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There’s something about health: Understanding everyday talk about health within families  
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Supervisor: Erin Donovan 
 
 

It is imperative to explore how family members disclose information, as it is necessary in order 

to receive support, which allows people to more effectively cope with the health situation at hand. 

But to understand why and how people decide to disclose personal health information to loved 

ones, there is a need to explore the role the parent-child relationship and family environment 

have in these communicative processes. Relational quality and family communication patterns 

have been useful in past research to explain or predict conflict, invasion perception, problem 

solving, and emotional climate, to name a few. Past research has yet to fully untangle the 

motivation for a person to disclose health information to a family member. This project aimed to 

explicate the differences between everyday family health communication and the relationship it 

has with more targeted and challenging health communication (e.g., that about alcohol, cigarettes, 

and sex). A qualitative pilot study explored the narrative of how emerging adults (EAs) talk 

about health with families. This pilot study was used as the foundation to develop an instrument 

of everyday family health communication. Self-report surveys provided evidence for valid scale 

development. Results also argued the frequency of everyday family health communication and 

breadth of topics was positively and significantly associated with more targeted communication 

about alcohol, cigarettes, and sex. These results, and their implications, are discussed further.  
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CHAPTER 1: INTRODUCTION 

Health communication scholars have long used general assessments of relational and 

communication dynamics to predict how individuals talk about health, health behaviors, and 

health outcomes. Many of these studies explore these associations without exploring the nuances 

of the communication processes taking place (e.g., Aquilino, 2006; Barnes et al., 2000; Riesch, 

Anderson, & Krueger, 2006; Ritchie & Fitzpatrick, 1990; Wills, Gibbons, Gerrard, Murray, & 

Brody, 2003). Other studies have explored health communication specifically, advancing the 

field to consider the complexities of conversations about specific health topics (e.g., Miller-Day 

& Kam, 2010; Scheinfeld & Shim, under review). Measures developed via investigations into 

communication about health have effectively helped health communication scholars explore and 

understand how targeted conversations can impact health behaviors. They tend to be focused on 

specific health contexts (e.g., sexual health) and domains (e.g., parent-child communication; 

DiIorio et al., 2003; Kirkman, Rosenthal, & Feldman, 2005; Pistella & Bonati, 1998). These 

studies examined adolescent risky behavior enactment and made clear the importance of 

understanding communication processes between family members. Knowing how families, an 

individual’s influential network, talk about health can provide insight into how people disclose 

health information, seek out social support, and cope with changing health situations.  

 Because families have a unique ability to shape us (Gittleman, Klein, Smider, & Essex, 

1998), there is a need to explore the family environment and the way it fosters communication 

about health—both generally and when engaging in more specific, challenging topics—in order 

to understand why and how people decide to engage in conversations about personal health 

information with family members. Research on how families talk about challenging, taboo, and 

uncomfortable health behaviors (e.g., genetic testing; Sobel & Cowan, 2003; sexual health; 
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Kirkman et al., 2005) is plentiful, yet much of this research only explores how families may 

engage in these conversations, not whether they do and why. The studies that have attempted to 

research the communicative processes involved in familial talk about challenging health issues 

(Scheinfeld & Thompson, under review; Scheinfeld, under review) demonstrated the difficulty of 

explaining the drive to engage in communication about one’s health issues with family members 

or even disclose them. Disclosure theories argue that individuals assess the receiver before 

deciding to engage in conversation (e.g., Greene, 2009), demonstrating the importance of 

assessing relational quality and communication tendencies. Yet neither relational quality, family 

traits, nor family communication patterns have effectively and consistently predicted disclosure 

of challenging health issues to family members, nor do they help us understand the discloser’s 

motivation. Furthermore, Miller-Day and Kam (2010) expected general openness in parent-child 

communication to be positively associated with expectancies about alcohol and negatively 

associated with recent alcohol use. Those general communication behaviors and perceptions 

within the parent-child relationship were in fact significantly and positively associated with 

children’s expectancies of alcohol, but were not related to actual risky behavior enactment. 

There is a great deal to untangle when it comes to the motivation to disclose health issues 

or engage in uncomfortable conversations within families. This study aims to take a wider lens: 

how families talk about health in general. Caughlin and Malis (2004) argued for the need to 

explore how everyday communication within families can affect health behaviors. These 

communicative processes may have more of an impact on behavior enactment than the research 

currently explains (Caughlin & Malis, 2004). Understanding how families talk about health in 

general may help us better explore the communicative process of talking about specific health 

issues and the predictors of whether and how families will engage in these conversations.  
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The current project aims to more fully conceptualize everyday health communication 

within families, how family members engage in challenging health conversations, and the impact 

both have on health behaviors and the parent–emerging adult (EA) relationship. In Chapter 2, I 

present the literature as it currently stands. Within that chapter, I outline general observations 

about emerging adulthood and the transition into adulthood. I then explicate what we know about 

health communication and why talking about health matters. In that section, I focus primarily on 

parent-EA communication, both to address the intellectual intrigue of that topic and explore and 

prioritize familial communication during a stage of transition for both the child and the parent-

child relationship. I then provide evidence of the impact that parent-EA communication has on 

EAs, including the ability to shape health behaviors and provide a source of support. I then 

conceptualize family health communication, what we currently know about it, and aim to 

classify the theory between episodic and macro models. Lastly, I explain the importance of 

everyday communication, and the ability to predict health behaviors. This line of research is 

imperative to explore, as these sensitive or challenging topics can impact an individual’s well-

being, both mentally and physically. Through both qualitative and quantitative methods, this 

research aims to consider how families talk about everyday health topics. Chapter 3 outlines 

these pilot studies and the results of which provide the framework for a measure of everyday 

family health communication. In Chapter 4, I provide the methods to the main study that 

examines how these communicative processes interact in order to broaden the literature and 

theorize how family communication climates are associated with long-term health outcomes.  
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CHAPTER 2: LITERATURE REVIEW 

Emerging Adulthood and the Transition to Adulthood 

Emerging adulthood is a relatively new demographic; the conceptualization has evolved 

alongside societal norms in the United States (Arnett, 2014). This period of time in a young 

person’s life is identified primarily as the transition from adolescence to adulthood, a time when 

adolescents become more independent, take on adult responsibilities, and explore various 

lifestyles (e.g., sexuality, health awareness and maintenance, and habit formation; Arnett, 2004). 

In their attempts to be self-reliant and comply with the societal norms of adulthood (Nelson et al., 

2007), EAs often face mixed messages regarding how those norms are different for someone 

between the ages of 18 and 26, and whether or not they are even able to achieve full autonomy. 

My own research (Scheinfeld, 2015) has shown that many EAs describe adulthood, a social 

construct, as something with real consequences that “happens” once they are married, are caring 

for another life, or cease to consider their parents as a primary source of support. A sense of 

adulthood does not often depend on chronological age, but rather, a sense of maturity, abilities, 

or experiences (Beck, 2016).  

Beyond its subjective nature, emerging adulthood in the United States is also affected by 

societal currents affecting many American young adults. The rates of students seeking higher 

education and post-graduate degrees continue to rise (Arnett & Taber, 1994; US Census, 2012), 

resulting in EA students who are unable to earn enough income to financially support themselves 

until later in life (Arnett, 2000; Galambos, Turner, & Tilton-Weaver, 2005) and marry at an 

average age of 29—later than previous average ages of marriage (US Census, 2014). 

Consequently, EAs frequently rely on their parents for various forms of assistance (Galambos et 

al., 2005). Even after college, continuing to ask for money and/or moving back into parents’ 
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homes falls within social norms (Mitchell, 2006). With the onset of the Affordable Care Act (U.S. 

Department of Health & Human Services [HHS], 2012), EAs can remain enrolled on their 

parents’ health insurance through 26 years old ostensibly, resulting in even more parental 

involvement in times of illness or injury. Lastly, social norms encourage and inspire travel 

(Arnett, 2004), once again accepting the postponement of “real life” a little more. These factors 

have created the idea of emerging adulthood and tested its limits (Arnett, 2004, 2014). 

This transitional time can be confusing and plagued with uncertainty and instability for 

parents and EA children, both individually and in relationship with each other. Nelson and his 

colleagues (2007) attributed these challenges of emerging adulthood to “feeling in between” (p. 

666) regarding their role in society as well as in familial relationships. EAs’ “pathway to 

adulthood is not clearly defined” (Nelson et al., 2007, p. 665). EAs may be unsure how to be 

self-reliant, comply with societal norms, or navigate privacy boundaries between parent and 

child (Hawk, Hale, Raaijmakers, & Meeus, 2008). Thus, as EAs attempt personal growth and 

individuation, they may desire more restrictive boundaries between themselves and their parents.  

For example, things EAs may have once told their parents about, like the school day or needing 

help, they now keep to themselves. Although some parents may refrain from interfering, others 

may perceive their financial support as justification to continue to co-own their children’s 

personal details (Coleman & Hendry, 1990).  

Due to these shifting boundaries, EAs also may feel an intense uncertainty (Solomon et 

al., 2002) and tension (Ledbetter et al., 2010) surrounding communication, specifically within 

the parent-child relationship. This tension develops as EAs perceive an obligation to disclose, 

while also wanting to withhold information they deem deeply personal. These issues can become 

further convoluted as the parent-child relationship evolves during emerging adulthood. The 
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parent-child relationship can transform into a friendship and alter the established conception of 

each person’s role, potentially creating further uncertainty for EA’s regarding their role within 

the relationship (i.e., child or friend) and what the relationship should be (i.e., parent-child or 

friendship; Donovan, Thompson, Lefebvre, & Tollison, 2016).  These changes in boundaries, 

responsibilities, and communication are both prevalent and consequential in health 

communication, which is by nature private and often serious. 

Health Communication 

Parent-child health communication. Parents’ actions and guidance have an immense 

influence on the cognitive, physical, emotional, and social development of their children 

(Gittleman et al., 1998). Everyday interactions have the ability to shape a child’s personality, 

preferences, and behaviors, including health behaviors (Shrewsbury, King, Hattersley, Howlett, 

Hardy, & Baur, 2010). These daily interactions, specifically parent-child communications 

(DiClemente, Wingwood, Crosby, Cobb, Harrington, & Davies, 2001; Miller-Day & Kam, 2010; 

Riesh, Anderson, & Kreuger, 2006), are potentially more influential on the development of a 

child and that child’s health behavior enactment than family structure, parent education, ethnicity, 

or socioeconomic status (Crossman, Sullivan, & Beninm, 2006). Research within the fields of 

communication, social work, psychology, and health education has explored the role parents 

have on a child’s behavior enactment, especially when it comes to risky health behaviors like 

alcohol consumption (Miller-Day & Kam, 2010), drug use (e.g., Kelly, Comello, & Hunn, 2002), 

adolescent smoking (Barnes & Farrell, 1992), weight (Aalsma, Liu, & Wiehle, 2011; Crossman 

et al., 2006; Ornelas et al., 2007; Scheinfeld & Shim, in press), oral health (Fisher-Owens et al., 

2007), and sexual activity (e.g., Fisher, 1988; Newcomer & Udry, 1985).  
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Riesch and her colleagues (2006) explicated the communication processes that minimize 

child engagement in risky behavior to be that of “open expression of ideas and feelings, 

satisfaction with the family system, family caring, and ability to manage conflict” (p. 41). 

Empirical evidence demonstrates that open, frequent conversations can positively shape youth 

attitudes toward health behaviors (Barnes, Riefman, Farrell, & Dintcheff, 2000). Qualitative 

research has been used to understand the unique processes of the actual conversations between 

family members, providing some insight into how families are engaging in conversations about 

challenging health topics (e.g., Kirkman et al., 2005; Pistella & Bonati, 1998). Quantitative 

research has addressed highly specific behaviors in minimalistic ways. Often this realm of 

research focused on one conversation pertaining to a particular health behavior (e.g., Johnston, 

O’Malley, Bachman, & Schulenberg, 2007) or utilized a single item measure. Many characterize 

parent-child communication as simply being open or closed (“I can always talk with my parent,” 

or “My parents do not care about what I have to say;” e.g., Ritchie & Fitzpatrick, 1990) or deal 

only with the amount of talk (“How often does your parent speak with you?”) without discerning 

whether the content of the talk is actually about healthy habits (e.g., Wills et al., 2003).  Using a 

single item measure scale or a proxy for communication (e.g., support; Riesch et al., 2006; 

openness; Barnes et al., 2000) fails to inform us about the facets that comprise the 

communication process.  

Across much of the research, these talks tend to be conceptualized as formal and planned 

conversations. Most often these conversations pertain to the technical aspects of risky behavior, 

including biological information, such as how to use a condom (Pistella & Bonati, 1998), rather 

than the emotional aspects that make up the before, during, and after-effects of risky behavior. 

For example, parents tend to cover how sex works and where babies come from rather than 
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discuss how to have a conversation with a partner about sex, or what sex can do to a relationship, 

emotionally. There is evidence that children of all ages want their parents to talk regularly about 

risky behaviors, beyond just the technical aspects. For example, Pistella and Bonati (1998) found 

that young women wanted to have conversations about emotions pertaining to sexual activity: 

how sex can change a relationship, how emotions play into the physical act of sex. Kirkman and 

colleagues (2005) further tapped into what it means to be open. Researchers have long agreed 

that open communication is imperative in any attempt to make a positive impact, however 

difficulties arise because “openness” is a concept with multiple meanings, both for participants 

and researchers (Kirkman et al., 2005; Goldsmith & Domann-Scholz, 2013). In addition to a 

willingness to answer questions and be responsive to one’s children, and therefore engage in a 

dialogue, there is also a need to balance openness with privacy, respecting each party’s 

boundaries.  Conversations about health are complex, with subtleties that are hard to fully 

unravel, and underlying the needs both parents and children argue for is the necessity for the 

perception of openness for family members (Kirkman et al., 2005). That is, most people say that 

openness is important and desired for good communication within families (Barnes & Olson, 

1985; Kirkman et al., 2005). It was also the “most commonly named criterion of good 

communication” throughout Kirkman et al.’s (2005) study of parents and children, with very few 

believing there is too much openness about health, specifically sexuality and sex. 

Parents as support. Parent-child communication can be both beneficial, increasing trust 

and intimacy within the relationship (Ledbetter et al., 2010), and challenging, especially when 

talking about health. Due to the potentially discreditable nature of many health issues (Goffman, 

1963), people may feel the need to avoid disclosure due to the risk of rejection, anxiety, stress, 

shame, perceived stigmatization (e.g., Newton & McCabe, 2008), or mere embarrassment. For 
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EAs the tension associated with disclosing a health issue can be amplified because many EAs 

continue to rely on their parents in many aspects of their life (Arnett, 2000, 2004), including 

informational support regarding their health (Barnes, Riefman, Farrell, & Dintcheff, 2000). 

Despite the level of discomfort both parents and children may experience during the process of 

disclosing a health concern, the parent-child relationship nonetheless may serve as a safe haven 

to disclose and receive the support necessary to cope. Parents have the ability to provide 

informational support, having more resources or experience than their children; 

tangible/financial support, often having a steadier job compared to their college student or young 

professional; and/or emotional support, especially in families where this type of support is the 

norm. Despite research demonstrating that parental support is still the best source of support for 

various problems, including health (Helsen, Vollebergh, & Meeus, 2000), not all families or 

parents provide the needed resources or helpful social support in practice. However, all families 

can provide the opportunity for social support. 

Based on prior empirical evidence, it is reasonable to argue that the social support 

provided by parents may have positive health outcomes for children experiencing stressful health 

situations. Family members already expend an immense amount of time, energy, and finances on 

care, on a day-to-day basis and particularly during an illness (Albrecht & Adelman, 1987). 

Research consistently finds that “better” communication has positive outcomes for both mental 

and physical health (Pecchioni, Thompson, & Anderson, 2006). In addition to the care family 

members are able to provide and the impact on health behaviors they are able to make (Parrott, 

2009), family talk about health helps people cope with and make sense of health situations 

(Pecchioni & Keely, 2011).  
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It has been established that those who receive social support cope better with the wide 

range of illnesses and challenges that confront them (Burleson & MacGeorge, 2002), and that the 

social support provided by parents, versus that from other potential support systems, may 

provide a better outlet and the opportunity to provide more well-rounded social support. Yet, not 

all families talk about health in the same ways (or at all), even families that appear to be similar 

or have similar crises (Pecchioni & Keely, 2011). Thus, though we understand its importance, we 

are unsure what motivates people to disclose a health concern or issue, and have little insight into 

the motivations to seek out support or engage in conversations about health with family members.  

Conceptualizing Family Health Communication 

There are a number of variables to consider when studying families and family 

communication. Perspectives such as family communication patterns  (FCP; Koerner & 

Fitzpatrick, 2002a) gave allowed researchers to better understand the ways families communicate 

and interact. The purpose of this study is to provide a similar assessment of the ways families 

talk in the general sense, but with a focus on health. 

As previously mentioned, much of the past research focusing in on health communication 

has utilized a single item measure, or focused on one major component of what comprises health 

communication. The results from these studies have provided invaluable insight into the benefits 

of engaging parents and children in conversations about health behaviors. However, using a 

singular dimension offers a limited conceptualization of communication, and fails to inform us 

about the various facets and multiple variables of the communication process. Some scholars 

have addressed this drawback by developing more complex conceptualizations of 

communication about specific health behaviors (e.g., drug and alcohol use; Miller-Day & Kam, 

2010). Miller-Day and Kam (2010) and Scheinfeld and Shim (under review) offered a more 
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detailed conceptualization of what this talk looks like, including the frequency, quality, and 

content of talk (i.e., the subject matter being discussed). The measure developed in this 

dissertation uses and builds on these past measures and theory, while also drawing from a pilot 

study, which will be discussed later. This measure incorporates breadth, ease of engaging in 

behaviors of communication, and frequency of communication. 

Breadth. Parents engage in specific talk about particular health issues, often in the form 

of formal messages that have been planned (Cline, 2011). This manner of parent-child 

communication allows for varying possibilities for effective or ineffective communication. 

Miller-Day and Kam (2010) argued that when encouraging healthy behaviors in children, 

communication should be targeted, covering a wide range of issues (e.g., biology and emotions) 

but focusing on only one health behavior at a time (e.g., alcohol – Miller-Day & Kam, 2010; 

sexual behaviors – Angera, Brookins-Fisher, & Inungu, 2008). These targeted conversations’ 

primary purposes are “clearly articulating attitudes or expectations” (Miller-Day & Dodd, 2004, 

p. 83), that is, setting out rules and desired behaviors.  

Research about communication about challenging health behaviors covers a wide range 

of topics (e.g., condoms, puberty, STIs). We know more about what these conversations should 

entail, even how to engage children in them, and yet talks between parents and children, 

adolescents, and EAs tend to remain technical in nature (Pistella & Bonati, 1998).  This often 

comprises what parents and children report having talked about (e.g., rules, discipline, 

consequences, media influence; Ennett, Bauman, Foshee, Pemberton, & Hicks, 2001; biological, 

preventative tactics; Pistella & Bonati, 1998). Research has often stayed within this range as well, 

futher exploring conversations about the technical aspects that comprise challenging health 

issues using measures developed to assess these specific talks between parent and child. 
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However, there is evidence that children of all ages want their parents to talk about more than 

just the technical aspects of health.  

Breadth of conversations has been another, more general, topic of concern in family 

communication studies. Koerner and Fitzpatrick (2002b) outlined a number of schema leading to 

the two facets used as a part of family communication patterns: conversation and conformity 

orientation. Conversation orientation represents “the degree to which families create a climate in 

which all family members are encouraged to participate in unrestrained interactions about a wide 

array of topics” (Koerner & Fitzpatrick, 2002a, p. 85). In highly conversation-oriented families, 

family members feel free to interact, share ideas, and express concerns with each other. These 

families typically have unrestrained interactions, talking about a wide array of topics. Family 

members talk frequently and spontaneously, with relatively little limitation in regard to time 

spent or topics discussed. Individuals typically enjoy sharing individual activities, thoughts, and 

feelings with other members; family plans and decisions tend to be discussed as a unit. 

Conformity orientation indicates “the degree to which family communication stresses a climate 

of homogeneity of attitudes, values, and beliefs” (Koerner & Fitzpatrck, 2002, p. 85). High 

conformity families focus on the family interest, and although these families can have positive 

relationships, EAs may be more likely to retain personally private information for the sake of 

homogeneity within the family (Bridge & Schrodt, 2013). High conformity families also value 

harmony, conflict avoidance, and interdependence of family members. Breadth is included as a 

major component of how families talk about health in this measure based on its importance in 

past health communication research and family communication research. 

Ease of Communication: Engaging Behaviors. Existing literature alludes to the value 

of families being able to communicate with relative ease or in a climate that facilitates a free 
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exchange of ideas, information, concerns, and more. According to Koerner and Fitzpatrick 

(2002a, 2002b), highly conversation-oriented families believe that open communication is 

essential to an enjoyable and rewarding family life. Kirkman and colleagues (2005) tapped into 

what it means to be open about health behaviors. Research has long argued that open 

communication is imperative to making a positive impact on others. The difficulty, however, is 

that “openness” is a concept with multiple meanings, both for researchers and their participants 

(Kirkman et al., 2005). Primarily, past research has focused on openness as the major trait of 

communication, especially when it comes to health communication. The existence of openness is 

often characteristic of having good communication; being more willing to engage in open 

communication may help those close to you feel less anxiety when reaching out for support or 

assistance, experience less judgment despite the topic at hand, and feel confident in having their 

questions answered (see Kirkman et al., 2005). Other times, openness has been conceptualized 

and operationalized as a component of relational maintenance, during which family members 

directly discuss the nature of the relationship and encourage each other to disclose thoughts, 

concerns, and feelings (Ledbetter & Beck, 2014). Parents that establish an open communication 

environment about health behaviors allow their children to partake in conversation and feel 

comfortable asking questions.  

Scheinfeld and Shim (under review) categorized openness as quality, arguing there is 

more to a conversation than just the perception of openness, or any one idea of openness. 

Research has argued that good quality communication, and thus ease in communication, 

comprises several qualities: high levels of openness, in this case referring to participants’ being 

comfortable talking to one another about various health behaviors (Al Sabbah et al., 2009); 

having an open mind about what is said; and each party receiving acknowledgement and 
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reaffirmation during interactions (Goldsmith & Domann-Scholz, 2013). Oftentimes, these 

communicative behaviors are seen in “real communication” or “supportive communication” 

(Goldsmith & Domann-Scholz, 2013), in which family members may need help, social support, 

or simply to “talk it through.” Other studies have argued that the amount of disclosure equates to 

the level of openness (e.g., Caughlin, 2003), breadth, the ability to discuss a range of topics, 

transparency (Solomon, Warin, Lewis, & Langford, 2002), and realizing openness is the basis of 

all good communication (Kirkman et al., 2005). These studies are complex, and the perception of 

openness has varied from study to study. When it comes to health, openness also includes the 

idea that there are communication limitations based on topic, gender, social mores, and age, to 

name a few (Kirkman et al., 2005). Both parents and children have also noted that openness is an 

attitude, and the perception that each person will listen to the other, provide information, and be 

open to questions and advice (Kirkman et al., 2005). Clearly there is no one definition of 

openness, and using a term that causes different researchers or health care providers to think of 

different conceptualizations is problematic. This study argues that these ideas of openness and 

quality communication are tied to the ease with which family members can discuss health. In 

addition to feeling like there is an open environment within a family to talk about health, there 

should also be an ease to talking about health, the feeling that opinions are validated, and a true 

dialogue, rather than being talked at.  

