdesire to have freedom to make
decisions without others impeding on the decisiakimg process and aligns with tact

facework. Tact facework concerns the manner in lwimdividuals’ freedom is framed
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during the interaction. Tact shows respect forvitilials’ freedom through minimal use
of directives. The three facework types furtherespond to notions of positive and
negative face. Solidarity and approbation conceositive face,” or the desire to be
valued. Tact concerns “negative face,” the desirgct unimpeded.

In testing the framework, Lim and Bowers (1991)rfd use of solidarity,
approbation and tact facework significantly relatedelationship closeness. They further
determined that increased use of one particul@awatk type did not result in lessened
use of other facework types. Lim and Bowers’ deltian of face in three dimensions
addresses relational closeness, self-efficacy ansidn-making. Therefore, the current
study utilizes Lim and Bowers’ conceptualizatiorfa¢ework to examine how advice
givers perceive their own facework and how advexeivers perceive facework in
relation to relational closeness in UHA episodes.

Supportive communication is an interactive progegslving two or more
individuals. Reactions to support differ basedlmgpecific distressing issue or event
and the relationship with the support giver. Advieeeivers appear more satisfied with
advice when the relationship between themselvesdnite givers is close. As observed
with advice more generally, reactions to USS diffased on perceived relational
closeness. Individuals in close relationships &encaware of distressing events without
explicit discussion, and may pick up on nonverlwahgpts for support. Consequently, in
close relationships where individuals know eacleotkell, support receivers may
welcome USS. In less close relationships, or whiegeelationship appears inappropriate
for the particular context, USS can cause disconafiod negative psychological effects.

Face and facework may provide an advice-episodd &xplanation for why USS often
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results in negative outcomes for support receivisssocial support aims to benefit
another’s health and wellbeing, support causingasigort constitutes a failed support
attempt and may cause more harm to support reséivealth than good.
College Student Health Information and Advice Behawors

The current study examines the relationship betweenlegree to which college
students perceive themselves as capable of firhidgutilizing online health information
(eHealth literacy level) and offering and receividgA. As much lay health information
circulates through close personal relationshipsAuitdm close others likely impacts
individual health decision-making. Therefore, thwerent study is particularly interested
in the extent to which college students utilizedomot utilize, UHA in health decision-
making. Contributing to previous research on LHIKMbrahamson et al., 2008), the
current study examines the frequency with whichega students employ health
information originating online.

College students represent a distinct populatidh particular health concerns.
As a population, traditional aged college studangsless likely than other age groups to
suffer from chronic and/or terminal illnesses. €g# students are generally
inexperienced at providing support (Baus, Dysarte(G& Haven, 2005). However, issues
such as smoking, alcohol use, sex, stress managegnercise and nutrition appear
common in college students’ health discussionsheradth information searches (Buhi et
al., 2009; Darling, McWey, Howard & Olmstead, 206ignauer, Dibble, Fortin, & Col,
2004; Prokhorov et al., 2003). Though typically softfering from serious chronic
ailments, college students represent an age gtaugkdor many stigmatized health

issues. Issues such as first detection of meinalss, sexually transmitted infections,
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unplanned pregnancies and drug and alcohol abas®ainfrequent in college students
(Cullum et al., 2013; Davies et al., 2000; FosBatavelis & Kopak, 2014; Reavley &
Jorm, 2010). The stigmatized nature of such hesdilnes, inexperience in support
situations and the appearance of anonymity offeketthe Internet may lead many
college students to utilize the Internet as thepry source of health information and
advice (Berger, Wagner & Baker, 2005; Brashersd&uith & Hsieh, 2002; Cotton &
Gupta, 2004; Gray et al., 2005; Morahan-Martin,£2@ercheski & Hargittai, 2011).
College students appear to enter college with ngrgdegrees of health
knowledge and health orientation. Many studentsntapever receiving any health
information (Kwan et al., 2010). However, studemisy not realize the many channels
through which they potentially receive health imh@tion on a daily basis. Lloyd et al.’s
(2013) study on high school students suggests quevioursework in school constitutes
students’ primary health information source. Follogvschool, other influential health
information sources include media, parents andadise The degree to which previous
schooling contributes to students’ health knowleahgey differ during the transition from
high school to college. Reinforcing the importan€elose relationships as health
information sources, Percheski & Hargittai (201dyrid family members and friends as
the most common sources of information for firsatyeollege students. Students further
appear to assess health information source qu¥kgter, Walters, Roudsari and Nguyen
(2011) found college students reporting healtheestiaff, health educators, prior
coursework and parents, in that order, as the bwlgvable health information sources.
However, college students lacking prior health kiealge on a stigmatized topic and/or

little previous experience in healthcare issues usgythe Internet as a primary source to
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find health information for themselves, and oth&scoffery et al., 2005; Gray et al.,
2005).

As with more generalized studies on online heatbrmation seeking, prior
research into college students’ understandingedibrlity in online sources offers
varying results (Buhi et al., 2009). Some reseatggests students may not critically
evaluate health information findings, often trugtthe first sites offered by search
engines as the most reliable sources of informgiai et al., 2009). Alternatively,
though students may be attracted to the conveni@md¢@nonymity of the Internet, some
studies suggest young adults tend to be skeptseakof online health information
(Hove, Paek, & Isaacson, 2011; Kwan et al., 20M@ye health oriented students appear
to conduct additional self-directed health inforiatseeking through multiple channels
rather than passively accepting information reagwa one channel (McKinley &
Wright, 2014).

Students appear to vary in eHealth literacy leyasticularly in the ability to
evaluate online health sources. Generally, US yadhdgts have the highest level of
Internet access in the world (Buhi et al., 200 &y& Malmberg, 2012; Gray, Klein,
Noyce, Sesselberg, & Cantrill, 2005). However, asde online health information does
not necessarily mean college students have advdntzdet skills. Previous research
suggests college students might not be as tecly ssAdigital natives” theory
proponents claim (Hargittai, 2010). Some studeatehigh eHealth literacy levels
while others have considerably lower eHealth ligrigvels (Gray et al., 2005)lany
students lack the critical skills necessary to pleer high credibility sources from less

credible sources (Denison & Montgomery, 2012; Hsegfet al., 2005; Stellefson et al.,
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2011). In sum, students appear to enter college widely varying levels of health
knowledge and eHealth literacy. Previous reseanggests students with higher eHealth
literacy levels may be more skeptical of onlineltresmformation and more likely to use
other health information sources to triangulatdthdandings discovered online.
Research Questions and Hypotheses

To better understand college student LHIMB, theenirstudy examines eHealth
literacy, the likelihood to utilize UHA in healtredision making, and the likelihood to
offer UHA (e.g., become lay health information sms). The study is guided by four
hypotheses and three research questions. The ypotheses and first research question
address general UHA communication behaviors. Therskand third research questions
address advice giver goals/facework and advicaewercevaluation/facework in
individual UHA episodes.

Students with higher eHealth literacy levels andltmeknowledge may seek out
more health information in general but may alsdelss likely to utilize any health
information received in their health decision-makprocess. Therefore, the first
hypothesis states individuals with high eHealtréty will act upon UHA less than
individuals with low eHealth literacy.

H1: As eHealth literacy level increases, usageedlth information

received via UHA in health decision-making decrsase
Conversely, if individuals are more experienced enitital eHealth consumers,
they may offer more knowledge gained online to th&he likelihood to
distribute such health information likely increadiebe advice giver considers the

advice receiver as less informed on health isstesrefore the second hypothesis



states eHealth literacy level will predict the fueqcy of unrequested heath
advice an individual offers.

H2: As eHealth literacy level increases, the amafritHA offered

increases.

The current study also considers sex as a pogsibtkctor of UHA
frequency. Previous studies offer conflicting viesvssex differences in LHIMB.
Abrahamson et al.’s (2008) research on LHIMB sutgfessnales engage in
LHIMB more often than males. Traditional gendees&nd caregiving
expectations may result in women more actively gadawith the others’ health
and wellbeing (Boneham & Sixsmith, 2006; Jenkir@97). However,
Abrahamson’s research utilized middle-aged womepeascipants, not college
students. Previous findings from path analysistéaprovide any evidence of
positive prediction on more general online inforimatseeking behavior based on
sex in young adults (Eynon & Malmberg, 2012). Tiame in order to provide
more insight into the relationship between sexladtMB, based on Abrahamson
et al.’s findings, the third hypothesis predictédes will offer more frequent
UHA than males.

H3: Females offer more UHA than males.

With increased access to the Internet, the medradade of LHIMB may predict
UHA frequency as well. eHealth literacy may provagestrong of a predictive
effect as sex. Therefore, the fourth hypothesidipte individuals with higher

eHealth literacy levels will offer more frequent BH
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H4: Individuals with higher levels eHealth literaoffer more frequent
UHA.
In addition to the hypotheses, this study seelegitbress three research questions. The
first research question concerns individuals whih lbeceive and offer lay health
information via UHA.

