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ABSTRACT
Bodily symptoms are a routine aspect of daily life but are usually ignored or
treated outside formal healthcare. However, the way people respond to symptoms
can affect the progression of serious illnesses as symptoms might be an indication of
something serious. Research on symptom prevalence and responses has often relied
on data obtained from people recruited from a health care setting or by asking
people to recall past illnesses. This will however, miss a substantial proportion of
responses for which no or solely lay advice is sought, or which are forgotten due to
their transient nature. Furthermore, relatively few studies have been conducted
recently, and more seriously, there is a dearth of data outside developed countries
and no cross-cultural studies.
The thesis aimed to gain insight into symptom prevalence and responses using
a prospective design and to adapt such a design in a developing country context with
a non-western culture. Additionally, it aimed to measure the extent to which
symptom response could be predicted by personal characteristics, attitudes, and
beliefs.
A telephone sample of randomly selected 152 people from New Zealand (a
developed country) and 151 people recruited through stratified intercept method
from Pakistan (a developing, non-western country), were used. The participants in
the study were healthy individuals aged 18-65 years. The study involved the use of
four different study instruments: a computer based test assessing people’s implicit
attitudes towards conventional and alternative treatments; an entry questionnaire to
collect information on personal characteristics such as demographics, future
orientation, impulsivity, beliefs about medicines, and attitudes towards health care
providers; email or text messages sent out daily for 30 days asking participants about
their level of happiness and wellness and experience of symptoms during the last 24
hours; and a symptom reporting questionnaire to be filled out on the symptomatic
days gathering information on type, duration, and severity of symptoms, and the
way people responded to them. The questionnaires were originally designed in
i
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English and were administered online to the participants in New Zealand. However,
for Pakistan, the questionnaires were translated into the national language Urdu and
were administered on paper.
Symptoms were highly prevalent in both New Zealand and Pakistan, and were
likely to include many which may not be recalled in a retrospective study design.
Pain was found to be the most commonly experienced symptom followed by
respiratory symptoms. The prevalence and frequency of the symptoms was generally
higher in Pakistan. Responses to symptoms showed a different pattern in both study
settings with ignoring the symptoms as a common response in New Zealand but the
least common in Pakistan. Self-medication was a common response in both New
Zealand and Pakistan. However, it was limited to OTC medicines in New Zealand
but included potentially harmful medicines such as antibiotics in Pakistan. Use of
home remedies was a common practice in Pakistan but not in New Zealand. Seeking
help for symptoms was not as uncommon in Pakistan as in New Zealand, though
doctors were the preferred choice of professional help in both study settings.
Personal characteristics, beliefs and attitudes were less useful in predicting responses
to symptoms whereas symptom characteristics clearly shaped responses.
This prospective study managed to decrease the recall period and was
successfully adapted to a developing, non-western country context. The findings
highlight the need to improve people’s awareness of self-care through education
programmes and media campaigns in order to manage symptoms appropriately and
safely. They also underline the need to develop and enforce the laws for prescription
only medicines in Pakistan to promote rational use of medicines. I advocate for the
importance of transferring health care for day to day symptoms from doctors to
pharmacists by increasing public awareness of pharmacists as first port of call for
symptoms.
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Chapter 1: Introduction

Chapter 1: Introduction

1

Chapter 1: Introduction

1.0. Introduction
Bodily symptoms are part of everyday life (Egan and Beaton, 1987). Different
people respond differently to a given symptom. This ranges from totally ignoring the
symptom to immediately seeking medical help. Individual people’s responses may
vary over time. Self-care, using home remedies and consuming traditional and
alternative medicines are also possible responses to symptoms. This whole process
can be regarded as illness behaviour which was defined by Mechanic (1962) as the
differential perception, evaluation, and consequent response to specific symptoms.
Some of the early work on illness behaviour explored factors that influence
individual’s decision to seek medical help for a given illness which include cultural
and family background, social networks, psychological distress, illness beliefs, locus
of control, learning history, and personality variables (Berkanovik and Telesky 1982;
Ford, 1983; Mechanic et al., 1982; Tanner et al., 1983).
In recent years there has been increased interest in studying people’s responses
to different illnesses and the process by which they seek medical help. However,
illness behaviour has been viewed through a retrospective frame (Hunte and Sultana,
1992; Proteus, 2006; Reeve, 2000). Recall bias is potentially a major confounder in
such studies as retrospective recall is affected by both current state and experiences
since the recalled event (Bradburn et al., 1987). To deal with this difficulty pen and
paper based diaries have traditionally been used to track variation in a single
symptom or interactions between symptoms and other variables such as mood
(Persson and Sjoberg, 1987) or stress (Dancey et al., 1998). However, such studies are
associated with their own unique problems, and doubts have been raised about both
the accuracy and the timing of responses, particularly their susceptibility to being
completed from memory after the stated time (Dancey et al., 1998; Stone et al., 2002).
A recent methodological advance involves the use of the ‘Experience Sampling
Method (ESM)’, a way to collect self-reported data from participants that is executed
over a certain period of time, e.g., days, weeks or even months (Hektner et al., 2007).
It is similar to the diary method or journaling, with the difference that informants are
prompted to provide information through some technological means rather than at
the time they choose to (Khan and Markopoulos, 2009). ESM has been applied to
2
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study such diverse fields as the quality of experience in everyday life, the experience
of work, the examination of cross-cultural differences, and to educational and clinical
research questions (Hektner et al., 2007). New technologies such as mobiles and
smart phones are in use as tools for ESM with the added advantage of tailoring new
questions based on prior response. Some previous work with ESM has focussed on
people already suffering from psychological illness (Kimhy et al., 2006; Pieters et al.,
2006). However, the current study will recruit healthy individuals to capture their
experiences of symptoms and investigate at which point and under which frame of
mind decisions are made to seek any kind of treatment. The study will use the
essence of ESM to shorten the recall period.
Cultural background has an important influence on many aspects of people’s
lives, including their beliefs, behaviour, perceptions, emotions and attitudes to illness
– all of which may have important implications for health and health care (Helman,
1990). To better examine this difference, I opted to explore illness behaviour in two
different countries. Though the countries used were selected for convenience
reasons, Pakistan and New Zealand not only have different cultural backgrounds but
also have different socio-economic statuses, the former being a developing and later
being a developed country, and differ in many other ways, as described below.
In Pakistan all medicines are sold as over the counter (OTC) products and
people who can afford to buy those without prescription have easy access to these.
The literacy rate is low, there is a large informal sector involved in healthcare and
there is a lack of public awareness programmes about health and medicines.
Therefore, it is expected that people in Pakistan might respond differently than those
from developed countries like New Zealand where there is a high literacy rate and
prescriptions are needed to obtain access to the majority of medicines.
This chapter presents the rationale and aims of the study followed by an
overview of the two countries, New Zealand and Pakistan, where the study was
carried out and their healthcare delivery systems. The chapter also presents the
highlights of the current study’s design, brief explanation of certain terms used in the
thesis and an overview of the thesis.
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1.1. Study Rationale
The understanding of patient responses to symptoms is essential for achieving
optimal outcomes from health promotion programmes and the health care delivery
system. Symptoms might be an indication of a serious illness and how people
respond to these symptoms might affect the progression of serious illnesses.
Furthermore, there have been relatively few community-based studies investigating
the public’s responses to range of different symptoms and most were conducted 2050 years ago (Elliott et al., 2011). There have been no community based studies in
New Zealand or Pakistan exploring people’s responses to a range of common
symptoms and none of the studies compares the responses between peoples from
developing and developed countries. Studies investigating the utilization and
reasons for utilization of different medical care facilities have often relied on national
surveys which gather information from the people based on their past experiences;
thus, introducing recall bias to the findings. Therefore, it would be beneficial to do a
prospective study that explores how many people experience symptoms during a
given time frame, what kind of symptoms are the most common, how they decide
they are ill, what help/advice they seek, what medicines they take, and how they
make decisions on treatment. This study may fill in the information gap, may
upgrade existing retrospective information and may serve as baseline information
that might further be linked with future follow-up studies and interventions.

1.2. Aims of the study
The study aimed to
1. Explore the prevalence of day to day symptoms prospectively
2. Explore the prevalence of common responses to symptoms
3. Identify the factors affecting people’s response to symptoms
4. Explore similarities and differences in responses to symptoms and their
predictors in two very different settings: New Zealand and Pakistan
5. Explore the feasibility of daily sampling to conduct a prospective study in a
developing country context
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1.3. Setting the context
1.3.1. New Zealand
New Zealand is a geographically isolated island country in the south-western
Pacific Ocean. It is regarded as the youngest country on earth and one of the last
habitable land masses to be settled (Irwin and Walrond, 2009). The indigenous Māori
name of New Zealand is Aotearoa which means land of the long white cloud. It has an
increasingly diverse multi-cultural population of about 4.3 million people. While the
majority of New Zealanders are of British or European descent, at the 2006 Census,
New Zealand's indigenous Māori people accounted for 14.6 percent of the
population, followed by those of Asian (9.2 percent) and Pacific (6.9 percent) descent
(New Zealand Census, 2006). The country comprises two main land masses (namely
the North Island and the South Island) and numerous small islands such as Stewart
Island and the Chatham Islands. The realm of New Zealand also includes Tokelau,
Ross Dependency (New Zealand’s territorial claim in Antarctica) and the selfgoverning states of the Cook Islands and Niue.
New Zealand is known for its geographic isolation being over two thousand
kilometers from its nearest neighbour, Australia. Other neighbours to the north
include the Pacific Islands of New Caledonia, Fiji and Tonga. New Zealand is a
secular state with no official state religion but with a formative Christian heritage.
Nearly one-third of the population declares itself to be of ‘no religion’. There has also
been notable growth in the Hindu, Buddhist and Muslim communities who now
constitute one-twentieth of the population (Human Rights Commission, 2009). New
Zealand’s culture is a mix of British and Māori cultures. English, Māori and New
Zealand Sign Language are the official languages of New Zealand with English being
the most widely spoken language (Wilson, 2009). Samoan is the most widely spoken
non-official language followed by Hindi and Mandarin. New Zealand enjoys a
temperate maritime climate. Mean annual temperatures range from 10°C in the south
to 16°C in the north. The coldest month is usually July, and the warmest is January or
February (Mullan et al., 2009). The population of New Zealand is highly urbanised
with 86% of the population living in urban areas (New Zealand Census, 2006).
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Wellington is the capital of New Zealand. Other main cities include Auckland,
Christchurch, Hamilton, Dunedin and Tauranga.
New Zealand has a prosperous and developed economy with a Human
Development Index (HDI) of 0.907 ranking it 3rd among all countries of the world
(UNDP, 2010). It was ranked 4th in terms of economic freedom (Index of Economic
Freedom, 2011) and 8th out of 30 countries for happiness (Sherman, 2009). New
Zealand enjoys a high literacy rate of 99% (Dowling, 2006). It has an export driven
and dependent economy (Groser, 2009) with agriculture as its major building block
(New Zealand Ministry of Foreign Affairs and Trade, 2010). Other principal
economic sectors include horticulture, forestry, mining, fishing and tourism (New
Zealand Treasury, 2010).
1.3.1.1.

The healthcare delivery system

The government of New Zealand spent 10.1 percent of its Gross Domestic
Product (GDP) on the health sector in 2011 (World Bank, 2013). This is higher than
another important country in the region, Australia (9 percent) and from previous
years (World Bank, 2013). New Zealand has a publicly funded healthcare delivery
system. The Ministry of Health (MOH) is principal advisor to the government on the
Health and Disability Policy and has the overall responsibility for the country’s
health system. MOH distributes funds obtained mainly from taxes to twenty District
Health Boards (DHB) throughout the country. These are responsible for dispersing
the public funds, and purchasing required medical and disability services from
public hospitals, general practitioners and nongovernment organisations. Care in
public hospitals is free, and general practice visits and pharmaceuticals are
subsidised (Medical Council of New Zealand, 2011).
In New Zealand primary care providers including general practitioners (GPs),
primary care nurses and other health professionals such as Māori health providers
and health promotional workers, who are grouped into networks called Primary
Health Organisations (PHOs) (Jatrana and Crampton, 2009). PHOs receive capitated
funding from DHBs and provide varying levels of subsidy to patients registered with
them regardless of whether contact is made during the period (Crampton et al., 2002;
Ministry of Health, 2002). The amount of co-payments paid by patients depends on
6
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the level of subsidy provided by a specific PHO. Pharmaceuticals are also dispensed
at subsidized rates and no medication charges are incurred for children below 6
years.
Unlike other healthcare services such as physician services and medicines,
dental care services are provided with low or no subsidy. The vast majority of the
adult population bear out of pocket expenditures for dental care services (Thompson,
2001). However, up to 25% subsidy is given to children and adolescents for dental
care (Birch and Anderson, 2005). In addition to these publicly funded organisations,
private hospitals and specialists also operate in New Zealand. The full cost of private
healthcare services is either paid by patients or covered by insurers.
Despite this well-structured healthcare delivery system significant financial,
cultural and geographical barriers to access exist for primary healthcare in some
parts of the country (Barnett, 2000; Barnett and Coyle, 1998; Malcolm, 1996). The
reasons for such barriers include patient co-payments, the scarcity of indigenous
(Māori) people in the primary healthcare force and the uneven distribution of GPs
(Health Workforce Advisory Committee, 2002). Furthermore the complex tiered
pricing system has the potential to confuse patients about the cost of medicines, and
may therefore act as a barrier to accessing healthcare (Willmot, 2009).
Chronic diseases such as cardiovascular disease (CVD), stroke, coronary
obstructive pulmonary disease (COPD) and congestive heart failure (CHF) occupy
the major portion of total Burden of Disease (BOD) in New Zealand and there are
large inequalities in prevalence relating to social inequality and to ethnicity
(Connolly et al., 2009). Diabetes accounts for the tenth largest BOD in New Zealand
compared to nineteenth globally (Institute for Health Metrics and Evaluation, 2013).
Baker et al. (2012) reported that unlike the expected pattern for a developed country
that involves a steady decline in serious infectious diseases and a rise in chronic
diseases, an alarming 51% increase in infectious diseases has been observed over the
period of 1989-2008. It was found that most categories of infectious diseases have
risen, with the main contributions coming from respiratory, skin and gastrointestinal
infections. The research also showed that ethnic and income inequalities in infectious
diseases are large and increasing. Maori and Pacific peoples are more than twice as
likely as the European population to be hospitalised with a serious infectious disease
7
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and those living in the most deprived neighbourhoods have almost three times the
risk compared with those living in the most affluent areas.
1.3.2. Pakistan
Pakistan is a South-Asian Muslim-majority state in an area which has been
home to some of the earliest human settlements. It borders with China in the north
and India in the east, Afghanistan to the west, and Iran in the south-west. To the
south lies the Arabian Sea which connects Pakistan with the Gulf States. Pakistan is a
federation of four provinces namely Punjab, Sind, North-West Frontier Province (now
known as Khyber-Pakhtunkhwa) and Balochistan, a capital territory and a group of
federally administered tribal areas (Government of Pakistan, 2004). The government of
Pakistan exercises de facto jurisdiction over the western parts of the disputed Kashmir
region, organized as two separate political entities; Azad Kashmir and Gilgit-Baltistan.
Below this top tier of administrative units there are four lower tiers including
divisions (a total of 27), districts (more than 100), tehsils (more than 400) and union
councils (several thousand). Punjab is the most populous province and Baluchistan is
the largest in size but with the lowest population density.
Pakistan (officially the Islamic Republic of Pakistan) is a multilingual and multiethnic country with a diversity of landscapes and climates. Islam, which is practiced
by 97% of the population, is the official religion of Pakistan and has a strong
influence on the culture. Minority religious groups include Christians, Hindus and
others. Urdu is the national language while English is used as an official language.
Other major languages spoken in Pakistan are Punjabi, Seraiki, Sindhi, Balochi,
Pushto and Hindko. Major ethnic groups residing in Pakistan include Punjabis,
Pushtons, Seraikis, Sindhis, Muhajirs and Balochs. Pakistan’s geographic diversity
accounts for its varied climates. The north and north-western parts of the country are
dominated by mountains and are extremely cold during winters (October to March)
while the summer months (April to September) are pleasant. Indus Valley plains are
extremely hot in summer, and cold and dry in winter. This region gets monsoonal
rains in late summer. The southern coastal strip has a moderate climate with high
humidity. The population of Pakistan is mainly agrarian and rural with only 36% of
people living in urban areas (UNICEF, 2010). Islamabad with the neighbouring city
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Rawalpindi comprises the federal territory while Karachi, Lahore, Peshawar, Quetta,
Faisalabad and Hyderabad are some of the major cities.
Pakistan is the second largest South Asian country with population of 169.7
million (2009 estimates) (World Bank, 2010) making it the 6th most densely populated
country in the world. However, in terms of human development it is ranked 65th
among 102 developing countries (Human Development Report, 2006). Although the
Human Development Index (HDI) has improved from 0.346 in 1975 to 0.539 in 2006;
this improvement has been slow (WHO, 2007a). The country faces numerous
challenges including periods of military rule, political instability, disputes with India,
illiteracy, poverty and corruption. The literacy rate in Pakistan is more than 50% but
higher for men and urban dwellers. The economy is dependent mainly on agriculture
with other major industries such as textiles, mining, IT (information technology) and
construction material such as cement. Tourism, the automobile industry and
telecommunications are some of the emerging and rapidly growing sectors.
1.3.2.1.

The healthcare delivery system

The government of Pakistan spent 2.5% of its GDP on the health sector in 2011.
A decrease in the government’s expenditure on health sector has been observed in
recent years as the government spent 3.3 percent of the GDP on health in 2008 which
was decreased to 2.5 percent in 2011 (World Bank, 2013).This figure is lower than
other South Asian countries such as Bangladesh (3.7 %) and India (3.9 % in 2011,
World Bank, 2013).
The health system in Pakistan consists of public and private sectors (Khattak,
1997). The Ministry of Health (MOH) at the Federal level has the major role in
developing national policies and strategies for the entire population of the country,
especially those who are under-served, sets national goals and objectives, including
for maternal health care (WHO, 2007b). However, health has become a provincial
subject following the recent 18th constitutional amendment. It is the responsibility of
provincial government to regulate public as well as private healthcare facilities and
to protect the health of its citizens by providing preventive and curative services
(Akbari et al., 2009).
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Services in the public sector are provided at low cost and generally free of
charge in Out Patient Departments (OPD). The public sector encompasses an
elaborate network of dispensaries, basic health units, mother and child health
centres, women’s health workers and rural health centres which represent primary
healthcare for patients in the community; tehsil headquarter hospitals represent
secondary healthcare facilities catering for hospital as well as community patients,
and district hospitals and teaching and referral units representing tertiary care units.
However, in the private sector, operating as fee-for-service, apart from some
accredited outlets and hospitals, there is a mushrooming growth of medical general
practitioners, homeopaths, traditional/spiritual healers, Greco-Arab healers,
herbalists, bonesetters and quacks [fraudulent or ignorant pretenders to medical
skills] (Shaikh et al., 2008a) which may lead to inappropriate or delayed healthcare
resulting in undesirable outcomes. Despite an elaborate and extensive network of
health infrastructure especially in the public sector, the health care delivery system in
Pakistan has failed to bring about improvements in health status especially of rural
populations. The health system is characterized by inadequate expenditure, poor
quality services and poor access to and utilization of services (WHO, 2007b). It is
estimated that as many as 67.4% of households in both rural and urban Pakistan
consult formal and informal (homeopaths, herbalists and traditional healers)
providers in the private sector when they have health problems, with the latter being
more popular in rural areas (Akbari et al, 2009). Self-medication is also a common
practice due to the availability of almost all types of medicine from pharmacies
without prescription.
Some of the major organisational issues highlighted by Medium Term
Development Framework (MTDF) for the period 2005-10 include inadequacies in
primary/secondary healthcare services provision, urban rural imbalances,
professional and managerial deficiencies in the District Health System, lack of gender
equity and the unregulated private sector. Pakistan is in the middle of an
epidemiological transition where almost 40 percent of the total BOD is accounted for
by infectious/communicable diseases. These include diarrhoeal diseases, acute
respiratory infections, malaria, tuberculosis, hepatitis B and C, and immunisable
childhood diseases. Another 12 percent is due to reproductive health problems.
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Nutritional deficiencies, particularly iron deficiency anaemia, Vitamin-A deficiency,
and iodine deficiency disorders account for further 6 percent of the total BOD. Noncommunicable diseases (NCD), caused by sedentary life styles, environmental
pollution, unhealthy dietary habits, smoking etc. including cardio vascular diseases,
cerebro-vascular accidents (hemiplegia), diabetes and cancers account for almost 10
percent of the BOD in Pakistan (Akram and Khan, 2007).
1.3.3. Comparison of health-related statistics
A comparison of some of the important health-related statistics has been made
in Table 1.1.
Table 1.1. Health-related statistics in New Zealand and Pakistan
Indicators
Life expectancy (2009)
Annual number of births (2009)
Infant mortality rate per thousand (2009)
Maternal mortality rate per thousand (2008)
% of central government expenditure allocated to
health (1998-2008)

New Zealand
80 years
59,000
5
14

Pakistan
67 years
5,403,000
71
260

17

1

Source: UNICEF, 2010.

1.4. Overview of the study design
This is a quantitative study based on experience sampling and conducted
prospectively to explore people’s experience of and responses to day to day
symptoms. The study used two different self-administered questionnaires as data
gathering tools. One of the questionnaires was administered to the participants
during the initial face to face meeting and gathered information on demographic
characteristics, beliefs about medicine, impulsivity, future orientation and attitudes
towards different health care professionals. The second questionnaire was
administered whenever the participants experienced some symptoms during the
study period of thirty days and was designed to collect data on type, duration,
severity of and responses to symptoms. The conceptualization of the second
questionnaire drew on Verbrugge’s (1985) use of diary method to sample people’s
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experiences of and responses to symptoms and the preliminary focus group
discussions and in-depth interviews.
Data were collected from healthy people aged between 18 and 65 years who were
recruited through random phone calls in New Zealand and through stratified
intercept technique (as will be described in Chapter 4) in Pakistan. The
questionnaires were administered electronically to the New Zealand participants and
on paper in Pakistan.

1.5.

