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ABSTRACT 

The US student population is growing rapidly in higher education. More and more 

people choose to go to college and get a degree before they enter the workforce. In 

October 2006, 65.8 percent of high school graduates were enrolled in colleges or 

universities, according to data released by the U.S. Department of Labor's Bureau of 

Labor Statistics.  Since 2001, the college enrollment rate for recent high school graduates 

has been trending upward. Among these graduates entering college, a unique group of 

students may also need some extra help in order to succeed academically in their college 

careers. These are learning disabled students with health situations in addition to 

academics. When they cannot keep a good balance of health needs and academic 

demands, students with LDs are easily susceptible to health problems due to stress and/or 

even academic failure.  

However, most learning disabled students grow up with parents communicating 

with health care providers directly for them, according to Mr. Phillipe, director of 

Students Disability Services at Texas Tech University. Therefore, college is very likely 

their first time to have to face health problems alone. They may not be confident enough 

to communicate their symptoms, needs and feelings to their healthcare providers.   

Therefore, they may not make full use of healthcare due to poor communication 

as well as the fear of communicating with healthcare providers. This problem may be 

mainly caused by a low sense of self-efficacy, which is defined as people’s beliefs about 

their capabilities to have influence over events that affect their lives (Bandura, 1994). 

Self-efficacy may have a big impact on how students seek help and handle challenges and   
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problems when having health issues. So the purpose of this study was to explore 

students’, especially students with LDs, health self-efficacy, raising awareness and 

uncovering themes to be further explored in subsequent research. 

This study included two parts: first, I administered 289 surveys to test the 

reliability and utility of the adapted health self-efficacy scale, which was later used to 

measure the general health self-efficacy level of students with learning disabilities; 

second, I conducted nine individual interviews with students with learning disabilities. 

These individual interviews allowed me to capture the “essence” of health self-efficacy in 

students with LDs which would not have been obtained by distributing surveys alone.  

Overall, I explored the experiences that students had with their doctors with 

regard to their health treatments and health beliefs. More specifically, it was interesting to 

see how health self-efficacy was formed and developed over time and how it manifested 

itself in the patient-provider relationship. I used the constant comparative method to do 

line-by-line analysis of the transcripts produced from the individual interviews. The 

themes emerged from the data. In the end, the study provides valuable insights and 

contributions to the current literature regarding health self-efficacy. 
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CHAPTER I 

INTRODUCTION 

When starting college, students face different issues in life, such as greater 

autonomy, more freedom, and independent decision-making. Sometimes, these issues are 

compounded by academic demands. These demands together with bad coping strategies 

may cause a lot of psychological and physical illnesses. Therefore, students inevitably 

will have to visit with or have already visited with healthcare providers which mainly 

include doctors. 

However, few students know how to communicate their health needs and 

symptoms effectively to healthcare providers because parents have been taking care of 

almost everything before college (Horneffer-Ginter, 2008). When they have to face 

situations where they need to interact directly with healthcare providers, they may not be 

very comfortable to do so. They may perceive themselves as powerless under these 

circumstances and therefore are hesitant to play an active role in the process. Additionally, 

some doctors may be very intimidating and not good at communicating themselves. If 

discouraged by the professionals once, students more than likely do not want to initiate 

actions any more to help make decisions regarding their medical treatment.  

Students’ perceived self-efficacy largely impacts their behaviors and beliefs in 

communication with others. Perceived efficacy is defined as people’s beliefs about their 

capabilities to have influence over events that affect their lives (Bandura, 1994). Bandura 

(1994, 1997) claims that high self-efficacy level leads to increased efforts and prolonged 

engagement in an activity. People with high self-efficacy focus their efforts on what  
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needs to be done to accomplish tasks successfully. On the other hand, people with low 

self-efficacy levels focus on personal shortcomings and usually avoid challenging tasks 

for fear of easy failure. They often mistake unsatisfactory performances with lack of 

aptitude, which leads to discontinuation of further efforts to succeed at a task (Bandura, 

1994).  So a low level of self-efficacy related to health could be what makes the majority 

of college students not want to step out and be actively involved in treating their health 

problems. 

 Research has shown that people who have higher self-efficacy tend to be more 

confident in seeking support and solving problems whereas those who do not have high 

self-efficacy have a tendency to shy away from problems, which will eventually affect 

their lives and education (Bandura, 1994; Bandura, 1997; Solberg, & Villarreal, 1997; 

Chemers, Hu, & Garcia, 2001; Phinney & Haas, 2003). However, students with learning 

disabilities may face even more challenges and difficulties when coping with their health 

problems. In other words, they may have lower self-efficacy due to the lack of necessary 

abilities such as appropriate auditory or reading skills. Moreover, they may be used to 

parents talking with the healthcare providers on their behalf (Horneffer-Ginter, 2008; 

Saracoglu, Minden, & Wilchesky, 1989). According to Mr. Larry Phillipe, the director of 

Student Disability Services at Texas Tech University, parents of students with LDs may 

also play an important role in discouraging their disabled children from seeking help 

directly from their healthcare providers. Parents tend to step in to communicate the health 

needs for their college-age children just as they have been doing in the years prior to 

college. They appear to be afraid that their children will not be able to effectively  
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communicate. They cannot or will not let go of the control over their health issues. The 

students with LDs therefore may not want to initiate interaction with healthcare providers 

on their own even after they start college. 

In this study, I examined the manifestation of health self-efficacy among college 

students with learning disabilities. How these students perceived their health self-efficacy 

in the patient-provider relationship and decision-making process regarding medical 

treatments and health issues was examined. Their perceptions of the patient-provider 

relationship and the interaction were also explored. The respondents of the study also 

provided valuable suggestions and advice for healthcare providers and educators in 

improving the situations. I was looking for common themes to indicate students’ health 

self-efficacy and how that might affect their communication with healthcare providers.  

The findings will be applicable and helpful for mainstream students in addition to 

students with LDs. The individual interviews that I conducted during the study helped me 

capture the “essence” of health self-efficacy, which contributed to the understanding of 

the use and quality of healthcare. These interviews helped me grasp the manifestation of 

health self-efficacy: what a person of high health self-efficacy looked like, how they 

manifested their health self-efficacy beliefs when communicating with healthcare 

providers, and how they perceived themselves in the communication process. Besides, 

there is something about the “essence” of the data here that cannot be obtained through 

empirical (survey) methods. In-depth interviews allowed me to seek hidden perceptions 

of the lived experiences which provided the richness of the concept at hand. In this study, 

in addition to distributing an adapted health self-efficacy survey which was created based  
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on the general self-efficacy scale (Schwarzer and Jerusalem, 1995) to obtain the general 

health self-efficacy of college students, I also conducted nine individual interviews with 

students with LDs.  We met in locations of their choice such as my office on Texas Tech 

campus or in coffee shops or in interviewees’ homes to discuss their previous experiences 

with healthcare providers after they started college. The data audio-recorded from the 

interviews to generate common themes by using the constant comparative method was 

used.  Finally, I concluded with the applications and research implications of this study. 

Suggestions on how to improve patient-provider relationship and better students’ college 

experience were also provided in the conclusion.  

Overall, I adopted an inductive approach using a grounded theory of health self-

efficacy to conclude the study. Concepts were identified and put into distinctive 

categories (Corbin and Strass, 1990). These categories were then grouped and generated 

some major themes to help understand the idea of health self-efficacy of students with 

learning disabilities. The inductive approach helped me start from “the unknown” and 

end with a grounded theory of health self-efficacy which contributed the better 

understanding the students being studied as well as the idea of health self-efficacy. 
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CHAPTER II 

REVIEW OF RELEVENT LITERATURE 

In this section, I discussed the reality that students with LDs may face in terms of 

their health. An introduction was given on the concept of health self-efficacy and how it 

may have an impact on how these students respond to their health problems and how 

more knowledge on this concept may help understand better the patient-provider 

relationship. 

Realities of Students with Learning Disabilities 

According to the annual reports by the U.S. Department of Labor’s Bureau of 

Labor Statistics, more and more Americans are getting a post-secondary education. Since 

2001, the college enrollment rate for recent high school graduates has been increasing. Of 

the 3.0 million youth who graduated from high school between October 2006 and 

October 2007, 2.0 million (67.2 percent) were attending college in October 2007 (U.S. 

Department of Labor, 2008). For many college students, attending college is the first time 

that they have lived away from home. They face the first big adaptation from living with 

parents at home until high school to now having to live independently possibly in another 

town after they start college. So when sick, they have to step out and seek for medical 

help themselves. In the meantime, they are constantly challenged with different issues 

related to their college experience. For instance, they need to learn how to mange their 

greater autonomy, new demands of life, and stressors associated with a different structure 

to daily life (Jones, Harel, & Levinson, 1992). When failing to cope with the stress 

caused by different challenges of college life, they may experience depression, other  
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psychological illnesses and even physical diseases. The behaviors that college students 

develop in the process of meeting daily challenges may also become part of their lifestyle 

into adulthood, affecting their health as a whole across different life spans. These 

behaviors can promote health or increase the frequency of risk behaviors that lead to poor 

health (Sarafino, 2002). Active health-promoting behaviors for college students are 

critical for their academic success as well because these behaviors potentially reduce 

absenteeism and foster positive mental health (Taylor, 1999).  

Despite the documented effort to enhance student health and a variety of 

campaigns that deal with student health, there is little research on the relationship 

between students and their healthcare providers. Ulrey and Amason (2001) explain that 

although healthcare providers often are thought of as doctors, the term actually 

encompasses many other people: “a health care provider refers to anyone working in 

health care, whether in hospitals or in the community, who comes in contact with clients 

or whose work influences care” (p. 451). Spector (2000) conceives healthcare providers 

in the same manner. That is, any individual whose job is related to health care delivery 

such as “nurses, physicians, public health and social workers, and other health care 

professions” (p. 277).  However, in the current study, I am only looking at the 

experiences students have with physicians, because they play a major role in the 

healthcare system and students think of them as the main source of health care (Ruben, 

1990). 

As the college student body becomes diverse, there have been a growing number 

of students with a diagnosed learning disability (LD). A learning disability is a  
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neurological disorder that usually results from a difference in the way a person’s brain is 

 “wired” (LD Online, 2007). Common learning disabilities include dyslexia, dyscalculia, 

dysgraphia, auditory and visual processing disorders, nonverbal learning disabilities, 

ADD and ADHD (Vaughn & Funchs, 2008). Students with LDs are often just as smart as 

or smarter than their peers. But they may have difficulty reading, writing, spelling, 

reasoning, recalling and/or organizing information if left to figure things out by 

themselves or if taught in conventional ways (LD Online, 2007). A learning disability 

cannot be cured or fixed. It is a lifetime issue. With the right support and intervention, 

however, children and young adults with LDs can succeed in school and go on to 

successful, often distinguished careers later in life. But because of the learning disabilities, 

college students with LDs may encounter difficulties such as a) deficits in study skills, 

such as test preparation, note taking, and listening comprehension; b) problems with 

organizational skills; c) difficulties with social interaction; d) deficits in specific 

academic areas, with reading and written composition being the frequent; e) low self-

esteem; and f) higher drop-out rates (Skinner & Lindstrom, 2003). However, LDs should 

not be confused with other disabilities such as mental retardation, autism, deafness, 

blindness, and behavioral disorders. Behavioral disorders such as anxiety disorder, 

though, often occur at the same time, but the two disorders are not the same (LD Online, 

2007).  

Most schools have accommodations for students with LDs in compliance with 

Section 504 of the federal Rehabilitation Act of 1973, which prohibits discrimination of 

people with disabilities by agencies receiving federal assistance (Skinner & Schenck,  
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1992). Still, with special needs required of students with LDs, they may be more 

vulnerable to issues such as depression, low self-esteem and self-confidence. Renick and 

Harter (1989) found that older children with LDs tend to have lower perceptions of their 

academic competence than younger children with LDs. Additionally, low self-confidence 

in academics may affect seeking proper healthcare, too, especially when it involves direct 

communication with physicians and nurses.   