Frequency. Frequency refers to the amount of regular talk between two parties, in this 

case parent and child, and can range from rare to regular. It measures how often specific types of 

conversations are occurring: daily, weekly, monthly? More consistent, on-going (Miller-Day & 

Kam, 2010), and frequent conversations, versus a one-time, sit down, formal conversation, seem 

important for effectively establishing perceptions of particular health behaviors (Miller-Day, 
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2008). Koerner and Fitzpatrick (2002a) also argued frequent conversations about a breadth of 

topics are essential for a more fulfilling family life. Incorporating conversations about healthy 

eating behaviors, for example, into the daily routine (e.g., during mealtime, grocery shopping, or 

when prompted by media) can result in family members who likely look positively upon and 

engage in healthy eating behaviors (Crossman et al., 2006).  Engaging children in regular 

conversations about sex, sexual health, and the emotions surrounding sex are likely to create a 

norm that makes EA children more comfortable and willing to talk to sexual partners about the 

same issues (e.g., DiClemente et al., 2001), resulting in safer sex practices. Frequent 

conversations between parent and child set the standard for which behaviors are good to engage 

in and which are not. 

The nature of family health communication. Researchers examining health 

communication have conceptualized and operationalized the concept of health communication in 

varying ways. Therefore, in this study there was a need to start with a test of the proposed 

measurement model of the aforementioned conceptualization. Anderson and Gerbing (1988) 

argued the importance of establishing a measurement model “prior to the simultaneous 

estimation of the measurement and structural submodels” (p. 417). Doing so allows us to fully 

explore the adequacy of the measure, using difference tests and assessment of fit, find 

specifications that may need to be clarified, and test its predictive ability without the worry of 

confounding variables in the overall model (Anderson & Gerbing, 1988). Following Anderson 

and Gerbing, researchers have continued to press the importance of conducting a measurement 

model first rather than doing so in conjunction with the overall model. This practice has been 

outlined in Kline (2015) and Byrne (2013) as a suggested practice in order to find the best model 

to fit the data.  
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There are a number of differences among studies in health communication—both in 

proposed conceptualizations and operationalizations. These differences are often what make 

research difficult. Researchers may conceptualize something similarly but call it by a different 

name; or alternatively, they may label a phenomenon with the same term but explicate it in 

different ways. What seem like factors of an overarching latent variable to some researchers 

remain distinct components contributing to outcome variables for others. For example, the health 

disclosure decision-making model (Greene, 2009) keeps many independent variables separate 

and distinct from one another; each is expected to be associated with disclosure efficacy in its 

own way. Rather than creating a latent variable of “assessment,” Greene (2009) argued for 

separating out how people assess the relevant information and how people assess the potential 

receiver of the disclosure. Each of these two variables is then expected to be associated 

individually with disclosure efficacy. The HIV Social Identity Model (Rintamaki, 2009) also 

argues for partitioning the way people living with HIV manage meaning affiliated with their 

status. Rather than operationalizing how people manage overall meaning and their HIV social 

identity, Rintamaki (2009) explicated managing negative meaning as well as positive meaning; 

both are associated with how people living with HIV orient to stigma, cope with the illness, and 

fashion their HIV identity. One plausible proposition is that breadth, ease, and frequency of 

communication are related entities, yet distinct, assessing different processes of communication 

(see Figure 1). 

H1: Breadth, ease, and frequency of communication about general health issues are 

related, but distinct, components of the communication processes of family health 

communication. 
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Figure 1: Hypothesis 1: Three distinct components 

 

 

A competing view is that each of these conceptualizations of health communication is in 

fact a subscale of one variable: family health communication. That is, the aforementioned 

conceptualizations of how families do and are expected to talk about health—specifically their 

breadth, ease, and frequency of communication about general health issues—may be factors of 

one variable. Measures of targeted communication about alcohol (Miller-Day & Kam, 2010) and 

drug use (Kam & Middleton, 2013) were tested alongside general openness within families to 

show that openness within the parent-child relationship correlates with communication about a 

particular health behavior, but is in fact different. In contrast to general openness, targeted 

communication focuses on a particular behavior, and addresses rules about and outcomes of the 

behavior. Alternatively, openness pertains to the willingness of family members to engage in 

conversation, the perception of approachability, and being receptive (see Kirkman et al., 2005). 

After conducting a confirmatory factor analysis (CFA), Miller-Day and Kam (2010) confirmed 

these relationships, providing evidence that targeted communication about alcohol is in fact one 

latent variable. Although these studies demonstrated a one-factor measure for targeted 

communication about a particular behavior, the ten items address similar communicative 

processes to the ones presented here.  
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Additionally, measures addressing how families talk about health generally mimic how 

families generally talk on an everyday basis. The conceptualization and operationalization 

presented here also aims to be flexible, much like the conversation orientation portion of family 

communication patterns (Koerner & Fitzpatrick, 2002b), which strives to encompass the 

differences in and complexities of everyday family communication. Conversation orientation 

embraces the idea that those families that lie high on the spectrum are able to talk frequently and 

about a wide range of topics, including thoughts, emotions, and activities (breadth). These types 

of families are also able to communicate and interact freely with one another (Koerner & 

Fitzpatrick, 2002a). Conversations are unrestrained and family members engage in the 

interaction, creating a dialogue (ease of conversation). Even though there are multiple facets of 

conversation orientation, the scale is used within research as one latent variable (e.g., Ledbetter 

& Beck, 2014; Ledbetter, 2010; Schrodt et al., 2007; Schrodt et al., 2008; Sillars, Koerner, & 

Fitzpatrick, 2005). The aim of this study is to test if the developed construct behaves similarly. 

Furthermore, Worthington and Whittaker (2006) argued that researchers should consider 

competing models in order to evaluate the “theoretical plausibility among …models” (p. 833).  

Therefore, a competing hypothesis to H1 has been posited (see Figure 2): 

H2a-c: (a) Breadth, (b) ease, and (c) frequency of communication about general health 

issues are all positively associated with family health communication, and are three 

factors of this latent variable. 
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Figure 2: Hypothesis 2: Second Order 

 

Predicting Parent-Child Communication about Challenging Health Issues 

Another goal of conceptualizing everyday family health communication is to understand 

the effects of these communicative processes in the long run. That is, what are the long-term 

effects of everyday family health communication? It is posited these processes may help us 

explore the if, when, why families have conversations about more challenging health topics, 

including sex, alcohol, and cigarette use, which in turn have been shown to impact actual 

behavior enactment. A number of past studies (e.g., Neer & Warren, 1988; Schrodt et al., 2007) 

examining family communication have deduced that behaviors associated with talking about the 

mundane continue when families are confronted with the need to talk about more challenging 

topics. These patterns arguably may also occur during conversations about health because health 

takes on similar patterns as everyday talk: the mundane punctuated with more challenging issues. 

At this point, these lines of reasoning are assumptions and educated guesses following data 

analyses (e.g., Caughlin & Malis, 2004).  

Family communication patterns (FCP; Koerner & Fitzpatrick, 2002) has also been useful 

in predicting a number of individual outcomes. Therefore, it is not entirely surprising that 
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researchers utilized FCP to understand the communicative processes and family dynamics 

impacting health behaviors and outcomes. Up to this point, family patterns have been associated 

with psychosocial outcomes (Koerner & Fitzpatrick, 1997), risky behaviors (Koesten & 

Anderson, 2004), stress levels, self-esteem, and mental well-being (Schrodt, Ledbetter, & Ohrt, 

2007). Although these studies demonstrate the effectiveness of FCP in impacting some health 

behaviors, communication patterns also impact how families talk about health. Studies have not 

fully delved into this relationship, even though familial talk about health is shown to have an 

impact on health behaviors and outcomes, as well as create open channels for family members to 

seek and receive support.  

From the literature, one could deduce that family communication characteristics, 

behaviors, and patterns are reasonable predictors of families engaging in challenging 

conversations. Based on this rationale, I have conducted a number of studies to test these 

assumptions. However, my studies have demonstrated that traditional assumptions do not hold 

true. Specifically, there has been no evidence that relational and familial characteristics (e.g., 

FCP or relational quality) are associated with the willingness of family members to engage in 

talk about challenging topics. There is a missing factor that may help us understand why in fact 

families would talk about formalized challenging health issues. This project argues that factor is 

everyday health communication. 

Theoretical framework. Pecchioni and Keeley (2011) called for more research 

examining “family communication in and about health in [a] broader context” (p. 373). 

Specifically, they argued that there is a need to use larger, more macro– and meta-theoretical 

frameworks to study and understand the factors impacting family communication, support 

seeking, and privacy management pertaining to health issues. The literature surrounding familial 
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conversations about health is plentiful, showing that there is a clear interest in how health is 

talked about between family members and within the family unit. The research spans across a 

number of contexts and concepts, with little organization in place to clarify what we know and 

do not know. Donovan et al. (2016) offered two meta-theoretical classifications for a similar 

situation: macro models and episodic models of openness in family relationships. The 

organization of openness research in this manner allowed Donovan and her colleagues (2016) to 

pinpoint a gap in the literature, and to link the macro-level understandings of openness to 

episodic perspectives. Taking a complementary approach to familial health communication 

research in the present dissertation study may help us to more fully understand the individual 

components that make up this process and the intricacies in the outcomes, and the role they play 

in more episodic situations of health communication. 

 Episodic models. Communication about challenging health issues would fall in line with 

health communication episodes, or episodic models: “models of disclosure episodes that focus on 

the exchange of information as a communicative transaction that likewise has implications for 

individual and relational well-being” (Donovan et al., p. 2). Conversations within the family that 

focus on specific information being transferred to other family members during a discrete 

conversation and that are likely to have an impact on health behavior enactment fall within these 

episodic models. This theoretical perspective provides insight into how individuals may disclose 

a shameful health problem (e.g., an STI), seek support and advice for an embarrassing topic (e.g., 

weight management), and how families manage health topics most people like to avoid (e.g., 

end-of-life). If they go poorly, these conversations can result in overprotection, denial of the 

occurrence, or allowing the health crisis to negatively shape further family interactions 

(Gonzalez, Steinglass, & Reiss, 1989). Episodic communication models encompass relationship-



 

 

22 

level issues. For example, the disclosure decision-making model (an episodic communication 

model; Greene, 2009) includes the relational quality between the discloser and the confidant. The 

model also includes variables surrounding health issue–specific topics, like shame surrounding 

the diagnosis or the prognosis. Venetis, Greene, Checton, and Magsamen-Conrad (2015) used 

the disclosure decision-making model (Greene, 2009) to better understand cancer-related topic 

avoidance between cancer patients and their partners. This study provided thorough insight into 

the decision to disclose cancer and cancer-related issues to partners, however, it remains episodic 

and provided insight into cancer topic avoidance rather than a more thorough understanding of 

more general health-related topic avoidance. Similarly, the model has been used to investigate 

the disclosure, or lack thereof, of STIs (Greene, Magsaman-Conrad, Venetis, Checton, 

Bagdasarov, & Banerjee, 2012; Scheinfeld & Thompson, under review). Although both these 

studies and Venetis et al. (2015) examined partner communication, they yielded different results, 

in part because of the episodic nature of the models—studying STIs/HIV versus cancer. Episodic 

communication has implications not only for the health behavior outcome of the individual, but 

likely also for the relationship between the parties as a whole. For example, having a 

conversation about sexual activity or safe sex practices can change the status quo of the 

relationship by creating negative impressions or forgoing the role of child by admitting sexual 

activity.   

 Macro models. Episodic models, though valuable, offer insight into a very limited time 

frame and situation. Alternatively, models that explain how families talk about health more 

generally (e.g., feeling ill, doctor appointments) and in an on-going manner (Miller-Day & Dodd, 

2004) encompass a macro-level perception of the communicative processes families adopt on a 

regular basis. A better and more encompassing understanding of macro-level communication 
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about health would explore how families engage with one another, how communicative 

processes can change and adapt over time, and the role communication and health have within 

the family. Macro models involve the way a family communicates normally (e.g., their 

conformity and conversation orientations; Koerner & Fitzpatrick, 2002) and family relationship 

characteristics. These properties can potentially impact the way families talk about more 

challenging health issues, even if they are taboo or uncomfortable topics on the surface.  

At this point in time, there are no established or empirically founded macro-level models 

of family communication about health. There has been little offered by way of theory for how 

families talk about normal, and even mundane, health topics like feeling ill. To address this gap 

and further our understanding of how families talk about health and health issues in a variety of 

contexts, there is a need to develop a macro-level model for family communication about health, 

both conceptually and operationally. The conceptualization proposed above aims to tackle these 

communicative processes and characteristics, as well as how they interact with episodic models 

of health communication.   

 

 

Macro-Theorization: Everyday Family Health Communication 

It has been argued thus far that families’ everyday communication presumably relates to 

their episodic communication and, in turn, to health behaviors. The current study was designed 

to test this premise. As pointed out by Cline (2011), much of the empirical research on 

communication about health has focused on talk that is about a particular topic, formal in nature, 

and planned. The research often focuses on uncomfortable and challenging topics, including 

alcohol use, sexual health, or end-of-life. It is important to explore these challenging issues, 
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especially when learning about parent-EA communication. However, there are a number of 

behaviors that fall outside what is normally studied, including everyday health behaviors (e.g., 

going to the doctor, mental well-being, oral care). We must note that these behaviors also have 

the ability to influence long-term health, but little research has explored them. Furthermore, 

everyday interpersonal communication about health remains understudied, and yet these 

conversations are also an important issue, as they may relate to more difficult conversations. 

Since researchers do not yet fully understand what influences parents and children to have 

conversations that are targeted about a particular health behavior, especially during the time of 

emerging adulthood, it is worth considering how the processes of major and everyday health 

conversations intersect in order to both broaden the literature and offer macro-level theorizing on 

how family communication climates are associated with both short-term and long-term health 

outcomes. 

Caughlin and Malis (2004) advanced our insight into how the parent-child relationship 

impacts health risk and behavior outcomes of children during adolescence and emerging 

adulthood, taking the field one step beyond the role of targeted conversations. The study aimed 

to provide evidence that although talk about a particular health behavior can influence actual 

enactment of risky behavior, specifically alcohol and drug use, something besides targeted 

parent-child communication influences health behavior. Caughlin and Malis (2004) hypothesized 

that everyday communicative behaviors and processes, not necessarily related to a health 

behavior, may also be associated with behavior enactment. Specifically, they argued that both 

perceived and observed demand/withdraw patterns of parents and children are inversely related 

to self-esteem and related to both parent and child behaviors and health risk. Parent and child 

demand/withdraw patterns were correlated. Child demand/parent withdraw was negatively 
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associated with the child’s substance use behaviors. However, parent demand/adolescent 

withdraw was positively associated with the child’s substance use behaviors. These 

communicative patterns were not associated with the parent’s tendency to use. 

As the demand/withdraw patterns of parents and children were not restricted to 

conversations about substance use, these findings underscore the importance of considering 

communication behaviors within parent-child relationships when attempting to understand health 

behavior enactment. Everyday conversations and the way parent and child interact are essential 

in fully unraveling the motivations of particular health behaviors. “Given that the parents’ and 

adolescents’ topics were mundane conflict issues…the results of the current study suggest that 

parent-adolescent conversations about many common topics—not just conversations about 

drugs—are pertinent to adolescents’ alcohol and drug use” (Caughlin & Malis, 2004, p. 142). 

However, Caughlin and Malis (2004) also pointed out that although their study provided 

evidence that everyday communication is important to consider, it did not address why it may be 

important; they only suggest, “communication patterns that are established for dealing with 

everyday conflicts may influence the way parents and adolescents deal with discussions of more 

serious issues like adolescents’ health risk behaviors” (p. 142). Thus, communication patterns 

and behaviors established to cope with or manage everyday issues could be predictors of how 

families deal with more serious issues. For example, parent and child management of a daily 

stressful situation, like a forgotten lunch, a lost retainer, or a broken computer, may create norms 

for how families deal with stress, and therefore be predictive of how families manage and cope 

with larger stressors. Similarly, families that do not frequently talk about difficult topics, 

including challenging health issues, are unlikely to “randomly” develop or create communication 

patterns specifically for the purpose of these talks (Miller-Day, 2002). That is, creating a norm 
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within the family unit sets the infrastructure for families to broach challenging topics with a bit 

more ease than families who do not talk about health at all. Although Caughlin and Malis (2004) 

did not address these associations, only calling for further research, it seems logical that the 

everyday talk is what forms the familial communication behaviors and patterns that are relied on 

during challenging, difficult, and/or uncomfortable talks.  

 Cline (2011) also argued for the importance of everyday interpersonal communication 

about health, proposing that everyday interactions create a framework of meaning to direct 

behavior. Even when health communication is informal and/or incidental, these interactions play 

a role in deciding when sickness may require seeking help and what health behaviors may be 

risky (Cline, 2011). Much of this “social influence involves mindless communication” (Cline, 

2011, p. 379). The communicator may have only planned on one goal, but communication 

achieves multiple goals at once (Caughlin, Bute, Donovan-Kicken, Kosenko, Ramey, & Brashers, 

2009; Dillard & Segrin, 1989; Wilson, 2002) with the majority lying within the message rather 

than outright. That is, when communicating what health is, parents may aim to achieve relational 

goals (Clark & Delia, 1979) of love and concern for their child, while also ensuring their health 

and safety. Therefore, these “health-influencing messages are not necessarily to be intended to 

influence health” (Cline, 2011, p. 380) and yet have the ability to do so. This framework 

connects with that of Caughlin and Malis (2004) argued for the need to explore how everyday 

communication within families and between parent and children can affect health behaviors. 

These messages and interactions may not be formal or planned, nor is their primary goal the 

health situation even though the topic of conversation may still be health (Cline, 2011). 
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Taken together, the literature reviewed above pertaining to predicting challenging health 

conversations within families and the proposed notion of everyday health communication 

suggests the following hypotheses:  

H3a-c: Increased breadth, frequency, and ease of everyday family health communication 

is positively associated with targeted parent-child communication about risky behaviors, 

including a) sexual health, b) alcohol use, and c) cigarette use.  

Predicting Health Behaviors 

Alcohol and cigarette usage. Alcohol and cigarette usage among adolescents and EAs is 

one of the most commonly researched risky behaviors and challenging health communication 

topics, studied across a number of fields, including public health, communication, social work, 

and nursing. Researchers and public health professionals frequently cite the gateway hypothesis, 

arguing that alcohol consumption is the first step, followed by use of other substances (Collins, 

2002). Use during adolescence and young adulthood has been studied frequently (Barnes et al., 

2000; Booth-Butterfield & Sidelinger, 1998; Brody, Flor, Hollett-Wright, & McCoy, 1998; 

Ennett et al., 2001, Kuntsche & Kuntsche, 2016), as use during this time can often result in 

reckless behavior (e.g., binge drinking, drunk driving, sexual promiscuity, and physical assault) 

and chronic disease (U.S. Department of Health and Human Services, 2012), and predict 

dependence, academic difficulties, changes in brain development, and a disruption of normal 

growth and sexual development (CDC, 2015a). Thus significant attention has been given to 

adolescent and young adult alcohol and cigarette consumption (e.g., Kuntsche & Kuntsche, 

2016) in the form of policies and research interests in an attempt to prevent use and abuse, and to 

further understand the various factors of influence (Hawkins, Catalano, & Miller, 1992).  
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Research has found that parental communication and interactions within the family can 

influence the initiation of use as well as its continuation throughout the impressionable years of 

adolescence (Ennett et al., 2001). Effective parent-child communication can actually buffer the 

onset of alcohol and cigarette consumption, and reduce the likelihood of the reckless behavior 

associated with it (Brody et al., 1998). As Ennett and her colleagues stated, and Miller-Day and 

Kam (2010) reiterated, much of the research references the frequency of conversation about 

alcohol and cigarette usage, yet few have delved into what these conversations look like. A 

longitudinal study of adolescent-parent pairs from across the country allowed Ennett et al. (2001) 

to further explore the makings of parent-child communication over time, and its influence on 

adolescent use patterns. Parents most frequently spoke of the negative consequences, strategies 

for resisting peer pressure, their encouragement of nonuse, and rules about use. The researchers 

also found that the mother’s education level impacted the communication and topics chosen to 

talk about with their children. For example, as their education increased, these parents became 

less likely to talk about the rules and consequences. Additionally, parents engage in direct 

communication about use less than talking about potential harm or circumstances surrounding 

use. 

Another important study examining actual talk about substance use in adolescents and 

young adults is Miller-Day and Kam (2010). This particular study argues that to fully understand 

the makings of parent-child communication about this risky behavior, and its impact on 

adolescent use, there is a need to conceptualize and operationalize parent-child communication 

as being comprised of frequency, general openness, and targeted communication about the 

behavior at hand. Although Miller-Day and Kam (2010) only examined talk about alcohol 

consumption, research has shown that similar characteristics remain important in talk about drug 
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and cigarette use (Kam, 2011; Miller-Day & Dodd, 2004). The study’s primary aim was to 

develop an efficacious measure, and in doing so, the researchers were able to also test the 

predictive power of the three dimensions. Frequency of talks, general openness, and targeted 

parent-child communication about alcohol were all negatively associated with the positive 

expectancies adolescents have about alcohol, and led them to grasp and internalize the negative 

consequences of use. Targeted communication was the only dimension that was significantly 

related to actual use; the more targeted, and therefore focused, the conversations about alcohol, 

the less likely teens were to use alcohol.  

These pieces are only examples of the research conducted on parent-child communication 

and the parental influence on adolescent and young adult alcohol consumption and cigarette use. 

Each study has implications for practical applications beyond furthering theoretical 

understandings of what it means to have a conversation about risky behavior with a child, and 

the health implications of those conversations. Additionally, some studies (e.g., Jackson, Bijstra, 

Oostra, & Bosma, 1998) have argued that general openness with a child can also negatively 

influence risky behavior enactment, primarily alcohol and drug use, in children—hence Miller-

Day and Kam’s (2010) hypothesis arguing for such. However, Miller-Day and Kam (2010) 

found only minimal significant associations between general openness and positive expectancies 

about alcohol, and no associations regarding actual alcohol use. What these results may suggest 

points to the purpose of the current study: a missing piece that is associated with behavior 

enactment, mediated by more specific, or targeted, talks about said behavior. That is, rather than 

testing the general openness between parent and child, or other familial communication variables 

(e.g., relational satisfaction, relational quality, communication patterns), it may be worth testing 
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parent-child communication across the areas of general talk and specific talk about a particular 

behavior. 