Key concepts and working definitions

The key concepts used in this thesis are described below.
Qualitative research: This type of research is aimed to gather an in-depth
understanding of human behavior often through in-depth interviews and focus
groups. Qualitative research is mostly carried out on smaller but focused samples
rather than larger samples.
Quantitative research: This type of research is aimed to systematically investigate a
phenomena through statistical, mathematical or computational techniques.
Quantitative research is mostly carried out on comparatively larger samples through
structured interviews or surveys also regarded as questionnaires.
Longitudinal study: A study in which participants, processes or systems are studied
over time, with data being collected at multiple intervals. Longitudinal studies can be
either retrospective or prospective.
Retrospective: A study that involves collecting data about past events is
retrospective. It may involve gathering information and history about past events.
Prospective: A study in which the data to be studied are yet to be generated and the
events having not yet occurred is prospective.
Cross-sectional study: A study that captures data at a single point in time (as
opposed to longitudinal study where multiple observations are taken at different
times). Such studies are usually descriptive in nature, because it is not possible to
determine causality.
Recall bias: a systematic error due to differences in accuracy or completeness of
recall to memory of past events or experiences. This effect increases with time, and is
12
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a disadvantage of retrospective designs where people are required to recall
information from long time periods.
Symptom: A sign or an indication of disorder or disease, especially when
experienced by an individual as a change from normal function, sensation, or
appearance.
Symptom iceberg: The symptom iceberg refers to the phenomenon where most
symptoms are managed in the community without people seeking professional
health care.
OTC drugs: OTC or Over-the-counter drugs are medicines sold directly to consumer
without a prescription from a healthcare professional.
Self-care: An activity of an individual, family or community, with the intention of
improving or restoring health, or treating or preventing disease. It includes all health
decisions people make for themselves and their families to get and stay physically
and mentally fit.
Self-medication: The use of un-prescribed drugs by an individual to treat an
untreated and often undiagnosed condition.
Home remedy: Treatment that employs certain spices, vegetables or other common
items to treat a condition.
Complementary and alternative medicine (CAM): All practices, products and
therapies used either alone or together with conventional treatment with a belief that
they either possess their own healing effects or complement the effect of
conventional medicine, though not proven by scientific methods.

1.6. Overview of the thesis
The thesis is organized into four main sections which include the preliminary
work, research methodology and methods, the results, and the discussion and
conclusions. It comprises six chapters in total.
Chapter One is the introductory chapter and presents the background
information of the study, its aims and objectives, overview of the healthcare systems
in New Zealand and Pakistan, overview of the study design and overview of the
thesis.
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Chapter Two is dedicated to the literature review. It presents the review of the
health-seeking behavior models, summarizes the work from over the world
exploring people’s experience of and responses to symptoms and collates the work of
different researchers from New Zealand and Pakistan focusing on health-seeking
behavior. This chapter sets the overall research context by highlighting the key
findings and identifying the gaps from the literature reviewed.
Chapter Three presents the findings of the preliminary qualitative work
conducted to generate the baseline information that helped in designing the study.
Chapter Four describes the methodology and methods used in data collection
and analysis. It also presents the rationale of the methods used.
Chapter Five has two main sections. The first section presents the findings from
New Zealand and the second section from Pakistan.
Chapter Six discusses the principal findings of the study, bringing together the
findings presented in Chapter Five in the light of literature review presented in
Chapter Two. The chapter finishes with strengths, limitations, recommendations for
future work and conclusions.
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Chapter 2: Review of healthseeking behaviour models, literature
on responding to symptoms from
around the world and health-seeking
behaviour in New Zealand and
Pakistan

This chapter is based in part on the following peer-reviewed publication:
Anwar M, Green J, Norris P. Health-seeking behaviour in Pakistan: a narrative
review of the existing literature. Public Health. 2012 Jun; 126(6): 507-517. doi:
10.1016/j.puhe.2012.02.006.
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2.0. Introduction
This chapter is divided into four sections. The first section presents the review
of health-seeking behaviour models that have been used by a number of researchers
from both developed and developing countries. The second section explains how the
literature review was performed and covers the primary and secondary sources and
data used to review the literature. The third section examines the previous studies
conducted in different countries to explore the responses to symptoms. The section
highlights different methodological approaches used by the researchers and
summarises the important findings with an aim to find the information gaps. I could
not find any study reporting the responses to symptoms in New Zealand and
Pakistan. This led me to review the literature exploring the health-seeking behaviour
in general that makes the fourth section of this chapter. The review highlights the
methodological issues, describes the type of participants and coverage of medical
conditions, illustrates the coverage of geographical areas and focuses on the themes
emerging from the literature. This last section is partly based on the review article
published in Public Health (Anwar et al., 2012) that collates the work of different
researchers on health seeking behaviour in Pakistan.

2.1. Section one: Health-seeking behaviour models
Health-seeking behaviour models mostly serve as catalogues of relevant
variables that need to be considered in research design rather than as behavioural
models themselves (Hausmann-Muela et al., 2003). People may behave differently
when they encounter health-related problems and a number of models have
attempted to look into the reasons people behave in a specific way. Redding et al.
(2000) argued that each model represents a roadmap of the health behaviour
territory. The map points out the relevant land marks (constructs such as use of
preventive or therapeutic measures, choice between different health resources, noncompliance with the treatment, or the consequences of behaviour for delayed care
seeking) and how they are connected, and perhaps, how far it is from one landmark
to another. As different maps of the same territory evolve over time and are
compared, the territory becomes clearer, thus allowing better maps to evolve,
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perhaps integrating the clearest features of different maps. There is no final or true
map, only a map or theory that best meets our needs right now.
A range of the most commonly used and discussed health-seeking behaviour
models were identified and examined with the aim to identify key possible factors
influencing health-seeking behaviour for symptoms.
2.1.1. The Health Belief Model (HBM)
Originally conceived by Hochbaum (1958), a social psychologists from the
United States Public Health Service as a way of predicting who would utilize
screening tests and/or vaccinations the HBM is one of the oldest known models
(Becker, 1974; Becker and Maiman, 1975; Janz and Becker, 1984; Redding et al., 2000).
The model explains individual’s health-seeking behaviour guided by perceived
susceptibility, which refers to how vulnerable individuals consider themselves to
developing a condition; perceived severity, which refers to the degree of concern and
how serious the individual believes in the consequence of developing a health
problem; perceived effectiveness, which refers to the perceived benefits of preventive
or therapeutic health practices; perceived cost, which refers to the barriers interfering
with health behaviour change; cues to action, which refer to different internal and
external stimuli motivating an individual to take action; health motivation, which is
also regarded as the value of health and refers to individual’s interest in and
concerns about health and the extent to which an individual values health; selfefficacy, which refers to the level of a person’s confidence in their ability to perform a
successful behaviour; and mediating factors, which refer to demographic, structural,
social and psychological characteristics and are believed to indirectly affect
behaviour by influencing an individual’s beliefs and motivation. Figure 2.1 shows
the HBM as presented by Rosenstock (1974).
Despite being extensively used, the HBM has often been criticized for its focus
on individual’s decision-making rather than social context in which an individual is
attempting to change. The model is sometimes seen as a list of variables rather than a
theory based on relationship between its core components. It is more of a descriptive
rather than explanatory model as it does not allow any understanding of how people
make decisions (MacKian, 2002).
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Modifying factors
Demographics (age, sex, ethnicity,
etc.)
Sociopsychological variables
(personality, social class, peer and
reference group, pressures etc.)
Structural variables (knowledge about
the disease, prior experience of it, etc.)

Perceived
susceptibility to
disease

Perceived
severity of
disease
Perceived benefits of
taking action, minus
Perceived barriers to
action

Perceived
threat of the
disease

Cues to action
Raised awareness (e.g., mass media
campaign, newspaper article)
Personal advice (e.g., reminder from
health professional)
Personal symptoms
Illness of family member or friend

Likelihood of
taking
recommended
health action

Figure 2.1. The Health Belief Model, Rosenstock, 1974
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2.1.2. Theory of planned behaviour (TPB)
TPB (Ajzen, 1991) is an extended version of an earlier theory named the Theory
of Reasoned Action (TRA) (Fishbein and Ajzen, 1975). It is a widely used theory that
used a social-psychological approach to understand and predict the determinants of
health-seeking behaviour (Redding et al., 2000). The centre of TPB is behavioural
intention which is regulated by the following determinants:
1. Attitude toward a behaviour, which is the degree to which performance of the
behaviour is positively or negatively valued. This is determined by the
behavioural beliefs that link the behaviour of interest to expected outcomes.
2. Subjective norm, which is the perceived social pressure to engage or not to
engage in a behaviour. This is determined by normative beliefs that refer to the
perceived behavioural expectations of social networks such as family and friends.
3. Perceived behaviour control, which refers to people’s perceptions of their ability
to perform a given behaviour. This is determined by control beliefs referring to
the factors that may facilitate or impede performance of a behaviour.
The role of social networks and emphasis on motivational aspects of personal
disease control are the advantages of TPB; however, the model puts an overemphasis
on psychological factors and under-values structural factors such as availability of
resources and limited access, and has rarely been used outside the areas of STIs and
AIDS (Hausmann-Muela et al., 2003). Figure 2.2 shows the TPB as presented by
Ajzen (1991).
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Behavioural
beliefs

Attitude toward the
behaviour beliefs

Normative
beliefs

Subjective norm

Control
beliefs

Intention

Behaviour

Perceived
behavioural control
Actual
Behavioural
control

Figure 2.2. Theory of Planned Behaviour, Ajzen, 1991
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2.1.3. Young’s Model
Young (1981) conducted research on health-seeking behaviour of people from a
Mexican village and proposed a model also termed as ‘A choice-making Model’.
Young argues that a model of choice based on what people themselves perceive as
alternatives and the cultural beliefs that affect their decision-making pertaining to
treatment, better explains observed health-seeking behaviour. The model described
four key criteria which are likely to influence an individual’s health service choice.
These four components are described below and are also presented in Figure 2.3.
1. Gravity of the illness, which is based on the assumption that the culture classifies
illnesses by level of severity. It includes both the individual’s perception and their
social network’s consideration of illness severity.
2. Home treatment, the knowledge of which is based on lay referral. The model
states that if a person knows of an efficacious home remedy, they will likely
utilize this home treatment before utilizing a professional health care system or
maybe a modern medicine.
3. Faith in the remedy, which refers to the belief of an individual in efficacy of the
home treatment or conventional treatment for the present illness. If a person does
not have a confidence or belief in the efficacy of a treatment it’s unlikely that they
will use that treatment.
4. Service availability and cost, which refers to the individual’s perception of the
expense of treatment and availability of resources.
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Figure 2.3. Young’s Model, 1981
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2.1.4. Kroeger’s Model
Kroeger (1983a) proposed a model with a special emphasis on the complex
nature of interacting variables for the use of health services in developing countries.
Kroeger’s model is a framework of interrelated explanatory factors all of which are
affected by perceived morbidity as shown in Figure 2.4. Below is the description of
different explanatory variables as proposed by Kroeger:
1. Predisposing factors, which refer to individual’s traits and include the
characteristics such as age, gender, household size and status in household,
interaction with the social network such as family and friends, ethnic group,
religion, education, socio-economic status and occupation. This group also
includes a variable named ‘innovators’ which refers to the people who choose
new alternatives first, thus influencing other members of their group.
2. Characteristics of the disorder and patients’ perception, which refers to the fact
that the condition can be acute or chronic, severe or trivial and all such related
factors might affect the response of people to their illness. Other factors included
in this group are type of disease (psychosomatic or somatic), aetiological concept,
and expected benefits of treatment (biomedical versus traditional).
3. Enabling factors, which refer to the characteristics of the service or health service
system factors and include variables such as geographical accessibility, appeal
(attitudes and opinions towards different types of healers), attractiveness due to
quality of care, and costs of treatment.
Kroeger suggests that interaction between all these variables will lead to the
decision-making as to whether a person would seek non-professional advice, would
prefer self-care or self-treatment, would like to see a qualified health care
professional or would ignore the illness. The above mentioned choices seem to be
exclusive but in a developing country context they might be used concurrently or in
a series. However, patients from industrial countries show a different pattern and are
more attached to their physician or family doctor.
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Figure 2.4. Kroeger’s Model, 1983a
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2.1.5. Good’s Model
Good’s Model also known as ‘The Pathway Model’ is based on work
conducted between 1977 and 1979 in rural and urban parts of Kenya, Africa and was
published in 1987. The model starts with recognition of symptoms and centres on the
path that people follow until they use different health services such as home remedy,
traditional healer and biomedical facility. The model has been presented in Figure 2.5
and stresses the importance of ‘significant others’ in the decision-making process in
health care.
The concept of ‘significant others’ as a part of therapy managing group was
elaborated by Janzen (1978). This approach challenges the health belief model’s
strong emphasis on the individual and stresses the social context under which the
individual operates including a pivotal role of extended family members, relatives
and friends in illness negotiation and management.
Good argues that therapy selection is a complex process and involves
considerations such as distance to a particular provider, availability and accessibility
of transport, stage of illness, attitudes of particular providers, perceived value of
given treatment and therapist, and cost. Both educated and uneducated members of
African public may consult a traditional practitioner if the medical condition fails to
respond to biomedical treatment, conversely, they may seek biomedical care when
the traditional care fails. The shift from one therapy to another is not merely
determined by the knowledge of patient and their family members on disease and its
treatment but also by the inefficacy of one form of care or the other. The model looks
at health seeking as a dynamic process, because perception of illness and social
networks may change over time.
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Figure 2.5. Good’s Model, 1987. The left-up-down arrow on the right indicates that people can move from one sector to another
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2.1.6. Nyamongo’s Model
Nyamongo (2002) proposed a health care switching behaviour model which is
based on the findings of the research work conducted in a rural region of Kenya,
Africa. The study focused on the health care seeking behaviour of patients with
malaria. Nyamongo’s Model is a descriptive model that suggests that patients are
more likely to start with self-treatment at home as they wait for a time during which
they observe their progress. This allows them to minimize expenditure incurred as a
result of the sickness. They are more likely to choose treatments available outside the
home during subsequent decisions. The decisions include visiting a private health
care practitioner, a government health centre or going to a hospital when the
situation gets desperate. Nyamongo argues that delay in seeking care is caused by a
number of factors ranging from anticipated cost of treatment, duration of illness,
knowledge of illness and its treatment, and individual patients’ and their social
networks’ attitudes towards the illness and a patient’s judgment of the intensity of
sickness. These factors are often reflected in the community’s overall attitudes
towards illness including the notion of ‘wait and observe the progress’ when faced
with symptoms of illness (Nguma, 2010). Figure 2.6 presents the model proposed by
Nyamongo.
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Figure 2.6. Nyamongo’s Model, 2002.
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2.1.7. Reflection on health-seeking behaviour models
The review presented above focuses on a small number of health seeking
behaviour models. It was not practicable to review each and every model.
Additionally, only those models or theories which focused specifically on healthseeking behaviour were included in this review, while others such as The Health
Care Utilization Model (Andersen and Newman, 1973), Common-Sense Model of
Illness Self-regulation (Leventhal et al., 1980), The Transtheoretical Model (Prochaska
and DiClemente, 1983), and Social Cognitive Theory (Bandura, 1986) being general
behavioural theories or focusing on selected aspects of health-seeking were not
discussed in this chapter.
After reviewing different health-seeking behaviour models one can easily
conclude that all of these models present a number of factors whose interaction
determines behaviour. Although some of the models focus on a specific community
or condition they all show similarity in terms of their findings which state that
health-seeking behaviour is a result of interaction between a variety of factors such as
individual’s traits, individual’s and their social networks’ beliefs and perceptions
about illness, type of illness, accessibility of health care services, cost of treatment
and socio-economic status to name a few.
Despite the number of similarities in all the models presented above one point
that differentiates the HBM from the rest is its focus on individual decision-making
and individual’s perception of signs and symptoms of an illness. Young, Good,
Kroeger and Nyamongo however suggest that family’s and social network’s
perception and beliefs about illness are equally important as one’s own beliefs in
shaping the behaviour of an individual. The individual decision-making approach
might be applicable to western societies to some extent but in developing countries
where treating an illness is more of a family affair, this approach does not adequately
predict behaviour. Young’s, Kroeger’s, Good’s and Nyamongo’s models have been
developed in the context of developing countries and describe the decision-making
process more effectively. These models may also be applicable to developed
countries as we cannot detach the social aspect from the decision-making process
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although the extent of its influence on the people from developing and developed
countries might be different.
All the models reviewed above present different approaches people take and
the weight they give to different factors with perception of severity of symptoms as
one of the important factors that determine when to seek care. McKinlay (1972) in the
review of studies of health-seeking behaviour in developed countries proposes that
factors such as geographical proximity and economic factors such as financial
resources may well explain the varying health seeking behaviour among people.
Despite being in close proximity to the health care service, if a patient is lacking
financial resources they might stay at home or seek alternative treatment. However,
more work needs to be done to explore if all the people who have access to financial
resources and have health care facility in close proximity would seek care from the
health facility or would prefer staying at home and trying alternative modes of
treatment. In my opinion this is hard to determine as there are many factors that
influence the process of decision-making at the same time.
The importance of the gravity of a particular illness and financial constraints
has also been highlighted by Ali and de Muynck (2005) through their work on
health-seeking behaviour among street children in Pakistan. The findings of their
work suggest that self-medication is the most common response to an illness. But for
major illness, if it does not respond to self-medication care is sought from a health
care provider and the choice depends on perceived skills of the provider and
patient’s financial status. Those with financial constraints would go to traditional or
spiritual healers and those with no such constraints would see an allopathic doctor.
In short, all the models despite approaching the health-seeking behaviour
from different perspective, nevertheless tend to overlap. However, as Shaikh et al.
(2008a) commented, the approach used by Kroeger (1983a) provides the most holistic
framework for examining, analysing and interpreting factors and determinants of
health-seeking behaviours and health services utilization. The approach particularly
suits developing countries and might be useful in developed countries’ context.
Unlike other models which have either been developed by studying a specific
community or response to a particular illness, Kroeger’s model was developed by
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reviewing the relevant literature at that time and collated the factors affecting healthseeking behaviour highlighted by various researchers.

2.2. Section two: Locating the relevant literature
An extensive review of the relevant literature was carried out in the initial stage
and throughout the study period. The review began with a global scope and then
focused on New Zealand and Pakistan with the aims of highlighting the gaps in the
findings of the studies and discovering areas needing further study. As the topic is of
medical as well as anthropological relevance, multiple databases that could direct to
such material were used, namely Pub Med, Academic Search Complete (via Ebsco),
Social Sciences Citation Index, Scopus and Google scholar. The key words used to
search for relevant literature from the aforementioned bibliographic resources are
listed in Table 2.1. In addition, the articles cited in the reference lists of relevant
papers were also retrieved.
Table 2.1. Key words used in the literature search
Minor illnesses
Common illnesses
Response to symptoms
Response to minor illnesses
Response to common illnesses
Symptom iceberg
Self-care
Response to symptoms AND [country1]
Illness behaviour AND [country1]
Response to illness AND [country1]
Self-care AND [country1]
Health-seeking behaviour [country1]
1 either “New Zealand” or “Pakistan”

2.3. Section three: Review of the studies on response to symptoms from all over
the world
Relatively few studies on response to symptoms have been conducted in recent
years. A total of fifteen studies conducted all over the world were included in this
review. A brief description of studies involved in the review is given in Table 2.2.
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Table 2.2. Description of the studies included in review (Response to symptoms)
Study

Type

Participants

Focus/Illness

Study design

Alpert et al. (1967)

Community
based

500 mothers as
care taker of
family health

Experience of and
response to
symptoms

Longitudinal, health diaries for United States
4 weeks

Andersen et al. (1968)

Community
based

2367 households
from the US
1933 individuals
from Sweden

Symptom reporting

Cross-sectional, interviews
covering past whole year
experiences

United States,
Sweden

Hannay (1978, 1980)

Community
based

1344 individuals

Experience of and
response to
symptoms

Cross-sectional, interviews
covering previous 2 weeks

United Kingdom

Marcus (1982)

Community
based

1200 individuals

Long term effect of
memory aids
(diaries) on
interviews

Longitudinal (health calendars
for one year)
Cross-sectional (interviews
every 6-8 weeks)

United States

Brody and Kleban (1983)

Community
based

132 older people

Experience of and
response to
symptoms

Longitudinal, four interviews
covering past 24 hours

United States

Dean et al. (1983)

Community
based

2236 individuals

Experience of and
response to
symptoms

Cross-sectional, postal surveys
covering past 6 months

Denmark
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The Detroit Health
Study (Verbrugge, 1985;
Verbrugge and Ascione,
1987)

Community
based

714 individuals

Experience of and
response to
symptoms

Longitudinal, Health diaries
for 6 weeks

United States

Egan and Beaton (1987)

Community
based

46 individuals

Experience of and
response to
symptoms
By healthy low
utilizers of health

Cross-sectional, questionnaire
covering last week

United States

Haug et al. (1989)

Community
based

728 older adults

Self-care for
symptoms

Cross-sectional, interviews
covering past 4 months

United States

Green (1990)

Community
based

296
undergraduate
students

Self-care for minor
illnesses

Cross-sectional, questionnaire
covering past 3-4 months

United States

Kroenke and Price (1993)

Community
based

13538 individuals

Experience of and
response to
symptoms
and psychiatric
comorbidity

Cross-sectional, interviews
covering past experiences of
unlimited time duration

United States

Stoller et al. (1993)

Community
based

667 older people

Self-care for
symptoms

Longitudinal, health diaries for United States
3 weeks

Wyke et al. (1998)

Community
based

2000 individuals

Gender differences
in symptom
reporting

Cross-sectional, interviews
covering last month

33

United Kingdom

Chapter 2: Literature Review

Leyva-Flores et al. (2001)

Community
based

5640 individuals

Experience of and
response to
symptoms

Cross-sectional, questionnaires
covering last 2 weeks

Mexico

McAteer et al. (2011)