Health Self-Efficacy 

It is important to note that the concept of self has not only been the focus of 

research on its impact on academic performance. Psychologists have written extensively 

about the self for over a hundred years. Bandura (1986) continued by identifying self-

esteem, the evaluative component of self, and self-efficacy, our perceived abilities. 

Perceived self-efficacy is defined as people’s beliefs about their capabilities to have 

influence over events that affect their lives (Bandura, 1994). So perceived self-efficacy is 

not concerned with the number of skills held by the individuals, but with what they 

believe they can do with what they have in a variety of circumstances (Bandura, 1997). 

However, skills can be easily overruled by self-doubts. Even highly talented individuals 

make poor use of their capabilities under circumstances that undermine their beliefs in 

themselves (Bandura & Jourden, 1991; Wood & Bandura, 1989). Self-efficacy beliefs 

influence how people feel, think, motivate themselves and how they judge appropriate 

behaviors (Bandura, 1994). Efficacy beliefs vary in levels. Low efficacy beliefs are easily 

negated by disconfirming experiences, whereas people who have a tenacious belief in 

their capabilities will persevere in their efforts despite innumerable difficulties and 
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 obstacles (Bandura, 1997). Schwarzer and Jerusalem (1995) created a general self- 

efficacy scale (Appendix A) to test people’s self efficacy. This scale has been used 

internationally with success for two decades. It is suitable for a broad range of applicants. 

It can be taken to predict adaptation after life changes and as an indicator of quality of 

life at any point in time. 

Generally speaking, a strong sense of efficacy enhances human accomplishment 

and personal well-being in many ways (Bandura, 1994). People with high self-efficacy 

level deal with difficult tasks as challenges to be overcome rather than threats to be 

avoided (Bandura, 1994). They quickly recover their sense of efficacy after failures or 

setbacks. They attribute failure to insufficient effort or deficient knowledge and skills 

which are acquirable through hard work (Bandura, 1994). They approach threatening 

situations with assurance that they can exercise control over them. Such an efficacious 

outlook produces personal accomplishments, reduces stress and lowers vulnerability to 

depression (Bandura, 1994). The emerging evidence shows that the achievers, the 

innovators, the sociable, the non-anxious, the nondependent, and the social reformers 

take an optimistic view of their personal efficacy to exercise influence over the events 

that affect their lives. If not unrealistically exaggerated, such self-beliefs sustain the 

motivation needed for personal and social accomplishments (Bandura, 1997).  

In contrast, people who doubt their capabilities shy away from difficult tasks 

which they view as personal threats. They have low aspirations and weak commitment to 

the goals they choose to pursue. When faced with difficult tasks, they dwell on their 

personal deficiencies, the obstacles they will encounter, and all kinds of adverse  
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outcomes rather than focus on how to achieve success. They slacked their efforts and 

give up quickly in the face of problems. They are slow to recover their sense of efficacy 

following failure or setbacks. Because they view insufficient performance as deficient 

aptitude it does not require much failure for them to lose faith in their own abilities. 

Therefore, they fall easy victim to stress and depression.  This concept in industrial-

organizational psychology has been remarkably popular for ages (Judge, Jackson, Shaw, 

Scott & Rich, 2007).  

In the past twenty-five years, more than eight hundred articles on self-efficacy 

have been published in organizational journals.  For instance, Brief and Aldag (1981) 

advocated a mode of the “self” in organizational communication that addressed the role 

self-beliefs play in task performance. Feltz (1982) noted that as experience with a task 

increases, past performance may become more predictive than self-efficacy beliefs. Tobin, 

Muller and Turner (2007) extended the research beyond the focus of self-efficacy and 

included organizational learning as a potentially important factor in the further studying 

individual outcomes and organizational effectiveness. Further more, the concept of self 

efficacy was also applied to patients before and after surgery to evaluate changes in the 

quality of life and it can also be used in patients with chronic pain or those within a 

rehabilitation program. It helped predict adaptation after life changes and also as an 

indicator of quality of life at any point in time (Schwarzer & Jerusalem, 1995)  

As with general self-efficacy, health self-efficacy may help us better understand 

how people deal with their health issues. Based on Bandura’s (1994) definition, health 

self-efficacy, in this study, is defined as people’s health beliefs about their capabilities to  
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produce designated levels of performance that exercise influence over their own health.  

For the purpose of the study, I adapted Schwarzer and Jerusalem’s (1995) general self-

efficacy scale to a health self-efficacy scale (Appendix B) which will be used to collect 

statistical data not for this study but for future analyses (Lorig, Chastain, Ung, Shoor & 

Holman, 1989; Gianakos, 1999; Strahl, Kleinknecht, & Dinnel, 1999). The data will be 

obtained from students in addition to the respondents of this study. 

In the past years, studies have demonstrated the importance of self-efficacy in 

health-promoting lifestyles among college students. Intervention programs that empower 

students to make positive health decisions and to engage in health-promoting behaviors 

may encounter the influences to engage in health risk behaviors such as substance abuse 

that are common in college environments (Sarafino, 2002; Taylor, 1999). Jackson, 

Tucker and Herman (2007) argue that students with high health value and self-efficacy 

may adopt health promoting lifestyles in college that bring about long-term benefits. 

They argue that self-efficacy can predict the level of engagement in a health-promoting 

lifestyle whereas perceived family/friend social support is not an important predictor of 

such a lifestyle. Additionally, previous research shows that self-efficacy beliefs are 

positively associated with the ability to negotiate condom use for college students who 

have been using condoms consistently (Mahoney, Thombs & Ford, 1995). With the 

benefits of high self-efficacy on promoting healthy lifestyles, it is not hard to envision the 

positive change it can bring with an increased self-efficacy in health to patient-provider 

relationships. However, with multiple stressors associated with new life in college, most 

students may not experience high self-efficacy in academics and health. It is probably  

11 



Texas Tech University, Xiaoyong Liu, December 2008 

more so for students with learning disabilities. 

Therefore, better understanding of the experiences and perceptions of LD students 

could lead to enhanced academic and support services, greater rapport between students 

and relevant service providers, and greater awareness of their unique needs. It is noted 

that people with hidden disabilities work to keep their disabling conditions private due to 

factors such as stigma, shame, impression management, impact on relationships and so 

forth (Olney & Brockelman, 2007). People may choose not to disclose out of fear and 

avoidance. Negative responses upon disclosure of one’s disability can inhibit future self-

disclosure. Generally, people are acutely aware of the stigma of being labeled. They are 

reluctant to seek treatment for fear of being tagged as mentally ill. College students with 

LDs adopt a variety of strategies from not revealing the difficulty of focusing and 

following notes in class to refusing to register with and seek special help from the office 

of Student Disabilities on campus in order to pass as non-disabled. Peer influences in the 

social construction and validation of self-efficacy cannot be ignored. The peer 

comparisons go beyond private perceptions. Students publicly label, rank, and discuss 

with one another how smart their classmates are (Bandura, 1997). It can be very hard to 

admit the need for assistance for students with LDs, given the potential risk of losing 

“friends”. However, it is also noted that college students with LDs appear to be more 

vulnerable to academic stress and failure than college students without LDs (Cosden & 

McNamara, 1997). Previous studies show that students with LD report poorer self-esteem 

and poorer perceptions of their skills than do students without LD; they also have lower 

achievement scores (Saracoglu, Minden, & Wilchesky, 1989; Wright & Stimmel, 1984).  

12 



Texas Tech University, Xiaoyong Liu, December 2008 

Furthermore, Saracoglu et al. (1989) compared factors related to self-esteem for students 

with and without LD and found that self-efficacy was positively related to self-esteem for 

both groups of students.  

Overall, students with LDs may be more susceptible to health issues, especially 

mental health. Evidence has shown that individuals with LDs experience more social, 

emotional, and motivational difficulties than those without LDs (Ayres, Cooley, & Dunn, 

1990; Chapman, 1988; Sridhar & Vaughn, 2001; Vaughn, Zaragoza, Hogan & Walker, 

1993). Students with LDs are more likely to encounter failure compared with typical 

students, which discourages subsequent engagement (Firmin, Hwang, Copella, & Clark, 

2004; Yee, Pierce, Ptacek, & Modzelesky, 2003). Therefore, some scholars argue that 

these students feel helpless (Thomas, 1979), hopeless (Sideridis, 2006), or even 

depressed (Heath & Ross, 2000). Recent meta-analyses on depression in LDs have 

provided worrisome figures (Maag & Reid, 2006). Sideridis (2005, 2006, 2007) showed 

that in eighty-eight percent of the LD studies he had reviewed, students with LDs had 

higher levels of depression than typical normative rate of ten percent to fifteen percent 

(Nolen-Hoeksema, Girgus, & Seligman, 1992),  with clear implications of depression for 

school functioning (Chen & Li, 2000).  

However, most students with LDs still try to avoid being labeled as students with 

special needs, fearing being laughed at by other students or being discriminated of any 

kind because of LDs (Olney & Brockelman, 2007). For many years, students with LDs 

have been compared with the dominant group or students without LDs (Olney & 

Brockelman, 2007). Studies show that gender and the visibility of LDs may have an  
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impact on students’ perception of their self-efficacy (Olney & Brokelman, 2007). 

Previous research shows that the less visible the LD, the higher self-efficacy the person 

with LDs has. Additionally, the majority of male LDs have a higher self-efficacy than 

female LDs (Olney & Brokelman, 2007). Some scholars also noted that support from 

primary care is very important for patients with LDs. The support for patients with LDs 

may be enhanced with better communication, access, registers and regular structured 

health checks (Martin, 2005). 

Despite the substantial amount of studies on LDs, little research focused on health 

self-efficacy on students with LDs and its impact on patient-provider relationships. 

Whereas the need for increased awareness of its influence is very urgent because students 

with LDs can play an active or even proactive role in improving their health if they start 

developing a high level of health self-efficacy. In other words, they are more than likely 

stepping out of their comfort zone to seek help and actively cooperate with healthcare 

providers after they realize the fact that it can make a difference. 

So far, few researchers have looked at how health self-efficacy affects the 

interactions those students have with healthcare providers. In other words, few studies are 

focused on college students’ self-efficacy on health, including those with and without 

LDs (Saracoglu, Minden & Wilchesky, 1989; Bandura, 1994; Dixon, Thornton & Young, 

2007; Judge, Jackson, Shaw & Rich, 2007). However, due to the lack of prior research, I 

was going to college narratives to gain rich perspective on health self-efficacy. The goal 

of this study was to examine the perceived health self-efficacy of students with LDs, 

through the previous experiences with healthcare providers. The following conceptual net  
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of questions, although flexible to change, will guide my examination of the narratives: 

RQ1: How do students with LDs display variant levels of health self-efficacy? 

RQ2: What contributes to the existing health self-efficacy for students with LDs? 

RQ3: How do students with LDs report seeking medical help? 
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CHAPTER III 

METHOD 

Respondents 

 At the beginning of fall 2008, after receiving approval using human subjects from 

the Institutional Review Board (IRB), I asked permission to recruit students from classes 

offered in the Department of Communication Studies. Then I administered 289 surveys to 

test the reliability of the adapted health self-efficacy scale, in addition to recruiting 

interview respondents. The classes included Public Speaking, Business  and Professional 

Communication, Communication Theory and Small Group Communication. I recruited 

students from the communication classes because those students were from a variety of 

majors across campus with different classifications. Additionally, respondents 

incorporated freshmen, sophomores, juniors and senior students.  