Sexual health. Another context that has been explored frequently within studies of risky 

and challenging health behaviors is sexual behaviors and sexual health. Researchers note that 

parents serve as a common source of information about sex, contraception, and protection for 

their children (Brock & Jennings, 1993; Pistella & Bonati, 1998). Yet many adolescents and EAs 

wish their parents would provide this information and be more open (Pistella & Bonati, 1998), 

especially when EAs begin to look to parents for emotional and informational support. These 

conversations provide EAs with the necessary tools to navigate sex communication more 

effectively with both parents and potential sexual partners, promoting safer sexual decision-

making (Noar, Carlyle, & Cole, 2006; Sheeran, Abraham, & Orbell, 1999).  

Communication between EAs and parents is seen as a protective factor, reducing sexual 

risk, delaying onset of intercourse, and increasing the use of contraceptives and protection 

(Crosby et al., 2003; DiIorio et al., 2003; Guzman et al., 2003; Jaccard, Dodge, & Dittus, 2002). 

Socializing youth towards being health-oriented and willing to talk about sexual health issues 

encourages individuals to talk to their romantic and sexual partners. In fact, Guzman and 

colleagues argued that it is not just any talk about sex that can impact sexual behavior, but that 

comfortable conversations between parents and children have the most influence on encouraging 

safe sex practices, increasing sexual communication with partners, and delaying the onset of 

sexual intercourse. Troth and Peterson (2000) further found that children from families with high 

paternal conflict are less likely to negotiate safe sex practices with romantic partners. Other 

researchers have confirmed this notion; sex communication with parents has been found to be 

associated with a higher likelihood of engaging in similar conversations with romantic partners 
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(Crosby et al., 2003; DiClemente et al., 2001; Widman et al., 2014). For individuals who are not 

sexually active, sex communication with parents has the potential to delay sexual debut. For 

sexually active youth, discussing a wider variety of sexual health topics can result in more 

consistent condom use. Therefore, it is logical to argue that parent-child communication about 

sex that encompasses an array of topics may lead to later conversations between that child and 

romantic partners also addressing a multitude of sexual issues. Based on this information, the 

following hypotheses are posited (see Figure 3): 

H4a-c: Increased targeted parent-child communication about a) sexual health, b) alcohol 

use, and c) cigarette use is negatively associated with risky behavior enactment.  

H5a-c: Targeted parent-child communication about a) sexual health, b) alcohol use, and 

c) cigarette use mediates the relationship between everyday family health communication 

and risky behavior enactment. 

 Just as targeted communication about risky behavior has been shown to impact risky 

behavior enactment (e.g., talk about safe sex increases safe sex practices), it could be argued that 

similar processes occur with general health behaviors. For example, if parents are talking to their 

EA children about these topics in a targeted manner, including stress management, going to the 

doctor, and medical adherence, it is likely EAs are also engaging in said behaviors. However, 

there is little research pertaining to general health behaviors, and therefore the following research 

question is posited: 

RQ1: Is everyday family health communication positively associated with general health 

behaviors? 
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Figure 3: Proposed Model: Hypotheses 3-6
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Table 1: Hypotheses summary 

 

Number IV DV Relationship Association 

H1 Breadth, Ease, 
Frequency of 

Communication  
(correlated  

w/ ea other) 

Items:  
Breadth1-5 

Ease1-14 
Frequency1-4 

(see Appendix C) 

Direct Positive 

H2 Family health 
communication  

Breadth, Ease, Frequency 
of Communication 

Direct Positive 

H3a Family Health 

Communication 

Targeted Talk about 

Sexual Health 

Direct Positive 

H3b Family Health 

Communication 

Targeted Talk about 

Alcohol 

Direct Positive 

H3c Family Health 

Communication 

Targeted talk about  

Cigarette Use 

Direct Positive 

H4a Targeted Talk 
about Sexual 

Health 

Risky Sexual  
Behaviors  

Direct Negative 

H4b Targeted Talk 

about Alcohol 

Alcohol Use Direct Negative 

H4c Targeted Talk 

about  
Cigarette Use 

Cigarette Use Direct Negative 

H5a Family Health 
Communication 

Sexual Practices Indirect via 
Targeted talk 

about Sexual 
Health 

Positive; 
Negative 

H5b Family Health 
Communication 

Alcohol Use Indirect via 
Targeted talk 
about Alcohol 

Positive; 
Negative 

H5c Family Health 

Communication 

Cigarette Use Indirect via 

Targeted talk 
about  

Cigarette Use 

Positive; 

Negative 

RQ1 Family Health 

Communication 

General health behaviors Direct Positive 
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CHAPTER 3: A PILOT STUDY 

 Theory thus far has been more likely to address episodic models of health and family 

health communication. However, the macro-level models, and therefore, the nature of everyday 

talk about health between EAs and parents have not been fully explicated. As such, this 

understudied research problem is the aim of this pilot study. In order to fully understand how 

macro-level and episodic-level models of health communication interact to impact health 

behaviors, there was a need to explore what family health communication is and how EA 

children perceive it within their families. Therefore, it was deemed necessary to conduct a pilot 

study to answer some initial questions left unanswered by the research as it currently stood. As 

such, I conducted a survey with a large group of participants in the EA age range. The findings 

of the pilot study informed the hypotheses as well as helped to develop the scale for the main 

study. Therefore, the following pilot study research questions were posed: 

RQ1: What do emerging adults describe as salient features of communication about 

general health issues and challenging health issues?  

RQ2: What communication issues are present in talk about health generally versus talk 

about challenging health issues?  

Part I: Conceptualizing Everyday Family Health Communication   

Methods.  

Participants. Participants included 225 individuals, primarily undergraduate students 

from a large Southwestern university. Of these, thirty-one individuals did not complete the 

survey, only responding to one or two of the items. These data points were deleted; thus the 

analyses were based on 194 participants. There was a significant difference between those who 

reported that their family talks about general health and those that talk about challenging health 
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topics, t(171) = .875, p = .002. Only 6% (n = 10) indicated their families did not talk about health 

in the most general sense, where 43% (n = 75) stated their families did not talk about challenging 

health issues, deeming them too uncomfortable or taboo in nature.   

Procedures. I conducted the pilot study via an online survey with primarily open-ended 

questions. Online surveys tend to have the following benefits: participants can take it in the 

privacy of their home, quick data collection, ability to get large samples of participants, 

standardized, economical, and strong reliability overall (Babbie, 2011; Miles, Huberman, & 

Saldana, 2014). This method utilizes self-report, a common technique (Babbie, 2011) that may 

be better than conducting an experiment or field research, as the perception of communication 

may be more important than the actual communicative processes. This method also allowed us to 

reach the target population, EAs. This study used convenience and snowball sampling (Miles et 

al., 2014) by using a university research pool, and therefore was made up of primarily EAs: 

college students, reliant on parents, first time trying to be autonomous, and so on. Participants 

were asked to give concrete answers about what conversations about risky behaviors or 

challenging health issues looks like in their families, as well as talk about general, mundane 

health topics. Participants were recruited by posting a call on the undergraduate research pool 

website, where undergraduate students enrolled in communication studies undergraduate courses 

sign up to participate in various studies. I also contacted colleagues from other institutions to 

disseminate the survey to a wider geographic base. After signing up for the study, participants 

were emailed a Qualtrics online questionnaire in which they answered questions corresponding 

to the variables’ measures.  

 Participants were presented with a number of open-ended questions (see Appendix A). As 

studies in the past had primarily speculated this type of study needed to be conducted, and had 
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not developed a standard measure, there was not much literature to go on when it came to the 

best methods to utilize. However, open-ended questions allowed me to better understand 

processes and characteristics of everyday family health communication. Other studies trying to 

tap into EA communication process have followed similar protocol, conducting online surveys 

with open-ended questions to investigate a particular phenomenon (e.g., Donovan et al., 2016). 

First, participants were asked to describe overall communication behaviors within their families. 

Next, they were presented with questions pertaining to how their families talk about health in the 

most general sense, what topics are discussed, and how these conversations are initiated. They 

were asked if their family in fact talked about health, what communication about general health 

topics looked like (e.g., casual, uncomfortable, etc.), and lastly, in what ways their family spoke 

to them about health. They were then asked what communication traits their family used when 

talking about health in a general sense and what traits they wished their family would use during 

conversations. That is, given the prompt, “Looking at how your family talks about health, what 

traits did your family use?” participants were presented with a number of communication 

characteristics they could mark as relevant, as well as the opportunity to add more. They were 

then asked to do the same exercise, but indicating traits they wished their family communication 

used. Each of the aforementioned questions was repeated in the next section, but having 

participants recall conversations regarding challenging health issues rather than general ones. See 

Appendix A for the entire survey.  

Analysis. To develop the measure family health communication, a thematic analysis was 

conducted by examining the open-ended questions pertaining to general health communication 

within families. Thematic analysis of the responses mimicked and was informed by themes of 

the three major aspects related to health communication within families outlined in the literature 
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presented previously: breadth of conversations (e.g., behaviors, hygiene, emotions, treatment, 

doctor appointments, psychosocial aspects), ease of conversation (e.g., “I just bring it up if I have 

a question,” “my parents are willing to talk to me about health”), and frequency of conversation 

(e.g., “We talk something about health everyday [sic], my mom’s a nurse, so it’s just part of our 

normal conversations”). While I reviewed the data using the constant comparative technique 

(Strauss & Corbin, 1990), I wrote down initial impressions and examined them in order to be 

further refined. Each of the themes was initially developed from first impressions of the data. 

Then after drafting a number of themes that could apply, I reexamined a random subset of the 

data using the first set of themes. Each participant response for each question was a unit of 

analysis, and was given an overall theme as very few responses overlapped across themes. No 

responses were uncodable. While reexamining the data in this manner, I adjusted and attempted 

to improve the themes by collapsing those that overlapped. These ideas were developed into 

fine-tuned definitions to properly identify themes across the responses (Strauss, 1967). I then 

coded a random subsample of the responses representing 20% (n = 45) of the participants for the 

themes identified in the prior step. The coded data were used alongside the communication traits 

participants indicated as being present and those they wished were present in their family’s 

health communication. These themes and responses were then utilized to develop an instrument 

aimed to represent the variety of communication processes, traits, and strategies used when 

engaging in familial conversations about health.  

 Results. The purpose of the pilot study was to identify patterns and features of familial 

communication about general health issues. The pilot study also aimed to discover which 

communication traits and behaviors foster a climate of openness about health so that EAs and 

their parents can overcome discomfort when they may need to have a conversation with family 
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members about said topics. Another purpose of this pilot study (part 1) was to follow the steps of 

scale development laid out by DeVallis (2003), including determining what to measure and 

generating an item pool.  

  Breadth. When asked generally about health communication within their families, many 

participants mentioned a number of topics of conversation. This ranged from risky behavior to the 

mundane, including taking care of themselves, scheduling doctor appointments, and casual 

illnesses. When prompted further about what their family talked about and what their 

communication with their parents looked like, participants continued to elaborate on specific 

health issues. Many focused around the need for doctor appointments, current issues in the media 

(e.g., Ebola or Zika virus), and preventative measures to keep them healthy. For example, “We 

talk about maintaining a healthy lifestyle and live a great life, but how we need to have balance in 

order to do that.” Another example talked about medicine and staying well: “We have always 

talked about sickness, medicine, and how to get better when we were getting sick or gearing up 

for flu season or allergy season. My mom always makes sure that we know how to take care of 

ourselves, but she will completely take care of us when we are sick.” Moreover, although 

participants were prompted to think about communication about health in the most general sense, 

a number of participants brought up challenging conversations with their parents. “We never 

really had a sex talk except briefly when I’ve talked to her about in the context of some friends 

who were experiencing it. We were both on the same page and she knew I wasn’t at all going to 

have sex so it was a conversation constructed more towards ‘look at the bad effects of this.’” This 

was taken as evidence of the breadth of conversations parents may be having with their children, 

as they were talking about family history, genetics, and cancer, as well as immunizations, the flu, 

and dentist appointments. Participants also indicated that they wish there was more breadth when 
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it came to health communication with their family members. Furthermore, “many different 

topics/breadth” was indicated by participants 97 times as something that already occurs within 

family health communication and another 35 times for something participants wished happened. 

Because of this presence and past literature, breadth stood out as a theme. Seven items were 

developed by trying to include as many of the general health (e.g., dentist, vaccines, overall well-

being) topics as possible. These items also include times when participants indicated their parents 

would remind them to do something, including making a doctor appointment or getting a vaccine. 

Reminders were mentioned frequently, especially as a way for family members to initiate 

conversation about a health topic. As they pertain to specific topics or issues, they were included 

in the theme of breadth.  

Frequency. The second major theme that arose was frequency of conversations within the 

family unit. When asked to describe their conversations, participants talked about both the 

constant occurrence of conversations (every day) and those that occur only once in a while, if at 

all. For example, “my family frequently discusses health topics” and “[health is] not as common 

as to be part of everyday talk, but brought up often enough.” This theme was not as ever-present 

as breadth or ease, however participants mentioned it as something that was present in their 

family health communication. That is, participants talked about the range of regularity of 

conversations, that it happens every day or that it “only happens once in a while.” Additionally, 

when participants were prompted to indicate what their conversations look like within their 

family, frequency was indicated by participants 71 times, placing it within the top ten 

characteristics checked off. Regularity was mentioned 121 times as a way to characterize health 

communication within their family. Another 38 participants wished their family talked about 
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general health more frequently. Five questions were aimed to address the frequent nature of 

family health communication.  

Ease and engaging behaviors. Engaging behavior and the ease or difficulty of 

communication within their families when it came to general health issues arose within the 

qualitative responses. Participants primarily described their communication as being casual or 

easy, with some exceptions. For example, “it’s pretty casual unless there has been a drastic health 

event that my parents feel is important, and they’ll sit us down to have a more serious 

conversation.” Or, “It’s not casual talk at all. We tend to be private about feeling sick, even.” Ease 

of communication also included the topic of engaging communication behaviors, which are used 

to make the process seem easier. These would include families giving and receiving advice, 

listening, feeling as though they can approach another family member, and (mentioned more 

often) a willingness to talk and be open with one another. These last two characteristics were 

selected as both being a current characteristic of family health communication (willingness – 119; 

openness – 112) and as something participants wished their family did more of (willingness – 47; 

openness – 55). Participants also spoke of how conversations about health were initiated, for 

example, “Someone in the family just kind of throws it out there,” or “I can bring up a topic at 

any time.” These were also included as engaging behaviors, because if a person feels comfortable, 

or as though they can easily initiate the conversation, they are more likely to engage in the 

conversation. Alternatively, if people are uncomfortable in bringing up an issue, then 

conversations are brought up hesitantly or “only if I needed help or advice.” Some participants 

spoke about this lack of ease when it came to initiating conversations. Lastly, when asked about 

taboo or uncomfortable health issues, participants’ responses were often plagued with negative 

adjectives (e.g., uptight, uncomfortable, taboo), therefore, they were included as a comparison of 
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general family health communication and challenging health communication. In all, twenty-three 

items on engaging behaviors and ease of communication were included in the original scale, each 

developed from a theme of ideas, a particular response of a participant, or a combination of 

responses.  

Part II: Developing a Measure  

The open-ended responses of the pilot study provided the groundwork and clarity to 

design an instrument that would help to quantify how families talk about health and create an 

environment for health communication. Based on the responses and thematic analysis of the pilot 

study, as well as literature about family communication (Koerner & Fitzpatrick, 2002b) and 

parent-child communication about health behaviors (e.g., Gillmore, Chen, Haas, Kopak, & 

Robillard, 2011; Miller-Day & Kam, 2010; Widman et al., 2014), thirty-five items were 

developed (see Appendix B). Items were crafted by using a combination of participants’ 

individual responses or were direct quotations from a particular participant related to the themes 

found in part I of the pilot study, breadth, frequency, and ease. Previous research also suggests 

that conversations about health should cover a breadth of topics (e.g., Koerner & Fitzpatrick, 

2002a), be open (e.g., Kirkman et al., 2005), frequent (e.g., Miller-Day & Kam, 2010, Scheinfeld 

& Shim, under review), and targeted in nature, focusing on the topic at hand (Miller-Day & 

Dodd, 2004). The thirty-five items developed covered these themes, but still needed to be edited 

and reduced to a more valid, reliable, and parsimonious measure. 

Methods.  

Participants. An additional participant sample was recruited to test the items. In total, 

163 participants responded to 35 items through a survey conducted completely online. 

Participants were of EA age, 18-26 years, averaging 20.83 years old, and majority female (84%). 
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Over 75% classified themselves as White/Non-Hispanic, followed by 13% as Hispanic. 

Participants primarily grew up in a suburban area (55%) in Texas, as part of a family with more 

than one child (88%) and married parents (74%). Lastly, 27% of participants identified as 

Catholic, another 29% as “other” (primarily agnostic or non-denominational).  

Procedures. Participants were recruited by posting a call on the undergraduate research 

pool website, where undergraduate students enrolled in communication studies undergraduate 

courses can sign up to participate in various studies. I also contacted colleagues from other 

institutions to disseminate the survey to a wider geographic base. After signing up for the study, 

participants were emailed a Qualtrics online questionnaire, to which they answered questions 

corresponding to the variables’ measures.  

 Participants were presented with only closed-ended questions. First, they were asked to 

use a 7-point Likert-type scale to indicate how much the agreed with the thirty-five item measure 

aimed at assessing how their families talk about health in the most general sense. Then, they 

were presented a series of demographic questions including, age, sex, religious affiliation, 

geographic upbringing, and family dynamic during childhood (e.g., marital status of parents). 

These steps follow the second half of DeVellis’s (2003) prescription for scale development: 

determine the format, consider validation items, administer items to an additional sample, 

evaluate the items, and optimize the scale length. Each of these steps was carried out in this part 

(Part II) of the pilot study.  

Results. To more fully develop and revise the items for the instrument, a principal axis 

factor analysis (PAF) was conducted. Although CFA is a more stringent and robust test, in the 

case of a newly developed scale, it is appropriate for an exploratory test like PAF to precede a 

CFA (Worthington & Whittaker, 2006). The PAF was run with direct oblimin rotation, retaining 
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factors with an eigenvalue over 1. A direct oblimin rotation was included in order to more easily 

interpret the data. A direct oblimin rotation assumes the factors are correlated, as was 

hypothesized in H1. Conducting this test allowed me to examine each item, how it loaded on 

individual factors and the relationship between each of the items. The primary reason for 

conducting a PAF was to decide if and how the 35 items could be reduced to a smaller number of 

factors, and investigate which items form subsets, or factors. Reducing the instrument 

streamlines future data analyses, reduces respondent fatigue, and allows for a more parsimonious 

explication of the findings.  

Bartlett’s Test of Sphericity and the Kaiser-Meyer-Olkin Measure of Sampling Adequacy 

were conducted to establish whether it was appropriate to conduct a factor analysis. Results of 

the Bartlett’s Test of Sphericity provided evidence of suitable correlations, and that the 

correlation matrix was significantly different from an identity matrix, χ2 = 3228.1, df = 666, p 

< .001. Results of the Kaiser-Meyer-Olkin Measure of Sampling Adequacy indicated that there 

were sufficient items for each present factor; it also indicated that the correlation matrices were 

appropriate for factor analysis. This test statistic (KMO = .88) suggested that the factors 

extracted in a data reduction procedure account for a substantial amount of common variance. 

Typically, values of .60 are minimally required, and those approaching 1.0 are optimal (Dziuban 

& Shirkey, 1974; Tabachnick & Fidell, 2007).  

According to the eigenvalues, initial results indicated a 7-factor solution that accounted 

for a significant percentage of the total variance (67.46%). However, examining the scree plot 

and where the “elbow” lay (i.e., where the graph of the eigenvalues appear to level off; Cattell, 

1952; see Figure 4), there were roughly 3 factors. McCroskey and Young (1979) advocated a 

60/40 rule: items with factor loading below .60 on one factor, and any item with a secondary 
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loading at or higher than .40, should be removed. Following this rule, nineteen items were 

dropped.  

Figure 4: PAF #1 Scree Plot 

 
 

 
 

Table 2: Pattern Matrix of Principal Axis Factoring #1 
 
 

Indicatora  Factor 1 Factor 2 Factor 3  Factor 4 Factor 5 Factor 6  Factor 7 Factor 8 

   

My family can 

easily seek out 

or give advice 

about health 
issues 

 

.50      .41  

My family talks 

about emotions  
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Table 2, Con’t 

 

that have to do 
with health 

topics 

 

My family is 

able to talk 
about a wide 

variety of 

different health 

topics 

 

.47        

Communication 

about health is 

casual in my 

family 

 

        

I feel as though 

health 

conversations 

between family 

members are 
open 

 

.68        

Talks about 

health in my 

family is 
nonexistent 

 

.73        

Talking about 

health with my 

family is 
normal because 

of my parent’s 

profession 

 

.59        

I feel as though 
my parents 

listen to me 

during these 

talks about 

health 
 

.40        

My family 

members tend 

to use 

euphemisms 
and beat around 

the bush when 

talking about 

the most 

general of 
health topics 

 

.53        

Conversations 

about health are 

frequent 
 

 

 -.56       
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Table 2, Con’t 

 
I feel as though 

conversations 

are engaging 

within my 

family 
 

  

.48 

      

My parents 

never willingly 

provide 

information 
concerning 

general health 

topics 

 

 .57       

Conversations 
about general 

health issues 

are serious in 

nature in my 

family 
 

 .52       

Conversations 

are brought up 

with caution 

 

 .71       

We generally 

talk about 

health on a 

daily basis 

 

 .47       

There is a sense 

of normalcy 

when topics of 

general health 

come up in my 
family 

 

 .42       

General health 

topics come up 

every once in a 
while with my 

family 

 

  -.69      

Health topics 

are just part of 
everyday 

conversations 

with my parents 

 

  -.65      

Communication 
about health is 

almost always a 

part of 

everyday 

conversations 
between family 

members of 

mine 

 

  -.68      
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Table 2, Con’t 

 

Talking about 
health is easy 

 

   

.68 

     

My parents 
remind me 

about making 

regular doctor 

appointments 

 

   -.71     

My parents 

remind me 

about 

preventative 

health measures 
 

   -.68     

When talking to 

my parents 

about general 

health topics, it 
is 

uncomfortable 

 

    -.93    

My family talks 

about specific 
behaviors that 

have to do with 

health 

 

     -.66   

Conversations 
tend to be 

informative in 

nature 

 

      -.50 .48  

My parents 
always feel 

completely 

comfortable 

bringing up 

health topics 
whenever they 

were relevant 

 

     -.42   

I feel as though 

my family is 
willing to talk 

about health 

issues 

 

      -.61  

Conversations 
about general 

health issues 

are often 

uptight in my 

family 
 

      -.46  

Conversations 

about health are 

a rare 

occurrence in 
my family 

      -.43  
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Table 2, Con’t 

 

Whenever my 
family talks 

about general 

health topics, 

conversations 

are formal 
 

       

-.45 

 

My family talks 

deeply about 

health topics; 

there is depth to 
each health 

issue 

 

        

My family talks 
about general 

illnesses 

 

       .55 

My parents 

make sure I am 
managing my 

illness/sickness 

well 

 

       .53 

We talk about 
treatment 

adherence 

 

   -.43    .45 

Conversations 

about general 
health issues 

are often 

cautious in my 

family 
 

        

Conversations 

are usually 

planned 

 

        

 

A second PAF of the remaining items after adhering to the 60/40 rule was conducted with 

direct oblimin rotation, and yielded four factors with eigenvalues over 1, which mimicked the 

prior scree plot (see Figure 4). These factors accounted for 63.4% of the variance. Most of the 

items loaded onto the first factor, (.43 to .92) and accounted for 32.8% of the variance. This 

factor included primarily items mentioning topics participants wished their family talked about, 

and that their family talked about a wide range.  
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The second factor accounted for 16.2% of the variance and loadings ranged from .55 

to .81. This factor addressed negative traits of communication about health. For example, 

“Conversations about general health are often uptight in my family” and “Conversations about 

health are often brought up with caution.” Three items loaded on the third factor over .4, 

accounting for 7.5% of the variance. These items’ loadings ranged between .48 and .77. These 

items were primarily about the casualty of health conversations, for example, “Communication 

about health is definitely casual in my family.” 