Community
based

2474 individuals

Experience of and
response to
symptoms

Cross-sectional, postal surveys
covering last 2 weeks

United Kingdom
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Alpert et al. (1967) endeavoured to answer the question: is it reasonable and
appropriate to view the family as a meaningful unit of health behaviour? A sample of
500 low-income families was selected from those using the medical emergency clinic
of a children’s hospital in Boston, United States. Demographic data and answers to
attitudinal questions were collected during the first interview. During the second
interview, the mothers were presented with family-health calendars to keep record of
any medical symptom observed, any upsetting event experienced in the family, and
any action taken in response to these symptoms. The calendars were collected back
after 4 weeks and a randomly picked 15% of the calendars was intensively analysed.
The sample comprised of 78 families of 156 adults and 254 children.
It was found that 93% of the families reported one or more symptoms. On the
average, a symptom was reported for 1 of every 2 family members and on 1 of every
3 days and medical help was sought on 1 of every 20 days. Respiratory and
gastrointestinal symptoms were the two most commonly reported symptoms with
accidents being the third. For one of every four symptoms, no response was reported.
The ratio of medically non-attended symptoms to medically attended symptoms was
seven to one. Different kinds of responses were recorded for different categories of
illnesses with gastrointestinal symptoms and ‘other symptoms’ most likely to be
brought to medical attention. Maternal help in more than half of the cases implies
that it was the most common response to symptoms. Use of proprietary medicines
was most common for respiratory symptoms and menses. Aspirin was the most
popular medicine with the families; its use was reported on 121 occasions. Hospital
admissions represented more than 20% of all medical contacts, while in three-fourths
of the cases a clinic or physician’s office was contacted. Despite the frequently heard
claim that low-income families use medical facilities inappropriately and in excess of
actual need, data from this study indicated that only a small percentage of the
illnesses experienced by these families resulted in a medical contact. The data also
suggested that while the families may receive adequate care for physical symptoms,
they did not seem to receive adequate attention for emotional problems. The authors
are of the view that perhaps family-oriented medicine can better overcome the
obstacles such as lack of a continuous relationship between the family and the
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physician and the physician’s imperfect knowledge of family health. Such approach
may also more completely fulfil the unmet health needs of these families than
medicine oriented to the individual patient.
The study, despite being a source of comprehensive health information not
found in usual health records, is all about mothers’ perception of family health. It
ignores that fact that individual patient might have different perception of the illness
and might respond in ways not necessarily known by the mothers. An alternative
approach to conduct such a study could be getting the heath calendar filled by the
randomly selected family members and including such questions in the
questionnaire/health calendar that collect information about influence of family
members on decision-making related to responding to symptoms.
The work of Andersen et al. (1968) compared positive responses to a checklist of
15 symptoms used in social surveys in Sweden and in the United States (US). The
study examined the consultation of doctors in response to the symptoms and factors
associated with perception and response. Americans reported more visits to
physicians whereas Swedes appeared to report more symptoms of illness. However,
it was found that differing perceptions of and responses to illness by people in
Sweden and those in the US apparently were not sufficient to explain observed
differences in magnitudes of physician use. Rather, it was suggested that differences
in the organization of medical practice must be examined to explain these
differences. The study examined the effect of socio-demographic factors on patterns
of reporting and response. Andersen and his colleagues reported that socioeconomic
variables were less successful than demographic variables in differentiating
reporting patterns in both countries, but were actually more important than the
demographic in differentiating patterns of response in both countries. Whether a
person consulted a doctor for a symptom was more dependent on class and income
than on age and gender. However, socioeconomic variables had a weaker
relationship to response patterns in Sweden as compared in US owing to more
homogeneous population and a health care system with fewer economic barriers in
Sweden. Although both demographic and socio-economic variables showed a
consistent relationship to symptom reporting and response in some instances, the
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authors were of the view that they were not stronger in either country. This could be
because in western societies with highly developed medical care system, definitions
of illness probably are becoming more uniform and sick people are probably
beginning to consult doctors regardless of demographic or socio-economic
characteristics or the particular way in which the health service system is organized.
The work is a fine example of a comparative study conducted in two western
countries. However, it covers the health experiences of respondents for the whole
year of 1963 and might be affected by recall bias. Despite examining the effect of
socio economic and demographic variables on response to symptoms, the response
has been limited to symptom reporting and ignoring other possible responses such as
self-medication and use of alternative therapies. The study used household sample in
US whereas in Sweden each individual was interviewed separately. This difference
in sampling strategy might introduce a bias to the findings as there was considerable
amount of proxy reporting in the US sample as opposed to the sample from Sweden.
Designing a prospective study, using the same individual sampling strategy in a
developed and a developing country and considering multiple responses to
symptoms as in the current study might present different findings. Also, many
things are likely to have changed in 50 years’ time from when the study was
conducted.
In 1978 and 1980 Hannay presented his work on symptom prevalence and
symptom reporting in the UK community. Hannay defined the phenomena of
‘symptom iceberg’ and ‘medical trivia’ in terms of people’s own perceptions of their
symptoms and their subsequent referral behaviour. John Murray Last used the term
‘illness iceberg’ to indicate that ill health that reaches medical attention is only a
small proportion of experienced ill health (Last, 1963). Hannay used patients’ own
perception of their symptoms as a basis for deciding whether their referral behaviour
was explicable in terms of those perceptions or not, without imposing external value
judgements about appropriateness. A symptom was defined as a part of medical
iceberg if the referral was none or lay, when either the pain or disability was severe,
or the symptom was considered to be serious. Conversely, those symptoms which
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were referred for professional advice, when there was no pain or disability and the
symptom was not thought to be serious, were defined as part of the medical trivia.
The study was conducted on random monthly samples drawn from the
computer file of a health centre during the course of a year. A total of 1,344
interviews were completed. Each patient was asked about a checklist of medical
symptoms, which included forty four physical symptoms with eight mental
symptoms for adults and four behavioural problems for children. The questions
referred to the previous two weeks only and asked the patients what they did about
their symptoms. Personality and intelligence were also assessed using established
scales. Respiratory symptoms were found to be the most prevalent followed by
headaches and feeling tired. It was found that 23% of those interviewed had at least
one medical symptom which was part of the symptom iceberg, and 9% patients
contributed to the medical trivia. Of those interviewed, 88% had one or more medical
symptoms with an average of five per person. Females were more likely to be part of
the medical symptom iceberg along with those who were unemployed, who had no
higher education and who belonged to lower social class. An interesting and
unexpected finding was that patients who were both more neurotic and less
intelligent did not trouble their doctor when perhaps they should have done, rather
than the other way round. The tendency to refer trivia for medical advice increased
with age and for women. It was also significantly higher for the retired, separated or
divorced, unemployed, and those who had left school early.
The study gave a new dimension to the definitions of symptom iceberg and
medical trivia. Instead of depending on what the author termed as vague value
judgements previously, it used the patients’ own assessment of their symptoms to
define whether the action taken was explicable in terms of their own perceptions as
referral behaviour is motivated by the person who has the symptoms. As the aim of
the study was limited to defining the two aforementioned terms, it did not strive to
explore other important and interesting areas such as responses to symptoms other
than referral or no-referral and factors associated with the response.
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In the Los Angeles Health Survey as reported by Marcus (1982), over 1,200
adults were interviewed every 6-8 weeks for a period of 1 year to report their illness
episodes. Respiratory problems constituted 37% of all episodes, with musculoskeletal
ones next (21%), then digestive (15%), nervous system (7%), and skin/nails/hair
(5%). Some respondents kept diaries to serve as memory aids during the telephone
interviews; others had just the interviews. The researchers found that the memory
aid increased the proportion of episodes due to musculoskeletal, digestive and
nervous system problems and decreased sharply the proportion due to respiratory
problems, compared to the interview-only group. The aim of the study was to
examine the long-term effects of a slightly different memory aid, a wall calendar, on
respondents, as opposed to previous studies conducted over shorter periods of time
with diaries serving as memory aids. The findings clearly show a positive effect on
symptom reporting; however, completing all kinds of memory aids is entirely within
respondents’ discretion who may fill them whenever they want and possibly at times
much later than, when the actual incident happened. This may introduce a
retrospective bias into the findings which can be overcome by designing a study
where respondents are made to report their health status close in time to the event
like the present study.
Brody and Kleban (1983) explored the day to day problems of the elderly which
often do not receive professional attention. Three groups of older people were
studied: those with normal mental functioning, those with a history of diagnosed
functional disturbance and those with senile dementia. All the 132 participants were
interviewed at weekly intervals and were asked to elicit every mental or physical
health incident experienced in the course of the previous 24 hours. The findings of
the study were reported as health incidents referring to the types of symptoms,
frequency of incidents, degrees of bother and interference with activities or sleep.
A total of 1,893 mental/physical health symptoms were reported by the
participants, averaging 3.9 symptoms for each individual for each reported day. Pain
and fatigue/weakness were the two types of symptoms that bothered the largest
number of respondents, being reported at least once by three-quarters and two-thirds
of them respectively. These were followed by mental health symptoms (55%),
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worries (52%) and upsets (43%). In terms of frequency, pain was the most frequently
reported symptom with 753 mentions followed by 271 incidents of fatigue and
weakness. The symptoms rated as most bothersome were worries (73%) and mental
health symptoms (48%) followed by pain and upsets (40%). Of all the symptoms
reported 36% were reported to result in interference with some activity or sleep. Pain
was accounted for the highest percentage of activity disturbances (40%). In a separate
publication Brody et al. (1983) reported the responses of older people to their day to
day symptoms. They found that some action was taken to treat four-fifths of the
complaints but virtually none of the symptoms were reported to health care
professionals. Among the authors' findings are that about 20 per cent of the drug
doses taken by the interviewees could not be identified and the remaining 80 per cent
were divided equally between prescription drugs and over-the-counter medications.
The study is a rare example of research that included those with senile
dementia despite that fact that only two-thirds of them did respond to some extent.
Older people with this diagnosis often are omitted from research studies; however,
such exclusion impedes the development of knowledge about people who are among
the most disabled and deprived of all the elderly. The study is focused on an elderly
population and fulfils its aims successfully. Similar studies conducted on other
population groups might present different but interesting findings on peoples’
responses to symptom.
Dean et al. (1983) conducted a study on a random sample of the Danish
population. They defined self-care as practices of individuals constituting the major
component of treatment responses to illness and determine the utilization of primary
care professional services. It was stated that compliance with professional directives
is based on lay decision and is therefore also a form of self-care. The study was
conducted in two stages. During the first stage a sample of health problems was
selected for the collection of symptom response data by means of a mailed
questionnaire from a nationwide sample of 2236 persons. Based on the selection
criteria the researchers chose six conditions; cold, skin rash, lumbar pain, influenza,
depression, and chest pain. The second phase involved interviewing a geographic
subsample of the original sample on self-care responses to all the selected six
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symptoms during a 6-month period. The findings of this study suggested four types
of behaviours that were common to the six conditions: non-medication selftreatment, use of medication, physician consultation, and decision to take no action.
Non-medication self-treatment was found to be the most common response to most
of the symptoms, while chest pain was the condition for which the largest proportion
of the respondents did nothing. The authors examined the effects of sociodemographic and attitudinal variables on the illness response. Age, sex, perceived
health status, and a reliant attitude toward physicians were reported to be important
factors related to the illness behaviour.
This study managed to successfully categorize the responses to symptoms and
examined the effect of socio-demographic variables on responses yet the findings
might be affected by a certain degree of memory bias and failure for a recall period of
six months. The seriousness of illness and decision to consult the doctor also increase
the likelihood that the illness is remembered with symptoms not resulting in medical
consultation possibly being under-reported. The use of self-administered postal
questionnaires increases the possibility of educational bias in the findings.
The Health in Detroit study (Verbrugge, 1985; Verbrugge and Ascione, 1987)
was a survey of white adults aged 18 years and above residing in the Detroit
metropolitan area of the United States in Fall 1978. A multistage probability sample
of households was selected and then one adult was randomly chosen from each
household as a respondent. Initial interviews were conducted on 714 respondents
who then kept health diaries for 6 weeks. Each day they answered questions about
overall physical well-being, symptoms of illness or injury, curative and preventive
actions, mood and special events.
The reported symptoms were classified into two main classes, respiratory
symptoms and musculoskeletal symptoms. There were 2,575 days with respiratory
symptoms and 2,486 with musculoskeletal symptoms. The mean number of
symptomatic days was 17.9 for women and 13.2 for men. Women had roughly 50%
more short-term morbidity than men but both sexes experienced fundamentally
similar kind of problems. The majority of adults (61%) had a respiratory problem and
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half of the respondents had a musculoskeletal problem. The most common response
to symptoms was taking prescription or non-prescription drugs followed by talking
to family or friends and restricting activity. The least common of all the responses
was visiting a health professional. It was noticed that bad moods consistently
triggered physical problems and health actions. Yesterday’s troubles helped trigger
symptoms and health care today, but they had less influence than today’s troubles
did. The multiple regression analysis revealed that socio-demographic factors hardly
had any effect on respiratory and non-disease musculoskeletal days which could be
attributed to their transient nature. However, for musculoskeletal disease days,
socio-demographic characteristics figured more strongly in care.
The Health in Detroit Study is one of the most influential and thorough studies
on responses to symptoms. The instrument used in current study has drawn
influences from Verbrugge’s Detroit study and technological advances have made it
possible to administer the questionnaire electronically instead of keeping a diary
record in the New Zealand arm of the study.
Egan and Beaton (1987) carried out research with the objectives of developing a
protocol for the study of health and illness behaviour; to test the reliability and utility
of a newly developed Symptom Response Questionnaire; and to explore the effect of
gender and age on symptom response tendencies among a healthy group of low
utilizers of medical care. A sample of 46 healthy volunteers aged between 18-75 years
was drawn from a large metropolitan area of the US by public service
announcements in community newspapers. A clinical sample of 33 chronic muscle
contraction headache sufferers was also included in the study. The respondents were
asked to report any symptoms they experienced in the week prior to the study. A list
of 13 common symptoms was provided in the questionnaire. The respondents were
asked to check as many responses as they employed in handling the problem. The
principal component analysis of the responses to symptoms yielded 3 factors namely
self-help, professional help and think/talk.
A mean of 20.1 symptoms was reported by health low utilizers whereas the
clinical sample reported 32.1 symptoms. Healthy men reported talking significantly
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more to both friends and co-workers about their illness than healthy women did.
Older individuals were significantly less likely to ignore their symptoms than were
younger or middle aged individuals and were significantly more likely to consult a
physician. Healthy individuals were significantly more likely to think about what
had caused their illness than were the headache group. The clinical sample was more
likely to seek prescription drugs and more likely to report that they would visit the
emergency room in response to the symptoms.
The study focuses on a very important but mostly ignored group of population;
healthy low utilizers of healthcare and explores their responses to illness which
might be very much different from the chronically ill and heavy utilizers of medical
care. However, low sample size and volunteer status of the healthy subjects raise
questions regarding whether they are, indeed, characteristic of the greater population
of all healthy low utilizing individuals. A random sampling strategy and repetitive
measures might increase the validity of findings from such a study.
Haug et al. (1989) endeavoured to formulate a conceptual model to be used in
analysing, understanding and explaining self-care in response to illness symptoms.
The authors discussed the Andersen’s Model (1973) and came to the conclusion that
it is not useful for understanding self-care. However, the concepts presented in the
Health Belief Model such as demographic and social psychological variables,
perceived seriousness of a possible disease, the respondents’ perceived susceptibility
to it, and the perceived benefits of preventive action are also relevant to selftreatment decisions. The authors borrowed some aspects of the Health Belief Model
to come-up with their own conceptual framework to understand self-care practices
that guided them to formulate their hypothetical questions. In order to answer these
questions a study was carried out on the self-care behaviours of a random sample of
728 persons aged 45-95 in a Midwest state of the United States. Three age cohorts
were selected from each of the three different communities. A list of 32 symptoms
was presented to the subjects during the interviews and they were asked if they had
noted any of these symptoms in the past four months and if so what action they had
taken. The symptoms ranged from relatively minor complaints, such as skin rash to
potentially serious problems such as chest pains. The study presented the rate of self43
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care behaviour by each respondent and type of self-care used. The independent
variables consisted of two sets, health factors including self-assessed health (health
status), health behaviour, chronic condition, numbers of symptoms and
psychological distress, and attitudinal factors such as self-reliance, faith in doctors,
belief in medical errors and attribution of ailments to aging.
The study recorded more than 3,500 symptom episodes with a mean of 5.7 and
mode of one or two. The most frequently occurring symptoms were waking up with
stiff or aching joints or muscles, getting up mornings tired and exhausted,
nervousness, swelling of hands, feet or legs, and problems with memory. It was
found that self-care rates did not differ by age cohort, and type of self-care used did
not consistently vary with older persons generally using more home remedies. Selfcare rates had different predictors, depending on whether they were based on
symptoms viewed as not serious or more serious. Good health appeared to generate
self-treatment for ailments viewed as minor, but low faith in doctors was a
contributing factor for the decision to self-treat for symptoms viewed as more
serious. These findings were not artefacts of demographic differences, since they
remained when controlling for these variables. Some of the aspects that the authors
think were missing in this conceptual model and should be considered in future
work were family influences, role of religious beliefs and quality of relationship with
a physician.
The study focuses on the self-care practices of people in three age cohorts, 4559, 60-74, and 75 and over. However, the members of third age cohort are prone to
forgetfulness and this effect might be intensified with a long recall period of 4
months. As the aim of the study was to explore the self-care practices of older adults
including both middle aged and elderly people, the prevalence of and responses to
symptoms in society could not be determined using this data as it might require a
sample consisting of both young and old people who are generally healthy in order
to avoid the over representation of symptoms.
Green (1990) investigated illnesses that were commonly reported by a
convenience sample of 296 undergraduates attending a public state university in a
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rural western community in the United States. The survey instrument asked the
participants to report type of illnesses experienced in the past 3-4 months and to
indicate treatment used in response to those illnesses, choosing from a fixed list
including rest, medicines, other home treatment, a visit to the doctor, nothing, and
other treatments (to be specified by the subjects). Analysis was done using both
illness and person as units of analysis. Colds, headache, flu, back pain, infections and
depression were the most commonly reported symptoms. Rest and self-medication
were the most frequent responses to illness followed by doctor visit. Infections and
sprains were the conditions for which a doctor visit was the most common response.
Approximately 85% of the illnesses were home treated. When analysed by symptom,
no significant differences were found across groups in choice of treatment for
symptom. It was noticed that perceptions of illness vary significantly across groups
but perceptions of the appropriate treatment for illness did not. The author was of
the view that self-care was prevalent in the society and health education programs
may need to place more emphasis on accurate diagnosis of illness, providing more
information regarding illness definition. Attention should be paid to what constitutes
a serious versus non-serious symptom and what symptoms are most likely to elicit
mistreatment.
The above study, despite being a thorough investigation on prevalence of and
responses to symptoms, is based on retrospective recall of experiences with a recall
period of more than two weeks. The lack of socio-demographic variance is another
issue as the sample was restricted to the student population from just one university.
Conducting a similar study on people from different socio-demographic background
might present a different picture.
Kroenke and Price (1993) conducted a study aiming to determine the
prevalence, classification and psychiatric comorbidity of symptoms in a general
population. A total of 13,538 respondents aged 18-75 years recruited through random
and stratified cluster sampling from five different communities of the United States
were interviewed using a pre-established and validated instrument. The respondents
were asked if they had experienced 38 physical symptoms, either currently or in the
past. They were also asked a series of questions to determine if the symptoms they
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experienced met the severity criteria, that is, the symptom had been reported to a
health care professional, had caused the patient to take medication, or had
substantially interfered with activities. Symptoms meeting one of these three severity
criteria were further classified as: (1) always due to medication, drugs or alcohol; (2)
always due to a physical illness or injury; or (3) unexplained or potentially due to
psychiatric factors.
The findings of the study revealed that symptoms were common in the
community with a lifetime prevalence rates ranging from 6.0% to 36.7% per
symptom. Pain of different types was the most commonly reported symptom
followed by fatigue, dizziness and insomnia. Gender had a major effect on
prevalence with 20 symptoms more commonly reported by women. Increased age
was associated with higher number of symptoms. Race and socioeconomic status had
a minor role in symptom prevalence. Most symptoms (84%) were at some point
considered major in that they interfered with routine activities or had led individuals
to take medications or visit a physician. Nearly one-third of symptoms were either
psychiatric or unexplained, and most symptoms were associated with at least a
twofold increased lifetime risk of a common psychiatric disorder.
The study is an impressive attempt to emphasize that not all symptoms can be
explained by physical factors and more efforts are required to refine our
understanding of the common complaints for us to more effectively evaluate and
manage symptomatic patients. However, an important methodological issue to be
mentioned here is the unlimited recall period in this study. Also, there might be
over-representation of certain symptoms such as those experienced by chronically ill
and older respondents as the study did not separate the findings of healthy people
from those of chronically ill patients.
Stoller et al. (1993) conducted a health diary study on self-care responses to
symptoms by older people. A probability sample of 667 elderly people recruited
from a rural region of New York State of the United States was surveyed through
structured diaries for a period of 3 weeks. A list of 26 symptoms was provided in the
diary which was also used to record other related information such as seriousness,
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perceived cause and response to symptoms. The completed diaries were collected on
weekly basis.
Ninety-four percent of the sample with a mean age of 74.1 years completed 3
weeks of health diaries. Runny nose, cough, indigestion, headache, muscle/joint
pain, tiredness and sleep difficulty were amongst the most commonly reported
symptoms. A decision to take no action was a common response to a number of
symptoms. OTC medications were the most frequently reported medications for
fever, runny nose, sore throat, cough, diarrhoea and muscular pain, but they were
superseded by prescription drugs for symptoms such as shortness of breath,
palpitation, stomach pain, urination problem and depression. Cutting down on
activities was reported by more than 40% of people experiencing fatigue, dizziness,
weakness, heart palpitations, fever and muscular pain. Reliance on dietary and home
remedies varied by symptoms. Leisure activities or prayer were reported most
frequently for depression and nervousness. Multivariate analysis affirmed the
importance of both symptom interpretation and symptom experience on lay
treatment decisions. Whether people ignore or treat symptoms appeared to have less
to do with their familiarity and causal explanation than with whether or not the
symptom caused them pain or discomfort, whether it interfered with their desired
activities, or whether they thought it might be indicative of a serious disease.
The use of health diaries and weekly collection in the above mentioned study
might have produced the findings with a minimum effect of retrospective and recall
bias. A detailed account of symptoms experienced by elderly population and the
possible predictors of decision-making has been presented in this study. However,
the findings cannot be generalized to the general population as older people may
have at least one chronic condition and might present a different symptom pattern
compared to those who are younger and generally healthy. Also, the sample of this
study represents a rural area and it would be interesting to conduct similar research
on an urban community to explore the similarities and differences.
The work of Wyke et al. (1998) focuses on gender differences in consulting a
general practitioner for common symptoms. The study was conducted on 1000
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respondents each from two age cohorts, aged 39 and 58 years residing in the West of
Scotland who were interviewed in their homes by nurses. They were asked about
their experience of any from the list of 33 symptoms in the last month and whether
they consulted the general practitioner for their symptoms. They were also asked
whether their symptoms had caused them to cut down on their usual activities.
Headaches, backache, sinus, difficulty sleeping, feeling tired, tension and
indigestion were some of the most commonly reported symptoms. Although it was
observed that women in the younger cohort were significantly more likely to have
consulted a general practitioner for any of the symptom reported, and for a few
individual symptoms in both cohorts, when only those who had reported a symptom
in the last month were included, there were no gender differences in consulting for
any of the 33 symptoms in the older cohort, and just for three symptoms in the
younger cohort. Also, in terms of cutting down on activities because of symptoms
both genders showed striking similarities except one symptom where women were
significantly more likely to report cutting down activities.
The study presents an important finding that does not support the most widely
accepted explanation for gender differences in consulting health practitioners that
women have a greater propensity to consult than men. However, the study focuses
on one of the least preferred option as a response to symptoms that is, consulting a
practitioner.
Leyva-Flores et al. (2001) presented the findings on their analysis that they
conducted on the data obtained from 5,460 people representing 9% of the sample
used in the National Health Survey conducted in Mexico. The aim of this analysis
was to explore how people respond to illness in Mexico: self-care or medical care.
Participants included in this analysis were those who experienced some symptoms
during last 2 weeks. Respiratory and musculoskeletal symptoms were found to be
the most commonly reported symptoms. Of the total population studied 61%
employed self-care and only 39% used medical care. Fifty-two percent of those who
perceived their problems as serious did not use medical care because they considered
it too expensive and 70% of those who perceived their problems as slight did not
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attend medical care because they considered it unnecessary. Through multivariate
analysis a greater frequency of self-care was observed among males over 5 years old
who lacked access to social security medical services, or system of private insurance,
suffered a mild illness, and lived in poor, rural areas.
The article presents a deep insight into the reasons why people prefer self-care
over medical care. However, like many other studies it is also a snapshot of what
people did previously and the findings may potentially be affected by retrospective
and recall biases. Also the study lacks information on prevalence and frequency of
different types of symptoms. The study included only socio-demographic variables
in their logistic regression model. The only symptom related variable used was
perceived seriousness of the condition. Other symptom related variables such as
duration, and type of symptoms may also be important in predicting the response.
McAteer et al. (2011) conducted a nationwide postal survey in the United
Kingdom (UK) to ascertain the size of the symptom iceberg in the UK. The
respondents of the study were aged 18-60 years and the sample of 8,000 adults was
drawn by gender-stratified random sampling from 20 conveniently selected general
medical practices across the UK. The questionnaire included 25 physical and
psychological symptoms ranging between those indicative of minor illnesses to those
that could be indicative of potentially serious conditions. Individuals were asked if
they had experienced any of the symptoms during the previous 14 days. Data were
also collected on symptom severity, duration, interference, and time off work.
Of the 7,828 questionnaires sent, only 2,474 were included in the analysis
making the response rate of 33.2%. A total of 9,024 symptoms were reported. The
number of symptoms experienced by one person ranged from 0 to 22, with the
overall mean number being 3.7 symptoms. Significant associations were found
between the mean number of symptoms and sex, age group, marital status, level of
education, employment status, annual household income and smoking status. Both
the group with, and the group without chronic condition presented more or less
similar associations. The five symptoms reported most frequently were: feeling
tired/run down, headaches, joint pain, back pain, and difficulty sleeping. The study
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also found that gender may be less of a factor in the reporting of symptoms than
previously believed. The article despite claiming to ascertain the size of symptom
iceberg reports merely the prevalence and frequency of symptoms as the concept of
symptom iceberg describes the phenomenon that most of the symptom are managed
in the community without people seeking professional help. However, a second
article (Elliott et al, 2011) focuses on the responses to the symptoms. It reports that for
almost half of all the symptoms reported respondents chose to do nothing, 35%
resulted in the use of lay care, usually OTC medicine and only 12% led to a
consultation with a primary health professional. It was also found that women and
those with at least 3 symptoms were more likely to have used an OTC medicine.
Similarly women and non-whites were more likely to use lay care. The study
concluded that the size of symptom iceberg in UK community was quite large as
most symptom episodes were not presented to the health care services.
The large sample size and recruitment of practices from a variety of
geographical and socioeconomic areas with representation from most subgroups
provides a good level of generalizability in this study. However, this is a crosssectional study and the findings are a single snapshot in time of symptom experience
and actions taken to manage them. The participants might have previously consulted
health care professionals and this previous experience might have influenced their
decision for treatment-seeking on their recently reported episode of symptoms.
2.3.1. Key findings and gaps
The literature reviewed in this section examined an array of studies on
experience of and responses to symptoms from all over the world. Almost all of the
studies reported that symptoms are highly prevalent in the community with
respiratory and musculoskeletal symptoms being the most commonly experienced
ones. Consulting a health professional for symptoms has often been the least
commonly reported option as respondents mostly responded to their symptoms by
self-care including self-medication. Gender and other socio-demographic factors
played an important role in shaping people’s responses to symptoms.
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The majority of the studies focused on experience of and response to symptoms
by an adult population with few exceptions that targeted gender differences in
response to symptoms, self-care and the elderly population. Cross-sectional study
design using postal surveys, self-administered questionnaires and interviews was the
most common approach used to conduct such studies as 10 out of 15 studies
reviewed used this approach. However, a small number of studies also employed
longitudinal study design and used health diaries as data collection instrument. The
majority of the studies were conducted in developed countries and 10 out of 15 were
based in the United States. There was only one study that was carried out in a
developing country, Mexico. I could not find any study conducted in non-western
culture.
A lack of studies using longitudinal study design in order to avoid recall bias,
the scarcity of recent data on responses to symptoms, the unavailability of such
research conducted in New Zealand and the dearth of literature from developing and
non-western countries such as Pakistan are some of the information gaps that the
current study attempts to fill.