 Survey respondents.  A total of 289 surveys (male =146; female=142) were 

complete. A total of 88 were freshmen, 35 were sophomore, and 47 reported as junior and 

119 senior. Their ages ranged from 17 to 39. Among the 289 students, the majority were 

Caucasian or white (N = 230, 79.3%). There were 37 Latino students (12.8%), 15 black 

or African American (5.2%) and 5 Asian (1.7%). The remaining three students (1%) who 

reported “other” were either multi-ethnic or East Indian. 

 Interview respondents. Nine individuals who completed the survey (male = 5; 

female = 4) also participated in the interviews with a two-week period in September 2008. 

The reported racial background of interview respondents was Caucasian or white (100%). 

They also reported that they lived away from parents at the time of the interviews.  
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Respondents’ reported age was between 18-23 years old (M= 20.5). The reported length 

of being diagnosed with LDs was between 5 – 17 years (M=10). There were two 

freshmen, one sophomore, one junior and five seniors. Two individuals reported dyslexia, 

two individuals reported having a combination of at least two learning disabilities, two 

individuals reported ADD and two reported ADHD. Among these individuals, five 

individuals reported history of other mental disorders such as depression and anxiety. 

One reported extreme depression. 

Instruments 

Surveys. In this study, I obtained the respondents’ general health self-efficacy by 

using a health self-efficacy scale which was adjusted from the general self-efficacy scale 

created by Schwarzer and Jerusalem in 1995. The original purpose of the general scale 

was to assess a general sense of perceived self-efficacy in order to predict coping with 

daily hassles as well as adaptation after experiencing all kinds of stressful life events 

(Schwarzer & Jerusalem, 1995). Since the scale was designed for the general adult 

population, including adolescents, persons below 12 should not be tested by this scale. 

Overall, this measure has been used internationally with success for two decades due to 

its demonstrated reliability. In samples from twenty-three nations, Cronbach’s alphas 

ranged from .76 to .90, with the majority in the high .80s (Bäßler & Schwarzer, 1996; 

Schwarzer, Jerusalem, & Romek, 1996; Schwarzer, Bäßler, Kwiatek, Schröder, & Zhang, 

1997; Schwarzer, & Born, 1997; Schwarzer, Born, Iwawaki).  

However, the self-efficacy scale in its general form does not tap into specific 

behavior change. Therefore, in most applications, it is not necessarily specific to context,  
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such as health. For the purpose of this study, based on the general self-efficacy scale, I  

created the adapted health self-efficacy scale to obtain specific information about 

people’s health self-efficacy beliefs. I distributed this survey together with the 

demographic survey (Appendix C) to the students and tested the validity of the adapted 

health self-efficacy scale. After running a reliability test, the health self-efficacy scale had 

a Cronbach’s alpha of .896. The alpha coefficient supported the previous Cronbach’s 

alpha range (.76 to .90) of previous studies. As noted, this scale demonstrated very strong 

reliability statistically. 

Interviews.  I used an interview protocol to guide my interviewing process. While 

designing the protocol, I focused on a few topics in order to achieve the goal of the 

project. In other words, I explored students’ beliefs on: (1) how to seek answers to health-

related questions (Bandura, 1994; Bandura, 1997; Solberg & Villarreal, 1997); (2) coping 

strategies (Phinney & Haas, 2003; Sarafino, 2002; Shearman, 2002); (3) how to seek 

medical help when they were sick (Saracoglu, Minden & Wilchesky, 1989; Speckman, 

Goldberg & Herman, 1992); (4) parental help (Horneffer-Ginter, 2008; Saracoglu, 

Minden & Wilchesky, 1989); (5) difficult health problems (Bandura, 1994); (6) 

unexpected health situations(Bandura, 1994; Bandura, 1997); (7) disagreements with 

healthcare providers (Maddux, 1995; Maddux & Meier, 1995); and (8) suggestions for 

providers, student disabilities services and students with learning disabilities. In the 

meantime, I employed secondary questions to probe for more information when needed.  

Procedures 

To test the reliability and utility of the health self-efficacy scale, I asked  
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permission to recruit students from classes offered in the Department of Communication 

Studies in fall 2008. I explained the nature of the study and administered the health self-

efficacy surveys together with a demographic survey in the participating classes. The 

participation was voluntary and anonymous because the students were asked to fill out 

the consent form and surveys separately. In the meantime, they were informed that they 

would not be penalized for not participating in the study. I kept the collected surveys in 

confidence in a separate locked storage box in my office. I and my advisor would be the 

only two people who had access to the information. 

Meanwhile, I contacted Mr. Larry Philippe, the director of Student Disabilities 

Services (SDS), and asked his permission to recruit students with LDs through his office. 

I provided a recruiting memo (Appendix D) and made copies for the LD students to take 

freely from SDS where they needed to register for special academic services at the 

beginning of every semester. I avoided directly interacting with these respondents during 

recruiting process since they felt more comfortable with the staff at SDS. As I was 

advised not to contact students with LDs directly, I waited until they initiated the contact 

and then coordinated schedules with them. The nature and purpose of the study were 

fully disclosed to the respondents, participation was voluntary. My contact information 

was also in the memo provided for students with LDs so they could contact me when they 

decided to participate. The copies were available from August 2008 until all the LD 

respondents were recruited.  

In addition to the above recruiting, I also used snowball techniques to encourage 

the consenting respondents to invite people who were suitable for this study to participate.  
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At the beginning of each individual interview, a demographic survey was obtained from 

the respondents after the students agreed to participate. All identities were kept 

confidential. 

Overall, I conducted nine individual interviews to capture the “essence” of health 

self-efficacy in students with LDs. Interviews as a qualitative method give voice to the 

individuals  and allow them to talk freely about their life situations in their own words, as 

well as offer an open conversation between researchers and their subjects (Kvale, 2006; 

Hammersley, 2003; Dick, 2005). With their gentle, unassuming, nondirective approaches, 

interviewers have formed authentic personal relationships which serve as an efficient 

approach to obtain a disclosure of the subjects’ world (Kvale, 2006).  

The interviews lasted 38 minutes to 1 hour and 20 minutes with an average of 

47.27 minutes. There were a total of 7.26 hours1. All interviews were conducted in a 

location chosen by the respondents. Two were in the researcher’s office, two were in the 

respondents’ homes, and five were in coffee shops. All interviews were conducted by the 

same researcher. A semi-structured interview format was used to facilitate naturally 

occurring dialogue between the interviewees and researcher (Spradley, 1979). All 

interviews were tape-recorded and then transcribed verbatim. Data collection continued 

until saturation which means similar themes repeated themselves in additional interviews 

(Strauss & Corbin, 1998). 

It is important to note that this in-depth communication and openness of the 

respondents’ life experiences could not have been reached with quantitative surveys, 

which can only touch on the general picture of the phenomenon or questions at hand.  
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Before the interviews started, I asked the respondents for permission to do audio-

recording which I transcribed word-for-word afterwards. All of the respondents agreed 

for the audio-recording. During the individual interviews, the students were asked to fill 

out the demographic survey first and then moved on to the interview questions (Appendix 

E).  

 Overall, I tried to follow the order in which the primary questions were listed as 

much as possible. However, it was hard to steer the conversation with some very talkative 

respondents. For instance, one student talked about his struggles and his illness history 

while he was introducing himself. From his introduction, I could tell that he had a very 

difficult transition in his childhood which might have had a big impact on his health self-

efficacy beliefs. So I started probing for more information from there, asking about how 

the transition had an impact on his confidence when communicating with providers. 

Additionally, I tried to use secondary questions to most respondents so that I could get as 

much related information as possible. However, for students who were very talkative, I 

only used a few secondary questions such as “on a scale of 1 to 5, how would you rate 

your confidence level when communicating with healthcare providers?” In that way, I 

was able to allow the respondents to tell their own stories and feelings as well as get the 

information I needed. I reworded the questions or asked them in another way when they 

did not understand what was being asked (Strauss & Corbin, 1998). It should be noted 

that the interview questions were semi-structured. I was flexible in the interviewing 

process, adapting the questions and asking additional questions as necessary.  

 Survey Analysis. I collected a total of 289 surveys from the communication  
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classes including the 9 interview respondents. Data were entered in to SPSS version 16.0. 

For a post hoc test, I conducted a frequency test to find out that among the 289 students 

who filled out surveys, there were 142 female students and 146 male students. I also 

conducted an independent t-test to compare the health self-efficacy means for female 

students and male students. For a post hoc test, I conducted an ANOVA to find out if 

there was a statistical difference in health self-efficacy scores among freshmen, 

sophomores, juniors and senior students. I conducted another ANOVA to test the 

statistical difference for students of different ethnicities. Finally, I conducted a t-test to 

see if there was statistical difference between female students and male students in 

regards to health self-efficacy.  

Interview Analysis. When analyzing the data obtained from the interviews, I was 

looking for emergent themes that represent the experiences of respondents with their 

healthcare providers. The idea of health self-efficacy was manifested when students 

talked about their own experiences. The students talked about their confidence in seeking 

medical help and seeking answers to their health-related questions even when it seemed 

difficult.  

The constant comparative method (Glaser & Strauss, 1967; Lederman, 1983; 

Strauss & Corbin, 1998) was adopted for the analysis, focusing on coding key words and 

phrases into thematic categories. To ensure high reliability, I constantly reminded myself 

of the focus of the study – discovering the perceived health self-efficacy of students in 

the interaction with their healthcare providers. I also kept in mind the conceptual net of 

research questions. I made sure the coding process was under close guidance of the  
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coding protocol (Strauss & Corbin, 1998) as it progressed. Additionally, I checked the 

transcripts with the audio-recording multiple times to ensure the accuracy of the 

transcripts and repeatedly reviewed my analysis to make sure the coding was consistent.  

 As stated earlier, the first step is open coding. Strauss and Corbin (1998) defined 

it as “the analytic process through which concepts are identified and their properties and 

dimensions are discovered in data” (p. 101). Open coding starts with identifying and 

integrating concepts from the data and grouping them into categories based on particular 

themes that are reflected in the data. More and more categories are accumulated as new 

themes emerge. If the same theme repeated itself from comments of different respondents, 

I coded these comments into previously identified categories. As the coding progressed 

new themes emerged and new categories were formulated until all themes were identified 

and categorized (Glaser & Strauss, 1967; Strauss & Corbin, 1990). In my study, this 

procedure involved looking at each interview transcript, deciding which theme was 

reflected in the responses, formulating a category, and coding the representative 

responses into designated categories. 

 I checked to ensure internal homogeneity within and external heterogeneity 

among the themes (Guba, 1978). The internal homogeneity determines the extent to 

which the coded categories fit into the emerged themes in a meaningful manner. This 

means deciding which themes converge and share the same responses of interviewees 

that have something in common. External homogeneity helps researchers ensure the 

distinction of each category. In other words, this criterion makes sure that the categories 

diverge from each other and the distinction among them is clear. For instance, initially I  
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had “not wanting special treatments” and “avoiding extra work” as two separate 

categories. However, while I was using the two criteria to examine the categories, I 

realized that both “not wanting special treatments” and “avoiding extra work” expressed 

the “desire for not being perceived differently”. They mostly shared the same responses. 

In other words, they overlapped a lot. So I decided to place the first two together and 

gave it a more generalized name – “desire for not being different”.  

Additionally, it must be noted that the point of theoretical saturation was reached 

at the eighth interview because the same themes kept repeating themselves and no new 

categories were identified. According to Strauss and Corbin (1998), theoretical saturation 

is “the point in category development at which no new properties, dimensions, or 

relationships emerge during analysis (p.143).” However, I still continued to finish the 9th 

interview which confirmed the saturation. Then I decided to start the next step of coding. 

In addition, due to the qualitative nature of the study, the lived experiences of the 

respondents were very important. The purpose of the interviews was to be interpretive 

rather than predictive. Therefore, it was the quality of the interviews that mattered, not 

the quantity of them. 