The fourth factor accounted for 7.0% of the variance and loadings ranged from .67 to .85. 

The items that loaded onto the fourth factor seemingly relate to the frequency of conversations 

within the family unit. Based on the scree plot (see Figure 5), to restrict the factors to three 

makes sense, as the “bend” or “elbow” in the plot occurred at the third factor point.  

Figure 5: PAF #2 Scree Plot  
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Table 3: Pattern Matrix of Principal Axis Factoring #2 

 
 

Indicatora   Factor 1 Factor 2 Factor 3  Factor 4   

     

My parents 

remind me about 
making regular 

doctor 

appointments 

 

.77    

My parents 
remind me about 

preventative 

health measures 

 

.92    

My family talks 
about specific 

behaviors that 

have to do with 

health 

 

.50    

My family talks 

about emotions 

that have to do 

with health 

topics 
 

.74    

I feel as though 

conversations 

are engaging 

within my 
family 

 

.43    

I feel as though 

health 

conversations 
between family 

members are 

open 

 

.46 -.55   

Conversations 
about general 

health issues are 

often uptight in 

my family 

 

 .81   

Whenever my 

family talks 

about general 

health topics, the 

conversation is 
formal 

 

 .68   

Conversations 

are brought up 

with caution 
 

 .74   
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Table 3, Con’t 

 

My family 
members tend to 

use euphemisms 

and beat around 

the bush when 

talking about the 
most general of 

health topics 

 

  

.74 

  

I feel as though 

my family is 
willing to talk 

about health 

issues 

 

 -.63   

My family talks 
deeply about 

health topics; 

there is depth to 

each health issue 

  .53  

Communication 
about health is 

definitely casual 

in my family 

 

  .48  

It is casual 
depending on 

who is part of 

the conversation, 

sometimes it’s 

more of a big 
deal for one 

family member 

who is more 

effected by 

certain health 
issues 

 

  .86  

Communication 

about health is 

almost always 
part of everyday 

conversation 

between family 

members of 

mine 
 

   -.67 

General health 

topics come up 

every once in a 

while with my 
family, but they 

are usually not a 

part of everyday 

talk 

 

   .85 

We generally 

talk about health 

on a daily or 

semi daily basis 

   -.72 
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Table 3, Con’t 

 
Health topics are 

just part of 

everyday 

conversations 

with my parents 
 

    

-.69 

 

 

From this PAF, I took away that there were four true factors, two of which overlapped in 

nature discussing the level of ease and engagement of communication. The scree plot from this 

PAF could suggest that a three-factor structure was preferable, despite four more factors with 

eigenvalues over 1.0. With this interpretation, the 60/40 rule in mind, and the factor analysis, 

each of the original items was reevaluated. After examining the items for face validity and 

overall coherency of the subscales (Worthington & Whittaker, 2006), it was possible to group 

items to fit three factors. Doing this allowed me to get a clearer perspective on what the items are 

trying to assess, and whether they relate to both the theory from the literature and participants’ 

responses about what health communication looks like in their family. Next, items that originally 

fell victim to the 60/40 rule were reexamined, as McCroskey and Young (1979) described the 

rule as being on the conservative end. They and others emphasized that priority should always be 

given to theory and conceptual meaning. Therefore, items that originally loaded on a relevant 

factor above .5 were retained, as long as they did not also load highly on another factor. Items 

that loaded highly on more than one factor were removed. Next, each of the remaining items was 

evaluated for clarity, uniqueness, face validity, and to ensure the item only asked one question. 

Therefore, those that were redundant, poorly worded, ambiguous, or double-barreled were 

removed from the list.  
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A final PAF was conducted removing these sixteen items and following the above steps. 

The remaining items were then grouped into the three factors indicated by theory and the initial 

PAFs and their respective scree plots. The total variance the three factors accounted for was 

56.8%. The first factor had loadings from .42 to .77, and accounted for 34.7% of the variance. 

This factor encompassed the breadth of family health communication. The second factor 

accounted for 14.4% of the variance, and loadings ranged from .46 to .77. This factor addressed 

overall the limited nature of family health communication. Lastly, the third factor, frequency, 

accounted for 7.6% of the variance, with items loading from .41 to. 82. 

 

Table 4: Pattern Matrix of Principal Axis Factor #3 
 
 

Indicatora            Factor 1      Factor 2     Factor 3     

     

My family talks about 

general illnesses 

 

.58   

My parents remind me 
about making regular 

doctor appointments 

 

.54   

My parents remind me 

about preventative 
health measures 

 

.69   

My parents make sure 

I am managing my 

illnesses or sicknesses 
well 

 

.77   

It is casual depending 

on who is part of the 

conversation, 
sometimes it’s more of 

a big deal for one 

family member who is 

more effected by 

certain health issues 
 

   

I feel as though my 

parents listen to me 

during these talks 

about health 
 

.51 -.41  
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Table 4, Con’t 

 

I feel as though 
conversations are 

engaging within my 

family 

 

 

.52 

  

I feel as though health 
conversations between 

family members are 

open 

 

.52 -.46  

Talks about health in 
my family are 

nonexistent 

 

 .63  

Conversations about 

general health issues 
are often cautious in 

my family 

 

 .77  

Whenever my family 

talks about general 
health topics, the 

conversation is formal 

 

 .74  

Talking about health is 

easy 
.44 -.54  

My family members 
tend to use 

euphemisms and beat 

around the bush when 

talking about even the 

most general of health 
topics 

 

 .74  

Conversations about 

health are frequent 
  -.70 

We generally talk 

about health on a daily 
or semi-daily basis 

 

  -.79 

Health topics come up 

every once in a while 

with my family, but 
they are usually not a 

part of everyday talk 

 

.42  .79 

Health topics are just 

part of everyday 

conversations with my 
parents 

 

  -.82 

Communication about 

health is almost always 

part of everyday 
conversation between 

family members of 

mine 

 

  -.80 
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Table 4, Con’t 

 

My family talks about 
specific behaviors that 

have to do with health 

 

   

-.41 

  

There were a variety of reasons the items in Table 5 were removed and edited to create 

the final measure. First, low item-total correlations are often due to wording problems and 

conceptual fit; therefore items with these issues were restructured for language consistency and 

clarity. Items were also edited to ensure proper grammar, even if they were a direct quotation 

from a participant, and broken apart to make sure none of the items were double or tripled 

barreled. For example, “My family always feels comfortable bringing up or asking questions 

about illnesses, getting sick, medications, and doctor appointments” was included as “My family 

always feels comfortable bringing up or asking questions about medication and treatment 

adherence” and “My family always feels comfortable bringing up or asking questions about 

illnesses and getting sick.” Repetitive items, including those that aimed to tap into the reverse of 

another item, were removed as they were encompassed by an already present item.  Similarly, a 

number of items were removed as they were inherently part of, “We talk about a wide variety of 

general health topics.” Some of these items included, “We talk about everything,” “We talk 

about family health history,” and “My parents remind me about preventative measures.” 

Additionally, items that had poor fit, or had low loadings on the final PAF were also removed 

from the resulting measure. The revised instrument with the reworded and remaining fourteen 

items is presented in Appendix C. Completion of these two rounds of pilot studies allowed for a 

stronger and sounder conceptualization and operationalization of both family health 

communication in general and challenging health topics. 
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Table 5: Items Removed 

Item Rationale 

My family talks about specific behaviors that 

have to do with health 

Low loading on final PAF (-.41) 

We will talk about treatment adherence Original low loading (-.43) 

My family is able to talk about a wide variety 
of different health topics 

Original low loading (.47) 

My parents always feel completely 

comfortable bringing up health topics 
whenever they were relevant 

Original low loading (-.42) 

When talking to my parents about general 

health topics, it is uncomfortable 

Original low loading (.48) 

I feel as though health conversations between 
family members are open 

Loading on two factors, breadth and limited 
(.52 and -.46) 

My parents never willingly provide 

information concerning general health topics 

Original low loading (-.46) 

Conversations about general health issues are 
serious in nature in my family 

Original low loading (-.45) 

Conversations are brought up with caution Original low loading (below .4) 

Conversations are usually planned Original low loading (-.43) 

Conversations about health are a rare 

occurrence in my family 

Original low loading (-.47) 

General health topics come up every once in a 
while with my family, but they are not usually 

part of everyday talk 

Loaded on two factors, breadth and 
frequency (.42 and .79) 

Talking about health is easy Loading on two factors, breadth and limited 
(.44 and -.54) 

Talking about health with my family is 
normal because of my parents’ profession 

Original low loading (.42) 

There is a sense of normalcy when topics of 
general health come up in my family 

Loading on two factors originally (-.50 
and .48) 

Conversations tend to be informative in nature Original low loading (.40) 

I feel as though my parents listen to me during 
these talks about health 

Loaded on two factors, breadth and limited 
(.44 and -.54) 

I feel as though my family is willing to talk 
about health issues 

Original low loading (below .4) 

My family can easily seek out or give advice 
about health issues 

Loaded on two factors originally (.50 
and .41) 

My family talks deeply about health topics; 

there is depth to each health issue 

Original low loading (below .4) 

Conversations about general health issues are 
often cautious in my family 

Reworded to “In my family conversations 
about general health issues are brought up 

with caution” 

Whenever my family talks about general  
 

Reworded to “Conversations about general  
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(Table 5, Con’t) 

health topics, the conversations are formal 
 
health issues are often tense in my family” 

My family talks about general illnesses Reworded and collapsed to “My family talks 

about general illness and how to maintain 
good health, including preventative 
measures” 

My parents remind me about preventative 

health measures 

Reworded and collapsed to “My family talks 

about general illness and how to maintain 
good health, including preventative 

measures” 

My parents remind me about making regular 
doctor appointments 

Reworded and collapsed to “My family talks 
about general illness and how to maintain 
good health, including preventative 

measures” 

My parents make sure I am managing my 
illness or sickness well 

Reworded to “We talk about treatment 
adherence and illness management” 

Talks about health in my family is nonexistent Reworded to “Talks about health in my 

family is taboo” 

We generally talk about health on a daily or 
semi-daily basis 

Collapsed into “Conversations about general 
health issues are frequent between my family 

and me” 

Conversations about health are frequent Reworded and collapsed into “Conversations 
about general health issues are frequent 
between my family and me” 

Communication about health is almost always 
part of everyday conversation between family 
members of mine 

Reworded and collapsed into 
“Communication about general health issues 
is a part of everyday conversation within my 

family” 

Health topics are just part of everyday 
conversations with my parents 

Reworded and collapsed into 
“Communication about general health issues 

is a part of everyday conversation within my 
family” 
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CHAPTER 4: MAIN STUDY METHODS 

 So far, I have conducted two pilot studies in order to operationalize everyday family 

health communication. First, I conducted a qualitative study asking EAs about their 

communication with their families about health. The informed thematic analysis of this pilot 

study provided the foundation for item development conducted as a part of the second pilot study, 

which also tested the reliability and validity of the items. This study provided evidence to shorten 

the measure in order to be more parsimonious. This chapter provides a description of the 

methods used to test the following hypotheses: 

H1: Breadth, limited, and frequency of communication about general health issues are 

related, but distinct, components of the communication processes of family health 

communication. 

H2a-c: (a) Breadth, (b) limited, and (c) frequency of communication about general health 

issues are all positively associated with family health communication, and are three 

factors of this latent variable. 

H3a-c: Increased breadth and frequency of everyday family health communication are 

positively associated, and limited communication is negatively associated, with targeted 

parent-child communication about risky behaviors, including a) sexual health, b) alcohol 

use, and c) cigarette use.  

H4a-c: Increased targeted parent-child communication about a) sexual health, b) alcohol 

use, and c) cigarette use is negatively associated with risky behavior enactment.  

H5a-c: Targeted parent-child communication about a) sexual health, b) alcohol use, and 

c) cigarette use mediates the relationship between everyday family health communication 

and risky behavior enactment. 
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RQ1: Is everyday family health communication positively associated with general health 

behaviors? 

Participants  

 Participants included 153 undergraduate students, ages 18-26 (M = 23.64; SD = 2.24), 

from a large Southwestern university. Students were recruited through announcements on a 

departmental website and offered extra credit in a communication course. Participants were also 

recruited through social media announcements and offered an entry into a raffle for a gift card. 

The majority of participants were White/non-Hispanic (N = 99, 64.7%), followed by a relatively 

even distribution of Asian American (N = 17, 11.15), African American/Black (N = 14, 9.2%), 

and Hispanic (N = 14, 9.2%). Of participants, 3.3% identified as multiracial. There was a nearly 

even distribution between those who identify as female (N = 75, 49%) and male (N = 72, 47.1%). 

The remaining individuals identified as transgender (N = 2, 1.3%). The majority of participants 

indicated they were either single (N = 64, 41.8%) or in a monogamous dating or married 

relationship (N = 76, 49.7%). Lastly, the majority of participants grew up in suburban 

neighborhoods (N = 65, 42.5%) either in Texas (N = 29, 19%) or the South (N = 32, 20.9%), 

which makes sense based on the recruitment techniques and the study environment of a large 

Southwestern university. In order to participate, students needed to be between 18 and 26 years 

of age, and therefore an EA. There were no other exclusion criteria, as this study aimed to 

explore communication about health in a general family context and an increased number of 

participants was more beneficial than limiting by demographic.  

Procedures 

Recruitment emails and posts included a link to the survey, which was hosted online by 

Qualtrics.com. A consent form on the first page of the online questionnaire notified participants 
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of confidentiality and the ability to discontinue the study without risk or consequence. Once 

consent was provided, participants responded to measures and questions pertaining to 

communication about general health issues (e.g., sickness, going to the doctor, well-being) and 

about more challenging topics (e.g., sexual health, alcohol, and cigarette use). Participants also 

responded to items assessing their current substance use and safe sex practices. Lastly, 

demographic information was collected, including age, sex, geographical upbringing, religiosity, 

relationship status, health insurance coverage, parents’ marital status and employment, ethnicity, 

and health literacy. 

Measures  

 Everyday family health communication. To assess the varying domains of general 

health communication within families, a measure was developed based on the results of the pilot 

studies, described in Chapter 3. Eleven items (see Appendix C) from the original scale in part II 

of the pilot study were edited and more fully developed. These items were based on the three 

factors that the literature and thematic analysis yielded: limited communication, frequency, and 

breadth of communication about general health issues. For each item, participants responded to 

the stem, “How much do you agree with the following for conversations within your family 

when you talk about general health issues?” using a 7-point Likert-type scale (1=extremely 

disagree; 7=extremely agree). Participants were given the definition of general health as 

including topics pertaining to feeling sick, getting vaccines, seeing the doctor, routine/annual 

tests, taking medicine, managing an illness/feeling sick, getting rest, or taking care of oneself. 

Example items included: “We talk about a wide variety of general health topics,” and 

“Communication about general health issues is part of everyday conversation within my family.” 

Each factor and their reliabilities resulting from this scale will be reported below.    
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Challenging health communication. 

 Targeted talk about sex. To assess varying domains of sexual communication, a measure 

was developed in a prior study (Scheinfeld, 2016) based on the phrasing of items within the 

Targeted Parent-Child Communication About Alcohol (TPCCA; Miller-Day & Kam, 2010) 

measure. Items were written based on prior research examining communication about sex (e.g., 

Gillmore et al., 2011; Naghavi, Rotonda, Stewart, Tattersall, & Winkler, 2012; Widman et al., 

2014). Each item was developed in order to represent topics found to be salient in parent-child 

communication about risky health behaviors. These items fall within the themes of psychosocial 

issues (i.e., consent, sexual pressure, relationships), warnings, and technical aspects of sexual 

health (i.e., protection/contraception, biology, STIs). Participants responded to the stem, “How 

much do you agree with the following for at least one of your parents?” using a 7-point Likert 

scale (1 = strongly disagree; 7 = strongly agree). The scale in its entirety is presented in 

Appendix D ( = .88; M = 4.10, SD = 1.30). 

Targeted communication about substance use.  The Targeted Parent-Child 

Communication About Alcohol scale was developed by Miller-Day and Kam (2010). The scale 

has several dimensions that were developed theoretically, including warnings about the dangers 

of use, advice for how to handle offers of substances, and rules set by parents. For each of the 

items, participants responded to the stem, “How much do you agree with the following for at 

least one of your parents?” Participants were given a 7-point Likert scale (1 = strongly disagree; 

7 = strongly agree), where higher numbers indicate more targeted communication about 

substance. The original measure is specific to alcohol, and retained to assess communication 

about alcohol use between parents and children. Similar to past studies, the measure had 

relatively high reliability ( = .88; M = 4.10, SD = 1.30). Kam and Middleton (2013) adapted the 
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measure, changing the primary language to include cigarettes and marijuana. This study adapted 

the language for a separate prompt to only include cigarettes, a “safer” challenging conversation 

for parents in today’s culture. The adapted measure has high reliability ( = .94; M = 4.10, SD = 

1.78). 

Behavior enactment. 

Alcohol and cigarette use. Substance use and alcohol use were assessed using items 

developed by Graham, Flay, Johnson, Hansen, Grossman, and Sobel (1984). Although single 

items were used to measure frequency of substance use, each of them was a well-established 

measure from previous research (e.g., Hansen & Graham, 1991; Kam & Middleton, 2013; 

Miller-Day & Kam, 2010). The items measured the amount and frequency with which EAs 

consume alcohol or use cigarettes within a designated period of time. Students reported on 

alcohol consumption  (1 = none at all; 7 = frequently, more than 30 drinks in the past month; M = 

2.79; SD = 1.73) and cigarette use (1 = never; 7 = daily; M = 1.84; SD = 1.29).  

 Sex Practices. In order to tap into whether participants were engaging in safe sex 

practices, participants were asked to indicate what percentage of the time they used protection 

with casual sexual partners (M = 41.23%; SD = 33.9). 

 General health behaviors. In order to adequately assess general health behaviors and 

well-being, a combination of measures were utilized. Participants were asked about their 

physical examinations, oral care, overall health, and other behaviors based on the National 

College Health Assessment. First, participants reported their perceptions of their health (e.g., 

very good or excellent, good, etc.). On average, participants reported their health as good or very 

good (1 = excellent; 5 = poor; M = 2.42; SD = 1. 04). They also indicated whether or not they 

have engaged in 24 separate health behaviors, for example, receiving vaccinations or engaging in 
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disease and injury prevention such as dental exams, breast exams, and wearing a seatbelt. 

Participants indicated Yes, No, or N/A to each item. Yes was coded as 1, No was coded as 0. 

Responses were summed to create a general health behavior index. Therefore, larger numbers 

indicated more engagement in healthy behaviors (M = 8.07, SD = 4.13).  

 Demographic information. Several additional variables were collected as potential 

covariates within the analysis, including gender, age, and ethnicity.  

 Age. Although this study was limited to EAs, differences in individuals between 18-26 

years old may still be relevant; it is reasonable to assume that with age, EAs are able to adapt to 

changes, learning from past behaviors, and possibly become more independent when it comes to 

communication with families. In other words, the responses of a 25-year-old may differ 

significantly from that of someone just leaving high school.  

 Gender. The role of gender on communication about health has been established through 

empirical research (D’agincourt-Canning, 2001), inasmuch as women are socialized to disclose 

and characteristically take primary responsibility for disclosing various types of health 

information. Thus, I determined that gender may be an important variable to account for 

throughout the analyses.  

 Additional demographics. Participants were also asked about their current relationship 

status, religious affiliation, religiosity (frequency of participating in religious events), and 

geographical upbringing. Each of these variables also had the ability to impact the dependent and 

independent variables. For example, someone’s religion and/or geographic upbringing may 

promote stigma about certain behaviors (e.g., premarital sex, birth control), and/or a family 

environment in which family members keep things that are seemingly personally private to 

themselves.  
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 Religiosity. A person’s religiosity, assessing not only if a person identifies as being 

religious, but also their religious upbringing, and how often they partake in religious events on a 

weekly basis, impacts a person’s ability to engage in health behaviors not promoted by a 

particular group of people. That is, if a person’s social network does not approve of a particular 

health behavior, and the majority of free time is spent with this network, they are less likely to 

spend time engaging in said behavior.  

 Family dynamics. Furthermore, as family dynamics may confound the results, parents’ 

marital status, family dynamic (e.g., siblings, step-siblings, extended family members living at 

home), and employment of parents (e.g., both full time) was also collected. 

 Health information. Lastly, as a way to evaluate the way they think about health and 

various health issues, participants were asked about their insurance coverage (e.g., theirs or their 

parents’), where they seek medical treatment most commonly, and where they seek medical 

treatment for “personal issues” (e.g., STI screening).  

 Health literacy. For the same reasons, each participants’ health literacy level was 

collected. To test health literacy levels, the Newest Vital Sign was used (NVS; Weiss et al., 

2005). This measure has been tested empirically (e.g., Mackert, Champlin, Pasch, & Weiss, 

2013) to examine internal consistency and compared to the Test of Functional Health Literacy in 

Adults (TOFHLA) for validity. The instrument uses a nutrition label followed by six questions. 