2.4. Section four: Review of studies on health seeking-behaviour from New
Zealand and Pakistan
As mentioned previously, no New Zealand or Pakistan studies specifically
focusing on responses to symptoms were found. Therefore, a total of 20 articles from
New Zealand and 28 from Pakistan published between the period of 1980 and 2011
and were relevant to the notion of health seeking behaviour and were included in the
review. A brief description of studies involved in the review is given in Tables 2.3
and 2.4.
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Table 2.3. Description of the studies included in review (New Zealand)
Study

Type

Participants

Focus/Illness

Study design

Geographical area:
Province
(Village/town/city)
Dunedin
(Metropolitan
only)

Wright (1980)

Community based

200 children

Dental health

Cross-sectional, quantitative
structured interviews

Feehan et al. (1990)

Community based

1037 children and
adolescents

Behavioural and
emotional problems

Longitudinal, self-administered
questionnaire

Dunedin

137 Patients
admitted to 4
major hospitals

Asthma

Cross-sectional, quantitative
structured interview

Auckland

Kolbe et al. (1996)

Hospital based

Armishaw and
Grant (1999)

Hospital based

250 children

Acute illnesses
(asthma,
pneumonia,
bronchiolitis,
gastroenteritis,
fever)

Cross-sectional, quantitative
structured interviews

Auckland
(Metropolitan
only)

Young (2001)

Hospital based

Caregivers of 12
admitted children

Pneumonia

Cross-sectional, in-depth
interviews

Auckland

Meechan et al.
(2003)

Clinic based

85 female patients

Breast symptoms

Cross-sectional, selfadministered questionnaire
followed by quantitative
structured interview

Auckland

Nicholls (2003)

Community based

10 elderly people

Chronic
breathlessness

Cross-sectional, in-depth
interviews

Auckland
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Chrystal et al. (2003)

Clinic based

200 patients

Use of CAM by
cancer patients

Cross-sectional, selfadministered questionnaire

Palmerston North
and New
Plymouth

Williams et al.
(2003)

Community based

20 Māori men

Prostate health

Cross-sectional, in-depth
interviews

Wellington

Fitzgerald et al.
(2004)

Community based

150 adolescents

Oral health

Cross-sectional, focus groups

Dunedin (both
urban and rural)

Dowson et al. (2004)

Hospital based

39 patients from
cardio-respiratory
ward

Chronic obstructive
pulmonary disease
(COPD)

Cross-sectional, interviews
using structured scenarios

Christchurch

Spence et al. (2005)

Community based

758 people

Campylobacteriosis

Prospective, self-administered
questionnaire

Auckland

Nicholson (2006)

Hospital based

1043 presenters to
emergency
department

General

Cross-sectional, selfadministered questionnaire

Hamilton

Wilson et al. (2007)

Clinic based

100 parents of
children

General

Cross-sectional, quantitative
structured interviews

Christchurch

Moloczij et al. (2008)

Hospital, clinic and
community based

20 patients

Stroke

Cross-sectional, in-depth
interviews

Auckland

Norris et al. (2009)

Community based

31 Samoan people

General

Cross-sectional, qualitative
semi-structured interviews

Samoa, Auckland,
Wellington
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Crowe et al. (2010)

Community and
clinic based

64 patients and 22
healthcare
professionals

Chronic low back
pain

Cross-sectional, qualitative
semi-structured interviews

Christchurch

Ahn et al. (2010)

Community based

507 people

Eye health

Cross-sectional, selfadministered questionnaire

Nationwide

Brown et al. (2010)

Community based

17 people

Musculoskeletal
pain

Cross-sectional, qualitative
semi-structured interviews

Wellington/
Dunedin

Adlam et al. (2011)

Community based

3655 people

Acute
gastrointestinal
illness

Cross-sectional, computerassisted quantitative telephonic
interviews

Nationwide
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Table 2.4. Description of the studies included in review (Pakistan)
Study

Type

Participants

Focus/Illness

Study design

Hassan (1981)

Hospital
based

Patients in
general wards
of a public
hospital (205)

Multiple
conditions

Cross-sectional,
qualitative structured
interviews

Punjab (Lahore)

Mull and Mull (1988)

Community
based

Mothers (57)

Childhood
diarrhoea

Cross-sectional,
qualitative structured
interviews

Sind (45 villages around the
town Vur)

Hunte and Sultana
(1992)

Community
based

65 households
(18 mothers and
23 children)

General

Cross-sectional, in-depth
interviews

Baluchistan (2 villages)

Kundi et al. (1993)

Clinic based

Mothers (50)

Childhood
Pneumonia

Cross-sectional, in-depth
interviews

Punjab (Rawalpindi)

Mull and Mull (1994)

Community
based

Mothers and
grandmothers
(35)

Childhood
pneumonia

Cross-sectional, in-depth
interviews

Sind (Squatter settlement of
Karachi)
Punjab (Rural areas)

Haider and Thaver
(1995)

Community
based

150 households
(158 mothers)

Self-treatment for
children

Sind (Squatter and nonsettlement of Karachi)

Zahid (1996)*

-

-

-

Cross-sectional,
quantitative structured
interviews
-

Bhatti et al. (1999)

Clinic and
community
based

Married women
(17)

Infertility

Cross-sectional, in-depth
interviews

Sind (Squatter settlement of
Karachi)
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Hasan and Khanum
(2000)

Community
based

Mothers of 259
died infants

Terminal child
illness

Cross-sectional,
qualitative structured
interviews

Sind (Squatter settlement of
Karachi)

Khan et al. (2000)

Community
based

Patients (36)

Pulmonary
tuberculosis (TB)

Cross-sectional, in-depth
interviews

Punjab (Sahiwal, Rawalpindi
and Gujranwala)

Chandio et al. (2000)

Community
based

Inflicted Public
(200)

Snake bite

Cross-sectional,
quantitative structured
interviews

Sind (Hala, Khairpur, Maro,
Pano-Aaqil, Sukkur and
Umerkot)

Sadiq and de Muynck
(2001)

Hospital
based

Patients (160)

Pulmonary
tuberculosis (TB)

Cross-sectional,
quantitative structured
interviews

Punjab (Rawalpindi)

Fatmi and Avan (2002)

Community
based

Married women
(222)

Antenatal care

Cross-sectional,
quantitative structured
interviews

Sind (Rural areas of district
Dadu)

Bhatti and Fikri (2002)

Clinic based

Married Women
(18)

Reproductive
tract infections

Cross-sectional, in-depth
interviews

Sind (Squatter settlement of
Karachi)

Mahmood and Ali
(2002)§

-

-

-

-

-

Bukhari et al. (2002)

Community
based

People from
varied ethnic
groups (100)

Superstitions

Cross-sectional,
quantitative structured
interviews

Sind (areas of Karachi
representing varied ethnic
groups)
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D’Souza (2003)

Community
based

Mothers (222)

Childhood
diarrhoea and
Acute respiratory
tract infections

Cross-sectional case
control study, quantitative
structured interviews

Sind (Slums of Karachi)

Rao and Soomro (2004)

Community
based

General Public
(600)

Use of local
pharmacy in
treatment-seeking

Cross-sectional,
quantitative structured
interviews

Sind (Urban and semi urban
areas of Karachi)

Shaikh and Hatcher
(2004)

-

-

A discussion on
factors affecting
health-seeking
behaviour in
Pakistan

-

-

Ali and de Muynck
(2005)

Community
based

Street Children
(57)

General

Cross-sectional, in-depth
interviews and focus
group discussion (FGD)

Punjab (Rawalpindi)

Qureshi and Shaikh
(2006)

-

-

Myths and
misconceptions
affecting healthseeking
behaviour

-

-

Ali et al. (2006)

Community
based

General public
(200)

Psychiatric illness

Cross sectional, selfadministered
questionnaire

Sind (5 districts of Karachi)

Jafri et al. (2007)

Clinic based

General Public
(1048)

Irritable Bowel
Syndrome (IBS)

Cross sectional, selfadministered
questionnaire

Sind (Sub-urban and urban
areas of Karachi)
Punjab (Sub-urban and urban
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areas of Bahawalpur)
Shaikh et al. (2008)

Community
and clinic
based

General public,
healthcare
providers

General

Cross-sectional, in-depth
interviews and FGD

Gilgit-Baltistan (Ghizar
district)‡

Qureshi et al. (2008)

Clinic based

Patients (301)

Delays in healthseeking for TB

Cross-sectional,
quantitative structured
interviews

Punjab (Multan and Sialkot)

Manzoor et al. (2009)

Community
based

Postgraduate
students

General

Cross sectional, selfadministered
questionnaire

Federal territory (Islamabad)

Ladha et al. (2009)

Community
based

Elderly
population with
diabetes or
hypertension

General

Cross-sectional,
quantitative structured
interviews

Sind (urban community of
Karachi)

Hussain et al. (2010)

Community
based

Households
(1346)

General

Longitudinal (10 weeks),
observational using
structured questionnaire

Punjab (Rawalpindi and
adjacent rural areas)
KPK† (Abbotabad and
Peshawar and adjacent rural
areas)
Islamabad and adjacent rural
areas

Mushtaq et al. (2010)

Community
based

General public
(1080)

Pulmonary TB

Cross-sectional,
quantitative semistructured interviews

Punjab (60 villages from 2
districts)

58

Chapter 2: Literature Review

* Based on Pakistan demographic and health survey
§

Based on the socio-economic survey of Pakistan

† Khyber-Pakhtunkhwa,
‡

previously known as North-West Frontier Province (NWFP)

A remote area situated at 9000 feet above sea level
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2.4.1. Methodological issues
As evident from Tables 2.1 and 2.2 a range of different methodologies has been
used to conduct research on health seeking behaviour. However the majority of the
researchers both in New Zealand and Pakistan used semi-structured or structured
interview approaches to gather data. Kroeger (1983b) argued that this is the best
strategy for minimizing interviewer influences. Moreover such an approach
provides freedom to the interviewees and an opportunity to discuss participants’
experiences and perceptions in greater depth. Interviews typically require
participants to recall their past experiences, and so these may be susceptible to errors
in recall and social desirability biases (Kroenke and Price, 1993; Wyke et al., 1998).
However, Spence et al. (2005) in a study on the development of self-report measure
of behavioural response to acute illness used a prospective approach by
administering a follow-up questionnaire to the same group of participants in New
Zealand. Hussain et al. (2010) in a recent study in Pakistan also used a prospective
approach by following up the households weekly for a period of 10 weeks and
maintaining the records of all the health disorders occurring during that period as
well as the action taken by the family members. Such an approach not only may
produce more reliable results but also helps to observe the development of the
outcome in questions (in this case health-seeking behaviour which may develop or
change with the passage of time and may be affected by factors introduced during
the course of study).
A handful of studies in Pakistan strived to document the perceived and
intended health-seeking behaviour from the general public if they acquire a certain
condition. A couple of New Zealand researchers also used hypothetical scenarios to
elicit the perceived response of people in such scenarios. The problem inherent by
using such approach is that the actual health-seeking behaviour when one actually is
‘sick’ might be quite different from the perceived behaviour when a person is not
actually ‘sick’.
Another methodological issue is the influence of recall period (for recall of
symptoms and use of care). When questioning one must adopt a recall period that
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gives reliable information. Unfortunately, most of the reviewed studies did not
define a recall period and this reduces the validity of their findings. Recall periods
for illness reporting as long as 12 months or more have been used traditionally,
particularly in developing countries, but are no longer thought to provide valid or
useful information (Kroeger 1983a). Minor complaints already can be underreported in a two-week recall period (Feikin et al., 2010; Mechanic, 1965; Roghmann
and Haggerty, 1974). This further suggests the use of a prospective longitudinal
approach or using a short recall period would produce better data. The study
conducted by Feehan et al., is an example of a longitudinal study conducted in
Dunedin, New Zealand over a period of 15 years to elicit parental help seeking in
behavioural and emotional problems (Feehan et al., 1990). One of the most holistic
approaches in this regard was designed by Kroeger (1983a) so as to analyse and
interpret factors and determinants of health-seeking behaviours and health services
utilization particularly in developing countries. There was only one study (Shaikh et
al., 2008a) that tried to apply a similar approach in a Pakistani setting, whereby the
researchers not only used variant survey techniques (interviews and focus group
discussions) but also captured the views of all the stakeholders including
community (utilizers/non-utilizers of healthcare services), utilizers of healthcare
services (exit interviews) and public and private health care service providers
(government, private formal and non-formal). This study was carried out in a remote
area of Khyber Pakhtunkhwa (the Northern Province). Similar studies using a
prospective approach preferably with daily sampling so as to minimize the recall
period could be conducted in other parts of the country. Such studies, if they utilised
mixed methodology including qualitative to gain in-depth knowledge of the
diseases and responses, and quantitative enquiry to analyse the effect of different
factors on people’s behaviour statistically, could generate a more comprehensive
picture.
2.4.2. Participants and medical conditions covered
A wide variety of disease states have been covered in studies of health-seeking
behaviour in New Zealand and Pakistan. Respiratory conditions have been more
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commonly studied in New Zealand compared to the other conditions, perhaps
because New Zealand has the second highest prevalence of asthma in the world and
asthma ranks first in terms of years lost in disability (YLD) in males (Holt and
Beasley, 2002). In Pakistan more attention has been paid to childhood conditions and
affliction and experiences of women because high fertility, maternal morbidity, and
infant mortality rates are some of the important challenges currently faced by
Pakistan (WHO, 2006).
Three studies in New Zealand pertaining to childhood conditions and five from
Pakistan gathered information mainly from parents but in paternalistic societies like
Pakistan where the ‘group management of therapy’ and ‘familism’ (a social structure
in which the needs of the family as a group are more important than individual’s
needs of the family) are dominant features (Abasiekong, 1981; Janzen, 1978) family
interviews are more appropriate than individual interviews especially in rural areas
(Abasiekong, 1981; Mohseni, 1979). One such study interviewed not only the
mothers but also the grandmothers of the children (Mull and Mull, 1994). One study
also used a large sample from a socio-economic survey of Pakistan; however, it
focused mainly on disease incidence and prevalence and utilization of healthcare
services (Mahmood and Ali, 2002). It offers a valuable cross-sectional snapshot but
cannot consider the determinants of health care seeking. It is therefore suggested
that such surveys on a government level should also endeavour to investigate factors
affecting health-seeking behaviour in order to better understand the complex
phenomenon of health-seeking behaviour.
The importance of community based surveys cannot be denied. The pitfall
associated with the studies that captured participants at healthcare facilities is that
they rule out those who do not or only rarely utilize any formal healthcare facility.
They also ignore those who may instead rely on either home remedies and/or the
informal healthcare sector, and those who just do not consider themselves
particularly sick. This proportion of population is then considered the part of
symptom iceberg which states that most symptoms experienced by people are not
taken to the health care providers and are treated outside the health care facility.
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Nevertheless, such studies capture some very useful information on health-seeking
behaviour of those who attend the formal health-care setting. Crowe et al. (2010) in
their study on chronic low back pain management not only interviewed the afflicted
but also the health care professionals nominated by the patients. Shaikh et al. (2008a)
from Pakistan went one step further and in their study on the health-seeking
behaviour of people from a remote area of The Northern Province have tried to
minimize the problem by not only targeting those who attend formal healthcare
settings but also running a community based survey and interviewing healthcare
providers from both formal and informal settings.
The elderly constitute 12.1% of total New Zealand population and this proportion
will increase to almost 17.6% in 2021 (Koopman-Boyden et al., 2006). In Pakistan the
elderly constituted 5.6% of total population in 1998 and this figure will increase to
11% in 2025 (WHO, 1998). However, it might be because of the fact that elderly often
contribute a small proportion of the total population or that they often have multiple
chronic conditions, only a few studies focused on their health-seeking behaviour.
Cancer is a leading cause of death in New Zealand. It is therefore not
surprising that researchers explored areas such as breast health (Meechan et al,
2003), prostate health (Williams et al., 2003) and use of CAM by cancer patients
(Chrystal et al, 2003; MOH, 2012). However more work is yet to be carried out to
outline the health seeking behaviour related to other forms of cancer such as bowel,
lung, cervical and skin cancer being other common types of cancers causing
mortality in New Zealand (MOH, 2012). Little is done in terms of health seeking
behaviour related to certain other important causes of mortality in New Zealand
such as ischemic heart disease, cerebrovascular disease and diabetes mellitus (MOH,
2012). Māori and Pacific Islanders constitute a substantial proportion of the New
Zealand population and owing to their own cultural beliefs might present a different
picture of health-seeking behaviour than that of Pākehā (New Zealand European).
One study exploring the health-seeking behaviour of Māori men for prostate health
was included in this review (Williams et al., 2003). Another worth mentioning study
is from Norris et al. (2009) which strived to explore the treatment-seeking patterns of
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Samoan people both in Samoa and New Zealand. Adverse socioeconomic
circumstances and poor access to health care services put Māori and Pacific peoples
among groups in New Zealand with the highest health need and there is much to be
studied and documented in terms of their health seeking behaviour (Tukuitonga,
2011). Asians are another considerable minority and might display a differing
pattern of health-seeking behaviour.
Several investigations have emphasized hypertension and diabetes as major
public health problems in developing nations (Fuentes et al., 2000; Yoon et al., 2006),
yet very little is done in Pakistan on health-seeking behaviour pertaining to such
conditions and other chronic ailments such as asthma, cancer, rheumatoid arthritis,
depression and psoriasis to name a few. Researchers should also explore the areas
such as sexually transmitted infections (STIs), HIV/AIDS and social and cultural
taboos associated with these conditions. Nevertheless, some unusual and interesting
studies such as on snake bite (Chandio et al., 2000), infertility (Bhatti and Fikree,
2002), and health-seeking behaviour of street children (Ali et al., 2006) clearly show
the quest of researchers to explore variant conditions and target different groups in
the population.
Minor aches and day to day symptoms, which are often transient in nature, are
often treated outside the formal health care system, are often under-reported and
have the potential to develop into something serious. These were also neglected by
the researchers both in New Zealand and Pakistan. However, the current study was
aimed to address this shortcoming of the available literature.
2.4.3. Coverage of geographical areas
The New Zealand population is highly urbanized with 86% living in an urban
area (New Zealand Census, 2006). Over three-quarters (76%) of the population live
in the North Island with almost 33% living in Auckland (New Zealand Census,
2006). This may explain why the majority of the studies reviewed were conducted in
Auckland region. Though the rural population of New Zealand constitutes only
about 14% of the total population it would be interesting to examine if their health
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seeking behaviour differs from their urban counterparts. I could find only two
nationwide studies focusing on health seeking behaviour related to eye health and
acute gastrointestinal illness of European New Zealanders as well as ethnic
minorities such as Māori and Pacific Islanders (Adlam et al., 2011; Ahn et al., 2010).
More such efforts including cross cultural studies are required in order to
understand the overall health seeking behaviour of the people on New Zealand.
In contrast to New Zealand, Pakistan presents a wider range of cultures and a
variety of languages predominantly in rural and remote areas of all the provinces.
More than two-thirds of the population resides in rural areas where poverty is more
prevalent, deeper and more severe than urban areas (Shaikh et al., 2008b). People
from rural areas in Pakistan are mostly engaged in agriculture, informal business,
casual business or taking care of livestock and have minimal access to quality
education and health care (Chaudhry et al., 2006). Conditions are even worse in
desert zones and in mountainous areas.
Most of the research on health-seeking behaviour focused on the province of
Sind. Of these, the majority of the studies focused on the squatter, urban or semiurban areas of the provincial capital Karachi, the largest and the most populous city
of Pakistan. Some research was also conducted in other areas of Sind focusing on the
rural areas, but a lot more is still to be known about the behaviour of people from
other cities, towns and rural areas. Though the majority of population in Pakistan is
Muslim, Sind is the home of nearly all Hindus in Pakistan, and they are a
considerable proportion of the total population of Sind. Research should investigate
the effects of religion and culture on such behaviour, on the attitudes and illness
behaviour in this area. Another focus should be the residents of Tharparkar district
having the lowest Human Development Index (HDI) among all the districts of Sind.
Karachi is sometimes referred to as ‘mini Pakistan’ as it provides shelter to
people from nearly all the ethnic groups in Pakistan. A noteworthy study by Bukhari
et al. (2002) investigated the health beliefs and superstitions among different ethnic
groups residing in Karachi. This study provides baseline information that can be
further interlinked with the findings of similar studies performed in other parts of
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the country in order to present a clearer picture of the overall complex phenomenon
of health-seeking behaviour in Pakistan.
A considerable number of studies have also been conducted in the province of
Punjab, ranging from rural to urban areas and from northern to southern parts.
However, Punjab, being the most populous province, still has many areas and
population groups that have yet to be studied. Detailed research has been carried
out in the remote areas of the Gilgit-Baltistan region (Shaikh et al., 2008a). However,
only one such project has been carried out in each of Baluchistan and KhyberPakhtunkhwa areas, and none of the research focused on the people of Federally
Administered Tribal Areas (FATA) and Azad Jammu and Kashmir. Only two
studies conducted in the federal territory (Islamabad) could be found, one of which
investigated the intended health-seeking behaviour of postgraduate students. The
other research was an important study as it employed a longitudinal approach and
targeted households (Hussain et al., 2010). More studies can be focused on the
health-seeking behaviour of the people residing in modern cities like Islamabad, and
the findings can be compared with those from other cities and rural parts of the
country so as to see the differences and similarities in the behaviours and the factors
affecting these behaviours of people from different socio-economic backgrounds.
However, such efforts to conduct research in different areas of Pakistan would
require diverse language skills as well as in-depth understanding of the indigenous
cultures. Being strongly connected with their own unique cultures and having strong
beliefs in their own traditions, people from remote areas of Pakistan might present
interesting findings if engaged in such research. Nevertheless, engaging these people
in research may be difficult due to barriers of culture and tradition.
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2.4.4. Emerging themes
2.4.4.1.
2.4.4.1.1.