The next step is called axial coding, which was described by Strauss and Corbin 

(1998) as “the process of relating categories to their subcategories” (p.123) and “it looks 

at how categories crosscut and link” (p.124). Axial coding focuses on the relationships 

among categories. Its goal is to develop systematically and relate categories through 

causal, contextual, intervening, acting/interaction, or consequential conditions (Strauss & 

Corbin, 1998). This step of analysis is very important because we are discovering how  

 
24 



Texas Tech University, Xiaoyong Liu, December 2008 

the categories are linked with and diverge from one another. Even though axial coding 

does not assume that causal or correlational relationships exist among categories, it is 

useful for providing a richer description of a phenomenon of interest.  

In this project, this step involved examining the linkage among the coded 

categories and making sense of how they were related to each other yet distinct from one 

another. For example, “the Student Wellness Center is not very helpful” and “high level 

of confidence with healthcare providers” are linked in that the negative experiences with 

the SWC on campus can discourage the students from seeking medical help overall. 

Those with high level of confidence with healthcare providers usually decide to look out 

and seek off-campus doctors for medical help. Meanwhile, the students with low 

confidence with healthcare providers may shy away from seeking help and try to deal 

with their problems on their own, such as ignoring the symptoms or using over-the-

counter medicine. However, these two categories are also very distinctive because they 

deal with completely different areas of health self-efficacy. 

 Finally, the process of theoretical sampling helped me reexamine whether the 

emergent themes, concepts and identified categories were consistent with previous 

findings on the focus of health self-efficacy and how this construct related to students 

with learning disabilities. The process involved identifying, developing, and relating 

categories to concepts within existing literature, which helped me better understand the 

phenomenon in the study and ensured the accuracy of the categories as well. Overall, I 

assessed the theoretical sampling which tied in the previous literature throughout the 

findings of this project.  
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Meanwhile, I invited an independent coder to look at one-fifth of the transcripts 

so that I could compare hers with mine to ensure necessary adjustments (Scholl, 2007). 

She was a graduate student majoring in horticulture who had been working on her thesis. 

She had done qualitative research in her graduate work. She was familiar with the 

qualitative coding methods I was using and had done coding herself throughout her 

graduate study. I emphasized to her the importance of ensuring consistency in the coding 

process. To insure high reliability, the independent coder and I initially coded twenty-two 

percent of the same two transcripts independently. In the coding process, we marked 

statements that gave support to the categories that we identified while we were coding the 

data. Then we independently went back to the transcripts and analyzed each category 

before we determined which ones were major categories and which ones emerged as 

subcategories. We then met to decide if we had similar categories and subcategories and 

if we placed the statements into similar categories.  

We indeed discovered comparable themes from the data both in the independent 

open coding and independent axial coding. For example, I had “parental involvement 

prior to and after college” as a category while the independent coder used “parental 

support” as a subcategory to “significant health self-efficacy” which she identified as a 

central category. After we discussed our different opinions, we decided that we could 

place “high confidence level” as the central category while keeping “parental 

involvement” as a subcategory to partially explain why students with LDs displayed 

“high level of confidence”. Furthermore, the independent coder and I had different 

opinions on the relationships among the themes. For example, she initially thought that  
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the “desire for not being perceived differently” explained why students strived to achieve 

the high health self-efficacy. However, I believed that it went both ways. In other words, 

on one hand, the desire for not being perceived differently enabled these students or 

encouraged them to achieve high health self-efficacy. On the other hand, the high health 

self-efficacy helped them or made them not be perceived differently in a negative way. In 

the end, the independent coder agreed with me. Likewise, we went on to determine and 

place other official names of the categories and subcategories emerged in open coding 

and axial coding (Appendix F). While comparing results, I was reading my analyses and 

coding one more time, which allowed me to discover different explanations and 

analyzing strategies as well. I also reexamined the category structure to ensure 

consistency while continually coding the data until the final thematic structure was found. 
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CHAPTER IV 

RESULTS & DISCUSSION 

The purpose and goal of the study was to better understand how students with 

learning disabilities appeared to display health self-efficacy when they talked about 

health related issues. Beyond this, a more accurate understanding of the experiences of 

students with learning disabilities was achieved.  

Qualitative Results 

Overall, three themes emerged through the coding process: (a) high confidence 

when communicating with healthcare providers. This theme explained the first 

conceptual research question which was looking for how LD students displayed variant 

levels of health self-efficacy; (b) the importance of perception change; (c) the desire for 

not being perceived differently. These previous two themes answered the second 

conceptual research question which examined why students with LDs displayed a certain 

level of health self-efficacy. Through all three themes, we could learn how these LD 

students reported seeking medical help, which was the third research question of the 

study. It should also noted that each of these themes have subthemes, all of which will be 

explained below. 

High Confidence When Communicating with Healthcare Providers. This theme hinted at 

how students with LDs displayed health self-efficacy and what contributed to their health 

self-efficacy. It should be noted that all 9 interviewees indicated that they were very 

confident when interacting with healthcare providers. On the health self-efficacy scale, 

these students (Mean = 74.50) had a tendency to higher  
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than average college students (Mean= 70.62)2. Additionally, when analyzing the 

qualitative data from the interviews, the following categories were identified as the 

reasons that the students seemed to suggest to explain their high health self-efficacy: (i) 

long history of interacting with healthcare professionals; (ii) parental support; and (iii) the 

desire to be independent.  

 First, the students argued that they had been interacting with healthcare 

professionals since they were very young. Most of them were diagnosed with LDs at an 

early age. The average length of LD history was 10 years. In addition, more than half of 

them (5 out of 9) had suffered multiple health problems such as anxiety disorders, 

depression, diabetes and other physical injuries.  Since they had had to deal with doctors 

of a wide range of specialties when they were growing up, they were very confident 

interacting with doctors by the time they came to college. The following statements 

supported this argument: “I’ve never been opposed to [seeking medical help from 

professionals]. I started to see a professional counselor since I was in 8th grade regularly 

(due to serious depression) (multiple LDs male);” and “I’m usually always sick. I know 

that I can always go to my doctors whenever I have problems because I know that I will 

be taken care of (ADHD female)”. Another student articulated very clearly how the long 

health history helped him become very confident speaking up to doctors: 

I’m pretty confident. Like I said, I’ve known [ADHD] since I was 6. So I’m pretty 
confident with my seeking abilities. … I’ve been to so many doctors’ 
appointments. I’ve learned that if I don’t speak my opinions or if I don’t say what 
I feel about it, you know, not just take this, but hey, I really don’t want that. It’s 
not gonna help me with my problems so I’m not gonna take it. I need to speak up 
and say what I need to say so that I can solve the problem. 
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 Due to frequent visits with doctors, these students with LDs seemed to have 

accumulated a certain amount of knowledge in regards to what medicine was helpful and 

what medicine was not very helpful. They had developed their own strategies to voice 

their concerns and negotiate with the doctors. The students’ responses appeared to be 

contradictory to previous findings which claimed that students with LDs demonstrated a 

negative outlook toward life and study (Thomas, 1979; Sideridis, 2006; Heath & Ross, 

2000). As a matter of fact, they said that they would strongly suggest that students with 

LDs should voice their concerns and needs. However, it should be noted that three of the 

nine interview participants in this study reported that they had had suffered depression in 

the past because of social and academic stress. But they were not depressed at the 

moment of the interviews. This finding appears to support Nolen-Hoeksema, Girgus, and 

Seligman’s (1992) claims that many students with LDs had experienced depression early 

in life. However, further research still needs to be conducted to explore such a finding. 

Secondly, all the respondents stated that their parents had been very supportive 

and helpful in regards to their health. Parental support had had a great impact on their 

developing a high level of health self-efficacy. For example, a student explained how his 

parents “coached” him on becoming a good communicator and an active patient when he 

went to the doctors’: 

My mom’s always researched things, whether it’s new medications or what they 
put me on or what is available. Whenever I went into surgery, what new ways … 
so it’s like we always went into a [doctor’s] office with a game plan. We didn’t go 
in not knowing what to do. … Sometimes, I go to the doctor’s. I told him what I 
needed to say. Then I’d come out and my mom would be like, did you ask him 
about this and did you ask him about that. So it was a learning process … my 
parents have taught me to ask reasons why I should do this or that. So you 
actually you have to communicate. They told me that the doctors do not always  
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know what’s best for you because he knows what’s out there and what could help 
you. But you have to really voice yourself in order to get the best thing for 
yourself. 
 

For this student, the parents helped him through the communication process and directed 

him to become an active patient when interacting with doctors. They were not only 

caretakers, but also educators. Eventually, when the student came to college, he could 

start interacting with healthcare professionals on his own and continued to be active. This 

student continues, “Their goal was to make me independent. So now I can walk in (to the 

doctor’s) and say, here’s what I need. So that’s pretty much where I am now. ”  

 This excerpt illustrates the importance of ongoing parental help for students to 

develop a positive attitude toward interacting with healthcare providers. It not only 

credits the parents for what they had done for these students, but also indicates that 

becoming an active communicator is a learning process. As another student stated: 

It’s definitely learning and realizing the process. I don’t always like it, especially 
when I’m sick. It’s much easier to have someone call the doctor for you. But you 
just got to do it. And I’ve learned it through the years that I need to take care of 
my own health. 

 
 These findings seem to conflict with Mr. Philippe’s opinions that the LD students 

appear to be shy and unconfident because their parents had a tendency to communicate 

for them when they were growing up as well as after they started college.  Mr. Philippe 

said that the students had not had much experience communicating for themselves due to 

the over-protection of their parents. However, the findings in this study do not lend 

support to him on this matter. The participating students tended to score higher on the 

health self-efficacy scale than average students. Their responses indicated that they were 

very comfortable and confident communicating with healthcare providers and professors.  
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They seemed to know that they needed to speak up in order to get help. Moreover, these 

students argued that their parents played an important role in shaping their health beliefs 

and helping them achieve the high confidence level. 

Third, the students expressed the desire to be independent and to take care of 

themselves. This was why they reported feeling compelled to speak up when necessary. 

They argued that this desire enabled them to be active and to be in control, knowing what 

they needed from the doctors and how they could get medical help. They wanted to be 

perceived as competent and mature adults who could handle problems. One participant 

clearly articulated this desire:  

[My parents] don’t need to remind me to go to [doctors] or remind me to pay for 
them or remind me to set aside money to pay … I feel like it comes with growing 
up, having to deal with it. You just want to deal with it really because it’s like 
when you were smaller you didn’t want to deal with … but then in college, you 
want to be more independent. You want to deal with it and you want to hold on to 
things more. I think it’s just like living a more independent life. 
 
For another participant, since he had gone through a lot of health problems, he 

claimed that his parents had done a lot for him over the years. So he did not want to 

continue to depend on them after he started college. He expressed the desire to break off 

from his parents and to take care of his health on his own. When asked about whom he 

would contact first when he had health problems, he chose doctors over his parents. He 

reasoned: 

[My father] would try to find the medication that would help. Or find me a doctor 
that can help me. My mother, when things did go wrong … she would go after me. 
I appreciate her more than she could ever understand. They both just really did a 
lot for me. I have great parents … [but] I manage the whole thing myself now. I 
don’t want my mom to get into this and I don’t want to worry her. I just take it 
into account on myself and deal with it with my doctors.  
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Overall, these findings seemed to tell us that students with LDs had a tendency to 

have high confidence levels when communicating with healthcare providers due to long 

history of interacting with them, parental support and the desire to be independent. This 

contradicts the previous research findings which argue that students with LDs often feel 

helpless, hopeless, or even depressed when having to deal with their problems (Sideridis, 

2006; Heath & Ross, 2000; Thomas, 1979). As a matter of fact, the students in this 

project seemed very positive. They appeared to be able to control their lives and knew 

what they wanted in life. Compared to mainstream students, they suggested that they 

were more focused on their goals and achievements. In addition, findings from this study 

also do not support scholars who argue that male LD students have a higher self-efficacy 

than female LD students (Olney & Brokelman, 2007). It is noted that female participants 

(Mean=79.2) in this project tended to score higher on the health self-efficacy scale than 

male participants (Mean=70.8). Additionally, the students with LDs (Mean=74.50) 

scored higher than mainstream college students (Mean=70.62).  