RQ1: What individual characteristics (Sex, YeaCwllege, Self-Rated

Health Status, Perceived Health Compared to Pddegjth Worry,
eHealth Literacy) predict having received and c#teiJHA?

The first research question addresses generaliEgdddmmunication behavior.
Alternatively, the second and third research qoastaddress specific UHA episodes.
Reaction to USS in a specific episode may varydasethe interpersonal relationship
(Goldsmith, 2004; Mojaverian & Kim, 2013; Vangeljs2009). Relational closeness in
an advice episode may play an important factodince givers’ communication goals
and facework performance. Therefore, the secoreirel question asks about the
relationship between advice giver goals and therp@rsonal relationship:

RQ2: What is the relationship between advice remsivevaluation of the

advice and perceived facework and advice receivetationships
with advice givers?
Similarly, the interpersonal relationship may fagtao how advice receivers
evaluate support messages and facework. Therd¢aréhird, and final, research
guestion asks about the relationship between adwiakiation and the

interpersonal relationship:
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RQ3: What is the relationship between advice gieeals and
performance of facework and advice givers’ relasioips with
advice receivers?
Methods

A survey was developed to gain insight into collsgelents’ general UHA
related behaviors and communication in specifidthesalvice giving episodes
(Appendix). The survey requested participants taliex specific episode where they
received UHA and a specific episode where theyrefféJHA. Participants were not
required to have experience as both a UHA receaimdrgiver to take part in the study.
The survey contained multiple-choice items, as aglbpen-response items prompting
participants for a brief response.
Participants

Following IRB approval, participants were recrditbrough communication
courses and snowball sampling from a large unityensithe Midwest. Undergraduate
students were sent an e-mail message providimkadithe online survey. At the
discretion of individual instructors, some partamps received extra credit for
participation in the research.

A total of 254 undergraduate students took pattiénstudy N = 254). Full
sample characteristics appear in Table 1. All leeélundergraduate education appear in
the sample. The majority of participants were senf83%). In descending order, juniors
(24%), sophomores (20%) and freshman (17%) roundéethe sample with 6% not
reporting a year in college. Participants were dsi@v many times they visited a doctor

in the previous year. The majority of participafi6%) reported one to three doctor
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visits in the previous year. Participants werelfertasked whether they had a chronic
illness requiring ongoing medical attention, wittP4 reporting a need for ongoing
medical care. The majority of the sample had heafthrance (85%). Everyone in the
sample reported Internet access. Spending 10-1$ looline was the most common
amount of time spent online per week among pa#ditip (28%). The sample was 58%
female.

The survey collected information concerning thevplence of particular UHA
topics from advice receivers. 195 of the 254 pgudicts (77%) reported receiving UHA.
Nutrition was the most common UHA topic with 173tmapants (89%) reporting
receiving such advice. The second most common tapicerned “risky behaviors,”
including alcohol or drug use, reported by 122ipgrénts (63%). Next, 89 participants
(46%) reported receiving UHA on personal hygieseiés. Previous advice concerning
mental health issues, such as depression or anwiat/reported by 74 participants
(38%). Only 36 participants (18%) previously reeeihadvice on a serious health
condition. Finally, 13 participants (7%) receiveti/ee on another topic. Pregnancy and
insomnia comprised the most commonly reported ‘Gitogpics.

The survey collected information on topics of UHArh advice givers. 112
participants (44%) indicated offering UHA to anatperson. The popularity of
unrequested advice topics offered mirrored the |aojpy of topics of unrequested advice
received. Again, nutrition was the most common Utdpic as 85 participants (76%)
reported offering nutrition advice. Similarly “rigbbehaviors” accounted for the second
most common UHA topic with 60 participants (54%gr$dnal hygiene issues were again

the third most common category of unrequested adwith 50 participants (45%)
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reporting they had offered such advice. 47 paricip (42%) offered unrequested advice
on mental health issues such as depression ortgniigrequested advice on serious
health conditions were noted by 13 participant®gLZFinally, 12 participants (11%)
offered advice on another topic.

Procedure and Measures

Following informed consent, the survey asked pigaiats if they had ever
received UHA from an individual other than a doc®articipants answering “yes,”
identified UHA topics. Participants reporting noepiously receiving UHA were
automatically redirected to the next portion of sievey. The survey asked advice
receivers to identify how often they utilized UHA health decision-making. Participants
recalled a specific advice episode and reportetthemelationship with the advice giver.
Participants further detailed any actions takea eessult of the UHA. Using the specific
advice episode as a reference, participants coatplat advice evaluation scale
(Guntzviller & MacGeorge, 2013) and an advice ajgatdacework scale (Lim &
Bowers, 1991). All items appeared as 5 point-lilsedles ranging frorstrongly disagree
to strongly agree.

The survey asked participants if they had evereffanother person UHA.
Participants answering “yes,” identified how oftéey offer UHA, to whom they
primarily offer UHA, the topics about which theyfef advice, and motivation for
offering unrequested advice. Participants repontioigpreviously offering UHA were
automatically redirected to the next portion of uevey. Like advice receivers, advice
givers recalled a specific episode in which thdgmfd unrequested advice. Using the

specific advice episode as a reference, particpamnpleted an advice giver goal scale
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(Guntzviller & MacGeorge, 2013) and an advice gifemework scale (Lim & Bowers,
1991) based on the advice episode. The items agmpaar5 point-likert scales ranging
from strongly disagreo strongly agreeFollowing completion of the advice scales,
participants were asked where they gained the ledyd offered in the advice, to
describe the relationship with the advice receigad explain whether the advice
receivers communicated a desire for advice otlaar gxplicitly asking for it.

All participants were asked to complete the eHEAIL®alth literacy scale
(Norman & Skinner, 2006b). As with the previousledgems, each item of the eHEALS
appeared as 5 point-likert scales ranging febrangly disagre¢o strongly agreeThe
survey asked all participants to report how manyreaer week they spend using the
Internet. Participants were asked if they had haaKurance, how many times they
visited a doctor in the previous year, and whethey required ongoing medical
attention. Participants were then asked threendistiems concerning perceived health
status (Prokhorov et al., 2002): “How would yolergbur overall health,” “How would
you rate your health compared to the average pgmanage,” and “How much do you
worry about your health?”

Advice evaluation and goalsBased on MacGeorge’s (2001) previous research
on interaction goals in social support, Guntzvided MacGeorge (2013) developed two
separate scales for assessing advice episodeframbice receivers and one for advice
givers. Guntzviller and MacGeorge tested the sateerimentally through use of advice
giver and receiver pairs. The researchers’ exploydactor analysis of the 26-item
advice evaluation scale following the paired adwpesodes resulted in five factors. The

five factors consisted of: (a) efficacy/feasibiliflp) confirmation, (c) absence of
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limitations, and (d) positive facework and (e) nagafacework. Low internal reliability
and concern over how facework was operationalingtie positive and negative
facework items in Guntzviller and MacGeorge’s araistudy lead to adoption of a
different measure to measure facework in the custry. The current study utilized
Guntzviller and MacGeorge’s subscales addressiicpey/feasibility, confirmation, and
absence of limitations for advice receivers. Effidéeasibility addresses whether the
advice receiver felt the advice suggested an atiiemndividual could reasonably take.
Confirmation concerns whether advice on particataron reflected action the advice
receiver already planned to take. Absences ofditioits concern the degree of perceived
complications and disadvantages the advice recamnaipated based on the advice. The
three subscales demonstrate acceptable interradbitigy in the current study (Table 2).
Confirmatory factor analysis results for adviceeiger evaluation (ARE) factors appear
in Table 3.

Guntzviller and MacGeorge’s (2013) advice goalsealamines the degree to
which advice givers exerted effort into particulaeractional goals. The original
researchers’ exploratory factor analysis on thecadgiver goal scale in advice pairs
resulted in five factors: politeness, change, affi¢feasibility, absence of limitations,
and novelty. The subscales for change, efficacgitiddy, absence of limitations and
novelty were used for the advice giver goal (AGG&Is in the current study. As new
facework items were used for advice receivers,lamcework items addressed the
advice giver in the place of the politeness sulescal

The change subscale addresses attempts by the alér to modify the advice

receiver’s actions on the issue. Efficacy/feasijpéiddresses whether the advice giver
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attempted to advise actions perceived as reasoaatitms the advice receiver could
follow through upon. Absence of limitations concethe degree to which the advice
giver anticipated complications or disadvantagedifpotential actions taken based on
the advice. Novelty concerns the extent to whiehativice giver felt the advised action
was a new course of action for the advice receiMeree of the four subscales
demonstrated acceptable internal reliability in¢berent study (see Table 2). Subscales
for change, efficacy/feasibility, and novelty ghipgear similar in terms of reliability to
Guntzviller and MacGeorge’s (2013) study. HoweWee, subscale for absence of
limitations, which was lower in reliability thanelother factors in Guntzviller and
MacGeorge’s study, demonstrated poor internalbgii in the current study. Therefore,
the items for absence of limitations in the AGG eveot included in further data
analysis. Confirmatory factor analysis resultstf@ factors of the AGG scale used in the
current study appear in Table 4.