New Zealand Literature
Psychological factors and health beliefs as major contributing factors driving
health seeking behaviour

Wright (1980) in an article on dental health behaviour regarded health beliefs
as major contributing factor to health-seeking behaviour. He suggested that if a child
holds a particular dental health belief, the child is more likely to present a behaviour
consistent with that belief than a child who does not hold that belief. Traditional
health beliefs have been found as one of the major contributing factors to health
seeking behaviour of Samoan people too (Norris et al., 2009). Kolbe et al. (1996)
highlighted the importance of psychological factors and their influence on health
seeking behaviour. The impact of psychological factors such as anxiety and
depression may be complex with potentially positive and negative consequences
(Dowson et al., 2004). Though anxiety is thought to enhance motivation to learn, it
can also lead to misinterpretation of body symptoms and potentially improper
management actions (Beck and Clark, 1997; Hadjistavropoulos et al., 1998). On the
other hand depression might decrease the motivation to perform activities. Initial
emotional distress concerning the symptom is another important contributing
psychological factor. Meechan et al. (2003) found that women who experience initial
emotional distress after discovering a breast lump were less likely to delay seeking
treatment. Previous studies have found that general psychological distress is more
common among women who delay (Nosarti et al., 2000). However, Meechan et al.
(2003) found that initial stress on discovery of breast symptoms is important to seek
prompt medical help.
2.4.4.1.2.

Involvement of family, friends and other people

Family and friends play a vital role in shaping one’s health seeking behaviour.
Chrystal et al. (2003) reported that family and friends were the most common
sources of information on CAM therapies for cancer patients. Similar were the
findings of Nicholson (2006) in their survey on presenters to an emergency
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department where the commonest source of information about CAM was family and
friends. Not only are they the readily available source of information but they play
an important role in facilitating seeking help by providing transport, deciding when
and what type of services to access, and communicating with medical staff, as
reported by Moloczij et al. (2008), in their study on stroke patients. This study also
suggested that participants did weigh up the perceived costs and benefits of taking
action, as the health belief model would suggest. However, rather than it being an
‘individual ‘ process as proposed in the health belief model, interaction with other
people also played a role in establishing the perceived costs and benefits of taking
action (Moloczij et al., 2008).
The involvement of family in one’s health care may be much deeper in Māori
and Pacific Island cultures. Norris et al. (2009) reported that extended family
including aunts, uncles, grandparents and cousins were the central element in
Samoan culture. The family is a collective unit and all family members are
responsible for the welfare of the whole family, so “if someone is not well then there
are always others to help out” (p. 1471). However, Moloczij et al. (2008) emphasized
that the presence of others can either facilitate action or contribute to delay.
2.4.4.1.3.

CAM often used as adjunct and not as an alternative

The widespread use of CAM is obvious from the fact that seven out of twenty
studies reviewed focused on the use of CAM in various conditions and among
different population groups. Armishaw and Grant (1999) in their study on the use of
CAM by children with acute illness found that complementary treatment was used
as an adjunct to orthodox medicine rather than an alternative and these children
were presented to the clinics as frequently as those children treated exclusively with
orthodox medicine. Young’s (2001) findings are not very different from those of
Armishaw and Grant (1999) who found that use of traditional methods did not
hinder or delay the intervention of western medicine in Samoan children with
pneumonia. Nicholson (2006) in their study on use of CAM by presenters to the
emergency department of a hospital in New Zealand found that reporting use of
CAM to medical professionals was moderate and their reported effectiveness was
68

Chapter 2: Literature Review

very high. However, Wilson et al. (2007) were of the view that the high levels of
CAM use and low disclosure found in overseas population are more pronounced in
New Zealand, and therefore New Zealand practitioners need to be particularly
aware of their patients’ CAM-use. Norris et al. (2009) in their study on treatmentseeking practices of Samoan people discovered that Samoan people use at least two
illness paradigms to make sense of symptoms. ‘Samoan illnesses’ are treated by
traditional Samoan methods whereas orthodox medicine caters for ‘Palagi or
Western illnesses’. Young (2001) also acknowledged that traditional and Western
medicine cater for different health needs of Samoan people and suggested the
beneficial co-existence of the two (Finau, 1994; MOH, 1997). The authors
acknowledged the high prevalence of CAM use by New Zealand population
however they were of the view that more research is required to support the
evidence based use of CAM (Armishaw and Cameron, 1999; Wilson et al., 2007).
Chrystal et al. (2003) reported high use CAM among cancer patients and suggested
that we need to help patients identify those CAM therapies that are likely to benefit
them, and to provide greater access to these in the New Zealand public health
system.
2.4.4.2.
2.4.4.2.1.

Pakistan literature
Private healthcare facilities preferred over public facilities

Private healthcare provision is growing in low and middle income countries
(Aljunid, 1995; Swan and Zwi, 1997). Health services in the public sector have
always been under-utilized in developing countries (Shaikh and Hatcher, 2007).
General statements on the low quality of modern health especially in rural areas of
developing countries are frequent (Kroeger, 1983b). The reasons for using private
healthcare cited by users from different developing countries include better and
more flexible access, shorter waiting times, greater confidentiality, and greater
sensitivity to user needs (Aljunid, 1995; Lönnroth et al., 2001; McCombie, 1996; Swan
and Zwi, 1997; Uplekar et al., 1998). However, the quality of services offered by
many private providers is poor and their responsiveness and discipline has been
questionable (Andaleeb, 2000; Kamat, 2001). In Pakistan the utilization of public
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facilities is even lower in rural areas as compared to urban (Pakistan Medical
Research Council, 1998). Reasons could include restricted hours of operation, distant
location from the population and a dearth of qualified female health providers
(Khattak, 1997). Lack of health education, non-availability of drugs in public facilities
and low literacy rate in rural areas may also be contributing factors (Government of
Pakistan, 2000).
It has been noted that most of the health care in Pakistan is provided at general
practitioners’ clinics (Janujua, 2006). Current reviews of available literature found a
similar trend with 70% of the population surveyed in the study by Manzoor et al.
(2009), 57% in the study by Mahmood and Ali (2002) and 68% in the study by Hasan
and Khanum (2000) reported that they utilized or preferred to utilize the private
sector in their of health seeking. In a study by Mull and Mull (1994) it was noticed
that the majority of mothers would take their children to government facilities only
if the private practitioners failed to successfully treat pneumonia. In contrast, Fatmi
and Avan (2002) found that of all the women (29%) who utilized antenatal care
during the last pregnancy 72% preferred the government health care provider. This
could be attributed to the location of the facility in close proximity to the residential
area. Others found that the most commonly cited reason for not using the
government healthcare facility in rural areas was ‘inability to reach the health facility
due to distance’ which may be further aggravated by poor transport services
(Mahmood and Ali, 2002; Hasan and Khanum, 2000). Other reasons cited, which are
also consistent with the findings from other developing countries, are absence of
doctor and paramedic staff, shortage of medicines and poor quality of care, which
keep people away from using these services despite the fact such services are
subsidized by the government.
2.4.4.2.2.

Self-medication

Self -medication is the selection and use of medicines (including herbal and
traditional remedies) by individuals to treat self-recognized illnesses or symptoms
(WHO, 1998). It is an ambiguous phenomenon as for some observers it is a reason
for optimism ‘a new attitude toward health’ including increased self-responsibility
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for health while other observers see a darker picture of irrational self-medication and
avoidance of proper medical care (Bezold, 1990). Self-medication is a common
practice both in industrialized as well as developing countries but is hardly
equivalent qualitatively or quantitatively (Geest and Hardon, 1990). In economically
deprived communities, most illness episodes are treated by self-medication (Geissler
et al., 2000; Sclafer et al., 1997). One of the most prominent factors that promotes the
practice of self-medication is ‘drug-retail shops’ being the public’s first point of
contact with the healthcare system (Kafle et al., 1996).
Such practices are very common in Pakistan but are rarely documented.
Hussain et al. (2010) reported that 32% of the population surveyed claimed to
acquire medicine from pharmacies or chemist shops without prescription. Selfmedication was found to be a common practice in the literature reviewed. Estimates
varied widely: 11% (Shaikh et al., 2008), 13% (Sadiq and de Muynck, 2001), 25.5%
(Chandio et al., 2000), 26.2% (Hunte and Sultana, 1992), 45% (Hassan, 1981), and 63%
(Haider and Thaver, 1995), and of the participants surveyed reported homemade
and commercially prepared remedies for the treatment of their ailments. Crosssectional study design, undisclosed or different recall periods, and the type of
condition, for example snake bite (Chandio et al., 2000), might be the reason for
variation among the findings reported above. Self-treatment has also been found to
be a common initial response to illness in certain other studies reviewed (Ali and de
Muynck, 2005; Bhatti et al., 1999; Mushtaq et al., 2010). The reasons cited by people
for practicing self-medication in one of the studies were: good previous response to
medicines, saving time and money, and inaccessibility of the doctors (Haider and
Thaver, 1999). Other studies have reported self-medication as a common practice but
did not investigate the reasons for this, making it an important and interesting
aspect to be studied and investigated further.
Self-medication in industrialized countries is less of a necessity as health care
systems are well organized and dangerous drugs are kept from unprofessional use;
in developing countries; however, it is more of a necessity mainly due to poverty
and inaccessibility of the formal healthcare setting (Geest and Hardon, 1990).
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Consumers from developing countries mostly rely on advice from family and
friends, overprescribing physicians and the marketing campaigns of the
pharmaceutical companies (Kunin, 1985; Tan, 1988).
2.4.4.2.3.

Involvement of traditional and informal healers in the healthcare system

Use of complementary and traditional medicine has always been a part of
different cultures but has not only become widespread in developing countries
during the last decade but has also expanded to developed countries (Merican,
2002). According to WHO (2008) reports 80% of the population in some Asian and
African countries depend on traditional medicine for primary health care and in
many developed countries 70% to 80% of the population has used some form of
alternative or complementary medicine. Traditional medicine has been defined by
the WHO (2008) as: “a sum total of the knowledge, skills and practices based on the
theories, beliefs and experiences indigenous to different cultures, whether explicable
or not, used in the maintenance of health as well as prevention, diagnosis,
improvement or treatment of physical and mental illness”. In developing countries
like Pakistan the informal healthcare sector not only includes traditional healers also
known as Hakeems (in local language) but also homeopaths, spiritual and faith
healers, bonesetters, traditional birth attendants (Dais in local language) and quacks.
This sector accounts for more than 70% of the consultations in the country (Karim
and Mahmood, 1999). In this medical pluralism where formal and informal sectors
operate hand in hand, ‘healer shopping’ can be a common practice. As is evident from
some of the literature reviewed, people tend to change healers more quickly as they
want quick results (Hunte and Sultana, 1992; Kundi et al., 1993). Switching healers
may work two ways, which is switching from informal (traditional) healthcare
services to formal or vice versa. However, little is known about such behaviour in
Pakistan, except for the work of Hunte and Sultana (1992) that investigates the
pattern of utilization of formal and informal healthcare services. The literature
reviewed shows clear evidence of involvement of the informal sector at some level in
people’s journey to health-seeking (Ali and de Muynck, 2005; Bhatti et al., 1999;
Bhatti and Fikree, 2002; Bukhari et al., 2002; D’Souza, 2003; Hunte and Sultana, 1992;
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Manzoor et al., 2009; Mull and Mull, 1988; Sadiq and de Muynck, 2001; Shaikh and
Hatcher, 2007). Some of the reasons for using or preferring informal services
documented in the literature reviewed are poor socio-economic status, strong beliefs,
lower cost and easier access to these services. Greater education has been found to
challenge some traditional beliefs and positively affect the use of modern health
services. However, not many studies have focused on those educated people who
believe in and utilize informal services.
2.4.4.2.4.

Women’s autonomy and gender discrimination

Discrimination against women, especially in developing countries, is a
devastating reality. In an Islamic country like Pakistan, where religion plays an
important role in everyday living and where gender specific roles are clearly
defined, one can expect different health-seeking behaviours in men and women.
Certain social and cultural beliefs and religious misinterpretations at times have
earned a lower social status for women, especially in rural areas. More than twothirds of Pakistan’s population, of which around 50% are women, live in rural and
remote areas of the country with minimal access to quality health services (Shaikh et
al., 2008b). The dearth of female health service providers in rural areas has further
hindered women’s use of appropriate and timely medical care. Throughout the life
cycle, gender discrimination in child rearing, nutrition, health care seeking,
education and general care make women highly vulnerable and disadvantaged
(Shaikh and Hatcher, 2004). From the beginning of their life, female children are
given lower priority than male children (Winkvist and Akhtar, 2000). Hasan and
Khanum (2000) found that boys were twice as likely as girls to be taken to a
healthcare provider, apparently showing gender discrimination starting from
childhood. While this could be partly due to girls being better off biologically and
coping better than boys in unfavourable circumstances, differential healthcare
practices may make girls vulnerable later (Sathar, 1987). Qureshi et al. (2008) has
cited the possible reason for women’s delay in health-seeking as not having
authoritative powers in the household and lack of education. The importance of
improving educational level of women has also been highlighted by Zahid (1996)
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who linked it with the child mortality rate. The findings of Bhatti et al., (1999) and,
Bhatti and Fikri (2002) whereby men are held least responsible for conditions like
infertility and reproductive tract infections in women, are also consistent with the
overall scenario of low social status of women. However, this is not always the case
as Ali et al. (2006) and Ladha et al. (2009) found that gender had no significant effect
on health-seeking behaviour. The possible reasons could be (i) the studies were
conducted in cities and (ii) one study focused on the elderly population and elderly
women might not experience the same discrimination as they used to face when they
were young (Ladha et al., 2009). However, such findings show the need for more indepth research on gender disparity not only in rural areas but also in urban
communities and in different age groups.
2.4.4.2.5.

Superstitions, myths and misconceptions

Myths and fallacies have long played a role in making and shaping societies
and their cultures in terms of social behaviours, cultural values, disease conception
and health seeking (Mull and Mull, 1994). As culture and traditions are ingrained,
certain rituals and practices carried out ancestrally in the field of health or social
behaviours become a part of the modern culture as well (Qureshi and Shaikh, 2006).
The beliefs vary from region to region and are quite distinct in different ethnic
settings and are known to influence health and disease states in a variety of ways
(Keane et al., 1997). There are many superstitions based on religion, old stories,
legends, fortune telling, and personal experience (Hira et al., 1998). In developing
countries, social myths include food fallacies, traditional practices for disease cure,
quack referral, and misinterpretation of religion (Coppock, 1970; Dargaville, 1977;
Goldberg, 2003). While reviewing the literature, only one study could be found that
focused specifically on investigating superstitions regarding health problems in
Pakistan (Bukhari et al., 2002). It was decided to discuss this under the heading of
emerging themes because of its strong and undeniable relevance overall in healthseeking in Pakistan. Qureshi and Shaikh (2006) have discussed in detail the common
myths, fallacies and misconceptions pertaining to health-seeking in Pakistan and
have suggested the use of social marketing for promoting appropriate health74
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seeking behaviour in Pakistan. Some other studies also highlighted the presence of
beliefs in the society such as supernatural aetiologies of illness (Hunte and Sultana,
1992), sunken fontanel as the cause of diarrhoea, considering diarrhoea as a natural
condition (Mull and Mull, 1988), applying onion to snake bites (Chandio et al., 2000),
and believing that coldness is the cause of phlegm (Kundi et al., 1993). Though
superstitions and myths have traditionally been associated with rural communities
and people with low socio-economic status and educational level, little is known
about the presence of such beliefs in urban areas and people who are well educated
and financially well off.
2.4.5. Conclusions
To conclude, health-seeking behaviour in general and specifically in the context
of developing countries like Pakistan is strongly affected by socio-cultural and
religious influences. In order for health policies to be more effective and acceptable
there is a strong need to understand the drivers of health-seeking behaviours by
expanding the research into those geographical areas, age groups and medical
conditions which have been neglected. The review has found that health-seeking
behaviour has mostly been viewed retrospectively which means that the findings
may be influenced by recall bias. Clinic-based studies present useful data but those
people who come to a particular health facility are usually different from those who
do not (Kundi et al., 1993). To capture those who do not visit any formal healthcare
facilities more community-based research and research approaching people in
informal settings is imperative.
One of the common themes found in literature from both countries is the
prevalent use of traditional therapies. While conventional Western healthcare is
dominant in New Zealand, the population comprises a range of different ethnicities
each having its own unique traditional beliefs and cultural background. In contrast,
in Pakistan traditional healers play an important role in healthcare and traditional
therapies are often the first line of treatment. According to Maddocks (1985),
“Alternative practice is an embarrassment to modern medicine. We are confused
about whether to reject it, ignore it, or employ it more often”. However, the
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widespread and common use of traditional therapies suggest that instead of
criticizing this behaviour the services of traditional healers should be fully employed
and integrated into the mainstream to provide high quality integrative health care. A
great variety of healers from different cultures have been successfully trained to
work in primary health care centres in Afghanistan, Brazil, China, Ghana, India,
Nepal and Nigeria (Hoff, 1992). There should be government policy for training all
sorts of informal healers and incorporating them into the health system based on
community needs, with their roles and responsibilities clearly defined (Jha and
Kannan, 2006). This also necessitates collecting information about the attitudes,
knowledge and practices of traditional and informal healers.
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3.0. Introduction
This chapter reports preliminary qualitative work conducted in the form of
focus groups and interviews. The chapter starts with background information and
then presents the rationale for the qualitative approach. This is followed by the
methods, key findings of the work and conclusions.

3.1. Background, aim and approach
Historically, minor ailments have tended to be neglected as the topic is of
nearly overwhelming complexity because of the number of variables that contribute
to the response an individual can make to a particular symptom, only one of which
is to seek professional care. Clearly, a number of factors are involved, including
access to healthcare, the individual's interpretation of the symptom, the intensity of
the symptom, the individual's prior illness and medical care experiences, family and
cultural norms, educational level, life and work responsibilities, as well as many
other individual and social variables (Egan and Beaton, 1987). The very first step to
conduct the project was to collect some baseline information on what type of
symptoms people get in their day to day life and the most common responses to
these symptoms. This was the aim of the preliminary work.

3.2. Rationale for qualitative approach
A qualitative approach was found to be the most appropriate method to
achieve the aim. The importance of qualitative methods is evident from the fact that
such methods can be used to understand complex social processes, to capture
essential aspects of a phenomenon from the perspective of study participants, and to
uncover beliefs, values, and motivations that underlie individual health behaviours
(Berkwits and Inui, 1998; Crabtree and Miller, 1999; Inui, 1996; Malterud, 2001). As
the main study was planned to be quantitative in nature, pairing it with a qualitative
method had an added advantage of combining the strengths of both approaches
(Jick, 1979). Pairing quantitative and qualitative components (mixed-methods
approach) of a larger study like mine can achieve various aims, including
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corroborating findings, generating more complete data, and using results from one
method to enhance insights attained with the complementary method (Creswell and
Piano, 2007; Curry et al., 2009; Morgan, 2006). The qualitative and quantitative
components of a mixed-method study may be performed concurrently or
sequentially, and emphasis may be placed on either component or equal weight
given to both (Curry et al., 2009). For instance, a preliminary qualitative component
may serve to generate hypotheses or to develop the content for a questionnaire to be
used in a follow-up quantitative study (which is the case in this study). Conversely,
a preliminary quantitative component may generate surprising or inconsistent
findings that may be examined in greater depth with a follow-up qualitative
component (Curry et al., 2009).
Focus group discussion (FGD) or simply focus group (FG) is a
qualitative research method that has become increasingly popular in health care and
medical research due to the fact that most health-related conditions are created by
social environments and made within the social context (Carter and Henderson
2005). Focus groups, unlike individual interviews, provide the added dimension of
the interactions among members (Wong 2008). Thus, focus groups are a popular
method for assessing public experience and understanding of illness (Kitzinger 1993,
Ritchie et al., 1994). As the aim of the study was to explore possible everyday life
symptoms that people might experience and possible responses to these symptoms,
FGD was the most suitable method to gather the data of interest. However, small
sample size, domination by one or two group members, shyness at describing
sensitive topics and possible inconsistency between what people say and what
actually they do are some of the limitations of FG. In order to minimize the effect of
these limitations some in-depth interviews were also carried out.