The Importance of Perception Change. Second, the data yielded a strong need for the 

students with learning disabilities to change some perceptions. The participants often 

reported experiencing some change in their own perceptions regarding their diagnosed 

learning disabilities earlier in life. They seemed to have a tendency to attribute their 

current high health confidence to that change. They claimed that these changes helped 

them become more confident and more active in healthcare as well as at school. These 

perception changes are: (i) ability rather than disability and (ii) responsibility for own 

health. These students seemed to suggest that  
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they should focus on the positive side of their learning disability or what one student 

called “ability”. They claimed that realizing the good things that their learning “ability” 

brought to their lives, such as social skills of ADHD and artistic skills of dyslexia, had 

enabled them to look at life in a more positive way. Meanwhile, the realization that they 

needed to take care of their own health and be responsible for making decisions for their 

own health issues had encouraged them to overcome adversity, even though it meant that 

sometimes they had to speak up and to voice their needs to their healthcare providers. In 

addition, these students also provided reasons and advice on how to change these 

perceptions. They argued that if they did not speak up themselves to make the needs 

known, their problems would not be solved. 

As the name implies, a learning disability puts a person at a disadvantage in 

certain areas. It connects with a negative connotation that people with learning 

disabilities are not as good as other people (Ayres, Cooley, & Dunn, 1990; Chapman, 

1988). It is not hard to imagine that this disadvantage makes many students with learning 

disabilities feel inadequate and unconfident (Saracoglu, Minden & Wilchesky, 1989). For 

example, one student with ADD indicated that he was not comfortable talking about his 

needs for accommodations to his professors, fearing that he would be looked down upon. 

However, most students in this project seemed to suggest otherwise. Rather than being 

unconfident and shy about having disabilities, these students argued that their learning 

differences or “abilities” had made them stand out and accomplish things that most 

people have not. So the learning disability had become an ability that allowed them to 

succeed. As one student stated: 
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To me, [dyslexia] is rather than disability. In my major, I’m constantly looking at  
things different as an architecture student. Dyslexia is very visually oriented. I 
actually consider dyslexia ability in the architecture filed because it makes me 
look at things differently than most people look at them. It helps me find solutions. 
 
For many students, the transition did not come very easily. These students 

suggested that they experienced low self-esteem issues before they changed their 

perceptions. However, since the change, they seemed to have a very different outlook in 

life and a different attitude toward how they interacted with people. They did not want to 

hide it anymore. Instead, they accepted it openly and showed people that it was just 

another thing that made them different: 

It’s just coming to terms with dyslexia, not something that hinders me but 
something that makes me different, something that sets me apart, something that 
actually gives me something that most people don’t have. Seeing that difference 
allows me to break through the feeling that everybody is judging me because I’m 
dyslexic or that I need to work harder to hide it … to me it’s part of who I am now. 
 

Interestingly, the same student even suggested that the name of the supporting office on 

campus, which was Student Disabilities Services, needed to be changed to a more 

positive term due to its negative connotation. He argued that the public should encourage 

students with learning disabilities by enhancing the perception that their learning 

differences were not a disability, but an ability. He indicated that when talking about this 

issue, the public always focused on the negatives such as “dyslexics are bad readers”. 

However, he suggested that he had a tendency to emphasize the positives. For example, 

he argued that dyslexics were more visually attuned. Likewise, he claimed that the public 

should do the same thing: encourage people with LDs by emphasizing the positives and 

downplaying the negatives: 

I felt like that the public has been always focusing on how the dyslexics are bad  
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readers. But actually dyslexics are more visually in tune. We have a tendency to 
be more artistic, which helps us become successful in a way. So rather than 
focusing on the negatives, the public should help raise awareness and emphasize 
the positives. This encourages us to succeed. Every time I went to the Student 
Disabilities Services, I always looked around because I felt that this name made 
me uncomfortable.   
 

Based on this student’s experiences, it seems that before the transition from negative to 

positive occurred he encountered more social, emotional, and motivational difficulties 

than those without LDs. This finding supports Ayres, Cooley, and Dunn’s (1990) 

previous findings that students with LDs face more difficulties than mainstream students. 

However, the students with LDs try to avoid being discriminated against by other 

students, which supports Olney and Brockelman’s (2007) argument that LD students had 

a tendency to avoid being labeled due to the stigma. For example, when asking for 

accommodations, some students with LDs chose to wait until no one else was in the 

classroom to turn in request letters. If they could not find such a time, they might not be 

able to turn in the letters at all. A student in the study expressed this tendency. Moreover, 

if these students faced rejection from professors, they seemed to easily give up and refuse 

to request for further accommodations due to the lack of confidence. This goes along 

with the argument that negative experiences discourage subsequent engagement (Firmin, 

Hwang, Copella & Clark, 2004; Yee, Pierce, Ptacek & Modzelesky, 2003).  

 However, the students that had made the transition from being negative to being 

positive were very assertive when requesting accommodations from professors at school. 

Likewise, they seemed to be very confident asking questions and responding to 

healthcare professionals as well. They claimed that they did not have problem talking to 

people about their LDs. As a matter of fact, since it was a positive thing, they seemed to  
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be very open and proactive in interactions with people in general. They reported that they 

did not have any difficulty to voice their needs to healthcare professionals. As one 

student stated: 

I’m very confident. I know that I need these accommodations with my professors. 
I usually turn in my letters on the first day of school. Some professors are not very 
good with providing accommodations because they may stop after a couple of 
times. I would nudge them and tell them that I need this and I need that. It’s the 
same thing with doctors. I know what I need and I tell him what my symptoms are 
and how he is going to treat me. I always try to be on tope of things.  

  
 It is important to note that the positive attitude was not limited to academics. In 

fact, the positive and proactive approach was also adopted by these LD students into 

interacting with healthcare providers. As one student stated, “I have always been a very 

proactive person … [the confidence when communicating with healthcare providers] 

comes from many many years ago, dealing with school in general.” Therefore, it 

appeared that the confidence developed with school applied to other areas of life and 

contributed to the overall confidence of life. Another student seemed to have the same 

argument: 

I’ve always been that way [very active] with school. It’s like my mom. She’s been 
always on top of things with my school and my health. So I started out from 
school. Then I am the same way with doctors too just because I’ve developed [an 
active approach] how to get things done. 

 
Some students indicated that they started seeing a strong need for taking care of 

their own health after they came to college. This need compelled them to take actions and 

be active or even proactive when they faced health problems. One student stated: 

College is different. And it’s your own health, you know. My parents used to take 
care of me a lot before. But now I take over the responsibility. I always do some  
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research and go to the doctors’ with a basic understanding of what was going on 
with me. When I went in there, I would know what they were talking about. It’s 
my own health after all. 
 
A few other students expressed the same idea. It seems that these students started 

to learn how to be independent, and at the same time, to be responsible. This finding 

appears to support again that parental involvement led them through the learning process. 

It was parents’ encouragements and guidance that helped them progress through the early 

years before college. After they began college, they seemed to have felt the need to break 

off and to be independent. Again, this finding contradicts what Mr. Philippe from SDS 

told me in the early stage of this project that these parents continued to be very much 

involved in these students’ lives and continued to communicate for them. The students 

indicated a strong desire for independence and control. It is important to note that these 

students are very likely to consult their parents and ask them for advice. However, they 

may not depend on them to make decisions for their health. As one student stated: 

I’ll ask my mom for advice because I think of her as my number one doctor since 
she knows me the best. But I will make the decision whether I’ll continue with 
this medication or that medication. Or even I will be on medication at all. Like 
now, my mom wants me to be on it but I don’t want to. So I’m not. 

 
 Interestingly, when asked about what advice they would give to students who 

were intimidated by doctors, most of the respondents reacted positively. They seemed to 

suggest that the students should be proactive and know themselves, their symptoms, and 

feelings before going to the doctor Most importantly, they expressed the need for taking 

care of their own health. For instance, one student argued: 

It’s your own health. I know some students are scared [talking to doctors]. I 
personally don’t think there’s any reason to be fearful. But if you were, then do 
some research and find out what you have before you go in there. You always  
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have a game plan so you can carry on a conversation with [doctors]. It’s your own 
health. So it’s very important. 

 
 It should be noted that the students in this project argued that they were not 

intimidated by doctors. As a matter of fact, they suggested that they were the ones who 

did not have any problems, compared to mainstream college students. Two students told 

me stories where they assisted their friends in getting medical help or encouraged them to 

be confident and assertive while visiting with doctors. They claimed that they had a better 

control of the health issues and they knew how to take care of it. As one student put it: 

I don’t get threatened by doctors. So I don’t have a problem making an 
appointment. Actually, some friends of mine have a fear of doctors. I’m always 
the one that’s trying to get some information and make appointments for them. 

 
The Desire for Not Being Perceived Differently. The third theme that emerged from the 

data was the desire to be perceived differently. They indicated that they did not like to 

use the word “normal” to describe those without LDs because being normal is relative. 

The students argued that the fact that they had LDs sometimes made them uneasy and 

uncomfortable. They indicated that they usually did more than students without LDs so 

that they would not appear different or less intelligent. Some students seemed to believe 

that they should be on medication so that they would appear just as intelligent if not more 

in front of others. They did not want to be perceived as someone with LDs. As one 

student stated, “I wanted [other people] to perceive me intelligent, not to perceive that 

I’m dyslexic.” To them, medication is the key. For others, it seemed that the fact that they 

had to work harder or had to take medication for their LDs was frustrating. However, if 

they had to choose, they would rather work harder and control their symptoms. They 

seemed to say that their LD could be under  
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control if they tried. For this reason, three of the students were not on medication. They 

adopted a strategy called “self medication” which a student came up with when I 

interviewed him. It meant using other than the drugs they were prescribed to help with 

their LDs. Overall, they seemed to share one goal, that is, not to be perceived less 

intelligent.  

First of all, most students (6) were taking medication on a regular basis at the time 

they were interviewed. Interestingly enough, they claimed that those who chose not to 

take medicine should get back on. They argued that the medication helped them make 

achievements academically and socially. They said due to their LD conditions, they had 

to adjust constantly to the environment so that they would not be perceived differently. 

However, this adjustment could not be successful without the assistance of medication. 

They claimed that they desired communication and wanted to be perceived the same or 

even better than average people. To achieve this goal, they were willing to take medicine, 

despite of the side effects: 

It’s always on the back of my mind that I have LDs. Because of that, people are 
judging me for what I do. I don’t want them to think that I have a learning 
disability. So I always make sure that I took medicine. I don’t like how it 
[medicine] makes me feel most of the time. But I have to take and I need to 
constantly adjust myself to fit in. 
 
Likewise, in order to fit in or appear “normal,” some students do not only take 

medicine but also do extra work so that they wouldn’t be perceived inferior in any way. 