Facework. Low reliability for the positive and negative facenk items and
concern over how facework was operationalized int®tller and MacGeorge’s (2013)
original study lead to adoption of a separate fac&wneasure for advice givers and
receivers. Instead of conceiving of facework imterof negative and positive face like
Guntzviller and MacGeorge, the current study emgdblyim and Bower’s (1991)
explanation of facework as consisting of three aignens (solidarity, approbation, and
tact). Solidarity concerns an individual's deswebe included and occurs through receipt
of affirming and accepting messages. Advice gigersmunicate solidarity by
identifying with advice receivers and emphasizinginonalities in experiences.

Approbation concerns the acknowledgement of ancadwceiver's competence. Advice
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givers communicate approbation by offering reafimgistatements, such as
compliments, and recognizing the advice receivawa capabilities in capably
addressing the issue. Tact concerns an adviceveztsefreedom to ultimately decide
what would be the most appropriate course of acéalvice givers communicate tact by
recognizing the advice receiver as capable of nga#tecisions and refraining from
offering directive advice.

As a whole, use of the advice appraisal facewokRKAmeasure failed to
improve reliability (see Table 2). The approbatsascale demonstrated improved
reliability over the Guntzviller and MacGeorge (3)facework items. Solidarity items
demonstrated acceptable reliability. Tact itemsydneer, demonstrated poor reliability.
As the tact subscale demonstrated poor reliabtlity items were not utilized in data
analysis. Confirmatory factor analysis resultstfa factors of the AAF scale utilized in
the current study appear in Table 5.

The advice giver facework (AGF) scale appearedlaimm terms of internal
reliability to the AAF scale. Solidarity and appation subscales demonstrated adequate
reliability (Table 2). As with the AAF, AGF tact Bscale items demonstrated poor
reliability. Two items were removed in an attengtrhprove reliability of the subscale.
However, following removal of the two underperfonmiitems, reliability of tact
subscale items remained rather poor, Cronbach’eaA#.62, 1 = 5.04,SD= 1.75). As
the AGF tact subscale demonstrated poor reliapthiy items were not utilized in data
analysis. Confirmatory factor analysis resultstfa factors of the AGF scale utilized in

the current study appear in Table 6.
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eHealth Literacy. Norman and Skinner’s (2006) eight-item eHealth riaity
Scale (eHEALS) measured students’ self-reportechkthléteracy. The scale provides a
concise and reliable means to assess college agiviers’ self-reported eHealth skills.
eHealth literacy concerns an individual’'s degreearfipetency in searching,
understanding, analyzing and utilizing online Heaiformation. In Norman and
Skinner’s initial study, a principal components lgss (PCA) revealed all eight items of
the EHEALS loaded on a single factor with a Cromt&@lpha of .88. The researchers
further successfully tested the eHEALS for religypiiour times over a six-month period
on a sample of 664 participants ranging in age fi@to 21. The eHEALS demonstrated
high reliability in the current study, Cronbach’{pha = .93, 1 = 30.01,SD= 5.56).
Confirmatory factor analysis results for the eHEAdSpears in Table 7.
Variable Transformation and Coding

Following confirmatory factor analyses, the sullssfrom the ARE, AAF, AGG,
AGF scales and the eHEALS were summed into indalidontinuous variables. Advice
receiver variables consisted of efficacy/feasmildonfirmation, absence of limitations,
facework appraisal solidarity and facework appiagprobation. Advice giver variables
consisted of change, efficacy/feasibility, novetind facework solidarity and facework
approbation. Initial tests for scale normality sesigd a slight kurtosis issue on the ARE
efficacy/feasibility variable. After initial examation of variable frequencies, one outlier
case was instantly detected and removed. Examdesgriptive statistics finds no
evidence of severe skewness or kurtosis (see Bdilecomplete list of descriptive

statistics for scale variables).
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In addition to the multiple-choice scales, the syrincluded a number of open-
ended questions. The purpose of the open-endetiapsew/as to allow participants
freedom to describe relationships with advice gilreceivers and expand on advice
behaviors. Open-ended responses were examinegeimes to code as variables for data
analysis. Prior to completion of the ARE and AARlss, participants were asked the
open-ended question, “What was your relationship te person who offered you
advice?” As a large number of answers reflecteidhate and close relationships (e.qg.,
parent, spouse, significant other, best friendjy@my variable was created to identify
close relationships in advice giving episodesalftigsipants described the relationship
with the advice giver as a parent, spouse, sibSigmificant other, or best friend, the
relationship was identified as close. If particifsadescribed the relationship with the
advice receiver as a stranger, acquaintance, andlieelative, the relationship was not
identified as close. 177 participants provided arsvio the question. 143 (81%)
identified the relationship with the advice giver@dose. To examine the degree of
expertise perceived in the advice offered, a dunaamable was created to identify
participant reported expertise of advice giversly®me advice receivers expressed that
the person offering them advice was an expert endpic. Therefore, 95% of
participants did not view individuals offering UHs#s experts.

The survey included an open-ended question askitayy did you act upon the
advice?” Examination of open-ended responses egbirtcreation of three dummy
variables. The dummy variables concerned whetheicgmants conducted follow-up
research on UHA information, whether participardeducted follow-up research online

and whether participants acted upon the advice filstedlummy variable identified
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whether participants conducted further researctheradvice received following the
advice episode. Of the 172 participants providifgrimation on the question, 33 (19%)
conducted future research on the advice. Of th8ggagicipants, 10 (30%) conducted
follow-up research online. Responses were furtkamened to identify participants

acting in accordance with the UHA. Examples of oeses indicating participant action
consistent with advice included “I took the medigatthat she thought | needed” and “I
tried their advice to see if it worked for me.” tbe 167 that acted in some way based on
the advice, 103 (62%) utilized the advice informatin health decision-making.

The survey asked UHA givers, “What is your primargtivation for offering
unrequested health advice?” Examination resultedrae themes: (a) advice giver
personal experience, (b) advice giver knowledgd,(aha concern for and desire to help
others. A dummy variable was created to identifgwprevious personal experience in
the topic of advice was a motivator for offering AHOf the 111 participants providing
information for the question, 15 (14%) acknowledgedsonal experience with the topic
as motivation for offering advice. A dummy variallas created to identify if previous
knowledge through prior research or education wastivator for offering UHA. 111
participants answered the question, and 29 (26ported feeling motivated to offer
unrequested advice because of information theytdaéfer. The majority of participants
(67%) indicated motivation deriving from a concénothers and desire to help.

Advice givers reported on a particular advice egeswhen completing the AGG
and AGF scales. These participants were askedpdnie-ended question, “What was your
relationship with the person you offered advicé take the advice receiver open-ended

guestion, a dummy variable was created to idemiifgther relationships between the
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individuals in the advice giving episodes were eld§participants described the
relationship with the advice receiver as a pargmuse, significant other, or best friend,
the relationship was identified as close. If pgpants described the relationship with the
advice receiver as a stranger, acquaintance, andlieelative, the relationship was not
identified as close. Of the 108 participants resjog to the open-ended question, 92
(85%) identified the relationship with the othedividual as close.

Another open-ended question, “Where did you gagnkihowledge that you
offered the person,” was included to better undexsivhere participants received the
information they offered in specific UHA episod&ased on examination of responses,
dummy variables were created to identify if theonnfiation originated from personal
experience (64%), formal education (15%), the méelig., magazines, TV shows) (8%)
or online (6%). Another variable was created totdg if the source was identified as an
expert on the topic. Only 10 participants (9%) caded the source was an expert.

A final open-ended question “Did the individuahomunicate that they wanted
advice in another way than explicitly asking?” waduded to gain insight into whether
advice givers felt those individuals of whom théfeted UHA solicited advice in a way
other than explicit verbal request. Of the 106ipgrants responding to the question,
almost half (42%) of advice givers identified thfa¢ advice receiver solicited advice in a
way other than through verbal request. Advice giveported advice receivers solicited
advice several ways, including: hinting they wara€sice, bringing up the issue
repeatedly, indicating they were currently strugglwith the issue, stating they did not
know what to do about the issue, complaining alloelissue, or from having previously

directly asked the advice giver questions on alamssue.
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Following variable coding on responses to open-@rmlgestions, a Cross-
tabulation was performed to identify the how maaytigipants had previously offered
unrequested advice and received unrequested atRaselts of the cross-tabulation
appear in Table 9. A total of 100 participants régm having received and offered UHA,
reflecting approximately 39% of the total samplemfales accounted for 64% of the
participants reporting previously receiving andeofig UHA. Following cross-
tabulation, a new dummy variable was created totifjeparticipants that both received
and offered UHA.