3.3. Methods
3.3.1. Study design and setting
This cross-sectional, descriptive study used individual in-depth interviews
and focus group. Prior to conducting this study ethical approval was obtained from
the Human Ethics Committee, University of Otago, New Zealand. However, no such
79

Chapter 3: Preliminary Work

approval was required by the concerning body in Pakistan to conduct this type of
study in Pakistan. This will be further discussed in Chapter 4.
3.3.2. Participants
One of my supervisor’s and my social networks and snowball
sampling were used to recruit participants aged between 18 and 55 years. The
extended family system in Pakistan with members of different age groups and the
presence of maids in the household made it easier to use their social contacts and
recruit people with diverse socio-demographic backgrounds. Written consent was
gained prior to participation. Each participant was rewarded with a grocery voucher
worth 10 NZD in New Zealand and cash of hundred rupees (≈1 USD) in Pakistan as
a token of appreciation for their time.
3.3.3. Data collection
Data in New Zealand was collected through eight individual interviews
and a focus group comprising 3 participants. However, in Pakistan, data was
collected through ten individual interviews and two separate FGs arranged for male
and female participants. The male FG was comprised of 6 and the female FG was
comprised of 8 participants. The New Zealand FG was arranged at the School of
Pharmacy, University of Otago, and the ones for Pakistan were carried out at the
candidate’s residence in Wah Cantt, a small town in northern part of the province of
Punjab, Pakistan. Due to cultural, traditional and religious limitations it was not
possible to form a single group with both male and female participants. A female
research assistant, who was a qualified pharmacist, was trained to conduct the
interviews and FG with female participants. Individual interviews focused on
participants’ recent experience of any symptoms, their responses to the symptoms,
factors affecting decision-making pertaining to the treatment and reasons for or
against consulting with a qualified health care professional. The interview schedule
has been presented in Appendix 1.
Each FG was conducted in two halves, the first half focusing on listing the most
commonly experienced symptoms that people might experience in everyday life
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while the second half included detailed discussion on each of the reported
symptoms one by one as to how people possibly respond to these symptoms.
Although some chronic conditions were occasionally discussed in both interviews
and FGs, being out of the scope of this study, these were not included as part of the
findings. All the interviews and FG in New Zealand were conducted in English by
the candidate whereas Urdu (the national language of Pakistan) was used to conduct
those in Pakistan by the candidate and the research assistant. Because the candidate
was involved in conducting of the work in both countries, the translation from Urdu
back to English was not independent of the analysis, and was informed by it (and
the work done in English previously). The interviews and FGs were audio-taped,
transcribed and those conducted in Urdu were also translated into English.

3.4. Results
3.4.1. Findings of interviews
Each interview took between 10 and 30 minutes to complete. The participants
from New Zealand (PN1-PN8) were aged between 20 and 51 years with a mean age
of 37 years whereas those from Pakistan (PP1-PP10) were aged between 19 and 40
years with a mean age of 29.2 years. The demographic characteristics of the
participants are summarized in Table 3.1 and Table 3.2.
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Table 3.1. Demographic characteristics of interviewees from New Zealand
Interviewees

Focus group
participants

N=8

N=3

Male

4

2

Female

4

1

European New Zealander

2

1

Pacific islander

2

-

Middle eastern

1

-

Indian

1

1

1 (French)

1 (Polish)

1*

-

Some high school

1

-

NZ Higher School Certificate/NZ
University Bursary/NCEA Level 3†

2

-

Tertiary Bachelor’s degree

3

2

2

1

Characteristic

Gender

Ethnic group

Other European
Mix
Educational Level

Master’s degree
*Scottish

father and Māori mother

† High school completion
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Table 3.2. Demographic characteristics of interviewees from Pakistan
Characteristic

Interviewees

Focus group participants

N=10

N=14

Male

5

6

Female

5

8

Punjabi

7

11

Pathan

2

1

Hindko

1

1

Muhajir

-

1

Primary*

1

-

Middle†

1

1

Secondary‡

4

1

Intermediate §

2

6

Bachelors

2

3

Gender

Ethnic group

Educational Level

*5

years of formal education

†

8 years of formal education

‡

10 years of formal education

§

12 years of formal education
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3.4.1.1.

Symptoms experienced and response

Respiratory symptoms were the most common symptoms experienced in the
last two weeks by the participants from New Zealand. Two of the participants
reported common cold with sore throat as recently experienced symptoms, one
reported common cold only and another two reported flu. One of the participants
experienced migraine and another experienced headache with nasal congestion. One
of the participants reported that she hardly gets sick.
One of the participants tried a range of home remedies to treat his cold and
sore throat symptoms. He tried a hot water drink containing lemon and honey.
Ginger tea and green tea were also used with a hope that they might work but
unfortunately they did not so the participant took paracetamol and ibuprofen
bought from the supermarket. Later someone told him that the medicines he has
been using are for pain so he tried a cough syrup given by a friend that did not work
either. Finally he went to the pharmacy on his own, bought a cough mixture that
helped treating his condition.
I could have used some complex home remedies such as eucalyptus oil that
might have worked but unfortunately I did not have access to those so I
switched to conventional medicine. (PN1)

Another participant who experienced similar symptoms as those above, tried
Strepsils® and paracetamol and drank plenty of water. He also consumed vitamin C
with a belief that it would help boost up the immune system.
I took vitamin C for three days with the hope that it will boost up my immune
system. (PN6)

Common cold alone as experienced by one of the participants was treated with
Strepsils® and Vicks Vaporub®. The participant also increased their fluid intake.
I always think Vicks® really helps as it has menthol and make sure you drink lots
of water as it flushes out toxin or whatever it is from your body I suppose. (PN7)

In order to alleviate flu symptoms as experienced by two of the participants,
one of them tried lemon and ginger tea and a herbal mixture given by a friend. The
other participant used only paracetamol and consumed more fluids.
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The participant who experienced migraine treated her symptoms by using
ibuprofen as it always worked for her. Nasal congestion and headache as
experienced by one of the participants were tried to be treated by a traditional
decoction made of mint and some other herbs.
The most recently experienced symptoms as reported by the participants from
Pakistan included nasal bleeding along with cold and flu like symptoms, persistent
cough that was later diagnosed as tuberculosis, headache with fever, backache and
ear infection, long term flu-like symptoms along with general body pain, sore throat,
diarrhoea with vomiting and fever, diarrhoea with fever, diarrhoea only, and
menstrual pain along with flu and fever. Three of the participants reported only one
symptom and the rest reported more than one.
In order to treat nasal bleeding the participant reported that she had washed
her head with cold water, attributing the symptom to hot weather:
It might be because of hot weather so I washed my head with cold water but it
did not help. Then I went to see the doctor who gave one stitch inside my nose
and gave me some tablets and nasal drops. (PP1)

The participant who experienced persistent cough reported seeking medical
help from primary healthcare centre without trying any home remedy. At the
healthcare centre he was given some cough syrup:
I went to the public dispensary (primary healthcare centre) where symptomatic
treatment is provided and they do not go in depth. They gave me a cough syrup
which I used for many days but it did not help so I went to them again and they
referred me to the hospital where I was diagnosed with tuberculosis. (PP2)

Headache and fever were reported to be treated with analgesics and
antipyretics such as paracetamol and mefenamic acid. However, one of the
participants reported seeking help from a homoeopathic practitioner after he realized
that paracetamol did not work for him:
I took paracetamol hoping that it will help in my fever but it didn’t so I went to a
homoeopathic practitioner who gave me some medicine that really helped. (PP3)

The same participant also reported previously trying black tea and boiled egg
to try to alleviate fever.
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Another participant who had diarrhoea along with fever attributed the fever to
a symptom of infection (diarrhoea in his case) and started using an antibiotic without
consulting with a doctor in order to treat diarrhoea, believing that fever will go once
the diarrhoea was cured:
I did not take paracetamol but only ciprofloxacin as I know fever is because of
some infection. (PP7)

Backache was reported by one of the participants as an ongoing problem, which
was treated by a home remedy that includes mixing egg with boiling milk and
drinking this mixture. This provided relief for some time. The participant indicated
that his profession (plumbing) was the reason for the backache and he would have to
bear it for the rest of his life.
Joshanda® (a commercially available herbal tea) was reported to be used for
treating cold and flu like symptoms by one of the participants. Another participant
who experienced the same symptoms used black tea. One of the participants
reported having long term cold and flu like symptoms that were affecting her
eyesight and causing generalized body pain. She went to see the doctor who
suggested an X-ray that she did not go for in order to save money. She further
indicated that she was thinking of switching to the homoeopathic mode of treatment
which might be less expensive.
The participant who experienced sore throat reported treating it with
paracetamol and gargling with saline water.
Diarrhoea was recently experienced by three of the participants. One of them
tried to treat his condition by taking metronidazole, ciprofloxacin and oral
rehydration therapy:
It started with pain in my stomach so I took metronidazole. I took three doses
and the pain was gone but when I ate okra curry it started again and I got severe
diarrhoea with loose motions. (PP7)

The same participant also tried some home remedies in addition to using
conventional medicines:
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I took ispaghola husk with yogurt. Also someone told me to roast the cumin
seeds and eat them. I tried that as well. (PP7)

Another participant who experienced diarrhoea used a decoction of mint,
fennel and thymol seeds (Ajwain in local language) as a treatment. However, one of
the participants was brought to the hospital where he was given emergency
treatment. He reported that he hardly used any kind of remedy including home
remedies when he gets symptoms as they get better on their own.
Menstrual pain was reported to be treated by mefenamic acid and a home
remedy that included boiling together and drinking certain herbs such as black tea
leaves, mint, glycyrrhiza (liquorice) and black cardamom.
3.4.1.2.

Factors affecting decision-making on treatment

Past experience was one of the factors affecting participants’ responses to
symptoms.
I know for me I must have ibuprofen as it always works for me whenever I have
migraine. (PN2)
I hardly get sick but whenever I do, I take paracetamol and a hot water drink for
my headache and flu as they always work for me. (PN3)
I used the same nasal drops that the doctor gave me the first time to stop nasal
bleeding. (PP1)

Family practice and friends’ or relatives’ experience also tailored responses to
symptoms of some of the participants.
It’s a secret family medicine. (PN1)
When I was growing up I remember that was a kind of first step my parents used
to take in order to treat my symptoms. (PN4)
I tried a herbal syrup or elixir kind of thing that my friend gave me. (PN4)
My mother and father I saw them whenever my brother or sister got ill they
used to give it to them. (PN8)
My father brought me some allopathic medicine for back ache. (PP4)

Presence of a health professional in the family or circle of friends was also
found to be one of the important factors that may affect the people in the way they
respond to symptoms.
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My wife works in health sector and her colleagues are nurses who told her that
vitamin C helps improving the immune system. (PN6)
Mostly I go to see the homoeopathic practitioner as he lives nearby and he is kind
of a family friend. (PP3)
My mother often tells me about home remedies. (PP3)
My aunt always tells us when to take which tablet as her husband owns a
medical store. (PP3)

3.4.1.3.

Consultation with a doctor not a preferred choice

It was noticed during the interviews that professional help seeking for minor
conditions was not a preferred choice. The majority of the participants from New
Zealand stated that they would try to fix the condition on their own first by using
traditional remedies and/or OTC products but if the condition got worse and
persisted for a long period of time or interfered with their normal routine they
would consider seeking help from doctor.
I would probably try traditional medicine for the first two days and then will go
to the pharmacy. If I felt like having hay fever or something I would consider
seeing a doctor. (PN1)
I will try to fix it on my own first and only if it doesn’t help or I am badly sick I
will go and see the doctor. (PN2)
Last time when I got the flu and went to the doctor and he said take paracetamol
so I thought what’s the point going to doctor and pay 40 dollars if they just say
take paracetamol so sort of discouraged me from going to doctor when I am not
well so I tend to try fix on my own but if it drags for too long or I am really
feeling bad or feverish then I will go and see the doctor. (PN3)
.....unless it’s really bad and I found myself actually being unable to go to work or
go to university then I will think about going to doctor. (PN4)

In Pakistan, the high cost of diagnostic tests, perceived side effects associated
with allopathic medicines and needle phobia associated with injections were found
to be important factors which prevented the participants seeking formal medical
help.
They asked me to go for an X-ray but I never went as it will cost me a lot. (PP5)
Allopathic medicines have side effects while homoeopathic medicines do not
have any. (PP4)
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Actually the first thing they [allopathic health practitioners] do is they give some
infusion and then ask for different tests and give medicines of high potency that
make your condition even worse. Also I prefer not to take any medicine in
injection form so I prefer not to go and see the doctor. (PP10)

Homoeopathic and ayurvedic systems of treatment were also found to be
preferred choice for some respondents from Pakistan.
Now I am thinking to consult with a homoeopathic practitioner. (PP5)
Mostly I go to see the homoeopathic practitioner who lives nearby. (PP3)
When I have to take medicine I go for Ayurvedic as I do not like Angrezi dawa
[allopathic medicine]. (PP4)

In contrast, one participant claimed that he believed only in allopathic system
of treatment as it is research based and that homoeopathic practitioners are ill
qualified:
Homoeopathic system may work for minor ailments but for serious and
complicated conditions the allopathic system is better as they have more
research, also they have surgery and different diagnostic tests. (PP2)
I have many friends of mine who completed 10 years of education and got into
homoeopathic course and now they are called doctors. So for condition like mine
I do not think homoeopathic can work. (PP2)

3.4.1.4.

Knowledge about symptoms and medication

Some participants showed good knowledge about symptoms and treatment:
I do not take pain killers because they don’t solve the problem they just make it
feel better for a little while so I think it’s kind of thing that clears up on its own
like yeah it’s like just little infection like cold or something it just clears on its
own its nothing to worry about instead it kind of runs its course and then pass.
(PN4)
I know it’s the virus and they (doctors) can’t give me anything. (PN6)
If a cough persists for more than 3 days and does not respond to OTC products
one should consult the doctor. (PP2)
One should complete the full course of antibiotics. (PP7)

However, certain gaps in knowledge were observed among the participants
from Pakistan as one of the them claimed that ear infection he was having was
actually a kind of pimple in his brain that should release the pus otherwise it may
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progress into some kind of cancer; one should not get any treatment for this other
than pain killers.
3.4.2. Findings of focus group discussions
A total of three FGs, one in New Zealand and the other two in Pakistan, were
conducted. The FG in New Zealand had 3 participants while one of the FGs in
Pakistan had 6 males and the other one was conducted with 8 females. Each FG
lasted for about one to one and a half hours. The demographic characteristics of the
participants are presented in Tables 3.1 and 3.2.
The everyday symptoms as highlighted by the participants were classified
based on the physiological systems of the body.
3.4.2.1.

Respiratory symptoms

Both the participants from New Zealand and Pakistan highlighted four
respiratory symptoms that people might experience in everyday life as presented in
Table 3.3. Asthma being a chronic condition was also reported but was not included
in the results. Use of honey, ginger and lemon were reported to be the common
responses to respiratory symptoms in both New Zealand and Pakistan. However,
participants also reported using antibiotics for sore throat without consulting with a
doctor in Pakistan. Homoeopathic medicines and Joshanda® were reported to be used
for treating the symptoms of flu in Pakistan.
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Table 3.3. Respiratory symptoms and responses
Symptoms

Possible responses
New Zealand

Pakistan

Hay
fever/Allergy/Sneezing

Rest
Withdrawal
Antihistamine
Decongestant
Avoiding allergens

Drink lukewarm water
Take honey and nigella
seed oil in luke warm
water
Rest
Take a combination of
pseudoephedrine,
paracetamol and
triprolidine

Cough

Drink more water
Lozenges
Honey
Turmeric/pepper (Home
remedies)
Herbal medication (ginger
and stuff, honey lemon
tea)

Drink honey in lukewarm
water
Take ginger juice in honey
Eat honey and nigella
seeds
Eat baked guava
Eat almond with honey
Eat poppy seeds
Eat dates
For dry cough eat Halwa
(traditional dessert
cooked in clarified butter)
Take cough syrup
Eat Munaqqa (A specie of
raisins)
Take mixture of honey
and black pepper

Sore throat

Salt water gargle
Lozenges
Gargle with aspirin
Wear scarf to keep throat
warm
Talk less
Avoiding allergens
Honey and cinnamon
Turmeric and pepper with
milk

Gargling with decoction
of cassia legumes in milk
Take ginger juice in honey
Gargling with Alum
water
Glycyrrhiza
Take lozenges such as
Strepsils®
Take herbal black
mulberry syrup
Drink tea with salt
Take erythromycin tablets
Take amoxicillin capsules
Gargling with saline
water
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Flu

Not reported

Take homoeopathic
medicine
Take Joshanda®
(commercially available
herbal mixture)
Eat roasted chickpeas
Eat almonds tossed in a
pan
Rest
Apply Vicks Vaporub®

Sinusitis

Steam inhalation
Menthol crystal steam
inhalation
Inhalers
Vaporubs
Irrigation
Nasal sprays
Antihistamines
Pseudoephedrine
Go for walk
Massage

Not reported

3.4.2.2.

Musculoskeletal symptoms

A total of four musculoskeletal symptoms were highlighted by the participants
from both New Zealand and Pakistan and are presented in Table 3.4. Arthritis and
osteoporosis, though reported by some of the participants, were not included in the
results because of the study scope. Pain killers, massage and heat treatment were
found to be the most common responses to musculoskeletal symptoms. Spiritual
healing that included the recitation of few initial Quranic verses was also reported as
a response to headache in Pakistan.
Table 3.4. Musculoskeletal symptoms and responses
Symptoms

Possible responses
New Zealand

Headache/tired
eyes

Drink more water
Sleep/rest
Strong coffee
Tiger balm

Pakistan
Recite Surah Fateha (first few
verses of The Holy Quran)
Drink more water
Relax in dark room
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Rest the eyes
Putting tea bags on eyes
Cold towel on eyes
Listen to music
Meditation/prayers
Aroma therapy
Go for walk
Pain killer (paracetamol) as
last option

Mefenamic acid/other pain
killers
Scalp massage with oil
Taking bath
Drink tea
Rest/Sleep
Go to doctor if nothing helps

Aches and pains

Rest
Wheat bag
Hot shower
Self reassurance
Deep heat
Compression, elevation, rest
and ice (CERI)
Tiger balm®
Skullcap tea (decreases
neuromuscular spasm)
Exercise/Stretch
Massage
Acupuncture
Cease the activity
Diclofenac (tab/gel)
Anti-inflammatory
Self talk

Massage with olive oil
Drink soup-bones
Drink chicken feet soup
Avoid climbing stairs
Eat curry made of cow’s or
goat’s legs
Take mixture of fruit vinegar,
garlic and honey in the
morning

Menstrual pain

Pain killer
Hot water bottle
Rest or exercise

Drink warm milk
Hot water bottle on affected
area
Drink green tea or mint tea
Eat dates
Rest
Take raw egg in warm milk
Take hyoscine butylbromide
tablet or injection

Swelling of toes
in winter

Not reported

Use stockings
Dip feet in warm water
Take vitamin C

Tooth ache

Diclofenac
Dentist
Brushing/flossing
Bite a clove

Not reported
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3.4.2.3.

Gastrointestinal symptoms

The gastrointestinal symptoms as reported by the participants from both study
sites are depicted in Table 3.5. A variety of home remedies to alleviate these
symptoms were highlighted especially by the participants from Pakistan. Use of
metronidazole without consulting with a health professional was also reported as
one of the responses to diarrhoea in Pakistan.
Table 3.5. Gastrointestinal symptoms and responses
Symptoms

Possible responses
New Zealand

Pakistan

Stomach cramps

Not reported

Take Ajwain (thymol seeds)
Drink green tea with lemon
Take mixture of lemon juice and
salt
Take traditional herbal mixture
in powder form called Phakki
Carbonated drink with lemon

Diarrhoea/vomiting

Drink more water
Oral Rehydration Solution
(ORS)
Personal hygiene
Eat selected food (avoid spicy
food)
Ispaghola husk with yoghurt
or water
Yoghurt
Cumin seeds
Try to identify the source by
confirming with friends and
family if they have similar
symptoms
Starve for the whole day

Onion juice
Pumpkin juice
Take light food such as boiled
rice with yogurt
Fasting for the whole day
Drink boiled water
Metronidazole
Activated attapulgite
Eat banana with yogurt
Drink mint tea
Take ispaghola husk in brown
sugar syrup
Drink more fluids such as juices
or ORS
Drink warm milk
Hot water bottle on affected
area
Drink green tea or mint tea
Eat dates
Rest
Take raw egg in warm milk
Take hyoscine butylbromide
tablet or injection
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3.4.2.4.

Dermatological symptoms

A variety of dermatological symptoms were highlighted by the participants
from Pakistan. However the symptoms reported by the participants from New
Zealand were compressed into one group as presented in Table 3.6.

Table 3.6. Dermatological symptoms and responses
Symptoms

Possible responses
New Zealand

Pakistan

Female facial
hair

Not reported

Apply ubtan (A herbal mixture
containing turmeric and some
other herbs)
Waxing
Apply lemon juice
Honey massage
Apply the unripe fruit of a plant
named Jand

Prickly heat

Not reported

Mustard oil
Take regular bath
Take care of hygiene
Apply prickly heat powders and
creams
Apply cold cream

Rash/itchiness/
eczema

Hot wash
Calamine lotion
See the doctor
Maintain hygiene
Moisturising creams lotion
Antibacterial creams
Use saliva

Take bath
Apply mustard oil
Apply corn flour
Apply creams/lotions/ointments
Wash with alum water
Wash with Dettol®
Apply aloe vera pulp

Hair dandruff

Not reported

Use herbal shampoos
Apply ginger juice in mustard oil
Apply mixture of yogurt, mustard
oil, egg and lemon juice
Massage with oil
Take antifungal tablets
Use anti-dandruff shampoos

Hair fall/hair
loss

Not reported

Apply honey with cinnamon
powder
Apply beet roots extract
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Apply egg
Apply aritha powder
Apply medicated oil
Use medicated shampoo
Apply aloe vera
Grey hair in
young age

Chicken pox

Scabies

Not reported

Not reported

Not reported

Avoid removing grey hair
otherwise more hair will turn
grey
Drink filtered water
Massage with oil
Could be because of long term
cold and flu so these conditions
should be treated properly
Massage with coconut and nigella
seed oil
Recite Quranic verses
Smoke of burnt seeds of Wild Rue
plant
Avoid oily food
Eat Munaqqa (A variety of raisin)
Apply benzyl benzoate emulsion
Smoke of a resin (styrax benzoin)
burnt on burning coal
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3.4.2.5.

Psychological symptoms

Psychological symptoms and possible responses to such symptoms as reported
by the participants are listed in Table 3.7. It was found that spiritual responses, such
as by meditation or by reciting the Quranic verses, was one of the common
responses to such symptoms both in New Zealand and Pakistan.