The students expressed that some of them started adjusting to the school environment so 

that they would not be looked down upon. It seemed that they developed a proactive 

strategy toward school and health. They were willing to take extra efforts to appear smart  
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and fun so they would be recognized. As one student stated: 

When I was younger, I always appeared very intelligent that I would read book or 
watch TV with factual nature. So people would perceive me as a very 
knowledgeable and intelligent person … When I got older, starting to deal with 
my health problems on my own, I’ve always done research and know about what 
was going on with me. It’s not that I wanted to know more than a doctor. I just 
want to be able to have a conversation with them  

  
 It is important to note that this finding supports Martin (2005) in that patients with 

LDs desire good communication with doctors. It also supports Muller and Turner’s (2007) 

argument that proactive strategies have a tendency to produce positive outcomes. Even 

though not all of the students in the project adopted a proactive strategy, the majority of 

them seemed very active in taking care of their health. It should be noted that most 

students reported that they were very healthy despite their LDs. Only one student 

reported struggling with some mental issues. However, he reported that he was seeing a 

psychiatrist and trying to overcome the problems. He seemed very assertive about taking 

medication. He told me that he “wants to be happy” and he believed that being on 

medication would help him achieve his goal. 

In contrast to the students who were on medication, other students claimed that 

since LD was something that they had grown up with, they were able to control it by 

adopting a variety of strategies. The most common one that these students gave was 

exercise. They argued that they did not like the side effects of the medication they used to 

be on and they could do without it after they started college. They appeared very 

confident that their LDs were under control. They suggested that they could find other 

ways to cope with their learning disabilities. One student gave it a name: self medication. 

He defined it as a way “that patients medicate themselves in  
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whatever way they find to be helpful.” He suggested that self medication was very 

popular among ADHD patients. When asked what he would do to self medicate himself, 

he said he would smoke marijuana. Most other students seemed to suggest the same idea 

except that they used exercise as their means for self medication.   

Among students who chose to face their LDs on their own, two different 

strategies were identified: exercise and non-LD drugs. The main goal was to keep the LD 

off of their mind so that they did not have to think about it all the time. However, even 

among these students, some of them turned to drugs, hoping that drugs would relax and 

soothe them. For the students who chose to work out, they claimed that it had been 

helpful to distract them from stress in regards to school and health. Two students reported 

that they had experienced drugs to cope with their LDs. Both of them had a history of 

experiencing multiple mental disorders, especially depression. One student told me that 

he turned to drugs because he wanted to be “normal” just as any other people were and he 

had hoped that drugs would help him. He had the following statement:  

I turned to things like [non-LD] drugs that would make me feel good temporally 
but bad for me in the long run. But I’d try anything there was to help me achieve 
my goal and not be different from other people. 
 
His response not only expressed the common theme that students with LDs desire 

not to be perceived differently, but also supported Sarafino (2002) and Taylor’s (1999) 

arguments that students with LDs may have tendency to engage in substance abuse in 

college. Since this student had had a very difficult childhood where he was discriminated 

against for a variety of reasons, such as race and religious background, he said that he 

always battled his LD and tried to control it so that he would make friends. He said he  
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wanted to appear tough. However, the side effects of the medication did not help him 

achieve the goal, so he decided to medicate himself. It is important to note that most 

students argued that their LDs were in control and therefore they could perform just as 

other people. The ideas of hopelessness (Sideridis, 2006) and helplessness (Thomas) 

were not identified in this project. Instead, these LD students claimed that they were very 

resourceful and found many things helpful to control their LDs. 

Therefore, the theme of not wanting to be perceived differently emerged from the 

talk of the experiences that these students with LDs had had. This finding appears to 

support Olney and Brokelman’s (2007) claim that people with hidden disabilities try to 

hide their disabling conditions for a variety of reasons and avoid being labeled as LD 

students. Most students in this study argued that they tried to avoid being perceived as 

someone with LDs due to social and academic pressures, which supports previous 

findings that students with LDs experience social, emotional, and motivational 

difficulties (Ayres, Cooley, & Dunn, 1990; Chapman, 1988; Sridhar & Vaughn, 2001; 

Vaughn, Zaragoza, Hogan & Walker, 1993).  

Health Self-efficacy Model of Students with LDs (Appendix G) 

Overall, I find the linkages among the themes worth noting. First of all, for the 

linkage between “high confidence when communicating with healthcare providers” 

and “the importance for perception change”, the reported “high confidence when 

communicating with healthcare providers” seemed to be developed after the students 

with LDs “changed their perception”. In other words, the students did not appear to be 

very confident before the realization that the LD was ability rather than disability. It was 
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because these students developed positive beliefs that had they become confident when 

interacting with people which included healthcare providers. As one student stated before: 

It’s just coming to terms with dyslexia, not something that hinders me but 
something that makes me different … I’ve done research on dyslexia and I knew 
that dyslexics are more visually attuned. So it made me start thinking … maybe 
dyslexia made me better at art. It helps me see things that people don’t see. So I 
think when I started to see that connection, I started to overcome the negative 
thoughts. 
 
  Undoubtedly, this student claimed that he was very confident communicating 

with healthcare providers since his perceptions changed. He reported that he became a 

more positive person overall. Meanwhile, it was the students with very high confidence 

that suggested students with LDs should change perceptions to become better 

communicators when interacting with healthcare providers. They suggested that many 

students were not as confident as they were, so these students did not get what they 

wanted from doctors. They argued that there was nothing to be fearful of when they 

communicated with doctors trying to get problems solved. It seemed that communicating 

with health professionals was not an issue to them.  

Second, for the relationship between the “perception change” and “desire for 

not being perceived differently”, As reported in the qualitative data, before the 

perceptions changed, the students reported low self-esteem and adopted avoiding 

strategies not to be labeled as LDs. The tendency that LD students try to avoid the stigma 

of being labeled were also found by other scholars (Saracoglu, Minden & Wilchesky, 

1989; Olney & Brockelman, 2007). However, in this project, the students seemed to 

suggest that this issue did not exist at the time of the interviews because they accepted it 

and were confident enough to openly talk about it then. However, they used to avoid  
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being seen as students with learning disabilities before. It appeared that the tendency of 

some students who wanted to hide their LDs reflected the need for perception change. As 

one student put it: 

I’m cool with it. I don’t think it’s a disability and I don’t feel sorry for myself 
anymore. I’m confident with my social skills and comfortable to ask things that I 
need from doctors.  
 
Third, for the linkage between “the desire for not being perceived differently” 

and “high confidence when communicating wit healthcare providers”, it is 

interesting to note that the students who had a strong desire not to be perceived 

differently worked hard to achieve high confidence. Based on what they told me in the 

interviews, the following tendency emerged: the more they wanted to be seen as students 

without LDs, the harder they worked on controlling them and the more confident they 

become over time. When these students reached a certain confidence level, it seemed that 

they did not mind revealing their LDs and discussing it openly.     

Quantitative Results 

Data from the health self-efficacy surveys were entered into SPSS to conduct a 

principal component analysis using varimax rotation. The exploratory factor analysis as 

used to identify the minimum appropriate number of possible items on the adopted health 

self-efficacy scale (Allen, Titsworth & Hunt, 2009). Ideally, the questions that did not 

meet a certain level of appropriateness on the scale would be eliminated before further 

testing. This analysis was also done to examine if the ten questions on the scale were 

unidimensional, or captured one factor (Frey, Botan, & Kreps, 2000), which is health 

self-efficacy.  With the minimum eigenvalue set at 1.0, and a purity criterion index of  

 
45 



Texas Tech University, Xiaoyong Liu, December 2008 

0.6/0.4, the analysis yielded one component (51.376% of the total variance) on which all 

of the items loaded.  Even though some of the items did not fulfill the purity criterion 

index (see Table 5), a scree plot confirmed the one component. Before further analysis, 

the first three items with low purity criterion indices were eliminated for slightly higher 

reliability with Cronbach’s alpha from .888 to .896. So the tests conducted below did not 

take the first three questions into account.  

It should be noted that the quantitative data produced interesting results 

(Appendix H), even though they did not answer the research questions of this project. 

Results of the t-test show female students (N=142,  M=47.79,  SD=10.09) and male 

students (N=146,  M=52.18,  SD=9.99) reported different levels of health self-efficacy 

numerically (see Table 1 and Table 2). However, no statistically significant difference 

was found t (289) = 2.01,  p > .05. ONEWAY ANOVA was run for health self-efficacy 

as dependent variable and academic classification as independent variable,  F (3, 285) 

= .535,  p>.05 (see Table 3a and Table 3b). The results did not show a statistical 

significance among students of different classification regarding health self-efficacy. 

Likewise, ONEWAY ANOVA was also conducted for dependent variable health self-

efficacy with ethnic group as independent variable,  F (4, 284) = 1.64,  p >.05 (Table 4a 

and Table 4b). Again, no statistically significant difference was found among different 

ethnic groups based on health self-efficacy. 
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CHAPTER V 

CONCLUSION 

As the study began, the goal was to examine LD students’ beliefs of their health 

self-efficacy and to find out how they displayed variant levels of health self-efficacy. The 

ultimate purpose was to raise awareness of these students’ needs due to their learning 

disabilities, to contribute to the current literature on self-efficacy and to give guidance 

and assistance for future studies in this area. Even though the goal was achieved, the 

findings of the study do not support some of the previous research on students with 

learning disabilities. Further research will be needed to determine this. Perhaps the most 

surprising was that high self-efficacy was evident in the respondents’ stories. The 

assertiveness, the awareness of responsibility for their own health and the positive 

attitude toward the learning disabilities were all encouraging findings that I had not 

expected. However, these findings seem to support Bandura’s (1994) arguments on self-

efficacy that it is not concerned with the number of skills held by the individuals, but 

with what they believe they can do with what they have. These students appeared to have 

further demonstrated this argument. However, it should be noted in the meantime that the 

respondents in this study approached me for interviews, which might help explain why 

they showed high health self-efficacy. I would be interested to see what experiences the 

students with low health self-efficacy have and how they display their health self-efficacy 

when communicating with healthcare providers. Future research is definitely needed in 

this area. 

Throughout the interviews, I gave voice to participants, allowing them to describe  
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their perceptions and their life experiences regarding health. I sought to verify these 

findings by comparing the experiences of the participants and carefully analyzing their 

statements. Despite the effort, this study was not without limitations, which I attempted 

either to minimize or take into account during the analyzing processes. 

One limitation of this study might be recruiting students who enrolled in 

communication classes because they had added insights into communication issues 

compared to the general student population. For example, they might have felt more 

comfortable and more confident talking to health care providers, for they had received 

practice in communication classes to overcome communication anxiety. However, most 

of them had not had advanced coursework in such areas as interpersonal and intercultural 

communication, which could have otherwise biased their focus group responses. 

Therefore, the participants were still representative of the general college student 

population in the present study. Additionally, the respondents were the students who 

approached me. So it was possible that they were able to initiate the contact due to a 

certain level of self-confidence and self-efficacy. This reality could possibly help 

understand why these students appeared to have high health self-efficacy. However, it 

would be interesting to find out how students with low confidence display their health 

self-efficacy. 

Furthermore, the responses of the interviews might be limited because the 

students with learning disabilities might not have been able to understand the questions 

fully. Therefore, they might not have completely addressed them due to their unique 

disabilities. I did my best to minimize this potential limitation. Each participant received  
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a list of the questions written on a piece of paper prior to the interviews so that they 

would know what to expect. For participants who might have difficulty reading or may 

be slow to process information, I repeatedly explained the purpose of each question and 

found different ways to ask these questions until they completely understood.  

The problems discussed in the previous paragraph also could have contributed to 

some of the short interview times. Among the respondents, seven students had ADHD of 

two of which had multiple disorders. Two had ADD. It was hard to keep their attention at 

times during the interview sessions. For example, one student wanted to watch the 

football game but decided to turn off the TV after I requested it. However, he was already 

distracted by what might have been happening on the television. Another student text 

messaged her friends on the phone while she was answering my questions. I reminded 

her of the importance of focus for this study several times until she stopped texting.  