Results
General UHA Communication Behaviors

H1 predicted that as eHealth literacy levels insesause of UHA in
health decision-making decreases. A hierarchicdfiphel regression was
performed to test H1 (Table 10). Cases with misdiig were excluded listwise
(N =173). Year in college and sex were entered aar@es in the first block.

Health vulnerability items (e.g., self-perceivedilie, health comparison with
peers and health worry) were entered in the sebtwwk. The hierarchical
multiple regression produced a significant mo#el6, 166) = 2.33p < .05,R? =
.05. How participants rated their healfh=.20,t [166] = 2.14,p < .05) and the
degree of health worrg (= .21,t [166] = 2.80,p < .01) served as positive
predictors of frequency in utilizing UHA in healdecision-making. However,
eHealth literacyp = .03,t (166) = .32p > .05, did not predict frequency in
utilizing UHA in health decision-making. Furthengere exists no significant

correlation between eHealth literacy and utilizisigA in health decision



making,r (171) = .04p > .05. Therefore, examination of the observed tals
to support H1.

H2 predicted that as eHealth literacy level incesate amount of UHA
offered increases. A second hierarchical multiptgession was performed to test
H2 (Table 11). Cases with missing data were exdudévise N = 108). Year in
college and sex were entered as covariates inrgtdfock. eHealth literacy was
entered in the second block. The hierarchical mlgltiegression failed to produce
a significant modelf (3, 104) = 2.02p > .05,R*= .03. There further exists no
significant correlation between eHealth literacy affering UHA,r (106) = .12,

p > .05. Therefore, examination of the observed thaksito support H2.

H3 predicted females would offer more frequent UHA. predicted
individuals with higher eHealth literacy would aff@ore frequent UHA. A
causal model was conducted using OLS to test H3-Hn@Figure 1). The
correlation matrix utilized in the OLS model appesr Table 12 = 104). Test
of the pathway for Hypothesis 3 demonstrated taftrojected model was
inconsistent with the observed data(l, N = 104) = 50.63p < .05. Test of the
pathway for Hypothesis 4 demonstrated that theeptefd model was not
inconsistent with the observed da@%\(l, N =104) =.62p> .05. Test for the
individual path coefficients did not reveal a sigrant path from eHealth literacy
to motivation to share knowledge= .16,t (102) = 1.64p > .05. Similarly, the
path from motivation to share knowledge to freqyesicUHA was not

significant,p = .14,t (102) = 1.53p > .05. The indirect effect of eHealth literacy



on frequency of UHA was not significant, Sobel 89,p > .05. Through test of
the causal model, examination of the observedfddsato support H3 and H4.

RQ1 asked what individual characteristics (serr ye college, self-rated
health status, perceived health compared to peeaith worry, eHealth literacy)
predict a participant having received and offerétidUParticipants were
identified as having received and offered UHA tlgio@ dummy variabld) =
No, 1 = YesA hierarchical logistic regression was perforneanswer RQ1
(Table 13). Cases with missing data were excluédise (N = 228). The
hierarchical logistic regression produced a sigaift modely?= 13.22 (6N =
228),p < .05,R?=.06. Worry about one’s own healfh¥ .52, Waldy? (1) =
9.11,p < .01) positively predicted receiving and offeridglA. Therefore, the
current data suggests that as health worry incseasedoes likelihood to both
receive and offer UHA.
Individual UHA Episodes

RQ2 asked about the relationship between advicpieets’ advice
evaluation and perceptions of facework and thepetsonal relationship with the
advice giver. A correlations analysis (Table 14swwarformed to address RQ2.
There exists a significant correlation between eglveceiver perception of the
interpersonal relationship with the advice giveclse and perceptions that
communication of the advice expressed solidari{¢56) = .33p < .01. There
further exists a significant correlation betweenrieg receiver perception of the

interpersonal relationship with the advice giveckse and perceptions that the
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UHA confirmed a course action already held by tthe@e receiverr (156) = .19,
p < .05.

RQ3 asked about the relationship between advica givals and
facework and the interpersonal relationship wign dldvice receiver. A
correlations analysis (Table 15) was performeditress RQ3. There exist no
significant correlations between AGG and AGF vdealand perception of the
interpersonal relationship with the advice recea®close. Examination of the
observed data suggests no significant relationskigts between advice giver
goals and advice giver facework and perceptiomefrélationship with the advice
receiver as close.

Discussion

The current study attempted to better understaftidge student LHIMB through
examining the relationship between eHealth literaag UHA. In order to address the
multifaceted nature of LHIMB, participants provideetails on general UHA behavior
and recalled specific UHA episodes. Though the oeskdata fails to support the study
hypotheses, study findings still provide insighbigollege student LHIMB. Findings on
general college student LHIMB suggest eHealthditgrdoes not influence frequency of
UHA, or likelihood to utilize information receivéfdom UHA in health decision-making.
In essence, there appears no significant relatipristween eHealth literacy and UHA
behaviors for advice receivers or advice giversweler, self-perceived health status and
degree of health worry were found to significamigdict utilizing information received
through UHA in health decision-making. Health woappeared again as a significant

predictor for participants reporting previouslyeaeng and offering UHA. Students with
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greater health worry appear significantly morelijjke serve as both lay health
information sources and receivers, and utilizermiation received from UHA in health
decision-making.

Findings regarding specific UHA episodes suggesitiajority of UHA
exchanges take place within close relationshipsti@oy to expectations, few advice
givers cited the Internet as the source of heaftbrimation offered through UHA in
specific UHA episodes. Rather, the majority of adwivers in the current study
identified personal experience as the source atllinost often in UHA message content.
The popularity of personal experience as a heaftrmation source potentially raises
concern. The vast majority (95%) of participants kot consider the individual offering
UHA an expert. However, relatively few advice reegs (19%) conducted any follow-
up research on health information received thrduglA from close others. As few
advice givers cited the Internet as the sourceeafth information, college students
appear critical of online professional and lay ttealformation. However, college
students appear simultaneously uncritical of laglthenformation received through the
opinions and personal experiences provided by ddsers.
General College Student LHIMB

The first hypothesis (H1) predicted that use d@ltieinformation received
through UHA in health decision-making would deceeas eHealth literacy increase. The
current data fails to support H1. Though eHeattrdicy failed to significantly predict
frequency of UHA use in health decision-making, ¢herent data reveals two significant
predictors: self-perceived health status and degfreealth worry. These findings appear

consistent with Dutta-Bergman’s (2005b; 2004b) srotf health orientation. Students



45

perceiving themselves as in good health may be meméh oriented and utilize multiple
health information sources, including lay soureesiealth decision-making. Individuals
with higher health worry levels may more frequersiek out health information and
utilize more health information sources in healeidion-making (Baumgartner &
Hartmann, 2011; Fergus & Valentiner, 2012). Theenirdata provides preliminary
evidence that lay health information utilizationhiealth decision-making increases as
health worry increases.

Testing H1 offers two significant predictors fdiizing information from UHA
in health decision-making. However, the currentadsters little insight into what
predicts frequency of offering UHA. The second hyyesis (H2) predicted that as
eHealth literacy levels increase, frequency ofrafite UHA would increase. Contrary to
H2, eHealth literacy did not significantly predadvice giver UHA frequency. The
myriad of health information sources available oalcreates potential for individuals
with high levels of eHealth literacy to consideeniiselves lay health experts. Self-
perceived lay health experts may offer more frequdhA. However, the current data
suggests eHealth literacy does not significantgdmt UHA frequency. The current
findings appear inconsistent with previous findisgggesting “connected individuals”
represent a strong influence on the health infaonatirculation of their communities
(Abrahamson et al., 2008; Dutta-Bergman, 2005M)ividuals with a greater depth or
breadth of health knowledge may influence the ¢atoon of health information in the
community but the current study provides no evigeiioc a relationship between eHealth

literacy and circulation of health information thgh UHA.
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A causal model on the observed data failed to supwo separate hypothesized
pathways, sex (H3) and eHealth literacy (H4), taerfeequent UHA offering.