Table 3.7. Psychological symptoms and responses
Symptoms

Possible responses
New Zealand

Anxiety/

Pakistan

Walk
Meditate/pray
Self-talk
Taking to a friend/loved ones
Listening to music
Professional counselling
Anti-depressants
Camomile tea
St john’s wort
Recreational drugs/Doping
(smoking, liquoring, marijuana)
Gambling
Risk behaviours

Chat with friends
Relax
Recite Quran
Prayers
Music
Sleeping pills

Worrying about
health and
illness

Self-talk
Talking to others (friends, family)
Expert counselling
Try to find out on internet
Meditation/Prayers
Healthy life style
Diet
Exercise
Doping

Not reported

Phobia

Not reported

Prayers

Hyperactivity/
Hypervigilent

Self talk
Meditation/prayers
Sleep
Isolation/Withdrawal
Listen to music
If persist then go to doctor maybe
it’s because of hyperthyroidism

Not reported

depression
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3.4.2.6.

Miscellaneous symptoms

Some general symptoms and common responses to these symptoms as
reported by the participants from both study sites are presented in Table 3.8.

Table 3.8. Miscellaneous symptoms and responses
Symptoms

Possible responses
New Zealand

Pakistan

Eye infection

Not reported

Use eye drops
Use rose water
Rinse eyes with cold water
Use boric acid eyewash

Fever

Honey lemon drink
Low calorie diet such as porridge
Rest (Withdrawal from normal
activity)
Medicines (paracetamol)
Wait until it goes

Take medicine already at home
Apply cold bandages for high fever
Eat soft food
Drink black tea with lemon and
sleep in warm to get sweating and
the fever will go off
Take paracetamol
Rest
See the doctor

Evil eye

Not reported

Recite Quranic verses

Ear
wax/dryness
in ear

Not reported

Use mustard oil

Low energy

Eat
Drink more water
Sugary beverage
Chocolate
Banana/Apple
If persist for long time then might
be anaemia so visit the doctor
Energy drinks
Extra caffeine
Binge eating

Not reported

Hangover

Cold can of a carbonated drink
Drink water
Vitamin B and C
Coffee (Caffeine)

Not reported
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3.5.

Conclusions
Home based treatments including self-care, self-medication, use of CAM and

spiritual healing, were found to be the first line of action for alleviating symptoms.
Such practices have traditionally been criticized by the proponents of conventional
medicine. However, eradication of these practices would not be possible. Self-care
offers unique opportunities for health promotion, disease prevention and for staying
healthy. To revitalize self-care effectively, beneficial lay/traditional self-care
practices should be integrated into alternative community-based self-care
interventions (WHO, 2009). A project in Nepal based on these concepts has shown
promising results (Haider and Thaver 1995, Kafle and Gartoulla 1993).
The findings of this preliminary work helped set the context of the main study.
It gave an initial insight into the area of responding to symptoms and the factors that
might affect the responses. The symptoms and responses reported also helped
develop the study instrument to collect information on people’s experience of and
responses to symptoms. As the aim of the preliminary work was to list down the
commonly experienced symptoms and the commonly exhibited responses, the
findings and the emerging themes were not discussed in detail, neither was any
comparison made with the previous studies. The possible responses to symptoms
and potential involvement of social networks in health care decision-making process
as reported in this study were consistent with Kroeger’s (1983a) model of healthseeking behaviour.
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4.0. Introduction
This prospective study provides an exploration of people’s responses to
everyday symptoms and the usefulness of prospective approach to conduct such
exploratory studies. Chapter 4 is divided into three main sections. Section one
presents the rationale for the study design and the instruments used. Section two
focuses on materials and describes in detail the instruments used to conduct this
study. Section three explains the methods and procedures used in this study. It
includes the description of the development of study instrument, ethics approval,
study site, pilot study and lessons learnt from it, methods used for sample selection
and data collection, data cleaning and data analysis.

4.1. Section one: Methodology and conceptual framework of the study
In order to understand the conceptual framework of the study it is important to
know the steps involved in conducting this research as presented in Figure 4.1.
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Preliminary work
(Focus groups and interviews)

Instruments development

Instruments translation
for Pakistan

Improving the instruments
based on the findings of pilot
study

Pilot study

Ethics approval

Main study

Participants’ recruitment
through stratified intercept
sampling

Participants’ recruitment through
random phone calls

Initial face to face session

New Zealand only

Pakistan only
Daily text reminder to fill
the questionnaire

Continues
for 30 days

Repeat cycle
for 30 days

If found unwell

Once healthy

Daily contact through
text/email

Data received through the
post

Administer questionnaire
daily + Daily contact
through text/email

Payment to the
participants

Data cleaning and analysis

Figure 4.1. Steps involved in conducting the current research
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As the study aimed to explore the prevalence of symptoms and responses,
quantitative methods were the best suited to fulfil those aims. Despite the
widespread utilization of qualitative methods in health-related and behavioural
studies, quantitative methods are typically considered to be the more scientific
approach to conduct such research (Tewksbury, 2009). Unlike qualitative data,
quantitative data is numerical in nature, which cannot be misinterpreted and
eliminates the subjectivity of judgement (Kealey and Protheroe, 1996). This
approach also allows for longitudinal or prospective measures of subsequent
performance of research subjects (which is the case in this study) (Matveev, 2002).
Quantitative studies are replicable and statistical techniques allow for more
sophisticated analysis (Burns, 2000). Despite the advantage of qualitative research
in generating a deep and detailed understanding of a phenomenon it still has some
limitations in terms of comparatively smaller sample size and other constraints
such as time and money.
This research was designed to examine the usefulness of prospective design
that required 30 days data collection with a comparatively bigger sample size and
to explore associations between treatment-seeking and related factors which could
only be possible with quantitative approach. However, as mentioned in Chapter 3
the preliminary work that informed the development of study instrument was
qualitative.
The study involved the daily use of an email or a text message and a selfadministered questionnaire to sample the experiences of people. It was based on the
principles of Experience Sampling Method (ESM) which is a methodological
approach that allows for a longitudinal examination of the nature and causal
directionality among the constructs investigated (Stone-Romero and Rosopa, 2008).
It allows researchers to gather detailed accounts of people’s daily experiences over
time and capture the ebb and flow of these experiences as they occur in situ (i.e., in
the natural environment; Hormuth, 1986; Uy et al., 2010). It also allows researchers
to examine within-person (intra-individual) variation (Beal and Weiss, 2003; Scollon
et al., 2003). Such intra-individual analysis can provide insights beyond that of interindividual (between-person) approach (Uy et al., 2010). However, unlike ESM which
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collects data relating to a specific point of time and then measuring the average
response or estimating the consistency of the trait or behaviour (Conner et al., 2009),
this study collected information once every 24 hours on people’s experiences and
responses to symptoms during those 24 hours. Though ESM was the best fit for this
study, it would have been too intensive for the participants and a prospective design
with reduced recall period was more practical.
A study that follows participants for certain period of time and the
characteristic of interest is measured repeatedly over time is a prospective design. As
mentioned in Chapter 2, the majority of the studies reviewed used longitudinal
retrospective and cohort design. Recall bias is one of the most important
confounders in retrospective studies. In symptom report research, it has been found
that minor symptoms have a tendency to be underreported in a 2-week recall period
(Kooiker, 1995, Mechanic and Newton, 1965; Roghmann and Haggerty, 1974). As the
current study aimed to explore the prevalence of symptoms whether major or minor,
responses to such symptoms and factors affecting decision-making pertaining to
health-seeking with the least possible recall bias, a prospective approach was found
to be the most suitable and reliable to achieve the aims.
The ‘daily health record’, a diary designed by Verbrugge (1985) was a good
model to design the daily experience sampling questionnaire also known as
symptom reporting questionnaire for this study. Verbrugge’s diary does not limit
the illness response to seeking professional help as many other studies do (as
discussed in Chapter 2). It looks into illness response in a more comprehensive way
that includes referral behaviour as one of the possibilities and self-medication and
change in routine as other possible responses. The questionnaire in this study
however, took the concept one step further by including other possible responses as
informed by the preliminary work. This will be discussed later in this chapter. The
questionnaire was designed to examine the usefulness of a prospective approach
and explore the prevalence of and responses of people to everyday symptoms.
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4.1.1. Individual difference predictors
People might differ in the way they respond to symptoms and this might be
because of certain personal characteristics such as gender and age, and stable traits.
In order to examine their effect on people’s responses it was planned to collect data
on some personality traits during the initial face to face session.
A computer aided test, IAT (Implicit Association Test), to explore people’s
association with conventional or alternative medicines and a separate entry
questionnaire to collect data on people’s demographics, personal characteristics, and
attitudes towards medicines and different health professionals were used during this
session. The aim of collecting such information was to compare people’s beliefs and
attitudes with their actual behaviour and to examine the significance of personal
characteristics in predicting responses to symptoms.
Implicit attitudes are measured differently from the explicit attitudes that are
measured by directly asking people. Implicit attitudes are typically measured
through reaction time. For example if we respond faster to the idea that a product is
good, it means we have a positive implicit attitude towards that product
(Zimmerman, 2012). The IAT designed by Greenwald et al. (1998) measures the
strength of automatic association people have in their mind. The current study used
an IAT developed and validated by Green et al. (2008) to measure the attitudes of
people to complementary and conventional medicines. The IAT has increasingly
been used to assess people’s cognition and measures not only conceptual
associations representing attitudes, but also stereotypes and identities. The IAT has
been adapted to different topics; however, current research strived to make use of it
in attitudes towards medication research and see if the findings of this test predict
actual behaviour (as measured through the symptom reporting questionnaire). The
description of how IAT works has been given by Green et al. (unpublished) as
below:
The IAT contrasts the participants’ performance of combining concepts
classifications (e.g. herbal or conventional treatments) with attribute
classifications (e.g. positive or negative). For instance, if the words herbal
and positive are mapped to a left response key on a key board, the
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expressions conventional and negative are mapped to the response key on
the right side. In a second combined task this mapping is reversed (herbal
and negative vs. conventional and positive). With a stronger association of
herbal and positive than of herbal and negative, participants would be able
to solve the first classification task easier, because it is in line with their own
attitude. This results in shorter reaction latencies. (p.5)

As mentioned in Chapter 2, use of CAM is widespread in society so it was
important to know people’s feelings towards CAM and conventional treatment and
to view if this predicts their actual behaviour. The test was used only in the New
Zealand arm of the study. The difficulty of translating it into Urdu (the national
language of Pakistan) and the fact that not everyone has the ability to use a computer
did not allow using it in Pakistan.
Medicines constitute an integral part of treatment interventions for both minor
and serious illnesses. Horne et al. (1999) designed a novel method, Beliefs about
Medicine Questionnaire (BMQ) to explore commonly held beliefs of people about
medicines. The current study included the statements of BMQ as a part of entry
questionnaire with the aim of analysing whether the beliefs about medicine predict
the actual behaviour in responding to symptoms.
Health behaviours often require a trade-off between immediate and future
consequences (Walker, 2011). Intertemporal choices have been measured widely in
distinct fields of psychology and behavioural sciences. Most studies have involved
presenting hypothetical choices between an immediate outcome and a delayed
outcome (e.g., Benzion et al., 1989; Chapman, 1996; Thaler, 1981). The participants’
time preference is measured by their specification on how large the delayed outcome
would have to be to make it as attractive as the immediate outcome (Chapman et al.,
2001). Walker (2011) reviewed different established measures of measuring time
preference and picked delay discounting, future orientation and impulsivity to
predict preventive medicine use. Delay discounting which is a decline in the present
value of a reward with delay to its receipts has often been measured through
hypothetical scenarios in previous research and therefore was not included in this
study. The study utilized other time preference measuring tools that include
behaviours such as future orientation and impulsivity.
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Steinberg et al. (2009) described future orientation (FO) as “the extent to which
one believes there is a link between one’s current decisions and one’s future
wellbeing.” Future orientation incorporates attitudinal, cognitive, and motivational
components (Steinberg et al., 2009). Cognition involves thought processes about the
future, the attitudinal component involves preferences for short- and long-term
goals, and motivation describes applying methods to achieve long-term goals. All
three components are important to the complex thought processes involved in
making a delay discounting. The whole idea is how much one gives importance to
the long-term rewards as compared to the immediate benefits. Thus Steinberg et al.
(2009) developed the Future Orientation Scale, which encompasses these three
components.
Impulsivity in clinical settings refers to a psychiatric disorder but non-clinically
oriented research treats impulsivity as a personality and temperament dimension
(Granö, 2007). In a non-clinical setting, impulsivity refers to a tendency to engage in
behaviour that involves rashness, a lack of foresight or planning, or that occurs
without reflection or careful deliberation (Dawe et al. 2004). The concept of
impulsivity is opposite to that of future orientation and it is an alternative way of
measuring time preference. Health behaviour often seems to be governed not only
by reasoned attitudes and goal-directed behaviour but also by impulsive influences
and many health-related problems can be framed in terms of a conflict between
immediate impulses on the one hand and reasoned attitudes and standards to
restrain behaviour on the other (Hofmann et al., 2008). Most of the previous work
has examined the relationship of impulsivity with health-related behaviours such as
smoking and alcohol consumption (e.g., Grau and Ortet, 1999; Lipcus, et al. 1994;
Mitchell, 1999; Mulder, 2002; Waldeck and Miller, 1997) and its association with
conditions such as insomnia (e.g., Ohayon et al., 2001), peptic ulcer (e.g., Feldman et
al., 1992) and depression (e.g., Swann et al., 2008). Little is known about the
relationship between impulsivity and health-seeking behaviour. This study
endeavoured to examine if impulsivity predicts health- seeking behaviour of people
when they experience symptoms.
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First developed in 1959, the Barratt Impulsiveness scale (BIS) a 30-item selfadministered questionnaire has widely been used in the field of psychology as a
reliable tool to measure self-reported impulsivity (Barratt, 1959). It has gone through
many revisions over time and the short form (BIS-15) comprising of 15 statements as
proposed by Spinella (2007) was used to conduct this study. The BIS-15 includes a
three factor structure comprised of non-planning, motor, and attention impulsivity.
This short version was chosen to increase response rate as it requires less time to
complete compared to other impulsivity measures. The BIS-15 was found to
maintain good reliability and validity when compared to earlier versions (Spinella,
2007). The participants were asked to respond on a 5-point Likert scale ranging from
‘Never’ to ‘Always’.
A final difference between people that might influence their treatment choices
is their attitude towards different health care professionals. Presenting symptoms to
health care services is one way of responding to symptoms but has mostly been
viewed through retrospective lens. It is interesting to know what attitudes people
hold about different health care providers and if the attitudes translate into actual
behaviour. Therefore, a scale was developed and used in the entry questionnaire to
measure people’s attitudes towards different health care providers from both
conventional and alternative mode of practice groups.

4.2. Section two: Materials
The study involved the use of four different instruments: IAT (as described in
previous section), Entry questionnaire, Daily text or email, and Symptom reporting
questionnaire. A detailed account of all these materials is presented below.
4.2.1. Questionnaire development
The questionnaires used in this study were originally developed in English and
were formatted and implemented using the online survey service tool named
LimeService® in New Zealand. However, electronic administration was ruled out
and diary technique was found to be more appropriate in Pakistan due to the
comparatively low literacy rate, small percentage of population having access to
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computers and internet, and the difficulty of entering Urdu characters into software
or mobile phones.
As the symptom reporting questionnaire was meant to be filled out on all the
symptomatic days and possibly more than once it was designed to be quick and to
take not more than 10 minutes of a participant’s time. This was further bolstered by
the use of mostly closed ended questions and a few open ended questions. Not every
item of the questionnaire applied to every participant and a number of questions
were skipped depending on responses to previous questions. All such questions in
the online version appeared on the screen only if they applied to the participant;
however, in the paper version this was achieved through directing the participants
to skip certain questions if they did not apply to them. This is in contrast with the
entry questionnaire which was designed to be a one-off item and therefore could
take more time to complete.
4.2.2. Translation of the instruments
Translation of questionnaires is often required in cross-cultural studies. The
WHO (2013) states that the aim of translation is to achieve different language
versions of the English instrument that are conceptually equivalent in each of the
target countries/cultures. That is, the instrument should be equally natural and
acceptable and should practically perform in the same way. The focus is on crosscultural and conceptual, rather than on linguistic/literal equivalence.
Both English and Urdu are considered as the official languages of Pakistan.
Urdu is also the national language of Pakistan and is closely related to Hindi but is
written in extended Arabic alphabets from right to left. It is widely understood and
spoken by people from different provinces despite having their own distinct
languages used as a medium of conversation. English is widely used in government
ministries, offices and educational institutions.
According to the WHO (2013) a well-established method to translate the
questionnaires is to use forward-translations and back-translations. Forward
translation is normally conducted by an individual with good knowledge of English
and whose mother tongue should be the primary language of the target culture.
Expert opinion on the translated version is often sought. The translated instrument is
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then back-translated into English by an independent bilingual translator and is then
pre-tested on a group of respondents representative of those who will be
administered the questionnaires. Any issues arising during the pre-test are resolved
and the final version of the instrument is then ready to be administered to the target
population. (WHO, 2013).
Being a native speaker of Urdu, the forward-translation of the instruments was
conducted by me. All the instruments except IAT, not being the part of Pakistan arm
of the study were translated into Urdu. The reasons for not using IAT in Pakistan
have already been discussed in Section One. The reconfirmation of the translation
was sought from one of the Professors in Pharmacy in University of the Punjab,
Lahore, Pakistan. The updated version was then sent for back-translation into
English to two independent bilingual translators who were blind folded. Differences
in translation were discussed with the translators so as to come up with an
agreement. The changes suggested by the back-translation were incorporated into
the Urdu-version of the instruments. These modified Urdu-versions were then pretested on a group of five respondents approached through social networks. No
major issues were detected in terms of understanding of the questions and
conceptual equivalence. Minor changes as informed by the pre-test were
incorporated into the instruments which were then ready to be administered.
4.2.3. Entry questionnaire
The entry questionnaire was designed to be administered to the participants
during the first meeting as stated earlier in this chapter. It gathered information on
participants’ demographics, beliefs about medicines, measures of time preference
and attitudes towards different health professionals. Appendix 2 shows in detail the
items used in the entry questionnaire. The Urdu-version of entry questionnaire is
shown in Appendix 3.
The first section of the entry questionnaire was designed to collect data on
participants’ demographic and socio-economic status such as age, gender, ethnicity,
educational background and personal and family income.
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The second section was based on BMQ and captured the beliefs of participants
about medicines on a 5-point Likert scale ranging from ‘strongly agree’ to ‘strongly
disagree’. The statements in the original scale were divided into two groups: ‘specific
medication’ prescribed for the patient and ‘medicines in general’. In order to make
the scale suitable for this study some of the statements were modified while a few
were excluded. The value of Cronbach’s alpha which is a coefficient of internal
consistency and reliability was found to be 0.67 for the English version of the
modified-BMQ-Specific and 0.69 for the translated version. Appendix 4 compares
the original and modified statements, and lists the excluded statements.
All the eighteen statements of the ‘medicines in general’ group were used in
the original form. It is worth mentioning here that the ‘medicine in general’
statements were not included in the New Zealand version of the questionnaire due
to a miscommunication and by the time it was noticed, it was too late and all the
participants had gone through the initial face to face meeting. Nevertheless, these
statements were included in the Pakistan version of the questionnaire as the study in
Pakistan was conducted after New Zealand part was over. It means that New
Zealand participants were assessed on their response to ‘specific medication’
category of statements whereas Pakistani participants were assessed on both
‘specific medication’ and ‘medicines in general’ category. The Cronbach’s alpha
value for modified-BMQ-General was 0.61.
The third section was comprised of FO scale. The original scale used doubleended statements and participants were required to indicate how closely each
statement applied to them using a two-point scale of ‘Really true for me’ and ‘Sort of
true for me’ for each statement. However, due to the argument over the statistical
and conceptual properties of double-ended scales and the ease of using a single
personalized statement, the items were modified accordingly and the participants
were asked to report how much each statement applied to them on a scale of five
from ‘Never’ to ‘Always’. The Cronbach’s alpha value for the English version of the
modified-FO scale was 0.77 and for the translated version was 0.58. Appendix 5
presents one of the statements as an example from the original scale and the way it
was modified to be used in the current study.
111

Chapter 4: Methodology, Materials and Methods

The fourth section was comprised of BIS-15 to measure the trait of impulsivity
among the participants. The Cronbach’s alpha value for the English version of the
BIS-15 was 0.78 and for the translated version was 0.76.
In the fifth and the last section, participants were asked to report their level of
agreement with each of the eight statements for each group of healthcare
professionals, on a 5-point Likert scale ranging from ‘Strongly agree’ to ‘Strongly
disagree’. The list of healthcare professionals was developed from the information
obtained during the preliminary work, relevant literature, personal experience and
discussion with qualified individuals from a variety of relevant disciplines
overseeing this project and included a sociologist, a psychologist and a pharmacist.
A list of nine healthcare professionals was used in the questionnaire used in New
Zealand. However, the questionnaire used in Pakistan used a list of eight healthcare
professionals as presented in Appendix 6. The questionnaire was not based on an
existing scale; however, influences were drawn from some of the earlier work
conducted to report the perception of public and their trust in community
pharmacists in Nigeria (Oparah and Iwuagwu, 2001), South Africa (Bornman et al.,
2006) and Thailand (Ngorsuraches et al., 2008). The Cronbach’s alpha value for the
English version of this scale was 0.75 and for the translated version was 0.62.
Pilot testing, and the results of the internal reliability and validity, suggested
that the translation from English to Urdu was successful. Values of Cronbach's alpha
exceeding 0.6 are typically considered acceptable and 0.7 good, with most of the
values for the Urdu translation being in the acceptable to good range, and of similar
magnitude to the English versions. Most importantly, a number of these measures
predicted the main outcome measures, in terms of responses to symptoms,
illustrating predictive validity.
4.2.4. Daily text or email
The daily email or the text message was comprised of three questions. The first
question asked the participants to rate their happiness on a scale of 1 to 10 where 10
stands for ‘Very happy’. The second question asked the participants to rate their
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wellness on a scale of 1 to 10 where 10 stands for ‘Very well’. The third question
asked the participants if they experienced any symptoms during the last 24 hours.
4.2.5. Symptom reporting questionnaire
This 31-item self-administered questionnaire was the main instrument used in
this study and is presented in detail in Appendix 7. The Urdu-version of the
symptom reporting questionnaire (including the three daily text or email questions
used in New Zealand) is presented in Appendix 8. The questionnaire was divided
into six sections. The first section asked the participants to enter their participant
code or name.
The second section was comprised of one question asking the participants to
report the symptom they experienced on that day. A list of symptoms was provided
which was informed by the preliminary work as reported in Chapter 3. Participants
were also encouraged to report any other symptoms not mentioned in the list and
space was provided for this purpose. Some of the symptoms used in the New
Zealand version of the questionnaire were either not included or were named
differently in the Pakistan version. For example sinusitis and hay fever were
collectively named as allergy in the Pakistan version as it is the commonly known
and understood term used for such symptoms. Hangover is another example which
was not included in the Pakistan version as it is something that not many people
experience or understand because of strict restrictions on alcohol use.
The third section consisted of three questions asking the participants to report
the duration of their symptoms, their severity on a scale of 1 (not at all severe) to 7
(very severe) and an open ended question recording their response on the possible
cause of the symptoms experienced.
The fourth section was designed to record the participants’ responses to
symptoms and consisted of five main questions. The first question asked them to
report if the symptoms they experienced on that day caused a change in their
routine. If they reported any change by choosing one or more of the options they
were further asked if the change was because of any symptom in particular. The
second question asked if they talked to someone about their symptom. In case it
applied to them they were further asked who they talked to and if they talked about
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any symptom in particular. The third question recorded their use of home remedies
to alleviate the symptoms. In case they used a home remedy they were further asked
to report the home remedy they used, whether they used it for any symptom in
particular, if it was advised by someone and if they had used it before. The fourth
question recorded similar information to that of the third one but with regards to the
use of medicine. Participants were also asked about the source of medicine and if
they reported buying it from pharmacy they were also asked whether they sought
any advice from the pharmacist (New Zealand) or from the medical store staff
(Pakistan). The fifth open ended question asked the participants if they did anything
else to respond to their symptoms. In case they reported doing something they were
further inquired on what did they do, if they did it for any symptom in particular,
who advised them and if they had done it before.
The fifth section asked the participants about their interaction with the
healthcare professionals. This section comprised of two main questions each
provided with a list of health care professionals informed by the preliminary work
as reported in Chapter 3 and were similar to those used in the entry questionnaire.
The first question was about whether they considered seeing a health professional
irrespective of whether or not they consulted one of them. In case they considered
seeing a health professional they were asked if it was for any symptom in particular.
This was followed by the second question asking if they actually saw a health
professional. If they reported seeing a health professional they were asked about
whether the consultation was for any symptom in particular and who advised them
to seek professional help. If the participant did not respond to any of the
aforementioned ways it was considered as ‘no action taken’ or ‘ignored the
symptoms’.
The sixth and the last section consisted of one question asking the participants
to report the total cost incurred in responding to their symptoms.
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4.3. Section three: Methods
4.3.1. Funding and ethics approval
The project was funded by University of Otago. Ethics approval to conduct this
study was sought at a departmental level for New Zealand arm of the study and
from University of Otago Ethics Committee for Pakistan arm of the study. Approval
was sought at all the stages from preliminary interviews and focus groups to the
pilot and the main study. The approval at a departmental does not generate a formal
letter of approval. However, the copies of the approval letters granted by the ethics
committee for the Pakistan arm of the study is provided in Appendices 9 and 10.