These students appeared anxious to finish the interviews. I tried to bring back their 

attention by repeating the questions. However, it seemed that they were not able to 

address fully their answers. Additionally, one student had just started college two months 

(August 2008) before the interview was conducted. Her interview seemed short as well 

due to limited experience. It is important for future researchers to recruit students with a 

significant amount of experiences in college for studies of the same nature. Additionally, 

I suggest that researchers who will adopt individual interviews in the further to study LD 

students meet with them in a place with minimal distractions such as the researcher’s 

office. I felt that the interviews conducted in my office were more effective because the 

students seemed more focused and provided more information. 
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Another possible limitation is the use of interviews as opposed to data collection 

methods that are less contrived. Some scholars have doubts in the trustworthiness of the 

data obtained from qualitative interviews (Hammersley, 2003). They argue that 

researchers should restrict their analyses to ‘naturally occurring’ data. In other words, 

they should observe the respondents’ interactions and make field notes instead of 

interviewing them because interviews are “essentially contextually situated social 

interactions” (Hammersley, 2003, p.324). However, health self-efficacy as a perception is 

could be better captured through verbal communication. Interviews allow the researched 

enough time to contemplate and put their thoughts into words so that the researcher can 

record accurate data. Compared to quantitative surveys and other qualitative methods, 

interviews can reveal secret personal realities behind public facades in a deeper level, 

therefore capturing the “genuine voices” of interviewees (Hammersley, 2003). These 

“voices” cannot be obtained as easily otherwise.  

Finally, it is important to note that the small number of interviews could be 

considered a very small number for being able to generate valuable themes for a 

qualitative study. However, when analyzing the eighth interview, no new properties, 

dimensions, or relationships emerged from the data. So it confirmed the theoretical 

saturation point had been reached (Strauss and Corbin, 1998). At this point, I continued 

to finish the ninth interview, which confirmed that saturation was achieved. It is essential 

to note that no new themes are identified in the ninth interview. Additionally, the ground 

theory approach was adopted throughout the study. It is noted that qualitative studies are 

often judged by quantitatively-oriented readers (Corbin and Strauss, 1990). By many, the  
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judgment is made in terms of quantitative canons. But qualitative studies such as this one 

is supposed to interpret and provide more understanding to those that were being studied. 

In other words, this study is not predictive of any behaviors of people other than the 

respondents in this project. It is also the quality of the interviews that matter rather than 

the quantity of them. As Corbin and Strauss (1990) noted: 

Qualitative researchers must guard against the dangers that lie in their positivistic 
connotations. There is no reason to define or use them in accordance with the 
standards of quantitative social researchers, any more than one would strictly 
follow the usages of physical scientists. Every mode of discovery develops its 
own standards – and cannons and procedures for achieving them. (p.4) 
 

Applications and Research 

The results of this study helps understand better the challenges that students with 

learning disabilities face and their health self-efficacy in the interaction with their health 

care providers while in college. It also helps raise the awareness of the need for 

improving the patient-provider relationships and build confidence in these students as 

they make medical decisions. Additionally, the providers are more likely to accommodate 

students’ needs once they know how to accommodate, with the suggestions given by the 

respondents in the study. Moreover, professors and the university officials of Student 

Disabilities Offices will be more aware of the special needs of their target group. 

Therefore, they will hopefully be able to design programs to help students overcome their 

problems and help improve their college lives.  

It is very important to note that the services the Student Disabilities Services 

(SDS) provides are mostly very helpful, according to the respondents. Except for two 

students who were not using SDS’ services, other students seemed to agree that SDS had  
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been very helpful to their academic success. They claimed that most of the staff working 

there were very friendly and beneficial. Two students reported that every time they went 

in for letters of accommodations they had very positive experiences. They commented 

that “the ladies in the office were very friendly and they always smile.” As a matter of 

fact, those who had been with SDS all recommended that students who felt the need for 

accommodations should register with SDS and start taking advantage of the things Texas 

Tech offers.  

When asked about their opinions on areas for improvement, they suggested that 

SDS be more informative and provide education sessions for professors who do not know 

how to accommodate students. They argued that some professors had not known how to 

provide accommodations when being asked. They also argued that they had had 

professors who were not very consistent with providing accommodations. They claimed 

that SDS could offer some education sessions such as workshops to educate professors on 

how to accommodate students with learning disabilities. Additionally, a few students also 

suggested that mandatory meetings be held at the beginning of each semester so that the 

students would be better informed of their rights and responsibilities. Evidently, these 

suggestions are very valuable and constructive for people who work with students with 

learning disabilities on campus. They could borrow the ideas from these students and 

start developing programs that are very beneficial for students.  

Additionally, it seems that the student health services on campus could be much 

improved. All nine students reported that the Student Wellness Center [SWC] did not 

have a good reputation among students because it seemed that most students had not had  
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positive experiences there. The students argued that people who work there, including the 

registrar, the nurses and the doctors were neither very helpful nor very friendly. The 

experiences that they had had there were discouraging. As one student commented: 

I’ve been in a lot of different places and a lot of different healthcare facilities. The 
people here [SWC] got to be the coldest and rudest ones that I was going to. As 
far as job goes, they don’t seem to enjoy their job at all. They seem to be agitated, 
dealing with students. 
 

Undoubtedly, as Bandura (1997) noted before, disconfirming experiences negate low 

self-efficacy beliefs. Students who are not yet confident in talking to doctors may be 

discouraged by the negative experiences that they have had with the SWC. Based on the 

qualitative data, the students would choose to ignore their sickness as much as possible 

before they went to the doctors. Additionally, it should be noted that the students with 

high confidence communicating with healthcare providers are not as easily discouraged 

from seeking medical care. These students had a tendency to seek out doctors off campus 

for future medical assistance. 

Most students seemed to understand that the people who work at SWC are 

stressed due to busy schedules with students. However, most of the students chose not to 

go back to the SWC for treatments when they had serious health problems. They claimed 

that they would go if it had been for cold or flu or minor problems. 

 It is also important to note that all the comments were from the students’ 

perspective. The findings might have been very different if healthcare providers 

participated in the study. Therefore, future researchers need to build on this study by 

gathering providers’ perspectives to see how they link up with those of students’.  This 

study gave the students an opportunity to voice their concerns. It might be helpful if  
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healthcare providers will want to look at the matter at hand from the patients’ view point. 

Additionally, the finding that all of the respondents appeared to be very confident when 

communicating with healthcare providers may be due to the fact that these were the 

students who were comfortable and confident enough to have approached me. In other 

words, the students who were not as confident or those with low health self-efficacy may 

have shied away from me. For this reason, the answers I collected from the interviews 

may have be skewed. 

As noted earlier, in order to test students’ health self-efficacy, I developed a 

health self-efficacy scale and tested it with recruiting students from communication 

classes. The scale had a .896 Cronbach’s alpha, which was toward the stronger end of the 

self-efficacy reliability range of previous studies (.76 to .90) (Bäßler & Schwarzer, 1996; 

Schwarzer, Jerusalem, & Romek, 1996; Schwarzer, Bäßler, Kwiatek, Schröder, & Zhang, 

1997; Schwarzer, & Born, 1997; Schwarzer, Born, Iwawaki).  

Therefore, this scale may be very helpful in testing people’s health self-efficacy 

beliefs in future studies. It will encourage researchers who are interested in the same 

subject matter to further explore health self-efficacy and its importance in influencing 

people’s decisions and actions in regards to health. They may be able to use this scale to 

test people with different demographics. With future testing and development of the scale, 

that this scale can be used for adults with the same confidence as the original scale. Due 

to the small number of LD students who finished the interviews in this study, I was not 

able to make statistical comparisons for students with LDs and mainstream students. 

These can be made with a larger number of LD respondents in further studies.  

 
54 



Texas Tech University, Xiaoyong Liu, December 2008 

In addition, the current study has extended the research on self-efficacy to the 

arena of health. The findings seem to support the argument that people with high self-

efficacy tend face difficult situations as challenges to overcome rather than threats to be 

avoided (Bandura, 1994). Several students hinted that they had overcome adversities both 

at school and in healthcare. In the same manner, the students seemed to suggest that those 

with low health self-efficacy had weak commitments to improve their health or simply 

pretended that the problems did not exist. They seemed to be susceptible to stress and 

depression. This finding further supports Judge, Jackson, Shaw, Scott and Rich’s (2007) 

claim that people of low self-efficacy has a tendency to shy away and fall easily victim to 

mental health problems. This might explain why these students with LDs had 

experienced multiple mental disorders. However, this finding might be further explored 

and verified. 

It is important to note that the LD students’ responses seem to conflict with Mr. 

Philippe’s opinions. He suggested that the parental involvement was not helpful for the 

students. He also said that it was discouraging and hindering the development of the 

students’ own communication skills. However, based on what the LD students told me, 

parental involvement was very helpful and constructive to the development of their 

communication skills and self-efficacy beliefs. The misunderstanding that the parents are 

hindrance can possibly cause a lot of unnecessary frustrations. It can easily agitate 

students and their parents if the educators or professionals in SDS try to convince the 

parents to let go of the control of help over their college-age children. 

 It should be also noted that some of the methods used to cope with students’  
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learning disabilities may appear self-destructive. The self-medication tactics mentioned 

above such as smoking marijuana and drinking can be bad for their health in the long run. 

The student who used non-LD drugs suggested that some students had a tendency to 

abuse these drugs and eventual to destroy their health. However, the difficulty of keeping 

it in moderation may be tremendous. Therefore, it is probably better not to choose this 

form of self-medication to substitute prescribed medication by healthcare providers. It 

might be beneficial if the educators, practitioners, and researchers address the danger of 

substituting regular medication by self-medication methods. For instance, the counselors 

in SDS may be able to talk to LD students about the dangers of some of the self-

medication methods, especially relying on non-LD drugs instead of prescribed 

medication. The practitioners could bring attention to LD students the negative effects of 

using self-medication in the long run and discourage them to substitute regular 

medication with alternatives. 

    In reference to the health self-efficacy model of students with LDs (Appendix I), 

it can be used for officials in SDS as a guide to design future programs which will strive 

to make the students’ college life less difficult and more enjoyable. This model may help 

them look at their current programs from the students’ perspective and learn about what 

services the students think are beneficial and what areas need improvement. It also helps 

the officials understand better what the students really need regarding accommodations. 

Additionally, this model can bring valuable insights to healthcare providers as well. 

Specifically, providers may understand better why some students do not have difficulty 

voicing their needs while others seem very shy and nervous. By being more aware of why 
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students act a certain way, the providers may know how to accommodate and 

communicate better with these patients. 

 Moreover, this model may be very helpful for scholars who are interested in 

health self-efficacy and want to extend it to other groups of people with similar 

characteristics. These researchers could use this model and develop it to future research 

on health self-efficacy and students with LDs. For instance, they could recruit a 

significant amount of LD students and explore their experiences with parents and 

educators and compare the results with the findings of this study. They could also 

conduct statistical tests to find out if the results will support previous literature on female 

and male LD students regarding health self-efficacy. Overall, this model could be applied 

to various areas of future research.   

Despite of the limitations, this research has contributed the understanding of 

health self-efficacy beliefs of students with learning disabilities. These conclusions can 

be applied to other groups to examine the importance of their health self-efficacy. They 

can also help educators realize the needs of students with LDs and feel the importance of 

accommodating them when necessary. Moreover, I hope that with the findings of this 

study, future researchers will be able to carry on exploring more about health self-

efficacy and its role in people’s lives. 
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NOTES 

1. It is noted that the low number of qualitative interview hours were due to the 

unique conditions of some the respondents at the time of the interviews. More 

explanation will be made in the limitation section. 