Each correct answer was assigned a point. Individuals with more than four points are unlikely to 

have a risk of low health literacy; scoring fewer than four points indicates limited health literacy 

rates. The majority of this population was not at risk for low health literacy rates (N = 98; 66.7%).  
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CHAPTER 5: RESULTS 

 The results of this study yielded an instrument of everyday family health communication 

and its role in other family communication processes. In order to develop the items included as 

part of the health communication within families scale, a confirmatory factor analysis (CFA) was 

used to determine the factor structure of the scale and subscales. These tests shed light into the 

measurement model, providing evidence for the items and subscales used throughout data 

collection. Deciding which of the measurement models to retain, a higher order model or 

separate but correlated subscales, was based on traditional CFA and SEM assessment tools for fit 

goodness, including RMSEA, AIC, CI, CFI, and TLI (Kline, 2005).   

Once the best model was decided on based on fit indices of each factor analysis, it was 

used as the independent variable in the remaining hypotheses. To test the remaining hypotheses, 

and the validity and predictability of the developed scales, structural equation modeling was 

utilized to explore the mediation effects of everyday family health communication, talk about 

challenging health issues, and health behavior enactment.  

Preliminary Analysis  

First, a series of descriptive analyses were conducted in order to screen for normality and 

multicollinearity, as well as to examine the mean, standard deviation, and distribution of all 

primary variables. As everything looked in order, bivariate correlations were run. When 

checking for potential covariates, belonging to a religious entity and sexuality were significantly 

correlated for many of the study’s variables and were therefore controlled for in subsequent 

analyses. However, no other possible covariates correlated. Because they were not controlled for 

in subsequent analyses, they will not be discussed further. 
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Table 6: Bivariate Correlation Matrix of DVs and Potential Covariates 
 

 
Variable Breadth Limited Freq TCAA TCAC TCAS  Alcohol Cigs Condom  Health Sex Age Rel. Eth.  Sxlty  Relig. Geo Lit

 

   

Breadth 
4.70

a                  

Limited 
.55** 4.76                 

Frequency 
.42** .39** 4.12                

TCAA
b
 

.23** .15** .17** 4.10    
           

TCAC
c
 

.21** .17** .19** .54** 4.25              

TCAS
d
 

.20** .09 .13* .57** .48** 4.10             

Alcohol 
-.00 -.02 -.01 -.01 -.08 -.08 2.79            

Cigarettes 
-.06 -.11 -.05 -.05 .00 -.04 .16* 1.84           

Condom 
.07 .05 -.05 .06 .08 .16* .01 .04 41.22          

General Health 
.23** .15* .20 .16** .20** .14* .018 -.07 -.03 8.07         

Sex 
.12 .15* .12 -.04 .01 -.07 .04 .01 -.00 .12 1.52        

Age 
.03 .04 -.01 -.05 -.07 -.04 .01 .06 .07 -.08 -.10 23.64       

Relationship 

Status 

-.05 -.01 .01 -.07 -.03 -.00 .01 -.07 -.05 -.07 -.06 .24** 2.34      

Ethnicity 
-.03 .05 .05 -.01 -.06 .04 -.11 -.05 .03 .01 .05 -.08 -.05 1.90     

Sexuality 
-.02 .02 -.15* -.16* -.14* -.13 -.02 .01 .08 .03 .03 -.10 .09 .25** 1.56    

Religiosity 
-.17 -.13 .01 .05 .11 .07 -.13 .26* .30* -.07 -.19 .15 .01 .13 .12 2.70   

Geographic 
 

-.06 .04 .02 .01 .03 -.02 .04 .07 -.03 .02 .07 -.06 -.03 .11 .05 .06 5.22  

Health Literacy 
.11 .22** .06 -.10 .00 -.12* -.10 -.21* -.14* .05 .10 -.02 .08 .10 .10 -.34* -.00 4.09 

 

a. Diagonal are variable means 
b. TCAA is Targeted communication about alcohol 

c. TCAC is Targeted communication about cigarettes 
d. TCAS is Targeted communication about sex 
**p < .001; *p < .05.



 

 

Item Analysis of Family Health Communication Scale 

Bartlett’s Test of Sphericity and the Kaiser-Meyer-Olkin Measure of Sampling Adequacy 

were conducted to establish whether it was appropriate to conduct a factor analysis. Results of 

the Bartlett’s Test of Sphericity provided evidence of suitable correlations, and showed that the 

correlation matrix was significantly different from an identity matrix, χ2 = 972.43, df = 55, p 

< .001. Results of the Kaiser-Meyer-Olkin Measure of Sampling Adequacy indicated there were 

sufficient items for each present factor. It also indicated that the correlation matrices were 

appropriate for factor analysis. This test statistic (KMO = .81) suggested that the factors 

extracted in a data reduction procedure account for a substantial amount of common variance. 

Typically, the minimum requirement for variance is a value of .60; those approaching 1.0 are 

optimal (Dziuban & Shirkey, 1974; Tabachnick & Fidell, 2007).  

Next, in order to develop the items included as part of the everyday family health 

communication, confirmatory factor analysis (CFA) was used to determine the factor structure of 

the scale. Although Worthington and Whittaker (2006) argued that an EFA should precede a 

CFA in scale development, based on the pilot studies and theory previously outlined, an initial 

confirmatory factor analysis made more sense. Other studies have also conducted CFAs as the 

initial test when using a theoretically driven item set (Kline, 2015). A CFA was conducted first 

in this study because the PAF of the final items was conducted as a part of the pilot study. 

Hypothesis 1 and 2: To test H1 and H2, two CFAs were conducted. First the model with 

three distinct, but correlated, factors was tested. The overall model had unsatisfactory fit (AIC = 

247.29; RMSEA = .15, CI: .13– .17; CFI = .86; TLI = .77; NFI = .83; χ2 = 175.29, df = 42, p 

< .001) with each of the subscales being significantly correlated to one another (-.29 < r < .67). 
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The first model, in which each of the three subscales were correlated, was retained to compare to 

a second-order model for H2.  

Table 7: CFA for Distinct but Correlated Factors 

 

Indicatora  Loadingab Intercept (SE)  

  

Breadth  

Breadth 1: We talk about a 

wide variety of general 

health topics. 

 

.86 4.78 (.13) 

Breadth 2: My family talks 

about general illness and 

how to maintain good 

health, including 

preventative health 

measures (e.g., vaccines, 

doctor appointments, 

routine tests) 

 

.84 4.96 (.13) 

Breadth 3: We talk about 

treatment adherence and 

illness management 

.81  4.75 (.14) 

 

Frequency 

Frequency 1: Conversations 

about general health issues 

is a part of everyday 

conversation within my 

family 

 

.71 4.07 (.13) 

Frequency 3: Conversations 

about general health issues 

are frequent between my 

family and me 

 

1.00 4.49 (.13) 

Limited 

Limited 1: I feel as though 

conversations about general 

health issues are engaging 

within my family 

 

.24 3.43 (.13) 

Limited 2: Talks about 

health in my family is taboo 
.80 3.00 (.15) 
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(Table 7, con’t) 

Limited 3: My parents never 

willingly provide 

information concerning 

general health topics 

 

.76 3.30 (.14) 

Limited 4: Conversations 

about general health issues 

are often tense in my family 

 

.78 3.26 (.14) 

Limited 5: In my family, 

conversations about general 

health issues are brought up 

with caution 

 

.73 3.51 (.14) 

Limited 6: My family 

members tend to beat 

around the bush when 

talking about even the most 

general of health topics 

 

.83 3.44 (.14) 

 

a. Estimates are standardized coefficients 
b. All paths were significant 

 
A second-order CFA was then conducted. This last model loaded each item onto its 

respective factor, and rather than the factors being correlated, they were then loaded onto the 

proposed overall latent variable. This second-order CFA model yielded the same moderate 

overall fit (AIC = 247.29; RMSEA = .15, CI: .13 – .17; CFI = .86; TLI = .77; NFI = .83; χ2 = 

175.29, df = 41, p < .001; see Table 10 for indicator loadings), with each of the first order factors 

significantly loading on the second-order latent variable (.42 < r < .97). The higher order and 

three factor models are equivalent models, with no change in χ2 (χ2 = 175.29 – 175.29 = 0). Due 

to the results of H1 and H2, subsequent analyses will be conducted using the separate calculated 

observed variables of each of the subscales.  
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Table 8: 2nd Order CFA  
 

Indicator Loadingab  Intercept (SE)  

  

Breadth  

Breadth 1: We talk about a 

wide variety of general 

health topics. 

 

.86 4.78 (.13) 

Breadth 2: My family talks 

about general illness and 

how to maintain good 

health, including 

preventative health 

measures (e.g., vaccines, 

doctor appointments, 

routine tests) 

 

.84 4.96 (.13) 

Breadth 3: We talk about 

treatment adherence and 

illness management 

.81  4.75 (.14) 

 

Frequency 

Frequency 1: Conversations 

about general health issues 

is a part of everyday 

conversation within my 

family 

 

.71 4.07 (.13) 

Frequency 3: Conversations 

about general health issues 

are frequent between my 

family and me 

 

1.00 4.49 (.13) 

Limited 

Limited 1: I feel as though 

conversations about general 

health issues are engaging 

within my family 

 

.24 3.43 (.13) 

Limited 2: Talks about 

health in my family is taboo 

 

.80 3.00 (.15) 

Limited 3: My parents never 

willingly provide 

information concerning 

general health topics 

.76 3.30 (.14) 
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(Table 8, con’t) 

Limited 4: Conversations 

about general health issues 

are often tense in my family 

 

.78 3.26 (.14) 

Limited 5: In my family, 

conversations about general 

health issues are brought up 

with caution 

 

.73 3.51 (.14) 

Limited 6: My family 

members tend to beat 

around the bush when 

talking about even the most 

general of health topics 

 

.83 3.44 (.14) 

 

a. Estimates are standardized coefficients  

b. All paths were significant 

Predictability of Family Health Communication Scale 

The CFA retaining three distinct but correlated factors was equivalent to a 2nd order 

model. Furthermore, the results of the CFAs indicate the model did not fit well. These results 

provided rationale to run path analyses with the observed variables of each subscale, which was 

supported given the formative research used to develop the items, their connection to dimensions 

that are apparent in the literature, and their face validity. Each of the variables had relatively 

good reliability (breadth: α = .88, M = 4.83, SD = 1.43; limited: α = .89, M = 3.32, SD = 1.29; 

frequency: α = .84, M = 4.28, SD = 1.50). Higher scores of each breadth, frequency, and limited 

indicate higher levels of each. For breadth and frequency, higher levels may indicate more 

positive characteristics of family health communication, whereas higher levels of limited 

communication may indicate more negative characteristics. 

Path analysis, controlling for sexuality and belonging to a religion, was used to test the 

remaining hypotheses using AMOS. Figure 6 presents the model tested for the remainder of the 

hypotheses. A chi-square test was performed to compare the model to its null. The chi-square 
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test was rejected, as p < .001. The overall model had poor fit (RMSEA = .2, CI = .2 – .26, CFI 

= .5, TLI = .14, NFI = .49, AIC = 256.02), and I rejected the null (2 = 190.49; df  = 21, p 

< .001).  A chi square test is affected by sample size and the size of the correlations in the model 

(Kenny, 2011), and therefore other measures of fit have been developed to better assess overall 

goodness of fit. However, this study’s sample size was not large enough to make this kind of 

impact on the chi square.  

Browne and Cudeck (1993) argue that root mean square error of approximation 

(RMSEA) values of .08 or lower indicate a reasonable fit, and below .06 is preferred.  The 

RMSEA for this study was 0.23 (90% confidence interval for RMSEA = 0.20 – 0.26). RMSEA 

“incorporates a penalty function for poor model parsimony” and thus the RMSEA is sensitive to 

the number of parameters estimated and more insensitive to sample size (Brown, 2006, p. 83).  

Kenny (2011) argues that the lower value of the 90% confidence interval should either include or 

be very near zero and the upper value should not be larger than .08. Such a confidence interval 

would indicate a close fit of the model in relation to the degrees of freedom. Thus as the RMSEA 

was greater than .05 and the value was outside the confidence interval suggested by Kenny, this 

index suggests a poor fit (Albright & Park, 2009). 

The comparative fit index (CFI) was .50. Albright and Park (2009) report that CFI values 

range from 0.0 to 1.0, with 1.0 being a perfect fit. This specific index examines baseline 

comparisons and depends on the average size of the correlations within the data set (Albright & 

Park, 2009) as compared to the null model. The normed fit index (NFI) for the model was .49.  

Kenny (2011) argues that an NFI value above .95 is a good fitting model. NFI does rely on the 

number of parameters within the model; that is, the more the parameters, the higher the number.  

Therefore, the non-normed fit index (NNFI or TLI) is also reported here. This particular index 
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considers the number of parameters within the model and uses 2 and the degrees of freedom 

(Kenny, 2011).  However, NNFI also relates to correlations within the data.  So, similar to the 

CFI, the NNFI indicated poor fit at .14.  Lastly, the AIC is 256.02 for this model. There were 

several paths that were significant, primarily from frequency and breadth to target 

communication (see figure 7 and table 11 for indicator loadings), but the overall fit was poor. 

Figure 6: Tested Model 

 

 

Figure 7: Path Analysis #1 Results 
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Table 9: Standardized Values of Each Hypothesized Path; Whole Path Analysis 

Hypothesis  IV        DV        Loadinga          SE  

H3a Breadth  TCAAlcoholb .22* .09 

 Limited TCAAlcohol .13 .08 

 Frequency TCAAlcohol .32*** .08 

H3b  Breadth TCACigarettes .12 .10 

 Limited TCACigarettes .07 .09 

 Frequency TCACigarettes .34*** .09 

H3c Breadth TCASex .10* .12 

 Limited TCASex .17 .11 

 Frequency TCASex .32*** .11 

H4a TCAAlcohol Alcohol Consumption .06 .11 

H4b TCACigarettes Cigarette Use .09 .07 

H4c TCASex Safe Sex Practices .19* 1.51 

a.  Estimates are standardized 

b. TCA is targeted communication about 

p < .05*; p < .01**; p < .001*** 

 

Due to the poor fit determined by these indices, I conducted several individual path 

analyses from each of the individual subscales to targeted communication (see figures 8-10). The 

first path analysis was from breadth, limited, and frequency to targeted communication about 

alcohol and its association with alcohol use. Figure 8 shows breadth was significantly and 

positively associated with each targeted communication about alcohol at p < .01. Frequency was 

positively associated with targeted communication about alcohol at p < .001. Despite these 

significant paths, the overall fit of this model was good (AIC = 36.95; RMSEA = .00, CI: .00 –

 .14, CFI = 1.0; TLI = 1.0; NFI = .98; χ2 = 2.95, df = 3, p = .40).  
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Figure 8: TCAAlcohol Path Analysis 

 

Bold paths indicate significance 

p < .05*; p < .01**; p < .001*** 

 

Table 10: Standardized Values of Each Hypothesized Path; TCAA Path Analyses 

Hypothesis  IV        DV        Loadinga          SE  

H3a Breadth  TCAAlcoholb .22** .08 

H3a  Limited TCAAlcohol .13 .08 

H3a Frequency TCAAlcohol .32*** .09 

H4a TCAAlcohol Alcohol Consumption .06 .11 

a.  Estimates are standardized 

b. TCA is targeted communication about 

p < .1*; p < .05**; p < .001*** 

 

Second, a path analysis was conducted with each subscale to targeted communication 

about cigarettes. As is evident from the fit indices (AIC = 47.89; RMSEA = .16, CI: .08 – .24; 

CFI = .90; TLI = .68; NFI = .89; χ2 = 13.89, df = 3, p < .003), this model fit moderately and only 

frequency and targeted communication about cigarettes was significantly associated 
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Figure 9: TCACigarettes Path Analysis 

 

Bold paths indicate significance 

p < .05*; p < .01**; p < .001*** 

 

 

Table 11: Standardized Values of Each Hypothesized Path; TCAC Path Analyses 

Hypothesis  IV        DV        Loadinga          SE  

H3a Breadth  TCACigarettesb .34 .09 

H3a  Limited TCACigarettes .07 .09 

H3a Frequency TCACigarettes .12*** .10 

H4b TCACigarettes Cigarette Use .09 .07 

a.  Estimates are standardized 

b. TCA is targeted communication about 

p < .1*; p < .05**; p < .001*** 

 

Lastly, the relationship between each subscale of family health communication and 

targeted communication about sex was tested through path analysis. Frequency was again was 

positively and significantly associated with the targeted communication variable, as was limited 

communication behaviors. The model fit well (AIC = 36.79; RMSEA = .00, CI: .00 – .13; CFI = 

1.0; TLI = 1.0; NFI = .98; χ2 = 2.79, df = 3, p < .43).  
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Figure 10: TCASex Path Analysis 

 

 

Bold paths indicate significance 

p < .05*; p < .01**; p < .001*** 

 

Table 12: Standardized Values of Each Hypothesized Path; TCAS Path Analyses 

Hypothesis  IV        DV        Loadinga          SE  

H3a Breadth  TCASexb .37 .11 

H3a  Limited TCASex .17* .11 

H3a Frequency TCASex .10*** .12 

H4c TCASex Condom Use .19 1.51 

a.  Estimates are standardized 

b. TCA is targeted communication about 

p < .1*; p < .05**; p < .001*** 

 

Hypotheses Testing 

To ensure the fit of each of the above models, I conducted a number of ordinary least 

squares regressions to test the hypotheses. 

Hypothesis 3. Hypothesis 3 stated that family health communication would be positively 

associated with targeted communication about a) alcohol, b) cigarettes, and c) sex. This original 
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hypothesis assumed the second major subscale would be ease, a variable that would be positively 

associated with targeted communication about challenging health topics. However, as the pilot 

study indicated, this subscale became more negatively valenced and was relabeled limited family 

health communication. Therefore, limited family health communication would be negatively 

associated with targeted communication about challenging health topics. In Block #1, I entered 

the control variables, sexuality and belonging to a religion, and in Block #2, I entered the 

calculated observed variable for breadth, limited, and frequency. First, I set the outcome to be 

targeted communication about alcohol. The overall model was significant, F(5,146) = 8.508 at p 

< .001 (adjusted R2 = .20). More importantly, the addition of breadth, limited, and frequency of 

family health communication explained a significant proportion of the variance of targeted 

communication about alcohol (ΔR2 = .16). The only non-significant coefficient was that of 

limited family health communication (ß = .12, SE = .08, p = .14). Breadth (ß = .21, SE = .08, p 

= .03) and frequency (ß = .28, SE = .08, p = .002) were both significantly and positively 

associated with targeted communication about alcohol. That is, breadth was positively and 

significantly associated with targeted communication about alcohol. The greater the number of 

health topics reportedly discussed in their families, the more that EAs said they discussed alcohol 

use with their parents. Similarly, the more they talk about these topics, the more EAs reported 

talk about alcohol within their families. Therefore, H3a was supported for frequency and breadth 

of everyday family health communication. 

Second, I set the outcome to be targeted communication about cigarettes. The overall 

model was significant, F(5,146) = 6.71 at p < .001 (adjusted R2 = .16). The addition of breadth, 

limited, and frequency of family health communication explained a significant proportion of the 

variance of targeted communication about cigarettes (ΔR2 = .13). The only significant coefficient 
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was that of frequency of family health communication (ß = .30, SE = .09, p = .002). Breadth (ß 

= .12, SE = .10, p = .23) and limited (ß = .06, SE = .09, p = .74) were not significant coefficients. 

Frequency, however, was significantly and positively associated with targeted communication 

about cigarettes. Therefore, H3b was supported for frequency of everyday family health 

communication but not for breadth or limited everyday family health communication. The more 

families talk about everyday health, the more EAs report their families also talk about cigarettes.  

Lastly, I ran a regression with targeted communication about sex as the outcome. The 

overall model was once again significant F(5,146) = 6.96 at p < .001 (adjusted R2 = .17), with 

breadth, limited, and frequency of family health communication contributing a significant 

amount of the variance (ΔR2 = .14) to the model. Limited family health communication (ß = .16, 

SE = .11, p = .05) and frequency (ß = .35, SE = .11, p < .001) were both significant coefficients 

contributing to the variance accounted for. That is, limited communication and frequency of 

communication were both significantly and positively associated with targeted communication 

about sex. The more families talk about everyday health issues and topics, the more they are 

likely to talk about sex as well. Additionally, the more limited families experience their 

communication about health, the more EAs indicate their families talk about sex. Thus, H3c is 

supported for limited communication and frequency. Hypothesis 3 is partially supported. 
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Table 13: Regression Tests for H3 

IV DV   ßa(SE)   t    

Breadth TCAAlcoholb  .21*(.08) 2.23   

Limited TCAAlcohol  .12(.08) 1.52  

Frequency TCAAlcohol  .28**(.08) 3.12  

Breadth TCACigarettes  .12(.10) 1.20 

Limited TCACigarettes  .06(.09) .74 

Frequency TCACigarettes  .30**(.09) 3.23 

Breadth TCASex  .09(.12) .92 

Limited TCASex  .16*(.11) 1.93 

Frequency  TCASex  .35***(.11) 3.75 

a.  Values are standardized 

b.  TCA is targeted communication about 

p < .1*; p < .05**; p < .001*** 

 

Hypothesis 4. Hypothesis 4 stated that each targeted communication measures (i.e., 

alcohol, cigarettes, and sex) would be negatively associated with risky behavior enactment. 

Consistent with past studies, it was expected that targeted parent-EA communication would 

decrease alcohol consumption (Miller-Day & Kam, 2010) and cigarette use (Kuntsche & 

Kuntsche, 2016) and increase safe sex practices (DiIorio et al., 2003). Regressions were run to 

test these relationships, controlling for EAs sexuality and religious belonging. First, the overall 

model for targeted communication about alcohol being associated with alcohol use was not 

significant, F(3,148) = 1.005, p = .39, adjusted R2 = .001, nor were the coefficients, ß = .07, SE 

= .11, p = .44. H4a was not supported. Running cigarette use on targeted communication about 

cigarettes yielded similar results. The overall model was not significant, F(3,148) = .512, p = .68, 

adjusted R2 =-.01. The coefficient of targeted communication about cigarettes did not 
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significantly add variance (ΔR2 = .01), nor were they significant, ß = .10, SE = .07, p = .24. H4b 

was not supported. Lastly, a regression was conducted running safe sex practices on targeted 

communication about sex. The overall model was significant, F(3,148) = 3.142, p = .03, adjusted 

R2 = .04, as was the coefficient of targeted communication about sex, ß = .20, SE = .15, p = .01. 

Targeted communication about sex accounted for a significant increase in the variance (ΔR2 

= .04). The relationship between targeted communication about sex was positively and 

significantly associated with safe sex practices, specifically condom use. The more EAs 

reportedly discussed safe sex practices with their parents, the more they engaged in safe sex 

practices, like condom use. Thus, H4c was supported. 