Circulation of lay health information through infoal channels, such as interpersonal
relationships, does not represent a new phenométawever, increases in Internet
access among young adults may influence onlingthadbrmation source preference as
well as how college students circulate lay healfbrimation. Concurrently, traditional
conceptions of women as caregivers focused onttie¥ health and wellbeing may
account for previous findings regarding femalegager likelihood to engage in LHIMB,
and result in more frequent UHA (Abrahamson et241Q8; Boneham & Sixsmith, 2006;
Jenkins, 1997). The observed data failed to sugpenhotion that females would offer
more frequent UHA (H3) as would individuals witigher eHealth literacy levels (H4).
The results of the causal model contradict previessarch suggesting females engage in
more frequent LHIMB (Abrahamson et al., 2008). @omporary college student females
may be less apt to subscribe to traditional seasrdue to changing societal notions on
gender and gender roles. Alternatively, socialg@epectations may differ between
young adult females with college student respolisds and middle aged, or older,
females who more traditionally serve in caregives.

As lay health information flows through informddannels such as close
relationships and community connections (BonehaB8i&mith, 2006; Dutta-Bergman,
2005a; Ford & Kaphingst, 2009), the current stuatyrsésed that many individuals
receiving lay health information through UHA migifter lay health information through
UHA. Many participants reported both receiving afigring UHA. The first research

guestion (RQ1) inquired into the individual chagaistics of individuals receiving and
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offering UHA. One significant predictor emergedrfréhe data, health worry.
Participants that received and offered UHA repmi§icantly higher levels of health
worry. Examination of the data on participants réipg previously offering and
receiving UHA therefore supports findings on UHAoirmation utilization in receivers.
Higher levels of health worry may lead individutdautilize health information received
from UHA and circulate information to others throudHA out of similar worry about
others’ health and wellbeing.
Individual UHA Episodes

Most individual UHA episodes in the current datak@lace within close
interpersonal relationships. Over 80% of adviceirgars and advice givers identified the
relationship in the specific UHA episode as clas@und 60% of participants utilized
the health information obtained through UHA to saweent in health decision-making
process. At the same time, less than 20% of ppatnts reported conducting follow-up
research on the health information received thrdugA. These findings support
previous studies highlighting the importance oselanterpersonal relationships, such as
family and friends, as sources of health infornmra(ibutta-Bergman, 2004b; Ford &
Kaphingst, 2009; Tardy & Hale, 1998). The findiriggther raise new questions about
health information source credibility. Close radaships constitute significant influences
in college students’ lives as sources of healtbrmhtion. Yet, less than half of advice
receivers seriously questioned the credibility @&lth information received through
UHA when the information was received within a easterpersonal relationship.

College students therefore appear less criticaltefpersonally communicated lay health
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information than online lay health information,\pieging health information offered by
close others.

Concern over lay health information credibility (Hat al., 2014; Lederman et
al., 2014) warrants examination into the origin&JéfA information. Over 60% of advice
givers identified the health information source A as personal experience.
Meanwhile, contrary to previous findings suggestmogng adults privilege the Internet
as a health information source (Ivanitskaya et28l06; Lloyd et al., 2013; Percheski &
Hargittai, 2011), only 6% of advice givers in therent study identified the Internet as
the source for UHA information. The low percentafstudents reporting the Internet as
the source for the health information offered tlyloWHA may reflect previous findings
that young adults are skeptical of online healtbrmation (Hove et al., 2011; Kwan et
al., 2010). Additionally, the current findings sappprevious findings on lay health
information exchange through YouTube videos andrmentary, where much
information originated in personal experience (Fioth& Zmyslinski-Seelig, 2012).
College students seldom utilize health informataiginating online for UHA message
content. Since eHealth literacy levels in the aurstudy were quite high on averag (
= 30.02), students appear to perceive themselveapable of finding and evaluating
health information online. However, they do not@gmpas avid online health information
consumers and mediaries. Rather, personal experrepcesents the most common
health information source utilized for UHA messagatent.

Findings from the current study regarding advicesgg question previous
findings on USS and UHA. Around 40% of advice gs/egported that even though the

advice receiver did not explicitly request advites advice receiver indirectly solicited
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advice. Common perceptions that advice receivdisited advice nonverbally may
support previous suggestions that college studggsifically (Baus et al., 2005), as well
as the general population (Goldsmith, 2004), ladkis providing social support. Such
findings may also reinforce previous research danting an assumption that
individuals experiencing a distressing event alwagsd advice (Feng, 2009).
Alternatively, such findings may reflect a more qsaxial justification for perceived
indirect advice solicitation. The current data emeral UHA motivation suggests 67% of
participants offer UHA out of desire to help comgzato 26% reporting a desire to share
knowledge. Advice given with close relationshipsymeflect an already extant
knowledge of the impact of particular distressingrégs on advice receivers. As many
advice givers reported pre-existing knowledge amdtipus discussion on the particular
topic, many “new” UHA episodes may actually appesa node of a series of
conversations and reflect belief in a standingrdife offering advice on the topic
(Goldsmith, 2000) due to the previous conversaticatber than a lack of support skill.

The second research question (RQ2) addressedatiemship between advice
evaluation, perceived facework and relationshigaivice givers. Perceptions of
confirmation and solidarity correlated with UHA tih a close relationship. Individuals
receiving UHA within close relationships appeargphsicantly more likely to report the
UHA as reflecting a previously planned course dioac Relational closeness may allow
advice givers to perceive actions advice receiwengld like to take on a particular
matter, and endorse that course of action throaghJHA. If college student advice
givers tailor messages to satisfy advice receiwarat least if receivers perceive

validation through UHA, such findings contradicepious research suggesting UHA
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may inherently constitute a threat to individualslf-efficacy (Boutin-Foster, 2005;
Smith & Goodnow, 1999; Thompson & O’Hair, 2008; litdnet al., 2008). College
student participants in the current study appegetoeive of themselves as controlling
health decision-making, even when utilizing infotrma from UHA.

Considering advice evaluation and facework, indnaid receiving UHA from
close others appear significantly more likely toceéve solidarity in the UHA. As
detailed by Lim and Bowers (1991), solidarity rekato the notion that those involved in
the advice episode are affiliated and of equalista®erceiving solidarity in UHA
episodes within the context of a close interperkaeiationship may not represent a
particularly surprising finding. The types of claséerpersonal relationships present in
the data and identified through coding, consistgabaeents, siblings, significant others
(such as boy/girlfriends) and best friends. Alktenship types represented in the close
relationship variable thus reflect group affiliatgy either through a family, friendship or
romantic couple. As long as individuals considertibpic appropriate within the
relationship (Vangelisti, 2009), UHA offered by sofamily members, friends or
significant others likely reflects and reinforcesyp affiliations.

No significant findings appeared in response tahiel, and final, research
qguestion (RQ3). Despite the information gaineatigh analysis on open-ended
responses, the current data suggests no assodatween relationship closeness, advice
giver goals and facework. Examination of the obsémdata suggests advice givers
appear guided by similar goals and perform sinidaework regardless of the nature of
the relationship. Similarities in advice approaebardless of the nature of the

relationship may support previous suggestionsdbigge students lack skills as support
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givers (Baus et al., 2005). However, as previousintioned, UHA givers appear
generally motivated by a concern for others’ welirg and desire to help. UHA givers
may therefore behave similarly regardless of tlhegicmship due to a general desire to
help others. As personal experience appears asdbepopular source for UHA
information, advice givers may package their peaserperience similarly regardless of
the advice receiver.

Limitations and Future Research

The current study offers a focused look on speea$ipects of LHIMB, eHealth
literacy and UHA, than previous research in LHIMEBwever, the study does include a
number of limitations. Limitations in sampling, easch design and measurement in the
current study provide opportunities for future saséh.

The current study utilized a convenience sampleotiége students in
communication courses. With a specific focus omega students, such a sample is
appropriate. Previous research on LHIMB, howewey$es on middle-aged individuals
concerned about older family members with chromialth issues (Abrahamson et al.,
2008). Though many college students act as caneggioeolder adults (Baus et al.,
2005), most college students may not be concerpedtaerious health ailments, in
themselves and others. As the current study omgiders college student LHIMB,
findings from the current study appearing to catitiafindings from previous research
into LHIMB must be interpreted cautiously. Diffeteage groups appear to respond
differently to USS (Smith & Goodnow, 1999). As LHBWepresents a form of USS,

LHIMB likely differs across age groups and demodpiap. Given the findings of the
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current study, future research on college studestic LHIMB should focus on the use
of personal experience in sharing health infornmatio

The current study design represents another pessibh of limitations. Self-
report may influence participants’ acknowledgmedmreviously offering UHA. One of
the beliefs underlying the current study was tludiege students receiand circulate lay
health information as UHA giveendreceivers. Though a number of participants
identified as both UHA givers and receivers, maastipipants only identified as
receivers. As Abrahamson et al. (2008) found madyiduals engaging in LHIMB not
self-identifying as lay health information mediai@erhaps many college students
offering UHA do not view themselves as doing so.alernative explanation concerns
the sequence of the survey items. Since the symesented all items on advice receiving
first, and then followed with advice giving itensgme participants may have reported
not previously offering UHA simply in order to coefe the survey more quickly.
However, such findings may suggest that collegdesttUHA receivers and givers
constitute different types of individuals. Futuesearch should attempt to replicate the
current findings with two separate data sets, on@advice receivers and one for advice
givers.