2. With only nine students with LDs, I did not run a t-test comparing female and 

male LD students; therefore, no statistical comparison was made. I simply 

noticed the numerical differences. 
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                      APPENDIX A 
 
*GENERAL SELF-EFFICACY SCALE 

1 = not at all true   2 = hardly true   3 = moderately true   4 = exactly true 

____ I can always manage to solve difficult problems if I try hard enough.  

____ If someone opposes me, I can find the means and ways to get what I want.  

____ It is easy for me to stick to my aims and accomplish my goals  

____ I am confident that I could deal efficiently with unexpected events  

____ Thanks to my resourcefulness, I know how to handle unforeseen situations.  

____ I can solve most of my problems if I invest the necessary effort. 

____ I can remain calm when facin difficulties because I can rely on my coping 

abilities.  

_____  If I am in trouble, I can usually think of a solution. 

____ When I am confronted with a health or medical problem, I can usually find 

several solutions.   

____ I can usually handle whatever comes my way. 

* From Schwarzer and Jerusalem (1995) 
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                                         APPENDIX B 
                
                 ADAPTED HEALTH SELF-EFFICACY SCALE 

Xiaoyong (Helen) Liu 
On behalf of Dr. Juliann Scholl, Associate Professor at the Department of 

Communications Studies, I would like to ask for your participation in a project to 
explore the health self-efficacy of students with learning disabilities. Your 

responses, should you decide to participate, will be kept confidential and the 
survey will be discarded immediately after recording the data.  The survey has 12 
questions and will only take you no more than 2 minutes to complete. For further 

questions, please contact Dr. Scholl at 742-3911. 
 

How healthy would you say you have been in the past few days?  
① very unhealthy  ⑩very healthy  

① ② ③ ④ ⑤ ⑥ ⑦ ⑧ ⑨ ⑩   
In general, how healthy would you say you are? ① very unhealthy  ⑩very healthy  

① ② ③ ④ ⑤ ⑥ ⑦ ⑧ ⑨ ⑩  
1 = not at all true --------------------------------   10 = exactly true  
____ *I can always solve difficult health problems if I try hard enough.  
 
____ *If someone disagrees me on a health issue, I can find a way to get what I want.  
 
____ *It is easy for me to stick to my plans and achieve my goals when it comes to my 

health.  
 
____ I am confident that I could handle unexpected health events well. 
 
____ Thanks to my resourcefulness, I know how to handle unexpected medical 

situations or events that impact my health.  
 
____ I can solve most of my health-related problems if I put the necessary effort. 
 
____ I can remain calm when facing medical difficulties because I can rely on my 

coping abilities to get through them.  
 
____ When I am confronted with a health or medical problem, I can usually find some 

solutions.  
 
____ If I am facing a difficult problem with my health, I can usually think of a solution.  
 
____ When it comes to my health, I can usually handle whatever comes my way. 
* Items are removed before the statistical tests were conducted. 
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          APPENDIX C 
 
DEMOGRAPHIC SURVEY 

Please fill out the blanks applied to you: 
 
Sex: _____ Age: ____________ 
 
Academic Classification:  Freshman__         Sophomore__      Junior__        Senior__  
 
Ethnicity _________  (i.e. Caucasian, Latino, Black, etc.) 
 
Are you an international student? ________ If so, which country are you from? ________ 

How long have you been in the U.S.?________________ 
 

Have you been diagnosed with any learning disabilities? ____________ 
If so, what are you identified with?  
__ Dyslexia    
__ Dyscalculia  
__ Dysgraphia      
____auditory and visual processing disorders  
___ nonverbal learning disabilities 
___ other (please specify _________________) 

 
When were you first diagnosed? ________________ 
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                            APPENDIX D 
 
MEMORANDUM FOR STUDENTS WITH LDS 

Dear fellow students, 

 I am a graduate student in the Department of Communication Studies. I am doing 

a study on college students with learning disabilities. I want to find out how confident 

you are in the process of communicating your thoughts and ideas with your healthcare 

providers (physicians and nurses) after you entered college and what makes you feel that 

way.  You are welcome to offer any suggestions on how to improve the situations you 

face as students with special assistance when seeking medical care. So your participation 

will be very important and valuable for this study. I will really appreciate it if you could 

help raise the awareness of your needs as one of the students with learning disabilities 

and help the providers better serve this population. You could also offer insights on what 

university disability offices could do to improve the service that they provide.  

 In the study, we will meet as a focus group in an assigned classroom at your 

convenience. We will discuss our experiences of dealing with health care providers after 

you started college. It will last no more than two hours. Refreshments and pizza will be 

provided. Participation will be voluntary and anonymous. 

 I thank every one of you who will want to be part of the study! Please contact me 

at xiaoyong.liu@ttu.edu or at lhelen06@gmail.com by my cell phone at (806) 790-7108.  

 

Thank you very much!        

Xiaoyong (Helen) Liu 
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                                      APPENDIX E 
 
INTERVIEW QUESTIONS FOR STUDENTS WITH LDS  

Note: Questions with * are supported by the citations under each question. 

 1. Could you give me a brief introduction of yourself, your hometown, and your 

definition of health? 
2. *Could you tell me one of your first doctor’s visits after you started college? 

- Could you tell me an experience that was extremely positive? 

- Could you tell me an experience that was negative? 
Chemers, M., Hu, L., & Garcia, B. (2001).  
3. *How confident are you in seeking answers, getting help for your health issues, 

including your already diagnosed problems? 

- What made you so confident or not very confident? 

- How has your learning situation affected your confidence level in seeking 

medical help? 

- On a scale of 1 to 5, how would you rate yourself in being able to get your 

health-related questions answered? 

Bandura, A. (1994); Bandura, A. (1997); Solberg, V. S., & Villarreal, P. (1997).  
4. *Let me ask about coping strategies. Coping is defined as a behavior that people use 

to reduce stress in difficult situations ( Pearlin and Schooler, 1978). Some people 

choose to ignore them, try to confront them on your own, or ask outside help. So how 

do you cope with your health issues?  

- Which of your coping strategies would you recommend to other students with 

similar issues? 
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- What strategies have not worked well for you? 

Phinney, J. S., & Haas, K. (2003); Sarafino, E.P. (2002); Shearman, S. (2002).  

5. *When facing a health problem, how do you seek medical help, as someone with 

special needs? 

- More specifically, when you have a health problem, who do you first contact 

and why? 

- Can you tell me a time when you thought solving the health problem on your 

own was just too much effort or too much time? What extra help did you seek 

in that situation? 

Saracoglu, B., Minden, H., & Wilchesky, M. (1989); Speckman, N. J., Goldberg, R. J., & 

Herman, K. L. (1992).  

6. *How did your parents help you cope with your health issues prior to college? 

- How did that compare to seeking help now in college? 

Horneffer-Ginter, K. (2008); Saracoglu, B., Minden, H., & Wilchesky, M. (1989).  

7. * How do you have your health-related questions addressed? 

- Could you tell me a situation where you tried hard to find answers? 

Hyun, J., Quinn, B., Madon, T., & Lustig, S. (2007).  

8. *What are some examples of very difficult health problems besides your learning 

disabilities? Have you already had to deal with such problems? Would you give us an 

example? If you haven’t, what would you do if you faced a difficult health problem? 

Bandura, A. (1994).  

9. *If a medical problem or a health issue comes up unexpectedly, what would you do? 
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- How well would you be able to handle that problem? Can you give me a 

situation when faced unexpected problem? 

-  How resourceful do you think you are when the unexpected problem comes 

up? Can you give me an example for being resourceful? 

Bandura, A. (1994); Bandura, A. (1997).  

10. *Have you had disagreements with your healthcare providers regarding your medical 

treatment? If so, how did you deal with that? If not, imagine you had a disagreement 

with him/her, how might you approach that? 

- Why would you choose that approach? 

Maddux, J. E. (1995); Maddux, J. E., & Meier, L. J. (1995).  

11. What suggestions would you give your health care providers including nurses and 

physicians to better serve college students with learning disabilities? 

12. What suggestions would you give students with learning disabilities to succeed in 

college? What will you suggest Student Disability Services to improve services? 

13. Is there anything else you would like to say today? 
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                                                                                   APPENDIX F 

THEMES EXPRESSED IN THE SEMI-STRUCTURED 

                                                                                  INTERVIEWS   

1. high confidence when communicating with healthcare providers 
a. long history of interacting with healthcare professionals 
b. parental support 
c. desire to be independent 

2. the importance of perception change  
a. ability rather than disability;  
b. responsibility for own health  

3. The desire for not being perceived differently 
a. Medication  
b. Self medication 
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                                             APPENDIX G 
 
HEALTH SELF-EFFICACY MODEL OF STUDENTS WITH LDS 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

High Confidence When 
Communicating with 
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Perception Change 

Desire for No Being 
Perceived Differently 

Suggested 
the need for 
change 

After change 

Through hard work 

Reflect 

LD students’ health self-efficacy 

Not Concerned 
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           APPENDIX H 
 
QUANTITATIVE RESULTS 

 
Table 1.  
 
Comparison Results for Respondents   

  Health Self-efficacy Score (M) 

Female (N=4) 61.75 

 Male (N=5) 52.80 

Total 56.78 

No statistical test was run with the number of respondents in this category. 
 
 
Table 2. 
 
General Students Health Self-efficacy Comparison Based on Sex  

 
 
 

 
 
 
 
 
 

 Health Self-efficacy Score (M) Std. Deviation 

Female (N=142) 47.79 10.09 

Male (N=146) 52.18 9.99 

Total 51.00 10.08 

*Significance not found at p > .05. 
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Table 3a. 
 
Mean SE Scores Across Academic Classifications 

 N Mean Std. Deviation 

Fr. 88 50.11 10.54 

So 35 50.91 10.38 

Jr 47 52.40 9.95 

Sr 119 51.13 9.75 

Total 289 51.00 10.08 

*Significance not found at p > .05. 
 
 
Table 3b. 
 
ANOVA Comparing Mean SE Scores Across Academic Classifications 

 
 
 
 
 
 
 
 
 
 
 
 
  
 
 

 Sum of Squares Df Mean Square F Sig. 

Between 

Groups 
163.97 3 54.66 .535 .659 

Within 

Groups 
29104.04 285 102.12   

Total 29268.00 288    

*Significance not found at p > .05. 
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Table 4a. 
 
Mean SE Scores Across Ethnic Groups 

 N Mean Std. Deviation 

Caucasian or White 229 50.89 9.97 

African American or Black 15 51.20 10.23 

Latino 37 50.41 10.20 

Asian 5 51.20 13.08 

Other 3 65.67 5.13 

Total 289 51.00 10.08 

*Significance not found at p > .05. 
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Table 4b. 
 
ANOVA of Comparing Mean SE Scores Across Ethnic Groups 

*Significance not found at p > .05. 

 Sum of Squares Df Mean Square F Sig. 

Between 

Groups 
662.17 4 165.54 1.64 .163

Within Groups 28605.83 284 100.73   

Total 29268.00 288    

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

80  



Texas Tech University, Xiaoyong Liu, December 2008 

Table 5. 
 
 Principal Component Analysis: Component Matrix—Health Self-Efficacy 

*1. I can always solve difficult health problems if I try   0.607 

            hard enough. 

*2. If someone disagrees me on a health issue, I can find 0.540 

            a way to get what I want.  

*3. It is easy for me to stick to my plans and achieve my 0.561 

            goals when it comes to my health. 

4. I am confident that I could handle unexpected health 0.760 

            events well. 

5. Thanks to my resourcefulness, I know how to handle 0.768 

            unexpected medical situations or events that impact 

            my health. 

6. I can solve most of my health-related problems if I  0.781 

            put the necessary effort. 

7. I can remain calm when facing medical difficulties  0.719 

            because I can rely on my coping abilities to get 

            through them. 

8. When I am confronted with a health or medical  0.793 

            problem, I can usually find some solutions. 

9. If I am facing a difficult problem with my health, I  0.776 

            can usually think of a solution. 

10. When it comes to my health, I can usually handle  0.798 

            whatever comes my way. 

*these items were eliminated for further statistical analysis  
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