 

Table 14: Regression Test Statistics for H4 

IV DV   ßa(SE)   t   p 

TCAAlcoholb Alcohol Consumption .07(.11) .78  .44 

TCACigarettes Cigartte Use  .10(.07) 1.17  .24 

TCASex Safe Sex Practices  .20(.15) 2.48  .03 

a. All values are standardized 

b. TCA is targeted communication about 

p < .1*; p < .05**; p < .001*** 

  

Hypothesis 5. Hypothesis 5 stated that targeted communication measures mediate the 

relationship between family health communication and risky health behaviors. In order to test for 

mediation, a Sobel test (Sobel, 1982) was conducted utilizing the unstandardized coefficients and 

standard errors of both the IV to the mediator, and the mediator to the DV where the IV is also a 

predictor. A Sobel test was conducted with each subscale of everyday family health 

communication to targeted communication about alcohol, cigarettes, and sex. The Sobel statistic 
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can be found in Table 16. Only one mediation was found to be significant, that from frequency to 

targeted communication about sex, which in turn was positively associated with safe sex 

behaviors (Sobel test statistic = 2.12, SE = .83, p = .03). Therefore, the more frequently EAs 

reported talking about general health with their parents, the more EAs said they discussed safe 

sex practices. In turn, the more EAs reported they engaged in safe sex practices like condom use. 

Thus, H5 was partially supported.  

Table 15: Sobel Test Statistics 

IV Mediator DV        Sobel Statistic         SE   P 

Breadth TCAAlcohola Alcohol Consumption .33 .02  .74 

Breadth TCACigarettes Cigartte Use .87 .01  .38 

Breadth TCASex Safe Sex Practices .85 .47  .40 

Limited TCAAlcohol Alcohol Consumption .72 .02  .47 

Limited TCACigarettes Cigarette Use .66 .01  .51 

Limited TCASex Safe Sex Practices 1.54 .54  .12 

Frequency TCAAlcohol Alcohol Consumption .70 .03  .48 

Frequency TCACigarettes Cigarette Use 1.07 .03  .29 

Frequency TCASex Safe Sex Practices 2.12 .83  .03 

a. TCA is targeted communication about 

p < .1*; p < .05**; p < .001*** 

 

Research Question 1. Lastly, the posited research question inquired whether or not 

family health communication was positively associated with general health behaviors. Another 

set of regression tests were conducted with general health behaviors running on each of the 

subscales. The overall model was significant, F(5,146) = 5.91, p < .001, adjusted R2 = .14. As 

before, only frequency of family health communication was positively and significantly 

associated with general health behaviors (ß = .29, SE = .26, p = .003). Thus, the more EAs report 
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having spoken about health issues within their families, the more they reported engaging in 

positive health behaviors like wearing their seatbelt, getting vaccinations, and wearing sunscreen.  
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CHAPTER 6: DISCUSSION 

The purpose of this study was to more fully conceptualize how families talk about health 

on an everyday basis, and in turn theorize how that communication shapes and influences if and 

how families talk about more challenging health topics, like sex, alcohol, and cigarette use. 

Research has shown that talk about these challenging health topics (e.g., Miller-Day & Kam, 

2010; DiIorio et al., 2003; Kuntsche & Kuntsche, 2006) may guide subsequent health behaviors. 

Therefore it is imperative to understand the broader processes of health communication, not just 

one predictive relationship. However, researchers have yet to explore health communication 

beyond targeted conversations. With this dissertation study, I aimed to conceptualize and 

operationalize macro-level models of family health communication through the use of both 

qualitative and quantitative studies. As we know so much about episodic family health 

communication, that which is specific to context or a particular behavior, it was important for 

this dissertation to fit within the literature as it currently stands. Therefore, another goal of this 

dissertation was to examine the relationships between macro-level models and episodic-level 

models of family health communication, and in turn their relationship with EAs’ behavior 

enactment. Based on the literature, I hypothesized that this new scale would be positively 

associated with targeted communication about challenging health issues. In turn, targeted 

communication, as per past research, would be negatively associated with alcohol consumption 

and cigarette use, and positively associated with safe sex practices like condom usage.  

Some results of this study were statistically significant and consistent with expectations; 

others were unexpected. There was no best fitting measurement model, as both hypothesized 

models were equivalent. Separate but correlated subscales of everyday family health 

communication were used in order to test subsequent hypotheses as this study was exploratory 
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and examining each of the subscales separately was thought to provide more insight into what 

makes up everyday family health communication. As some of subscales were significantly 

associated with other variables, there are theoretical implications inasmuch as the different parts 

of communication are distinct and should be studied as such. Rather than grouping the 

characteristics of health communication—breadth, ease, frequency—into one massive construct, 

each appears to be a separate variable that can influence both communication and behavioral 

outcomes.  

When testing the relationship between everyday family health communication and 

targeted communication about risky behavior, only frequency consistently had a positive and 

significant association. Breadth was significantly associated with targeted communication about 

sex and alcohol in some tests (i.e., regression tests), but was significant to each type of targeted 

communication in the path analyses. The ease of everyday family health communication was 

more like limited everyday family health communication, as was evident from the principal axis 

factoring of the pilot study and which items remained. Limited family health communication was 

only significant when associated with targeted communication about sex, and did not near 

significance in other relationships.  It was also a surprise the significant relationship between 

limited family health communication and targeted communication about sex was a positive 

relationship. Once the subscale took shape as negatively valenced items, it was expected the 

relationships it had with other variables would be negative. The positive relationship with 

targeted communication about sex, and lack of relationships with other variables, was a bit of a 

surprise as the items that loaded on limited communication were based on responses from the 

pilot study and the opposite of limited communication (e.g., openness) have been found in past 

research about risky behaviors as important characteristics of health communication (e.g., 
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Kirkman et al., 2005; Kam, 2011; Miller-Day & Kam, 2010). These results are contrary to what 

health communication research would imply in that episodic models argue openness and 

relatively comfortable targeted communication is key to effect health behaviors (e.g., DiIorio et 

al., 2003; Miller-Day & Kam, 2010). Thus, macro- and episodic-level models are different, 

influenced by separate communication characteristics.  

Also contrary to the hypotheses 4a-b and past literature, targeted communication about 

alcohol and cigarettes was not associated with actual alcohol consumption or cigarette use in this 

population. Targeted communication about sex, however, was positively and significantly 

associated with safe sex practices, specifically condom use. These results help us theorize that 

health behaviors may be influenced differently depending on context; for example, EA drinking 

habits change on time of year. Cigarette use is treated differently based on American attitudes 

towards the habit. There are nuances surrounding each health behavior that need to be considered 

in future studies examining macro- and episodic-level models. A similar argument was made by 

Fishbein and Capella (2006) when discussing the role of the individual variables that make up 

the integrative model of behavior. The two researchers argue that deciding what background 

factors are most influential depends on the behavior being studied. Different factors beyond 

parent-child communication can explain why or why not people engage in particular behaviors. 

For example, Sangperm (2006) argued age was a primary reason why her population did not 

engage in weight management practices; adolescents are less likely to be influenced by the fear 

of weight-related diseases like Type II diabetes and therefore, were less likely to engage in 

healthy behaviors to combat them.   

Lastly, there is a commonality between the negatively valenced items that loaded onto the 

factor limited everyday health communication that took shape from the pilot study. These results 
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could be due to a number of reasons and have some potentially intriguing implications for lines 

of research such as framing and linguistic agency in family health communication. In the 

sections below, the specifics of the abovementioned will be discussed, as will several 

implications for future use and research.  

Theoretical Implications for Health Communication 

This study aimed to contribute to both family and health communication theory by 

theorizing and conceptualizing everyday family health communication, something that has been 

assumed and encouraged in other studies (e.g., Cline, 2011), but not empirically examined. 

Although the majority of associations were not significant, this study provided insight into the 

role everyday health communication has on the ability of families to have more challenging and 

uncomfortable conversations. Understanding what encourages families to have these talks is 

imperative, as past research has consistently found that when families have conversations about 

health behaviors, children are more likely to engage in healthier habits (Ennett et al., 2001; 

Hawkins et al., 1992; Jackson et al., 1998; Noar et al., 2006; Sheeran et al., 1999). If we continue 

to only look at that relationship in terms of individual, significant conversations, we may be 

missing out on a major component that related to individuals’ engagement in risky behavior and 

their ability to have conversations about these behaviors. For example, knowing more about the 

communicative behaviors surrounding safe sex practices, including what may encourage families 

to talk through the nuances of safe sex, provides insight into other conversations, including those 

with sexual partners regarding safe sex. Understanding why parents and children may engage in 

targeted conversations about risky behavior can also provide insight on support-seeking 

behaviors when social support is required (e.g., an STI diagnosis or unplanned pregnancy), 

which are necessary for efficacious coping (e.g., Thoits, 1986). Without proper coping, health 
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can be jeopardized for the individual experiencing the stressful situation, as well as for the family 

members involved (Downe-Wamboldt, Butler, & Coulter, 2006). Thus, if we know what 

encourages people to engage in uncomfortable conversations in the first place, we may be able to 

more fully understand why and when people disclose in order to seek out support. 

However, this study is a cross-sectional study. Although the structural model implies 

forward movement by assignment of the variables as exogenous and endogenous (Byrne, 2011), 

it is important to consider an alternative model. The independent variables, everyday family 

health communication, could in fact be the dependent. In other words, there is no way to know if 

parents talk about health with their EA children and then behavior enactment ensues. Or if EA 

children are engaging in said behaviors and they have parents who then speak more frequently 

with them about it. Future research could remedy this by looking at this study’s path model and 

reassigning the endogenous and exogenous variables, or conducting a longitudinal study which 

would more definitively exhibit causation.  

Macro models. This study fulfilled the argument that there is a need for larger, more 

macro- and meta-theoretical frameworks in the field of health communication, specifically 

family health communication (Pecchioni & Keeley, 2011). The macro-level models can offer a 

more encompassing understanding of communication about health, and the role it has within the 

family. As macro models involve the way families communicate on a daily basis (e.g., 

conversation and conformity orientations; Koerner & Fitzpatrick, 2002), these frameworks have 

the ability to help us understand, both as academics and as public health professionals, the 

factors effecting family communication, support seeking, privacy management, and in the end, 

behavior enactment. This study serves as the first step to develop a line of macro-level models to 

help us fully understand the relationships that take place during family health communication. 
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Chapter 2 and 3 offer a theorization about how families talk about health generally speaking, and 

potentially on a daily basis. This study has explored the macro-level models of health 

communication, and explored the relationship they have with more established episodic models. 

Chapter 5 has provided concrete results that a macro level theorization is necessary due to its 

positive and significant relationship with episodic models. Everyday family health 

communication helps us understand that the more parents talk with their EA children about 

general health issues, the more likely they are to engage in those behaviors, and the more likely 

their parents speak to them about more challenging topics, like sex and alcohol. However, due to 

the limitations of this study, there is opportunity to continue to fine-tune the operationalization of 

this macro- level model by ensuring reliability and validity to make for a better overall instrument. 

Furthermore, research can continue to test the model in varying contexts in order to test the 

“trueness” of its macro-level identification. That is, testing the instrument between other family 

dyads, across the lifespan, and with other health behaviors can provide more evidence for it 

being macro-level and establishing its role within theory as an important piece of the puzzle. 

Based on the results of this study, I would expect that everyday family health communication 

would also be related to targeted communication about more challenging health topics like 

mental health issues, weight management, end-of-life, and genetic testing.  

Episodic models. The episodic models of health communication, like DD-MM (Greene, 

2009) and TMIM (Afifi & Weiner, 2004) have helped to explain a variety of specific health 

communication contexts, like disclosure and information seeking of health issues. However, 

these models, and other episodic models like it, fail to examine what would motivate a person to 

disclose or engage in these challenging conversations beyond individually-motivated variables, 

such as uncertainty discrepancy, efficacy, and anxiety. Studies utilizing DD-MM as a framework, 
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including my own, have attempted to take the step to look beyond these variables. Each study 

has demonstrated the difficulty of explaining the drive to disclose to or engage in communication 

about health issues with family members using relationship or interaction centered concepts. 

Disclosure theories argue that individuals assess the receiver before deciding to disclose (e.g., 

Greene, 2009), demonstrating the importance of assessing relational quality and communication 

tendencies. Yet, general relational quality, family traits, and family communication patterns have 

not efficaciously and consistently predicted disclosure of challenging health issues to family 

members, nor do they help us understand the motivation to engage in conversation with family 

members about health issues. This dissertation study aimed to examine this, by looking at health 

focused communication tendencies, rather than episodes, within families.  

The results of this study provide another method to examine disclosure. The 

operationalization of everyday family health communication provided a measure that could 

benefit episodic models. Adding the communication tendencies of everyday family health 

communication alongside individually-motivated variables may provide more insight into a 

person’s decision-making process. For example, if a person already has the norm of 

communicating about health with their family members, and they assess the relationship with the 

receiver/family member as a good and supportive one, they may likely have more disclosure 

efficacy: s/he has talked about health before, therefore while it may not be easy to bring up an 

STI diagnosis, s/he may perceive they have the skillset and ability to talk about these health 

issues with their family member. With higher disclosure efficacy, the more likely a person is to 

disclose and engage in the challenging conversation. Although reasons to disclose may vary and 

often cannot be generalized since they differ depending on relationship type, disclosure topic, 

and context (Goldsmith, Miller, & Caughlin, 2007), disclosure is still key to receiving support 
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(Goldsmith, 2004) and efficaciously coping (Thoits, 1986). Parents and family members are an 

imperative source of potential social support, including tangible, informational, emotional 

support, for EAs, especially if they have served as a positive sounding board throughout 

childhood and adolescence (e.g., Crouter & Head, 2002; Stattin & Kerr, 2000). Therefore, 

exploring the variables, such as family health communication, that can influence disclosure 

processes can not only result in health behavior outcomes, but also in the necessary support to 

effectively cope with a health issue. 

Family communication patterns. Past studies have used family communication patterns 

in order to look at health outcomes. The implications of this study argue that rather than looking 

at communication tendencies in the most general sense, which work to explain more health 

behavior than health communication outcomes, research could benefit from exploring everyday 

family health communication. FCP has been successful at predicting a number of outcomes and 

exemplified the variability of the measure (Schrodt, Witt, & Messersmith, 2008). Schrodt et al.’s 

(2008) meta-analysis of past research utilizing FCP discovered meaningful relationships between 

FCP variables (i.e., conformity, conversation, or the interaction of the two) and information 

processing outcomes, behavioral outcomes, and psychosocial outcomes. Information processing 

outcomes ranged from cognitive flexibility, materialism, political identity, and attitudes towards 

advertising and TV violence to understanding personal changes within familial relationships and 

rules. Behavioral outcomes included deception, use of power, demand/withdraw patterns, 

interpersonal skills, and conflict styles, amongst a number of potential outcomes. Psychosocial 

outcomes included physical and mental health symptoms, anxiety, perceived stress, shyness and 

sociability, and self-esteem. However, these studies look at a particular health or health behavior 

outcome, rather than how and if people communicate about health.  
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Studies that have attempted to understand the relationship between FCP, and thus general 

communication tendencies, and health communication (e.g., engaging in a targeted conversation 

about sex) have had trouble (Scheinfeld & Thompson, under review; Scheinfeld, under review). 

Future studies should utilize everyday family health communication instead of conformity and 

conversation orientations to help us better understand the if and how families communicate about 

specific health issues. As was discussed in Chapter 2, this dissertation study argues there is a 

need to examine everyday health communication versus general communication tendencies that 

FCP offers. Although the findings are a bit ambiguous to navigate, the results provide some 

evidence that in fact talking about everyday and general health issues is important to understand 

why and if families will then talk about more challenging topics. In fact, frequently talking about 

everyday health issues across a broad spectrum of topics seem to set a norm for families that 

make talking about difficult topics like sex, cigarettes, and alcohol relatively easier to approach. 

Conversation and conformity orientation have failed to fully uncover what would make it easier 

for families to broach those difficult topics throughout the lifespan. Although these orientations 

tap into communication tendencies within families, they are missing the component of health that 

sets a stage for future health conversations. Similarly, conversation and conformity orientations 

are likely associated with future difficult conversations within families (e.g., talks of divorce), 

just not those that deal with health. Future research could explore the similarities and differences 

between FCP variables and everyday family health communication. Due to their similarities, it is 

expected they are correlated, but different enough due to the context at hand, and therefore able 

to be predictive of different outcomes.  

Measurement. This study also has implications for what is operationalized as “good” 

health communication. Many studies have used a single- item measure or focused on one major 



 

 

93 

component of what comprises health communication. Other studies have found the need for 

more thorough conceptualization and operationalization of health communication, specifically 

about risky behavior (e.g., Miller-Day & Kam, 2010; Scheinfeld & Shim, under review). 

Adolescent and EA children benefit from risky behavior communication that is targeted in nature, 

frequent, and open. Alternatively, frequency and breadth of topics may be the more important 

factors to consider when it comes to everyday family health communication. In other words, in 

order to have beneficial parent-child communication about alcohol and shape children’s behavior 

enactment, conversations need to be frequent, open, and targeted in nature. For everyday family 

health communication to be impactful on children and their behavior enactment and future 

conversations, the evidence from this study indicates that conversations only need to cover a 

range of topics and happen frequently. Additionally, limited family health communication was 

also significantly associated with targeted communication about sex. These results provide 

evidence that this communication phenomenon is highly complex. The difficulty potentially 

depending on health behavior (i.e., alcohol vs. cigarettes vs. sex), or merely the factors that make 

up everyday family health communication. This research problem needs to be further examined 

to work out these ambiguous findings.  

This study should be replicated with another data set in order to ensure this argument 

withstands a different sample set but same population (i.e., EAs), as well as a different 

population completely (e.g., adolescents, middle-aged). Doing so would exemplify the 

instrument is in fact a macro-level conceptualization and operationalization. I would also argue 

that future research should continue to use this measure alongside targeted communication about 

risky behaviors to explore the relationship further between each of the subscales of everyday 

family health communication and quality (e.g., Miller-Day & Kam, 2010), of targeted 
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communication. This inclusion within the research would continue to exhibit that targeted 

communication does not appear within families, that communication tendencies, specifically 

everyday family health communication tendencies, can provide insight into how, when, and why 

families engage in communication about risky behavior. Without this component within the 

research, we continue to examine one small relationship rather than the bigger picture of family 

communication about health.  

Targeted Communication and Behavior Enactment  

 A main component of the main model exploring the relationships between everyday 

family health communication and targeted communication about challenging health topics is the 

relationship between targeted communication about risky behavior and behavior enactment. As 

is evident in the literature review, substance use (Brody et al., 1998; Kuntsche & Kuntsche, 

2016; Miller-Day & Kam, 2010) and sexual promiscuity (Noar et al., 2006) can be offset by 

parent-child communication. As parent-child communication is seen as a protective factor, 

engaging in communication with children, adolescents, and EAs has the ability to encourage and 

promote smarter and safer decisions pertaining to these risky behaviors. However, this study 

provided no evidence for this relationship as it pertains to cigarette and alcohol use. The effect 

was so minor that each aspect could be eliminated from the model entirely. Cigarette and alcohol 

use may be nuanced enough that further research is necessary in order to consider other factors 

that play in as part of this model. That is, as mentioned, there may be other factors influencing 

substance use that are likely needed to be included in the structural model in ways that aren’t 

necessary with sex practices, or other risky behaviors. In fact, each health behavior has different 

factors that influence their enactment (Fishbein & Cappella, 2006) and should be considered in 

order to fully understand the relationships at hand. 
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 Since evidence in past studies is so strong for the relationship between targeted 

communication and substance use, it is imperative to ask why these relationships are not present 

in a population that has been the subject of many of the established studies. First, I examined the 

targeted communication measures for normalcy and variability again in order to make sense of 

the data. With a mean of 4.10 (targeted communication about alcohol; SE = 1.31) and 4.25 

(targeted communication about cigarettes; SE = 1.47) and a normal curve to the data, it is safe to 

say there is enough variance that the variables can be predicted and in turn are able to be 

associated with another outcome. However, when I turned to the actual behaviors, there was 

much less variance. For alcohol consumption, the mean was 2.79 (SE = 1.73) where higher 

numbers indicated more drinks per month. For cigarettes, where higher numbers indicated more 

cigarettes per month, the mean was 1.84 (SE = 1.29). Each of these is on the low end of a 7-point 

Likert-type scale, with a relatively average standard deviation. That is, both alcohol consumption 

and cigarette use were negatively skewed. Although this was noticed a priori, it was not 

extremely skewed enough to consider a transformation of the data. However, once the tests were 

completed, the normality of the variables was checked again in order to make sense of the results.  

 This outcome came as a surprise, since the main population for this study was college 

students, college being a period of life for EAs that is full of identity exploration and exploration 

of various lifestyles (Arnett, 2004). This is often associated with an increase in alcohol 

consumption, experimenting with drugs and other substances (Tucker, Ellickson, Orlando, 

Martino, & Klein, 2005; White, McMorris, Catalano, Fleming, Haggerty, & Abbott, 2006), and 

sex (Arnold, 2010; Bogle, 2007; Paik, 2010). Thus, there should be more substance use overall. 

The first explanation as to the low substance use could be a certain level of social desirability, 

even to the point of dishonesty. That is, even if EAs drink heavily, they may be less likely to 
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admit it even in an anonymous survey, as the attitude of Americans is that heavy drinking and 

cigarette use is not a positive behavior to be proud of.  

 In addition to the possibility of bad measurement due to the items being single indicators,  

responding to self-report items, which much of the research in social science relies on, is 

strongly subject to social desirability. The effects of social desirability often occur because 

people have the tendency to present themselves in the best possible light. As such, participants 

are less likely to respond to items as truthfully as possible and report accurately, in an attempt to 

maintain their identity as they see it or respond as they see is “correct” (Fisher, 1993). If social 

desirability occurs throughout a study, it can be pervasive enough to lead to “spurious or 

misleading research results…that can attenuate, inflate, or moderate variable relationships” 

(Fisher, 1993, p. 303). Additionally, social desirability can increase measurement error, affect 

variable means, and, as is the case in this study, affect variance. Unfortunately, there is no way to 

account for social desirability bias except to acknowledge its presence and the role it has on the 

data. Social desirability could have affected this dissertation study by participants failing to 

report their cigarette and alcohol use, as these behaviors are typically frowned upon, especially 

when EAs engage in them, resulting in misleading research results. It is not possible for the 

behavior to be contingent on anything, specifically parent-child communication, if everyone is 

avoiding the behavior, or pretending to via their responses.  