The current study further supported use of Guntavdnd MacGeorge’s (2013)
advice receiver and advice goal scales but waslenmalsignificantly improve on the
facework measures used in Guntzviller and MacGéssiady. The ARE and AGG
scales, developed for usage in advice pairs, agueaptable and reliable when applied
to the within-subject research design. With theepxion of the AGG limitations

subscale, all advice subscales adapted from Guletzand MacGeorge demonstrated a



53

Cronbach’s alpha above .80. Measurement of facdamaavork, however, appears more
challenging. As Guntzviller and MacGeorge’s positand negative facework subscales
items suffered from lower reliability than the atlseibscales in the original study, the
current study adapted facework measures from LichBowers (1991). Solidarity and
approbation subscales demonstrated acceptablbiligfiademonstrating a Cronbach’s
alpha of .70 or above for both advice givers andaadreceivers. However, tact
subscales demonstrated low reliability, with Crartba alpha below .50 for both advice
givers and advice receivers. Individual differenceface sensitivity may explain some
of the difficulty in establishing high internal r&bility for facework scales (Caplan &
Samter, 1999; Goldsmith & MacGeorge, 2000). Fustueies should attempt to further
develop and refine methods for measuring facewoddvice episodes while accounting
for individual differences in face sensitivity.

The current data offers preliminary support tinaividuals who worry more
about their health may be more receptive to heaftirmation received from UHA.
Though potentially an intriguing finding, health mypwas measured through a single
item from a health vulnerability scale (Prokhoraak, 2003). To better understand the
relationship between health worry and utilizing Itteanformation received through UHA
in health decision-making, future research woulddfi¢ from usage of more
sophisticated health vulnerability and health atyxeeasures.

Practical Implications

In addition to contributing to research on LHIMB{ealth literacy and social

support, findings from the current study may ins¢i@mpus health staff and college

student wellness educators. These data providemsgdthat college students engage in
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LHIMB. Prior research into LHIMB and social support health issues predominately
focuses on severe and chronic ailments, issuesichveollege students, and other young
adults, appear less likely to be engaged. Howeadlege students still circulate health
information through UHA. Students appear to prittyasifer and receive health
information on topics germane to life as a collsgelent and living on one’s own for the
first time such as nutrition, sex, personal hygjems mental health issues such as stress
and depression.

Campus health staff should also take note of tpafezance of health worry in
the current data. Health worry appears as a sagmfipredictor of utilizing UHA in
health decision-making and serving as a sourceeuipient of lay health information.
Students worried about their health appear moedlito utilize lay health information
received through UHA and pass on that informationugh further UHA. Since college
students may thus be more vulnerable to misinfaonaor at least misleading
information, special attention should be made tvjgle students with high levels of
health worry with reliable, quality health inforn@t and resources, particularly mental
health resources.

Despite increased scholarly attention to the Ir@keas a health information
source, the current data suggests eHealth litenaggrts no influence on UHA
frequency. Students may differ in eHealth literéayel, but there appears no evidence
that students with higher levels of eHealth litgraffer more UHA to peers.
Additionally, students appear more interested Wtt-hand health information than
information originating from outside sources, irihg professional medical

organizations and the media. Instead, studentsaappere focused on personal
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experience as a marker of health informagtimos Knowledge that college students are
more likely to offer and receive UHA originatingtlugh personal experience provides
health and wellness educators insight into pottyedfective approaches to target health
information to incoming students. Providing perddrealth narratives by current
students may prove more effective than exclusiuélzing traditional health
information sources reflecting recommendations favadible medical professionals and
organizations in persuading new college studemtsadopting healthy habits for college
and beyond.
Conclusion

The current study provides no evidence of a relatigp between college student
eHealth literacy and UHA. However, the study pregevidence that students provide
and utilize lay health information, primarily rodten personal experience, through UHA.
Self-perceived health status and health worry esxehe likelihood of utilizing
information from UHA in health decision-making. & Internet appeared a relatively
infrequently utilized health information source quamed to personal experience, findings
from the current study suggest concerns over omi@ath information credibility and
guality are not necessarily warranted for collemyelents. College students appear critical
of online health information. Online health infortim@ does not appear to significantly
impact college students’ health decision-makingpesses at the expense of health
information received through other channels. Coselgr however, the utilization of
somebody else’s personal experience as a soutwatlih information, particularly for
those students already worried about their hesdthes new concerns unexpected at the

onset of the study.
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Current findings supporting close relationshipsasied sources of health
information for advice receivers and personal eigpee as the most popular origin of
information for advice givers merit future reseanaio the credibility of health
information originating in personal experience.|€gé student advice givers appear
generally motivated by a desire to help othersnbay not realize that even if a particular
diet, workout plan or supplement helped them aehregults, others may not achieve the
same benefit. In sum, the current study providestter understanding of how college
students circulate health information through UHAl @rovides a basis for future
research into what students consider valuablehedtirmation sources in health

decision-making.
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Figure 1

Sex and eHealth Literacy as Separate Pathwaysequency of UHA Offered

Independent Variables Mediating Variables Dependent Variable
(Motivation)

-.01
Sex ———> Concern for Others
-11

Frequency of UHA Offered

15
eHEALS —— > Share Knowledge

.16
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Table 1
Sample Characteristics

N %
Sex
Male 90 35.4
Female 147 57.9
Missing 17 6.7
College Year
Freshman 43 16.9
Sophomore 51 20.1
Junior 60 23.6
Senior 83 32.7
Missing 17 6.7
Ongoing Medical Attention
No 207 81.5
Yes 28 11.0
Missing 19 7.5
Health Insurance
No 19 7.5
Yes 216 85.0
Missing 19 7.5
Internet Use
1-9 Hours 28 11.0
10-19 Hours 72 28.3
20-29 Hours 56 22.0
30-39 Hours 32 12.6
40+ Hours 39 154
Missing 27 10.6
Doctor Visits Previous
Year
None 29 114
1-3 Times 143 56.3
4-9 Times 42 16.5
10+ Times 21 8.3

Missing 19 7.5




Table 2

Reliability of Advice Subscales

Valid

a Mean SD

ARE E/F 170
ARE Lim 174
ARE Con 174
AAF Solid 178
AAF App 179
AAF Tact 178
AGG Ch 109
AGG E/F 107
AGG Lim 109
AGG Nov 109
AGF Solid 111
AGF App 109

AGF Tact 112

.82  21.443.50

.85 7.60 243

89 977 251

.70 13.42 2.75

.82 10.233.45

A49* 10.24 2.43

.83 10.222.88

.89 18.774.60

.58* 7.32 2.67

.85 8.39 2.28

.75 14.69 2.95

.78 9.22 3.03

41* 10.50 2.64

Note:* indicates that subscales were not utilized
in follow-up analyses due to poor reliability.
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Table 3
Advice Recipient Evaluation (ARE) Confirmatory Fachnalysis

Factor Loadings
Efficacy/Feasibility Subscale

| believe that the advised action could help76
improve my situation

| perceive that the advised action could .83
help to fix my problems

| think that the advised action could solve .72
my difficulties

The advice given is something | could do .54

| am capable of accomplishing the advised43
action

Is it possible for me to do the .63
recommended action

Internal Consistency Test? (14, N = 170) = 13.75% > .05.

Mean 21.44
Standard Deviation 3.50
Alpha Reliability .82

Confirmation Subscale

The advised action is something | had .92
already planned to do

| had already anticipated doing what the .84
advice told me to do

The advice recommends | do something 1.80
had already intended

Internal Consistency Test? (2, N = 174) = 0.77p > .05.
Mean 9.77

Standard Deviation 2.51
Alpha Reliability .89



Absence of Limitations Subscale

| predict that the advised action will have .77
serious drawbacks

| can see that the advised action has .84
significant disadvantages

| can tell that the advised action would .82
have undesirable effects

Internal Consistency Test? (2, N = 174) = 0.00p > .05.
Mean 7.60

Standard Deviation 2.43
Alpha Reliability .85
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Table 4
Advice Giver Goal (AGG) Confirmatory Factor Analysi

Factor Loadings
Change Subscale

Change the other person’s idea for solving81
the problem

Adjust the other person’s plan for dealing .61
with the problem

Alter the other person’s understanding of .71
how to solve the problem

Modify the other person’s decision about .83
how to handle the problem

Internal Consistency Test? (5, N = 109) = .078p > .05.

Mean 10.22
Standard Deviation 2.88
Alpha Reliability .83

Efficacy/Feasibility Subscale

| could help improve the other person’'s .85
situation

| could help to fix the other person’s .79
problem

| could solve the other person’s difficulties .69

The other person was capable of 75
accomplishing the advice

The advice was possible for the other .69
person to do

The other person could do what I advised 74
Internal Consistency Test? (14, N = 107) = 5.7Qp > .05.

Mean 18.77
Standard Deviation 4.60



Alpha Reliability .89
Novelty Subscale

Offer a course of action the other person .83
had not previously considered

Offer a course of action the other person .80
had not thought of

Offer a course of action the other person .81
had not taken into account

Internal Consistency Test? (2, N = 109) = 0.17p > .05.
Mean 8.39

Standard Deviation 2.28
Alpha Reliability .85
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Table 5
Advice Appraisal Facework (AAF) Confirmatory Factanalysis

Factor Loadings
Solidarity Subscale

The advice giver acknowledged our .60
relationship as close

The advice giver showed appreciation of .62
me

The advice giver was empathetic .59

The advice giver emphasized our .83
relationship

Internal Consistency Test? (5, N = 178) = 7.68p > .05.

Mean 13.42
Standard Deviation 2.75
Alpha Reliability .70

Approbation Subscale

The advice giver ignored or belittled my .81
knowledge

The advice giver accused me of not havingZO
accurate information

The advice giver told me that | have more.63
to learn

The advice giver undermined my .80
knowledge

Internal Consistency Test? (5, N = 179) = 0.61p > .05.
Mean 10.23

Standard Deviation 3.45
Alpha Reliability .82
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Table 6
Advice Giver Facework (AGF) Confirmatory Factor Ayss

Factor Loadings
Solidarity Subscale

| acknowledged our relationship as close .73

| tried to show appreciation for the other .55
person

| tried to be empathetic to the other .58
person’s situation

| tried to emphasize the importance of our.75
relationship

Internal Consistency Test? (5, N = 111) = 4.22 > .05.

Mean 14.69
Standard Deviation 2.95
Alpha Reliability .75

Approbation Subscale

| ignored things the other person said that.71
did not agree with my advice

| told the other person that s/he did not .88
have accurate information

| told the other person that s/he had more &4
learn on the topic

| told the other person that what s/he .65
though was wrong

Internal Consistency Test? (5, N = 109) = 2.54p > .05.
Mean 9.22

Standard Deviation 3.03
Alpha Reliability .78



Table 7
eHealth Literacy Scale (eHEALS) Confirmatory Fadhmalysis

Factor Loadings

| know how to find helpful health resources36
on the Internet

| know how to use the Internet to answer .85
my health questions

| know what health resources are available83
on the Internet

| know where to find helpful health .90
resources on the Internet

| know how to use the health information 1.88
find on the Internet to help me

| have the skills | need to evaluate the .69
health resources | find on the Internet

| can tell high quality from low quality .67
health resources on the Internet

| feel confident in using information from .74
the Internet to make health decisions

Internal Consistency Test? (27, N = 232) = 24.8(p > .05.
Mean 30.01

Standard Deviation 5.56
Alpha Reliability .93
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Table 8
Scale Variables Descriptive Statistics

Valid Mean Median Mode Skewness Kurtosis Range

AREE/F 169 21512200 24.00 -.155 439 19.00
ARE Lim 173 7.60 8.00 6.00 .163 -.258 12.00
ARECon 173 9.80 10.00 12.00 -.358 -.262 12.00
AAF Solid 177 13.4213.00 12.00 -.145 .633 16.00
AAF App 178 10.23 10.00 8.00 .356 -.251 16.00
AGG Ch 108 10.2610.00 8.00 .540 .084 14.00
AGGE/F 106 18.8518.00 16.00 .291 -.709 19.00
AGG Nov 108 8.42 8.00 6.00 .503 -.591 10.00
AGF Solid 110 14.7815.00 14.00 .169 -.690 12.00
AGFApp 108 9.24 9.00 8.00 .475 486 16.00

eHEALS 230 30.0231.00 32.00 -.539 531 25.00
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Table 9
Cross-tabulation of Offering/Receiving UHA
Offered UHA
No Yes Total
Received UHA No a7 12 59
Yes 79 100 179
127 112 238

Note: 16 participants did respond to question askinpef/thad previously offered unrequested health
advice (N = 238).
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Table 10
Hierarchical Regression for Predictors of UtilizingHA (N = 173)

Model 1 Model 2 Model 3
Predictors B SEB B B SEB p B SEB §

College Year 2.69 .04 -08 -.04 .04 -.06 -.04 .04 -.06

Sex .09 10 .06 .04 A1 .03 40 A1 .30
Rate Health 18 .08 .20* .18 .08 .20*
Peer Compare -.09 .07 -1.12 -.09 .07 -12
Health Worry .16 .06 22** 16 .06 .21*
eHEALS .00 .01 .03
AR -.001 .05 .05

F .88 2.80 2.34

Note:* p< .05, *p< .01, *** p<.001.
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L?ebrlgrgr}ical Regression for Predictors of Frequer@iffering UHA (N = 108)
Model 1 Model 2
Predictors B SE B S B SEB S
College Year -.09 .06 -.16 -.09 .05 -.16
Sex A2 13 .08 16 14 A2
eHEALS .02 .01 15
AR .02 .03
= 1.87 2.02

Note:* p< .05, *p< .01, *** p<.001.
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Table 12
Correlation Matrix for Causal Model (N =104)
1 2 3 4
SEX'1
eHEALS 2 -.20*
HELP 3 -.01 -.01
KNOW 4 10 .16 - 51**
FREQ 5 .09 A3 -.10 14

Notes:SEX: 0 = MALE, 1 = FEMALE. HELP = Motivated by Desito Help. KNOW = Motivated by
Desire to Share Knowledge/Informationp ¥ .05, **p < .01.



Table 13
Logistic Regression on Predictors of Offering/Reicey UHA (N = 228)
Offer/Receive
UHA
Predictor B ep R
STEP 1 .003
Sex 17 1.18
College Year .07 1.07
STEP 2 .05
Sex .18 1.19
College Year .07 1.07
Self-Rated Health .07 1.08
Health Comparison 13 1.13
Health Worry 54+ 1.71
STEP 3 .06
Sex 27 1.31
College Year .06 1.06
Self-Rated Health .03 1.03
Health Comparison 13 1.14
Health Worry 52%* 1.04
eHEALS 0.04 1.04

Notes:Offer and Receive UHA: 0 = No, 1 = Yes. Sex: 0 Fl&/4 = Female. College Year:
1 = Freshman, 2 = Sophomore, 3 = Junior, 4 = Semjp= ExpectedR? = Cox & Snell.

*p<.05, *p<.01, ** p<.001
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Table 14
Correlation Matrix for Advice Receivers (N = 158)
1 2 3 4 5 6 7
SEX1
eHEALS 2 -.15
CLOSE 3 -.07 .05
E/F 4 -.12 32** 10
LIMIT 5 A5 -14 .02 - 43**
CON 6 -.03 19* 19* S50 -15
SOLID 7 .00 23** 33** 29%* -17* 25%*
APPRO 8 A5 -7 -.14 -.22%* A2 - 18* -.36**

Notes:CLOSE: 0 = No, 1 = YES. E/F = Perception of Effigdeasibility. LIMIT = Perception of
Limitations. CON = Perception of Confirmation. S@QL{ Perception of Solidarity. APPRO = Perception
of Approbation. *p < .05, ** p < .01.
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Table 15
Correlation Matrix for Advice Givers (N = 100)

1 2 3 4 5 6 7

SEX1
eHEALS 2 -.23*
CLOSE 3 .04 -.16

E/F 4 -.18 .38** -.15
CHANGE 5 -.23* 22* -16  .64**
NOVELTY 6 -.06 29%* -.06 A8** .35%*
SOLID 7 A1 30** .08 .09 .01 14
APPRO8 -14 -.05 -05 .02 .26%* .16 -.10

Notes:CLOSE: 0 = No, 1 = YES. E/F = Perception of Effigdeasibility. LIMIT = Perception of
Limitations. CON = Perception of Confirmation. S@QL{ Perception of Solidarity. APPRO = Perception
of Approbation. *p < .05, ** p < .01.
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Appendix
Survey

University of Wisconsin — Milwaukee
Consent to Participate in Online Survey Research
IRB #14.347Approved April 8, 2014

Study Title: College Student Lay Health Information MediaryhBeior: An
Examination of eHealth Literacy & Unrequested He&ltlvice

Persons Responsible for Researcindrew Cole (Student PI), Mike Allen, (PI).
Department of Communication. University of WiscanMilwaukee.