 The other rationale for the negatively skewed data on alcohol consumption could be the 

period of time when the data were collected. The item asked participants to think about the last 

thirty days when responding to how much they drank per day or per week. As the participants 

classify as EAs, the majority of the sample was in college, and at the time of collection, the last 

month included students’ final exams and many returning home for summer vacation. Students 
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that are underage may be able to consume alcohol during the school year by way of parties and 

other outlets not requiring a legal ID. Returning home, however, provides fewer opportunities for 

alcohol consumption for underage students. Additionally, some students were in summer school. 

Summer school at this large Southwestern university includes daily classes for a number of hours, 

and much fewer students present in this college town. This sets a very different tone for drinking 

than the normal school year. This could potentially set a standard for lower average alcohol 

consumption in the recent past. 

 The negatively skewed nature of cigarette use could also be due to the above two factors, 

but could additionally be contributed to the nature of cigarette use in America today. Although 

Stanton et al. (2016) has found that trends in cigarette use have not decreased even in those 

suffering from chronic disease, including anxiety, hypertension, and depression, it is possible 

that the trend in this city is different. This large Southwestern university is a smoke-free campus, 

the city is a “clean air city,” and the bars and restaurants are smoke free as well. However, there 

has been an increase in popularity of electronic cigarettes in teens and EAs (Pearson, Richardson, 

Niaura, Vallone, & Abrams, 2012). E-cigarettes may not be common for “never cigarette 

smokers” or former smokers who quit more than four years ago, but they are used daily by 

current and recently former cigarette smokers as an “indoor option” or alternative (Delnevo et al., 

2016). E-cigarettes are also commonly experimented with by teens and young adults (Delnevo et 

al., 2016). Concurrently, there has been a substantial decrease in traditional tobacco use in EAs, 

reaching their lowest rates in decades (Clark, Ward, Freeman, Schiller, 2015). Therefore, the 

lack of variance could be attributed to the language of the question, inquiring solely about 

cigarette use rather than tobacco use in general, including e-cigarettes.  
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Model Fit 

 From the confirmatory factor analysis on, there was trouble fitting the models well. The 

original confirmatory factor analyses to find support for H1 and H2 (correlated but separate 

subscales versus a higher order subscale) fit poorly, and the two models were equivalent. There 

was no significant change between the two models, in fact there was no change at all besides the 

addition of a higher order variable because they were equivalent models. This outcome and only 

moderate fit statistics prompted me to use calculated observed variables of the subscales and run 

path analyses. These observed variables were created by taking the mean of each of the items 

making up the subscale. After controlling for sexuality and belonging to a religion, path analyses 

were conducting to assess the relationships of each of the subscales to the outcome variables of 

targeted communication about alcohol, cigarettes, and sex, and in turn behavior enactment. Once 

again, these models had poor fit, both with all the subscales at once and when conducted 

individually. Despite the poor fit, significant paths were present, primarily from frequency to 

each of the targeted communication variables. Due to the poor fit, I decided to run regression 

analyses running each of the targeted communication variables on the subscales of everyday 

family health communication. These regression analyses confirmed the significant paths in the 

path analyses. The poor fit of the path analyses may not necessarily be bad and can indicate 

meaningful relationships. 

  Another explanation is that it is possible the context of this study does not fit the overall 

original model or the CFAs well but other contexts may. There is a need to test each of the 

models across other family dynamics, including siblings, parents, or even parent-child but during 

a different life stage. Emerging adulthood was chosen as the demographic with which to study 

everyday family health communication due to the interesting time of life both parents and 
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children are in, navigating their own lives becoming adults or empty-nesters, as well as their 

relationship with one another. This period of life was also chosen since health communication 

during this time can still impact lifelong health behaviors. Habits formed during emerging 

adulthood can continue and even worsen past age 26 (Smith, 2005). Furthermore, parents 

continue to have a role in their child’s life even when peers start to influence EAs’ behaviors and 

attitudes. That is, modeling and health communication from childhood continue to impact health 

behaviors even into emerging adulthood (Scheinfeld & Shim, under review). Although this is 

true, clearly there were issues with the model fit, and it may advantageous for future research to 

explore these relationships during a life stage that is slightly less confusing for both members of 

the parent-child dyad. 

Additionally, the results of this study could have been clouded by the inclusion of 

multiple health contexts at once versus assessed one at a time. This study included three health 

behaviors, alcohol consumption, cigarette use, and safe sex practices. The inclusion of these 

behaviors may have caused the overall model to fit poorly, than if just one behavior was being 

examined at a time. As mentioned, different health behaviors have different predictors that are 

also weighted differently (Fishbein & Cappella, 2006; Sangperm, 2006). Therefore, it may be 

benefit future studies to continue to examine the model one behavior at a time, taking a step back 

and study a more simplistic model. That is, research should really conceptualize the model for 

the goal of the study: the predictability of the developed scale, everyday family health 

communication. Once the scale is more fully developed, it is likely it will work better in more 

complex models, and be testable in varying family dynamics across different behavioral 

outcomes.  

Limited Communication Behaviors 
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 As noted, the results of the PAF in the pilot study developed a rather unexpected factor or 

subscale. That is, it was expected the second subscale, ease, would encompass the ability for 

parents and children to engage in conversation rather than being talked at, and to do so easily. 

However, following the PAFs of the pilot study, only negatively valenced items remained as part 

of this factor, encouraging me to rename the factor the opposite of ease: limited family health 

communication. This is defined as communication that is perceived negatively or as limited—

either literally by infrequency or constrained via caution. This factor mimics the research 

conducted on social constraints that would define limited communication as people actively 

trying to limit communication about something that society deems as difficult to talk about (e.g., 

prostate cancer, Lepore & Helgeson, 1998; bereavement, Lepore, Silver, Wortman, & Wayment, 

1996; cancer, Lepore & Revenson, 2007). These results suggest that the negatively valenced 

items have something in common that may not be the opposite of ease as originally expected 

when included in the developed scale of the pilot study part II. This study argued these items 

represented the limited nature of family health communication, that which may not necessarily 

be negative in nature, or the opposite of everyday communication; but rather simply another 

characteristic family members may assign their communication about health within their family. 

These findings are novel, as past research has yet to look at limited health communication 

tendencies or social constraints in this context, frequently focusing either on one characteristic 

(e.g., frequency) or on the ease and content of conversations, typically positively valenced. Items 

that are negatively valenced in past studies, such as those that fell into the limited family health 

communication factor, are more often than not reverse coded. However, as indicated here, 

limited characteristics of communication are their own factor, apart from any positively valenced 

items, and therefore variable in the model. Possible explanations for this are outlined below.  
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 Agency. First, the items’ wording could have played a role in how participants responded 

to the item. Subtle aspects of the language used to compose a message can exert an impact on its 

meaning, persuasiveness, and interpretation. One such aspect is linguistic agency. Linguistic 

agency is defined as the capacity for action that an entity possesses; this capacity for action can 

be illustrated through the strategic use of language (McGlone & Pfiester, 2009). Linguistic 

agency is assigned either to a human (e.g., People acquire the flu) or non-human agent (e.g., The 

flu infects humans). This assignment of agency can affect how a receiver of interprets and reacts 

to a message.  That is, the assignment of linguistic agency in the items in the current study may 

have influenced the way participants read and, therefore, interpreted the items. The reverse coded 

items in this study were developed not with the participant as the agent, but rather other family 

members or the communication taking place. In other words, all of the scale items assigned 

agency either to non-human agents, like the actual conversation. For example, “In my family, 

conversations about general health issues are often tense.” Some items put the agency on 

someone other than the participant, similar to putting the agency on a non-human agent. The 

item removed the agency from the participant; for example, “My family members tend to beat 

around the bush when talking about even the most general of health topics.” The syntax of these 

items removes any agency or personal ownership of the participant from the statement. 

Developing items in this manner could have influenced the way in which participants perceived 

the statement. In other words, framing the message so that the agent is the participant—

“Communication with my family about health makes me feel uncomfortable” or “I bring up 

conversations about general health issues with caution”—could have yielded different results. In 

fact, changing the agency assignment could have resulted in the items loading on the 

hypothesized subscales more appropriately.  
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This argument particularly sheds light on the five negatively valenced items that belong 

to the category of limited everyday family health communication because many of the other 

original scale items (from pilot study part II) in the measure do place the agency on the 

participant. For example, “I feel as though my parents listen to me during these talks about 

health” and “I feel as though conversations about general health issues between family members 

are open.” Future research may want to revisit the items and alter the agency assignment to 

ensure consistency throughout the subscales and rerun the PAFs, as strategically assigning 

linguistic agency has been shown to influence attitudes toward type 2 diabetes (Glowacki, 

McGlone, & Bell, in press), personal health records (Glowacki, 2015), HPV vaccinations (Bell et 

al., 2014), influenza shots (McGlone et al., 2013), and colon cancer (Chen, McGlone, & Bell, in 

press).   

Framing. Second, it is possible that the items were not an exact opposite of the original 

subscale they were hypothesized to load on, which is the goal when reverse-coding an item. 

Rather than conversations being uncomfortable or casual and open in nature, they can in fact be 

both. Donovan, Nelson, and Scheinfeld (2016) utilized framing, a mass media concept 

traditionally, to understand the way cancer survivors use blogging as a coping mechanism. In 

that study, the framing was qualified as having a positive or negative valence, but rather than 

rank blog posts as positive or negative, each post was ranked on two scales of 0-4 from no 

positive to extremely positive and no negative to extremely negative. Scores higher than zero 

were incrementally greater in either positive or negative intensity. Each post was given a 

positivity score and negativity score based on overall language choice, syntax, and even 

punctuation (e.g., !!!). After coding the posts, only an estimated 10% were coded as only 
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negative; another 28% were only positive. In other words, the majority of posts showed both 

positive and negative framing.   

Similarly, the participants of this study may perceive their family’s health communication 

to be both limiting in nature (i.e., taboo, unwilling, tense) yet also open in nature, involving a 

discussion and listening ears, calling for a need to have both a limited family health 

communication subscale as well as ease in future studies. Framing family health communication 

in this way could be similar to being a balanced coper (Donovan et al., 2016; Silver, Wortman, & 

Crofton, 1990). Balanced copers/framers express both negativity and positivity in fairly equal 

amounts. The majority of cancer bloggers framed their situation in a balanced way with 

relatively low affect. As Donovan et al. (2016) pointed out, individuals who are balanced but 

have low affect are not prone to extreme emotions or perceptions. In this case, rather than feeling 

that health communication was “very rare” or that their family was “completely unwilling,” 

many EAs surveyed may have perceived it as more of a limitation, merely a discomfort of sort.  

This interpretation mimics the findings found by Kirkman et al. (2005) arguing that 

health communication about sex is not dichotomous and in fact can be characterized by a number 

of tensions. Although openness is important, “the meaning of open is apparently contradictory” 

(p. 53). Openness can also be constrained by a number of factors, including gender, age, social 

mores, and maturity. Thus the life stage of emerging adulthood could be limiting the level of 

openness about health within families. This limitation is portrayed in other research as the 

difficulty for parents and EA children to navigate communication during emerging adulthood 

(Ledbetter, Heiss, Sibal, Lev, Battle-Fisher, & Shubert, 2010). While parents may realize the 

importance of refraining from interfering, providing support may be perceived as permission to 

monitor problematic behaviors and continue to co-own personal details related to these behaviors, 
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including sexual activity (Coleman & Hendry, 1990). EAs, on the other hand, feel an intense 

uncertainty (Solomon et al., 2002) and tension (Ledbetter et al., 2010) surrounding the parent-

child relationship as it transforms during their emerging adulthood years. That is, a tension 

between a perceived continued obligation to disclose, including information surrounding sexual 

activity, while also wanting to withhold information deemed as deeply personal.  

Kirkman et al. (2005) also found that parents could be the limitation of health 

communication. If we are not educating parents about what to talk about, how to talk about it, 

and when to talk, then parents are limited in their ability to carry out even the “simplest” of 

health conversations. They are limited in their ability to talk openly with their children. If we 

focus our health campaigns to target parents, giving feedback about what to say and how to talk 

to their EA children about health, it may be possible to remove parents as a limitation to 

openness surrounding health communication. More importantly, if campaigns encourage parents 

to talk with their families frequently about everyday health issues, it may be possible to set the 

norm, “this family talks about health.” Doing so may then allow them to more easily engage in 

conversations about challenging topics, in this case sexual health, when the time comes.  

Practical Implications 

This study allowed us to recognize the role of everyday family health communication has 

on targeted communication about risky behaviors, those uncomfortable conversations between 

parents and EAs. This revelation, supplemented by future research, may allow health 

communicators to develop more persuasive, tailored, and resonating interventions aimed at 

parents of EAs. First, health care providers, campaigns, and university health services should 

emphasize the importance of talking about everyday health issues with their students. Since 

frequency may be more influential than breadth or ease of everyday health communication, 
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campaigns aimed at parents may profit from focusing on this characteristic, emphasizing that it 

may help ease the discomfort of more challenging conversations like those about sex and alcohol 

during their child’s college years. Further research should examine effective health campaigns of 

this nature to explore more fully the practical implications. 

Based on the results of the present study, I would recommend health campaigns like the 

Let’s Move! campaign. Although this campaign focuses on a challenging topic, weight 

management practices, its efforts could be mimicked with general health communication. That is, 

although the communication Let’s Move! encourages tends to be targeted in nature, it also 

emphasizes the frequency and everyday engagement of health communication. Let’s Move! uses 

a multifactorial approach by reaching out to children as well as their developmental network, 

including parents.  The campaign reaches out to parents through a variety of media outlets (e.g., 

the Let’s Move! YouTube channel and their extensive website) in order to empower parents to 

not only change familial habits, but to talk to their children about healthy choices and the 

benefits of those choices (Let’s Move!, 2010) regularly. Each of these sources aims to empower 

parents in their ability to change their child’s behaviors. These empowered parents can therefore 

construct an empowered environment in which children are able to succeed at healthy behavior 

engagement (French et al., 2001).  More importantly, they create an environment in which 

children can talk openly with their parents about these behaviors.  For example, the website 

introduces opportunities for parents to engage their children in talk about eating healthy, why it’s 

a good idea, and how to engage in these behaviors.  The insight gained from this study about 

parent-child communication may assist campaigns like Let’s Move! to target parents to realize 

their role in a child’s health development.  
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As frequency and breadth were important in this study, a campaign focusing on everyday 

health communication would focus primarily on the notion of just talking with your children as 

much as possible, and about as many topics as you can (e.g., vaccinations, teeth brushing, 

wearing a seatbelt). The content would likely vary depending on the age of the child, for example 

parents of young children would need information on how to teach your child to engage in these 

behaviors as well as how to engage in conversation post-check ups, which provide an 

opportunity to talk about vaccinations, for example. This is compared to parents of adolescents 

and EAs who would need support continuing to bring up the topics once their children are trying 

to gain autonomy, and once they are out of their parents’ constant direct control. For example, 

parents are likely to need support encouraging their EA child to get a flu shot since they no 

longer can drive their child to the doctor for the vaccination. I would also argue the multi-

factorial approach would remain similar to the Let’s Move! campaign in order for parents to 

continue to feel empowered to talk to their children as much as possible and at any given 

opportunity. This is especially true as frequency was such an important factor of this study. 

Furthermore, this type of approach also allows parents to seek information in ways that are easily 

accessible to them, which could vary depending on age of parent (older parents may be less 

likely to use an app that provides resources) and age of child (younger children watch television 

with their parents compared to older children).  

Another recommendation is for provider-parent-patient communication. Rather than just 

provider-parent and provider-patient communication being the main pathways of communication, 

providers should encourage parents to truly be the mediator between provider and child patient. 

That is, parents taking the time to explain even the mundane of health issues and challenges to 

their child no matter how old. This would allow parents and children to set a norm of talking 
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about a variety of health issues on a daily basis. Similarly, I would also recommend developing 

health campaigns focused primarily on general health communication, encouraging parents to 

talk about it frequently, and bring it up as part of everyday conversation. This could be 

implemented through provider-parent-patient communication, schools, or traditional mass media 

health promotion campaigns. Rather than a health campaign about a health behavior, this would 

be one promoting interpersonal communication. 

Limitations 

Although this study aimed to make unique contributions to communication scholarship, 

there are limitations that have not already been addressed. First, the study depended on the 

Communication Studies students at a large Southwestern university. While it is a large public 

institution, the population remained homogeneous in nature. Most participants identified as 

White (Non-Hispanic; n = 99, 64.7%). The mean age of the participants was 23.64 (SD = 1.22), 

with the few in the 18-19 age range acting as outliers in the sample. This sample was well off, 

having mostly reported having insurance, being well-educated, and growing up in the suburbs of 

large cities, which was expected due to the nature of the population, EAs. EAs are those given 

the luxury of an extended adolescence, often due to being well-off compared to their peers who 

must work through college and are unable to rely on parents, especially financially, in the same 

way EAs are able to.  Because of the homogeneity of the sample, it was impossible to assess how 

race, or religion, for example, interacted to predict health or communication behaviors. Another 

sampling issue has to do with sample size. Although there were enough participants to have 

enough power, it was not necessarily enough to detect small differences, and was slightly under 

the recommended sample size of 180 for path analysis and structural equation modeling. A more 

heterogeneous population and larger sample would have allowed for more generalizable results. 
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Ideally, this type of sample would yield variables with enough variance, specifically for the 

health outcomes.  

Second, this study utilized recall, which causes the data to be subject to both self-report 

and measurement biases.  For instance, participants may be likely to report behaviors that are 

socially desirable, such as claiming they are active daily or that the parent-child communication 

from pre-adulthood was positive. Similarly, participants were asked to recall parental influence 

from their childhood and adolescent years, when targeted communication about alcohol, 

cigarettes, and sex is likely to take place. As such, it may have been difficult for participants to 

recall parental control and parent-child communication with great accuracy or detail. Their 

recollections may also reflect more about the current state of the relationship than that of past 

events.  However, recall and lapsed time may actually be a strength of the study, as the what the 

child (i.e., EA) remembers and perceives about parent communication may be more important 

and influential in behavior enactment than what actually transpired.    

There may be an issue with the wording of the items of the developed instrument. Some 

items prompted participants to think about the communication with their parents; for example, 

“My parents never willingly provide information concerning general health topics.” Others had 

“my family” as the subject, “My family always feels comfortable bringing up or asking questions 

about illnesses and getting sick.” Furthermore, each of the targeted communication measures, 

targeted communication about alcohol, cigarettes, and sex, uses the prompt, “At least one of my 

parents…” Arguably, this inconsistency within and across measures could have participants 

thinking about different family members at different times. This could be problematic if 

participants considered communication with siblings, or even extended family, for the majority 
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of everyday family health communication, and parents when prompted to do so throughout the 

targeted communication measures.  

This disconnect could help to explain the lack of significant paths from everyday family 

health communication subscales to more targeted communication. That is, siblings may 

extremely close and therefore, they talk a lot about their general health, cover a lot of topics, and 

it may be pretty engaging. However, just because siblings talk about these general health issues, 

may not mean their parents talks to them about the more challenging health issues. In fact, 

siblings may have started talking more about health with one another to compensate for the lack 

of talk within the family on a grander scale. In fact, siblings may also talk about the more 

challenging topics, like sex, due to solidarity, which has been found to be positively associated 

with frequency, depth, and breadth of communication (Rocca & Martin, 1998). Yet, these 

siblings may not talk about such difficult topics with other family members, like parents, due to 

lack of solidarity or not perceiving the topics as family private (Rauscher, 2013).  

Future studies would benefit from changing the subject of each item to be the same. The 

consistency would test a more direct relationship. This would apply to all items within everyday 

family health communication to have the same subject and match that of the more established 

measures of targeted communication about challenging behaviors. A replication of this study, in 

order to further validate the instrument, would benefit from changing all the prompts to “at least 

one of my parents,” or “my parent” to establish this measure within the parent-child relationship. 

However, I argue changing the prompt to “my family” rather than “my parent” for future studies 

as research should continue to argue the instrument is as macro-level, and therefore is valid in a 

variety of familial contexts, not just parent-child.  
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Lastly, the measure developed for this study went through several variations and it is 

clear that the resulting measure still needs work. The original work was influenced by both the 

literature and participants’ responses in part I of the pilot study. Using the two in conjunction 

with one another, several items were developed that adhered to the three major themes of health 

communication: breadth, ease, and frequency. However, after a number of PAFs, it became clear 

the majority of the ease items were not reliable enough or falling onto factors together with 

strong enough loadings. As previously mentioned, by the end of the PAFs, the second factor 

seemed to measure the limited nature of family health communication rather than the ease or 

engaging nature that has been argued to be imperative components of health communication. 

Based on the above rationalization for this new factor, I would argue future research to look at it 

as a four subscale making up everyday family health communication. Doing so would allow 

researchers to more fully explore the intricacies of everyday family health communication and 

how each of the subscales interacts and is related to more challenging health conversations. 

Reconceptualizing everyday family health communication as having four factors would also 

allow the ease and engaging behaviors of communication to remain a part of the study to explore 

whether or not it remains an imperative part of everyday health communication and not just 

targeted communication about risky or more challenging health topics.  

 There is also likely a need to more fully reconceptualize everyday family health 

communication as a measure, really examining what it means to have breadth, what frequency 

means, and what ease is in these contexts. For example, much of the pilot study displayed 

breadth when participants talked about the wide range of topics their family talked about when it 

came to health issues. This could have been encompassed even the one item, “We talk about a 

wide variety of general health topics,” rather than including a few topics families would talk 
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about (e.g., preventative health measures) as additional tools to assess breadth. I believe 

including these items may have convoluted the subscale and brought its reliability down. 

Including the single item would have been more straightforward and clear for participants to 

understand and respond it.   

 Similarly, the items that originally comprised the subscale of ease or engaging 

communication could have been more straightforward and to the point. I believe the inclusion of 

many items is how the stronger, but negatively valenced items, overpowered the factor turning 

the factor into limited communication. Items should have simply asked about the ease with 

which their family talks about general health and the normalcy of it. In hindsight, I think this 

basic conceptualization was clouded with items surrounding engagement, listening, and advice 

seeking. It is possible a more basic conceptualization would have been stronger, potentially 

exhibiting a four-factor solution to work with and test in the major portion of the study. Future 

research should include some of these items from the original scale and rerun the CFAs with four 

factors instead of three. These models may fit better allowing for better fit with path analyses or 

even structural equation modeling.  

These assumptions and suggestions are not to say that something was not learned from 

using the final measure provided in Appendix C. Running the tests as I did provided insight into 

the notion of a fourth factor, limited family health communication, something the research did 

not allude to at any point. Poor fit of the models also helped me to move onto regressions which 

provided evidence that the frequency of health communication is important when it comes to 

everyday health. This notion has been rejected time and again within challenging health 

conversation research. Future research should focus on the frequency of everyday family health 

communication as potentially being the starting point and imperative piece. It is also possible 



 

 

112 

that the frequency is what sets the norm for everyday family health communication. That is, 

frequency may be positively and significantly associated with limited communication, rather 

than the two subscales being correlated. This may be another thing to consider when stepping 

back and more fully exploring the model.  