Study Description: The purpose of this research study is to bettdergtand where
college students get their health information aod health information is
communicated between college students. Approximna@0 subjects will participate in
this study. If you agree to participate, you Wi asked to complete an online survey
that will take approximately 15-20 minutes to coetpl The questions will ask you
about any experience you have searching for hedtithmation online, any experience
you have giving and receiving health advice andesgameral health information.

Risks / Benefits: Risks to participants are considered minimal. €uibn of data and
survey responses using the internet involves theséks that a person would encounter
in everyday use of the internet, such as breadowfidentiality. While the researchers
have taken every reasonable step to protect yoidemtiality, there is always the
possibility of interception or hacking of the datathird parties that is not under the
control of the research team.

There will be no costs for participating. Benetitgarticipating include furthering
research into college student health and socig@tipExtra credit may be received at
the discretion of course instructors. If you al@rg the survey as extra credit for a
course, you will be forwarded to a separate sufelbgwing completion of the study
survey. ldentifying information such as your namd atudent ID number will be
collected for distribution of extra credit.

Data will be retained on the Qualtrics website eefer two years and will be deleted
after this time. However, data may exist on baskoipserver logs beyond the timeframe
of this research project. Data transferred froendtarvey site will be saved in an
encrypted format for two years. Only the Pls Wwilve access to the data collected by
this study. However, the Institutional Review Bibat UW-Milwaukee or appropriate
federal agencies like the Office for Human Rese&iections may review this study’s
records. The research team will remove your idgng information before analyzing

the data and all study results will be reportedhauit identifying information so that no
one viewing the results will ever be able to mateh with your responses.
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Voluntary Participation: Your participation in this study is voluntary. ¥ onay
choose to not answer any of the questions or watdrom this study at any time
without penalty. Your decision will not change grgsent or future relationship with
the University of Wisconsin Milwaukee.

Who do | contact for questions about the study:For more information about the study
or study procedures, contact Andrew Cole at awcolw@.edu.

Who do | contact for questions about my rights or omplaints towards my
treatment as a research subjectontact the UWM IRB at 414-229-3173 or
irbinfo@uwm.edu

Research Subject’'s Consent to Participate in Resedr:
By entering this survey, you are indicating thatl y@ve read the consent form, you are
age 18 or older and that you voluntarily agreeddipipate in this research study.

Thank you!

This questionnaire is going to ask you about yoyneeences receiving and offering
health advice without being asked. Some questiathéiawve multiple choice answers
while others will have a text box for you to typeegponse. At the end of the
guestionnaire, you will be asked for some health@mographic information. Thank
you for your participation in this study.

Have you ever received unrequested health advace $somebody who was not a doctor?
Yes
No

Which of the following have you received unrequdstealth advice on? (Check all that
apply)

Personal hygiene issues (ex. Using hand saniidesdorant)

Nutrition (ex. Vitamins, Nutritional Supplementsgganic foods)

Risky behaviors (ex. Alcohol/drug use, Sexual b&rav

Mental health issues (ex. Depression, Anxiety)

Serious health conditions (ex. Cancer, Heart Deseas

Other (Explain)

How often do you use information gained from unexjad health advice in your health
decision-making?

Never

Rarely

Sometimes

Quite Often

Very Often

Please think of a specific time that you receiverequested advice about your health.



What was your relationship with the person who reffieyou advice?
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How did you act upon the advice?

Please rate the following items concerning the @lybu received.

Modified Advice Recipient Evaluation (Guntzviller & MacGeorge, 2012)
| believe that the advised action could help imgraw situation

| perceive that the advised action could helpxarly problems

| think that the advised action could solve myidiffties

The advice given is something | could do

| am capable of accomplishing the advised action

Is it possible for me to do the recommended action

| predict that the advised action will have seriduswbacks

| can see that the advised action has significesatdantages

| can tell that the advised action would have uivdbke effects

The advised action is something | had already @dra do

| had already anticipated doing what the advice toé to do

The advice recommends | do something | had alreddgpded

*Items are scored on a 1-5 Likert scaBtrOngly Disagree to Strongly Aglee

Advice Appraisal Facework (based on Lim & Bowers, 291: Solidarity,
Approbation, Tact)

The advice giver acknowledged our relationshiplasec(s)

The advice giver showed appreciation of me (s)

The advice giver was empathetic (s)

The advice giver emphasized our relationship (s)

The advice giver ignored or belittled my knowledgg

The advice giver accused me of not having accumé&temation (a)
The advice giver told me that | have more to ldajn

The advice giver undermined my knowledge (a)

The advice giver tried to avoid imposing a solutimme (t)

The advice giver pleaded with me to try what wag st (t)

The advice giver was hesitant in giving the adyige

The advice giver apologized for intruding (t)

*Items are scored on a 1-5 Likert scale (StronglyaDree to Strongly Agree).

Have you ever offered another person unsolicitedthedvice?
Yes
No

If yes, how often you offer unrequested health eglvi
Never

Rarely

Sometimes
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Quite Often
Very Often

If yes, to whom do you primarily offer unrequestezhlth advice?

Which of the following topics do you offer unreqtex$ health advice on? (Check all that
apply)

Personal hygiene issues (ex. Using hand sanifdorant)

Nutrition (ex. Vitamins, Supplements, Organic fopds

Risky behaviors (ex. Alcohol/drug use, Unsafe sex)

Mental health issues (ex. Depression, Anxiety)

Serious health condition (ex. Cancer)

Other (Explain)

What is your primary motivation for offering unrezgied health advice?

Think of a specific time that you gave another pargnrequested advice about his/her
health. Any health advice is acceptable rangingfdiet/nutrition advice to advice to see
a doctor to how to cope with a serious illnessagderate the following items on how
much effort you put into each goal during the sfieeaidvice giving conversation:

Modified Advice Giver Goals (Guntzviller & MacGeorge, 2012)

| could help improve the other person’s situation

| could help to fix the other person’s problem

| could solve the other person’s difficulties

The other person was capable of accomplishingdiiea

The advice was possible for the other person to do

The other person could do what | advised

My advice would not have serious drawbacks

My advice would not have undesirable effects

My advice would not have significant advantages

Agree with the other person’s understanding of bmwolve the problem
Support the other person’s plan for dealing wit plnoblem

Confirm the other person’s decision about how todt@the problem
Change the other person’s idea for solving the lprab

Adjust the other person’s plan for dealing with greblem

Alter the other person’s understanding of how teesthe problem
Modify the other person’s decision about how todiarhe problem
Offer a course of action the other person had retipusly considered
Offer a course of action the other person hadhmight of

Offer a course of action the other person hadalart into account
*ltems are scored on a 1-5 Likert scdio(ieto All).

Advice Giver Facework (based on Lim & Bowers, 1991Solidarity, Approbation,
Tact)
| acknowledged our relationship as close (s)
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| tried to show appreciation for the other persen (

| tried to be empathetic to the other person’sasitun (s)

| tried to emphasize the importance of our relatiop (s)

| ignored things the other person said that didagwee with my advice (a)
| told the other person that s/he did not have teunformation (a)

| told the other person that s/he had more to learthe topic (a)

| told the other person that what s/he though wamsg (a)

| tried imposing a solution on the other person (t)

| pleaded with the other person to do what | adi/{¢e

| was hesitant in giving the advice (t)

| apologized for intruding in the other personfe It)

*ltems are scored on a 1-5 Likert scairongly Disagred¢o Strongly Agreg

Where did you gain the knowledge that you offetegigerson?

What was your relationship with the person you reffeadvice to?

If not, did the individual communicate in anotheaiythat they wanted advice? If so,
how?

Please rate the following items about the naturgoaf experiences seeking health
information online:

eHEALS: eHealth Literacy Scale (Norman & Skinner, 206)

| know how to find helpful health resources on bhternet

| know how to use the Internet to answer my hegitéstions

| know what health resources are available onrherhet

| know where to find helpful health resources oa lifiternet

| know how to use the health information | find thve Internet to help me

| have the skills | need to evaluate the healtbusses I find on the Internet

| can tell high quality from low quality health g ces on the Internet

| feel confident in using information from the Imet to make health decisions
*ltems are scored on a 1-5 Likert scairongly Disagred¢o Strongly Agreg

How many hours per week do you spend using therlete

Do you have health insurance?

Yes

No

How many times have you visited a doctor in thé yaar?

Do you have a chronic iliness that requires ongoneglical attention?

Yes
No



How would you rate your overall health?
Very Bad

Bad

Neither Good nor Bad

Good

Very Good

How would you rate your health compared to the @yemperson your age?
Much Worse

Worse

About the Same

Better

Much Better

How much do you worry about your health?
Never

Rarely

Sometimes

Most of the Time

Always

Please select your year in college
Freshman

Sophomore

Junior

Senior

Graduate Student

Sex
Male
Female
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