Future Directions 

 Results of this study indicated some useful future directions for subsequent research in 

the areas of interpersonal health communication. In addition to the aforementioned future 

directions, I would argue a replication of the study in order to smooth out some of the limitations, 

as well as refine and validate the measure in order to contribute to other areas of study. Second, 

future research could extend this study by utilizing the measure with alternative health behaviors, 

as well as in different life stages and contexts in order to provide further evidence for the macro-

level theorizing that has been done here.  

 I would first recommend a replication of this study. This study developed the new 

instrument of everyday family health communication in order to assess communica tion 

tendencies within families when it comes to everyday health issues. Although this measure 

seemed reliable, it did not illustrate much predictive power regarding targeted communication 

about more challenging health issues and had trouble fitting to a CFA model. It is possible that 

this is a measurement-based issue, and it would be advantageous for researchers to refine and 

further validate this measure. Doing so is imperative for this line of research and continuing on 

with macro-level theorizing of health communication. Furthermore, a more reliable and validated 

instrument assessing everyday family health communication can be used to predict those more 

challenging health issues, and in turn behavior enactment. It is also possible that everyday family 

health communication predicts other communicative processes, like disclosure efficacy, 
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disclosure message strategies, information and support seeking behaviors, and potentially felt 

uncertainty towards health situations.  

 Second, this research hinges on the notion that there is a need for macro-level theorizing 

and research of health communication. The current study, however, was limited in its context: 

studying parent-EA child communication and three specific health issues, alcohol, cigarette use, 

and sexual behaviors. In order to truly argue that this instrument serves as a macro-level model, 

there is the need to continue researching using it across contexts. That is, researchers should 

replicate this study with varying health issues, including those that are more difficult to have: 

weight management, mental health, genetic-testing, end-of-life, and those that are a bit more 

mundane: for example, bullying. Similarly, this paper argues that emerging adulthood is a good 

period of life to test this measure, as it is transitional in nature, and families are having difficulty 

navigating their roles, and thus their communication during this time. Simply put, this study 

examined a difficult period of life for all members of the family. Future studies should utilize the 

measure in research investigating other times of life, and other family members to more fully 

explore the utilitarianism of the measure. It may also behoove this line of research to collect data 

from at least two family members to compare the perceptions of family health communication, 

both generally and in a targeted manner. This type of data would be useful to examine both 

perceptions of the communication, as they may influence the health outcomes differently. That is 

if one parent thinks they are communicating about everyday family health communication, and 

the EA does not perceive that his/her family does, what does that mean for health outcomes, 

behavior enactment, or even if, when, and how they talk about more challenging topics? Having 

the dyadic data would also allow researchers to explore if is important for outcomes for the 
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parent to think they are communicating, the EA child, or if the discrepancy between the two 

perceptions is what has implications. 

Conclusions 

 In sum, the overarching goal of this dissertation was to extend the research on parent-

child communication focused around health, specifically during a transitional time in their 

relationship. I argued that if we knew more about how families talk on a daily basis about health, 

we may be better able to understand the health communication process as a whole, and therefore 

behavior enactment. This idea stemmed from family communication patterns (Koerner & 

Fitzpatrick, 2002), which help to characterize everyday communication within families and in 

turn have been shown to be associated with relationship outcomes, some health outcomes (e.g., 

Koesten & Anderson, 2004; Schrodt et al., 2007), and personal communication tendencies (e.g., 

Bridge & Schrodt, 2013; Koerner & Fitzpatrick, 1997). Results show that everyday health 

communication is important when it comes to being able to talk about more challenging health 

issues like sex or alcohol, even if not all of the associations were significant. Those that were 

imply there is a need to talk about health every day in some form or fashion, and that has the 

ability to influence our skills in tackling those uncomfortable conversations. However, it is clear 

this communication phenomenon is complex and more research needs to be done in order to 

navigate the varying roles each subscale has within everyday family health communication as 

well as targeted communication about challenging health topics. These conclusions could 

significantly influence family and health communication, especially when used in conjunction. 

By incorporating the ideas presented here, it is possible that successful health interventions and 

campaigns can be developed to instill healthy habits in EAs, but this research may also influence 

positive health communication experiences within families that impact health in the long term.  
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APPENDICES 

Appendix A 

Pilot Part I Questionnaire 

1. Please describe the overall communication behaviors within your family. 

 

Please think about how your family addresses health, generally speaking. The following are 
open response questions to tap into how families talk about health in the most general sense. 
This does not include talk about sex, genetic testing, cancer, weight, etc. 

 
2. Does your family talk about health in the most general sense? 

 
3. Thinking about how your family addresses health, what topics did your family talk to you 

about? 

 
4. How were general health issues and topics generally initiated within your family? 

 
5. What does communication about general health topics look like in your family? 

 

6. In what ways does/did your family talk to you about health? Provide three ways your 
family talked about health, generally speaking.  

 

7. Looking at how your family talks about general health issues, what communication traits 
did/does your family use?  

 
Regular 

Frequent 
Approachable 
Breadth/many different topics 

Depth/talks deeply about topics 
Technical language 

Talk about emotions 
Talk about behaviors 
Euphemisms 

Advice giving 
Discomfort 

Shame or embarrassment 
Anxiety 
Advice seeking 

Open 
Willing to talk 

Polite 
Avoidance 
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Listening 
Routine 

Normalcy 
Informative 

 
8. Looking at how your family talks about general health issues, what communication traits 

do you wish your family used? 

 

Regular 

Frequent 
Approachable 
Breadth/many different topics 

Depth/talks deeply about topics 
Technical language 

Talk about emotions 
Talk about behaviors 
Euphemisms 

Advice giving 
Discomfort 

Shame or embarrassment 
Anxiety 
Advice seeking 

Open 
Willing to talk 

Polite 
Avoidance 
Listening 

Routine 
Normalcy 

Informative 
 
Please think about how your family addresses health when addressing uncomfortable topics. 

These topics may be issues that are taboo to talk about (e.g., cancer), difficult to talk about (e.g., 
genetic testing), or pertain to risky behavior (e.g., sex and safe sex practices).  

 
9. Does your family talk about taboo or uncomfortable health topics?  

 

10. Thinking about how your family addresses health, what topics did your family talk to you 
about? 

 
11. How were taboo/uncomfortable health issues/topics generally initiated within your 

family?  

 
12. What does communication about taboo/uncomfortable health topics look like in your 

family? 
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13. In what ways does/did your family talk to you about taboo or uncomfortable health 
issues? Provide three ways your family talked about health, generally speaking.  

 

14. Looking at how your family talks about taboo/uncomfortable issues, what 

communication traits did/does your family use?  
 

Regular 

Frequent 
Approachable 

Breadth/many different topics 
Depth/talks deeply about topics 
Technical language 

Talk about emotions 
Talk about behaviors 

Euphemisms 
Advice giving 
Discomfort 

Shame or embarrassment 
Anxiety 

Advice seeking 
Open 
Willing to talk 

Polite 
Avoidance 

Listening 
Routine 
Normalcy 

Informative 
 

15. Looking at how your family talks about taboo or uncomfortable health issues, what 
communication traits do you wish your family used? 

 

Regular 
Frequent 

Approachable 
Breadth/many different topics 
Depth/talks deeply about topics 

Technical language 
Talk about emotions 

Talk about behaviors 
Euphemisms 
Advice giving 

Discomfort 
Shame or embarrassment 

Anxiety 
Advice seeking 
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Open 
Willing to talk 

Polite 
Avoidance 

Listening 
Routine 
Normalcy 

Informative 
 

16. Does your family talk about one type of health issue versus another? 
 
17. Which type of health topics does your family talk about more? 

 
18. Why do you think your family talks about one type of health issue versus another? 

 
19. Do you perceive differences between instances when your family has talked about health 
in a general sense versus when talking about health about more taboo or uncomfortable 

topics? 
 

20. What do you perceive those differences to be? 
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Appendix B 

 

Initial Family Health Communication Measure 

Using the scale below, please indicate how much you agree with the following statements. 

Strongly Strongly  
Disagree        Agree 

  1 2 3 4 5 6 7    
 

1. My family talks about general illnesses. 

2. My parents remind me about making regular doctor appointments 

3. My parents remind me about preventative health measures (e.g., vaccinations, health 

screenings, routine tests) 

4. We will talk about treatment adherence (e.g., getting my medicine and taking it properly) 

5. My family talks about specific behaviors that have to do with health 

6. My family talks about emotions that have to do with health topics 

7. My family is able to talk about a wide variety of different health topics 

Using the scale below, please indicate how much you agree with the following statements as they 

pertain to general health (e.g., injuries, illnesses, hygiene, etc.) conversations within your 

immediate family. 

8.  My parents always feel completely comfortable bringing up health topics whenever they 

were relevant 

9. Communication about health is definitely casual in my family 

10. Communication about health is almost always part of everyday conversation between 

family members of mine 

11. When talking to my parents about general health topics, it is uncomfortable 

12. I feel as though conversations are engaging within my family 

13. I feel as though health conversations between family members are open (I could talk to 

my parents, they could talk to me, etc.) 

14. Talks about health in my family is nonexistent 

15. My parents never willingly provide information concerning general health topics 

16. Conversations about general health issues are often uptight in my family 
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17. Conversations about general health issues are often cautious in my family 

18. Conversations about general health issues are serious in nature in my family 

19. Whenever my family talks about general health topics, the conversation is formal. 

20. Conversations are brought up with caution 

21. Conversations are usually planned 

22. Conversations about health were a rare occurrence in my family 

23. We generally talk about health on a daily or semi-daily basis 

24. Health topics are just part of everyday conversations with my parents 

25. General health topics come up every once in a while with my family, but they are usually 

not a part of everyday talk 

26. Talking about health is easy 

27. Talking about health with my family is normal because of my parent’s profession (e.g., a 

doctor) 

28. There is a sense of normalcy when topics of general health come up in my family 

29. Conversations tend to be informative in nature 

30. I feel as though my parents listen to me during these talks about health 

31. My family members tend to use euphemisms and beat around the bush when talking 

about even the most general of health topics 

32. I feel as though my family is willing to talk about health issues 

33. My family can easily seek out or give advice about health issues 

34. My family talks deeply about health topics; there is depth to each health issue 

35. Conversations about health are frequent 
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Appendix C 

Final Family Health Communication Measure 

Using the scale below, please indicate how much you agree with the following statements as 

they pertain to how your family talks about general health topics.  

General health topics include, but are not limited to, feeling sick, getting vaccines, seeing the 
doctor, routine/annual tests, taking medicine, managing an illness/feeling sick, getting rest, or 
taking care of oneself.  

Strongly Strongly  
Disagree        Agree 

  1 2 3 4 5 6 7    
 

Breadth 

1. We talk about a wide variety of general health topics.  

2. My family talks about general illness and how to maintain good health, including 

preventative health measures (e.g., vaccines, doctor appointments, routine tests) 

3. We talk about treatment adherence and illness management (e.g., getting my medicine, 

taking it properly, rest, etc) 

Limited Communication 

1. (R) I feel as though conversations about general health issues are engaging within my family 

2. Talks about health in my family is taboo 

3. My parents never willingly provide information concerning general health topics 

4. Conversations about general health issues are often tense in my family 

5. In my family, conversations about general health issues are brought up with caution 

6. My family members tend to beat around the bush when talking about even the most general 

of health topics 

Frequency 

1. Communication about general health issues is a part of everyday conversation within my 

family. 

2. Conversations about general health issues are frequent between my family and me 
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Appendix D 

 

Online Questionnaire 

 

Targeted Communication about Alcohol Use 

Strongly   Strongly 

Disagree    Agree    
  1 2 3 4 5 6 7    

 

How much do you agree with the following for at least one of your parents?  

At least one of my parents… 

Has not directly talked with me about alcohol use, but has given hints that I should not use. 

Has lectured me or given me a speech about drinking alcohol. 

Has warned me about the dangers of drinking alcohol. 

Has talked to me about how to handle offers of alcoholic drinks. 

Has given me rules to obey about drinking alcohol. 

Will make a comment about how drinking alcohol is bad if a character on TV is drinking or 

is drunk. 

Tells me cautionary stories of people who drink alcohol or have been drunk.  

Tells me he or she would be disappointed in me if I drink alcohol. 

Shows me information on the web, TV, or in the news about the dangers of drinking alcohol. 

Asks about my thoughts and opinions about drinking alcohol. 

 

Targeted Communication about Cigarette Use 

Strongly   Strongly 

Disagree    Agree    
  1 2 3 4 5 6 7    

How much do you agree with the following for at least one of your parents?  

At least one of my parents… 

Has not directly talked with me about smoking cigarettes, but has given hints that I should 
not use. 

Has lectured me or given me a speech about smoking cigarettes  

Has warned me about the dangers of smoking cigarettes  

Has talked to me about how to avoid or handle offers of cigarettes 

Has given me rules to obey about smoking cigarettes 
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Will make a comment about how smoking cigarettes is bad if a character on TV is using 
them. 

Told me stories of people who have gotten in trouble because of smoking cigarettes 

Tells me he or she would be disappointed in me if I smoked cigarettes 

Shows me information on the web, TV, or in the news about the dangers of smoking 
cigarettes 

Asks about my thoughts and opinions about smoking cigarettes  

 

Targeted Communication about Sexual Health 

How much do you agree with the following for at least one of your parents?  

Strongly Neither agree Strongly 

Disagree or disagree Agree 

 1 2 3 4 5 6 7 

At least one of my parents… 

Has warned me about the dangers of sexual activity. 

Tells me stories of people who have experienced or points out examples of negative 

consequences due to sexual activity. 

Tells me he or she would be disappointed in me if I had sexual intercourse too early.  

Tells me he or she would be disappointed in me if I got pregnant, or got someone else 

pregnant. 

Tells me he or she would be disappointed in me if I contracted an STI (sexually transmitted 

infection). 

Talks to me about the emotional aspect of sex, including intimacy, the meaning, the timing 
of engaging in sexual intercourse, and what sex means for my relationship.  

Talks to me about the positive aspects of sexual intercourse, including pleasure and 
increasing intimacy. 

Talks to me about how sex can be a good thing between two people. 

Tells me or has talked to me about how sex can ruin my life. 

Shows me or talks to me about types of contraception and protection (e.g., birth control, 

condoms, spermicide), including how to use it or where to get it. 

Talks to me about sexually transmitted infections or HIV/AIDS. 
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Talks to me about reproduction or having babies. 

Has talked to me about the biology surrounding sexual intercourse, oral sex, or other sexual 

activity. 

Has talked to me about the need for consent, and sexual pressure by my friends or potential 

partners, and how to handle it if it comes up 

 

General Health Behaviors (American College Health  

How would you describe your general health? 

 Excellent 
 Very Good 
 Good 

 Fair 
 Poor 

 Don’t know 
 
 

For the below, please indicate Yes, No, N/A 
 

Thinking about the last 30 days, or in an average month, have you:  
 

Wear a seat belt when you rode in a car? 

Wear a helmet when you rode a bicycle? 

Engage in regular (3-5x per week, at least 30 min each) physical activity (not related to 

weight loss goals)? 

Use sunscreen regularly with sun exposure? 

Get enough sleep so that you felt rested when you woke in the morning? 

Nap.  

Used an indoor tanning bed or booth? 

Laid outdoors with the purpose of getting a tan? 

Do you get 5 or more servings of fruit per day? 

Take your medicine as prescribed? 

Follow through on your medical regiment (e.g., physical therapy) 

Seek treatment for a health ailment (e.g., ill, allergies, etc)? 

Had a dental exam and cleaning in the last 12 months? 

(males) Performed a testicular self exam in the last 30 days? 
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(females) Performed a breast self exam in in the last 30 days? 

(females) Hde a routine gynecological exam in the last 12 months? 

Received a Hepatitis B vaccination? 

Received the HPV vaccination? 

Gotten your flu shot in the last 12 months? 

Received your Measles, Mumps, and Rubella vaccination (MMR)? 

Received your meningococcal disease (meningococcal meningitis) vaccination? 

Been to the doctor because you specifically felt ill, hurt yourself, or needed to get treated? 

 

Alcohol Use  

How many drinks of alcohol (more than a sip of beer, wine, or liquor) have you had in the last 30 

days?  (1 = none; 7 = more than 30) 

 

Drug Use  

 
  Never Less than Monthly Few times Weekly Few times Daily 
  1x/month   a month    a week  

  1 2 3 4 5 6 7     

 

How often did you: 

How often have you smoked cigarettes in the past 3 months?  

How often have you used marijuana (pot, weed, grass) in the past 3 months? 

How often have you used prescription drugs that were not prescribed for you in the past 3 

months?  

How often have you used prescription drugs beyond what has been prescribed, in the past 3 

months?  

How often have you used other substances, including meth, forms of cocaine (crack or 

freebase cocaine, coke, etc), heroin, shrooms, acid, ecstacy (including Molly), LSD, in the 

past 3 months?  

 

 
Sexual Behavior Enactment  

Within the last 30 days, did you have:  
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Receive or give oral sex?  Yes  No, have never done this sexual activity No, 
have done this activity in the past, but not in the past 30 days 

 
Engaged in vaginal sex?  Yes  No, have never done this sexual activity No, 

have done this activity in the past, but not in the past 30 days 
 
Engaged in anal sex?   Yes  No, have never done this sexual activity No, 

have done this activity in the past, but not in the past 30 days 
 

What percentage of the time did you use protection (barrier such as a condom) when you had sex 
with  
  

A regular sexual partner (romantic partner, steady sexual partner, consistent friend with 
benefits…both of you are having sex with only one another) 

 
0%    100%      N/A 

 
Casual sexual partners (a fling, one night stand, a hook up, it is extremely likely both of 

you are having sex with other people) 
 
0%    100%      N/A 

 
 

Have you been tested for HIV or STIs in the past?   Yes No 
 
Have you been tested for HIV in the past?    Yes No 

 
Have you ever been tested positive for an STI?  Yes  No 

 
Have you ever been tested positive for an HIV?  Yes  No 
 

 

Demographics 

 
Please indicate the following:  

 
Biological sex:  Male  Female 

 
Gender:   Male Female 
 

Age: 
 

Relationship status:  Single Monogamous Relationship Married Divorced  
  Widowed Casual Relationship   
 Dating/Seeing multiple people 
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Ethnicity: White/Non-Hispanic  
  African American/Black 

  Asian American 
  Native American/Alaska Native 

  Hispanic/Latino 
  Pacific Islander 
  Multiracial 

  Other (please indicate) 
 

Please check which best describes you: 

Heterosexual/Straight/Attracted to the opposite sex 

Gay or is a man who sleeps with other men the majority of the time 

Lesbian or is a woman who sleeps with other women the majority of the time 

Bisexual/Attracted to both sexes 

 
Do you belong to a church, synagogue, or any other religious organization?  YES   NO 

 >If the answer is yes, please indicate which religious affiliation you most closely identify as.  

Baptist________         Methodist________  Jewish________   Catholic________  

Evangelical Protestant________   Other Mainline Protestant________  

Greek Orthodox________   Hindu________  Buddhist________   Muslim________ 

Other (Please indicate): _____________  

 

>If the answer is yes, please estimate how many days a week are spent engaging in religious 
OR religiously affiliated activities (e.g., bible study, services, Young Life, Hillel, Chabad, etc).  
 

1 2 3 4 5 6 7 
 

Which parent do you talk to the most when it comes to health issues? 

  Mother 

  Father 

  I talk to both equally 

  It depends on if it is challenging health topics or general health issues 

      >>If you checked this, please check one of the following 

   I talk more to my mom about the challenging health issues 

   I talk more to my dad about the challenging health issues 

 

 

Which parent were you thinking about the most when responding to these items? 
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  Mother 

Father 

 

Parents’ marital status:  

 Married 

 Divorced 

 Divorced, remarried 

 Widowed 

 

Family Dynamic: 

Growing up, I was/had… 

 Only Child 

 Siblings 

 Step Siblings 

 Extended family members living with us  

 

Parents’ Employment status  

Growing up, my parents … 

 Were both employed full time 

 Were both employed part time 

 One worked full time, the other stayed at home 

 

Which most describes your financial situation during college? (please check one) 

____  I am paying for my college education and experience on my own. 

____ My parents are paying for my college education and experience entirely. 

____ My parents and I have negotiated what I contribute to my college education and 

experience (e.g., I pay for books, rent, groceries, etc and my parents pay for the actual 

tuition). 

>>If you checked this, please check one of the following: 

____ I am working to help pay for my college education. 

____ I am working to pay for things outside of my education (e.g., extra money 

for trips, shopping, etc). 

 

Where do you live currently?  
  On campus dorm 
  Off campus dorm 

  Apartment complex 
  Townhome 

  Free standing house 
  Parent’s house 
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Where were you primarily raised? 

  South (TN, MS, AL, GA, SC, NC, KY, VA, LA, AK) 
  Southwest (NM, AZ, UT, CO, OK) 

  West (OR, WA, NV) 
  Northwest (ID, MT, WY) 
  Midwest (ND, SD, IL, OH, NE, KS, MN, MS, WI, IN, MI, IA) 

  MidAtlantic (WV, PA, MD, DE, NJ, NY) 
  New England/Northeast (ME, MA,  

  Texas 
  California 
  Florida 

 
Please indicate in which you grew up: 

  Urban/City 
  Suburban/Outside the city 
  Rural 

  Other _____ 
 

Do you have roommates? Yes No 
 
Insurance: Covered by my own insurance 

  Covered by my parent’s insurance 
  Not covered 

 
Who do you seek out for medical attention? 
  University Health Services (UHS) 

  My own doctor 
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Now, I want to know a little about your perception of health information. Below you will find a 
Nutrition label for a container of ice cream. Feel free to use the label in order to answer the 

questions below. 
 

Health Literacy (Weiss, Mays, Martz, Castro, DeWalt, Pignone, Mockbee, & Hale, 2005; 1pt 
for each correct question) 

 

 
 
Please answer the following questions using the above nutrition label.  

 
If you eat the entire container of ice cream, how many calories will you eat? (1000) 
If you are allowed to eat 60g of carbohydrates as a snack, how much ice cream could you have? 

(1 cup or half the container) 
 

Your doctor advises you to reduce the amount of saturated fat in your diet. You usually have 42g 
of saturated fat each day, which includes 1 serving of ice cream. If you stop eating ice cream, 
how many grams of saturated fat would you be consuming each day? (33g) 

 
If you usually eat 2500 calories in a day, what percentage of your daily value of calories will you 

be eating if you eat one serving? (10%) 
 
Pretend you are allergic to the following substances: penicillin, peanuts, latex gloves, and bee 

stings. 
 

Is it safe for you to eat this ice cream? (no) 
>Why not? (it has peanut oil.) 
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