National Bioethics Committee (NBC) is an approved body by the Ministry of
Health, Government of Pakistan. Pakistan Medical Research Council (PMRC) is the
secretariat for NBC (PMRC, 2013). The approval to conduct studies involving human
subjects are sought from the Research Ethics Committee (REC) of NBC. However,
the review of the guidelines set by REC revealed that some of the research like the
current study involving human subjects may be exempted from the regulations
requiring REC approval. It was stated on the website that:
Some research that involves human subjects may be exempted from the
regulations requiring REC approval. Examples include educational research,
testing and survey procedures where no identifying information will be recorded
that can link subjects to the data, and disclosure of the data could not reasonably
place the subjects at risk of civil or criminal liability or be damaging to the subjects
financial standing, employment, or reputation. Such exemption would be
conditional to (i) The informed consent is taken from the research subject and (ii)
The information gathered being relevant/beneficial to the research subject and the
community (National Bioethics Committee Pakistan).

4.3.2. The study setting and justification
As stated in Chapter 1, the study was conducted in two countries New Zealand
(a representative of developed countries) and Pakistan (a representative of
developing countries).
Dunedin, the home to the University of Otago was chosen as the study site for
the New Zealand arm of the study. The ease of travelling within the city to meet the
participants, time and budget constraints, IAT licensing limitations and difficulty in
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finding data collectors in other provinces and cities made Dunedin the best option to
conduct this study in.
Dunedin has about 120,000 inhabitants (New Zealand Census, 2013). It is
situated on the south-eastern coast of New Zealand’s South Island, the capital of
Otago province as shown in Figure 4.2.

Figure 4.2. Map of New Zealand highlighting Dunedin as one of the study sites
(Image courtesy of New Zealand Tourism and Statistics New Zealand)

In Pakistan, it was convenient to use social contacts to search for volunteers for
participant recruitment and data collection in different parts of the country. This
saved travelling costs. The ease of finding data collectors and the decision not to
include the IAT as part of this study, made it practicable to conduct the study in
eight different cities from all the four provinces of Pakistan. Punjab being the most
populated province contributed three cities including the provincial capital Lahore.
Other two cities included Jhelum and Wah Cantt (my home town). Two cities from
each of Sindh and Khyber Pakhtunkhwa province were chosen to be the study sites.
These cities were Karachi (the provincial capital) and Sukkur from Sindh province
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and Peshawar (the provincial capital) and Dir from Khyber Pakhtunkhwa province.
Balochistan being the least populated province contributed only the provincial
capital city Quetta. It was decided to use all the four provincial capitals representing
the larger and the developed cities coupled with one smaller and less developed city
from each province except Balochistan province. Quetta was the only city chosen as
the study site from Balochistan province as the province contributes only 5% of the
total population of Pakistan where most of the people reside in the city of Quetta.
One of the profound factors that influenced the decision of choosing the smaller
cities was the availability of data collectors in that city. Figure 4.3 depicts the map of
Pakistan and highlights the cities in which the study was conducted.

Peshawar

Dir

Wah Cantt

Jhelum
Quetta

Lahore

Sukkur

Karachi

Figure 4.3. Map of Pakistan highlighting the study sites
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4.3.3. Pilot study
The instruments and the technique were piloted on a group of eight
participants during December 2011 and January 2012 in New Zealand. Participation
in this project may have been burdensome and it might have been difficult for the
participants to keep motivated and respond to the texts, emails or questionnaires on
a daily basis for a period of 30 days; thus part of the aim of conducting the pilot
study was to determine whether the proposed design was too demanding for
participants and researchers. The pilot study aimed to recruit at least 30 participants
from Dunedin by placing flyers in different public locations such as supermarkets,
small grocery stores, bus-stops and fish and chip shops. The reason for choosing fish
and chip shops was that many people of differing socio-economic statuses go there,
and usually they have to wait while the food is cooked, so they would have an
opportunity to read the notices. The participants in the pilot study were healthy
members of public aged between 18 and 55 years with no current or previous
chronic conditions.
A total of fifteen people showed interest but only eight of them, 4 males and 4
females were able to set a meeting time. They were then invited to attend the initial
face to face session either in the School of Pharmacy, University of Otago or any
other place of their preference such as their office or residence. During the initial
session they were presented with the study information sheet and were asked to sign
the consent form if they agreed to participate. A distinct code was assigned to each
participant that served as their identification and was required to be keyed in before
taking the IAT or filling out both entry and symptom reporting questionnaires. They
were then asked to take the IAT and complete the entry questionnaire on a
computer. The session ended by obtaining verbal feedback from the participants on
their experience of attending the session. The first meeting lasted for about 20 to 30
minutes depending on how quickly the participants completed the questionnaire.
The participants were also provided during this session with a list of possibly
experienced symptoms and sample text of the emails and text messages they would
be receiving for the next thirty days. They were also asked to specify the time of the
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day when they would prefer receiving a daily email or text. They then started
receiving a text or an email on a daily basis for the next 30 days asking questions on
their general wellbeing, level of happiness and experience of symptoms. Once a
participant reported experiencing any symptoms they were then sent the online
version of the symptom reporting questionnaire to report the actions they took in
order to alleviate the symptoms. This occurred daily until the participant started
feeling better and reported having no symptoms. They then returned to receiving
texts or emails for the remainder of the month. At the end of study period
participants were asked to provide feedback on their experience of participating in
the study. A grocery voucher worth $20 was given to all the participants as a token
of appreciation for their time.
The pilot study in Pakistan was conducted during the period of October 2012
and November 2012. Part of the purpose of the pilot was to find out whether the
methods could be adapted in order to gather information from people with lower
literacy. A total of eight participants (4 males and 4 females) from Wah Cantt were
recruited through stratified intercept sampling. That is, in order to gain a good cross
section of participants, many locations likely to be frequented by different ethnic and
socio-economic groups were purposively selected and people were approached in
these places and were invited to participate in the study. Informed consent was
taken during the first meeting which was also arranged to inform the participants in
detail of what was involved in the study and to fill the ‘pen and paper’ version of the
entry questionnaire translated into Urdu. They then received a study pack
containing thirty copies of the symptom reporting questionnaire. Contrary to the
New Zealand arm of the study no code was assigned to the participants in Pakistan
due to the logistical difficulties in assigning unique codes; instead participants were
asked to write their name and date on the paper versions of the questionnaires.
As the Pakistan arm of the study used paper questionnaires contrary to the
New Zealand arm where online questionnaires were used, the three initial questions
sent out to the New Zealand participants through email or text were incorporated
into the symptom reporting questionnaire. These questions made the starting page
of the questionnaire. Participants in Pakistan were also contacted on a daily basis
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through a text message to remind them to fill out one copy of the questionnaire on
daily basis for a period of 30 days. The completed questionnaires were retrieved
through the post on weekly basis. At the end of the 30 day period each one of them
received Rs.1000 (1 NZD≈81 Rupees) in cash as a token of appreciation for their time.
Feedback was also taken from the participants at the end of the initial session and at
the end of the 30 day period.
4.3.4. Lessons learnt from the pilot study
4.3.4.1.

Study instruments

The pilot study helped to test the clarity and appropriateness of the data
collection instruments. One of the questions was found to be repetitive in the online
version. This error was rectified in the final version of the questionnaire to be used in
the main study. Some grammatical and typographical errors were observed in both
English and Urdu versions of the questionnaires which were then fixed. A time
domain was added to some of the questions in both the versions so as to reduce
ambiguity. For example, the question that asked the participants to report if they
bought the medicine from a pharmacy was modified as if they bought the medicine
from a pharmacy during last 24 hours.
4.3.4.2.

Sampling strategy

It was observed while recruiting the participants in New Zealand arm of the
study that the flyers did not yield a decent number of participants, as was expected
initially. It was decided to use random sampling from the telephone directory for the
main study.
Random sampling using a telephone book was not an option for the Pakistan
half of the study due to certain cultural limitations and issues related to
communication between genders and strangers. Convenience sampling does not
yield a good mix of people from different socio-demographic characteristics. The
other option was intercept sampling which was not representative. This led to the
decision to do multiple intercepts in locations known to differ systematically to get a
somewhat more representative sample and certainly a more diverse sample.
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Recruiting the participants through the stratified intercept sampling technique as
mentioned above was not found to be a strenuous task with a generally positive
response from the public. It was decided to continue the same sampling strategy for
the main study in Pakistan.
4.3.4.3.

Data collection

As the participants were prompted through text messages or emails to fill the
questionnaires at the preferred time they chose during the initial session, it was
noticed that a slight delay in sending the prompts especially through text messages
would result in either no response or a late response. This finding made me follow
the time strictly for all the participants. Though the participants were asked to
choose their thirty days in the study with the least possibility of any missed days
due to travelling, at times it was noticed that they travelled to a place where there
was no internet access or mobile coverage, resulting in missed days. These days
were then compensated by adding the extra days on the end of thirty day period. In
Pakistan where participants were given thirty copies of the symptom reporting
questionnaire during the initial session, a tendency to fill the questionnaires in
advance was noticed especially if the participant was generally healthy for few days
and might not be expecting any symptoms in near future. This made me keep
reminding them from time to time the importance of filling out only one
questionnaire per day.
4.3.4.4.

Data and time management

Managing the data obtained in New Zealand was easier than that of its
counterpart. This was because of the electronic nature of the questionnaires where
all the data was saved automatically in LimeService®. However, the manual nature
of the questionnaires required additional planning and efforts to manage the data in
Pakistan. The pilot study gave an idea of on average how often an individual
experiences some symptoms during 30 days and this helped estimating how many
times the symptom reporting questionnaire might be filled by the end of the main
study and the total amount of data the might be received. The data obtained in
Pakistan was required to be transferred from the manually filled questionnaires to
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Microsoft Excel® and later to the statistical package. The pilot study provided a good
estimate of the time that should be allocated to data entry task. In short, the pilot
study was a useful strategy to learn about data as well as time management for the
main study.
4.3.4.5.

Monetary reward to the participants

It was noticed that monetary reward worth $20 to the New Zealand
participants was a bit small for the time and effort required to keep responding to
the texts, emails and questionnaires for 30 days so it was increased to $30 for the
main study. The cash reward of Rs.1000 was however found appropriate for the
participants in Pakistan.
4.3.4.6.

Feedback of participants on methods and instruments

The participants from both countries generally gave positive feedback about
their experience of participating in the study. Some of the comments about first
session are presented below:
"I really liked the way of asking similar thing in many different ways. In
your last group of questions you have mentioned about Traditional
Māori healer and maybe my perception about them might be negative as
I never met any of them. However, I recently experienced acupuncture
for my sore back which really worked. Previously my perception about
it was negative but after recent first successful experience my perception
has changed as it really worked for me. It's not psychological but it
actually worked. So you might get my positive perception towards
acupuncturist. Anyways, I am really happy to be part of this interesting
study and wish you all the best" (New Zealand).
“The questions really need to make you think and need your
concentration. But I think that should be one of the aims of this study to
make people think and really understand the statement before they
respond so it’s alright!” (New Zealand)
“The questions are very clear and need bit of a concentration but it must
be the scope of this study which is really interesting” (Pakistan).

For the 30 days study period, participants were asked to render their
feedback based on but not limited to the following questions:
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1.

Did responding to daily emails/texts bother you at times?

2.

Was the questionnaire lengthy and/or time consuming?

3.

If you think some of the questions in the questionnaire were not easy to
understand or confusing, we need to know which ones?

4.

Was there any repetition in the questionnaire?

5.

Anything you felt out of place?

6.

Was there anything that you wanted to tell us whenever you experienced
symptoms but we were not prompting them for in the questionnaire?

7.

Any options that you felt were missing.

Below is the compilation of some of the comments from the participants:
“What a surprise that the 4 weeks are up already... time flies...Well, for
me the symptoms study/reporting wasn't a hassle at all. I think the way
of answering a text every day is good, even though I think I would have
had prefer to get is send every day at the same time, possibly at a time I
choose, either in the morning, before going to work, or after work, later
in the evening, so I can reply straight away. Most of the time when I got
the text I was at work and wasn't able to respond until lunch time or
even evening after work. But that's not really an issue” (New Zealand).
“The questionnaire was of a good length and definitely not too time
consuming at all. The questionnaire could also have included how much
of the medication the participant has taken (if that's of interest for you, I
don't know, but as the participant I wanted to put that down too). As
you said you're also testing the method of the information gathering
from patients, I would like to comment on how this method (text and
email) is very quick and handy for people with cell phones and internet.
But there are still people around without any internet access or even cell
phones. But I really believe that for 'us' (younger generation) it was a
very convenient way. A bit more difficult it would be when people are
away on holiday where there is no cell phone coverage and internet
access or people are camping”(New Zealand).
“It didn’t overly bother me. There was one day when there were no
options for when did the symptom start and how severe were they. Also
I wondered if you were asking me enough questions, when there was
more than one symptom. Wouldn’t you want to know a bit about each
one? And also, when does the symptom qualify for being mentioned at
all that is, a sore thumb that is always sore? Otherwise, I thought the
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questions were very short and easy to answer and was happy to do it
and hope it was all of some use for you. Thank you” (New Zealand).
“Well as I only used to respond through text messages so it never
bothered me as my cell phone is always with me” (New Zealand).
“No, it did not bother me for sending the responses through email”
(New Zealand).
“I was only too happy to help and didn’t find the survey an intrusion at
all. It was very easy to follow and quick to complete. I did like the idea
of replying by deleting a response – much easier” (New Zealand).
“It was easy and convenient. It was simple and took little time to
complete” (Pakistan).

“Even if there is something I wanted to tell, and there is no option in the
questionnaire. There is a column which you've specified as "Others",
which fills the gap. So, there is no problem. All questions were simple,
easy and understandable” (Pakistan).

4.3.5. Sampling strategy for the main study (New Zealand)
It was decided to employ random sampling strategy using the Otago telephone
directory for the New Zealand part of the study. Advice was sought from a
biostatistician about how to do this. The section in the telephone directory that
included listings for customers in Dunedin comprised 129 pages in the 2011/2012
version. Each page consisted of 4 columns and each column had an average of 90
telephone numbers listed in it. A list of random numbers was generated on
Microsoft Excel® and random selection of pages was made using this list. The list
was also used to generate random number of columns. A group of eight students in
their final year of Bachelor of Pharmacy course assisted in making phone calls to
recruit the participants. The following protocol was designed to deal with the
randomly selected numbers:

124

Chapter 4: Methodology, Materials and Methods

4.3.5.1.

Strategy to deal with business numbers

If the randomly chosen telephone number was a business number, the
preceding telephone number was used. If the preceding number was also a business
number, the number following the first number was considered. Taking a number
either side continued until a residential number was found.
4.3.5.2.

Strategy to deal with unattended numbers

For every number with no response on calling first time, a second calling
attempt was made at different time of the day. This was repeated until the call was
answered. If there was no response after the 10th attempt, no further attempts were
made. A log was maintained for each attempt.
4.3.5.3.

Recruitment

The person answering the call was informed briefly about the research project
and the types of participants required. They were also asked about the number of
people in the household who met the inclusion criteria (aged 18-65 years and not
having any chronic condition). In households with more than one member fitting the
criteria, the person who had the next birthday was considered. If the required person
was not available at the time of call, their time of availability was determined and
another attempt to contact them was made at that time. Those who agreed to
participate were sent detailed information on the study through email and were
invited for a face to face meeting.
4.3.6. Sampling strategy for the main study (Pakistan)
The stratified intercept sampling technique used during the pilot study was
continued in the main study in Pakistan. The issue of communication between
genders was resolved by recruiting both male and female data collectors who
predominantly recruited participants of their own gender.
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4.3.7. Inclusion criteria for the main study
Participants of this study were healthy members of the public aged between 18
and 65 years preferably with no current or previous chronic conditions. Participants
were initially screened against a list of common chronic conditions, and were then
asked if they had any other conditions for which they were using medicines or that
occasionally caused symptoms. For the latter, a decision was made on a case-by-case
basis, depending on whether their chronic condition might mean a very frequent
experience of symptoms, and therefore an unreasonably high participation burden.
The upper age limit to recruit the participants was initially set at 55 years in order to
avoid older participants who were more likely to have at least one chronic condition
compared to their younger counterparts. Also, older age groups are likely to have
different patterns of symptoms and higher levels of comorbidities (McAteer et al,
2011). However, it was observed that a significant number of potential participants
with no chronic condition beyond the age of 55 years were being missed. It was then
decided to raise the upper age limit to 65 years.
4.3.8. Data collection
Data collection in New Zealand was carried out from April 2012 to September
2012 and in the same manner as stated under the pilot study section. The
participants were divided into two main groups based on the preferred mode of
daily contact; those who opted for email made one group and those who preferred to
be contacted through text messages formed the other group. Each participant was
assigned a unique code that was easy to remember and could be their name, initials,
a number or a combination of any of these. The participants were informed of the
way to respond to the text messages or emails during the first session. In order to
make the responses to daily emails or text messages short and less of a burden for
the participants, they were asked to respond as below:
On a scale of 1 to 10, if a participant rated their happiness as 5, their wellness as
6 and they experienced some symptoms at the same time, they were required to
respond to the email as ’56 Yes, I did’ and to the text message as ‘56yid’ where ‘yid’
stood for ‘Yes, I did’. If they did not experience any symptoms and their rating of
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happiness and wellness on that day was 8 and 9 respectively, their response to the
email was supposed to be ’89 No, I did not’ and ‘89nidn’ for the text message where
‘nidn’ stood for ‘No, I did not’.
Once a participant experienced some symptoms and responded as ‘Yes, I did’
or ‘yid’ they were automatically sent a link to the symptom reporting questionnaire
through email. The text message group was also notified through an automated
reply that they would be receiving the link to the online questionnaire through email
shortly. All the responses were recorded on the account created on LimeService®.
As the pilot study in Pakistan did not entail any major changes in the
instruments or the methods the data received was included into the main study. The
recruitment and data collection in other parts of Pakistan was conducted by a group
of eleven research assistants. Five of the research assistants were based in Punjab (4
in Lahore and 1 in Jhelum), two were based in Sindh (1 each in Karachi and Sukkur),
three in Khyber Pakhtunkhwa (2 in Peshawar and 1 in Dir) and one in Balochistan.
All the research assistants from Punjab region were in their final year of the
Pharmacy degree programme and one from Sindh (Karachi) was a working
pharmacist. The second research assistant from Sindh (Sukkur) was a school teacher.
The rest all were degree students in different years of their study from different
universities. The process of recruitment and data collection in Khyber Pakhtunkhwa
region was overseen by a lecturer in Pharmacy from University of Peshawar. All the
research assistants were given a briefing on what was involved in recruitment and
data collection. All the research assistants from Punjab were briefed in a meeting
conducted at the University of the Punjab; however, due to logistic constraints
research assistants from other provinces were briefed via telephone.
The study sample was distributed in eight cities based on the population
density of the four provinces. Table 4.1 presents the sample distribution in Pakistan.

127

Chapter 4: Methodology, Materials and Methods

Table 4.1. Distribution of sample in Pakistan
Province
Punjab

Percent
population
56

City

Sindh

25

Karachi
Sukkur

25
12

37

Khyber
Pakhtunkhwa
(KPK)

14

Peshawar
Dir

15
7

22

Balochistan

5

Quetta

7

7

Lahore
Jhelum
Wah Cantt

Number of
participants
62
15
10

Total
n=153
87

The data from Pakistan was gathered during the months of December 2012 to
February 2013. As mentioned earlier, the questionnaires were translated into Urdu
and were used on paper in Pakistan. Each participant received a study pack as
shown in Figure 4.4 which consisted of a copy each of the information sheet, consent
form and entry questionnaire, thirty copies of the symptom reporting questionnaire
and 4 self-addressed and stamped envelopes. The study packs were couriered to the
research assistants along with a copy of instructions as shown in Figure 4.5.
The participants were required to complete the first page of the symptom
reporting questionnaire daily and rest of the questionnaire only on the days when
they experienced one or more symptoms. A reminder to fill the questionnaire was
sent to them through text message daily at the time they indicated was best for them,
during the first session. In order to minimize the chances of retrospective filling of
the questionnaires, participants were instructed to send back the questionnaires
weekly through post using the envelopes provided to them. A reminder to do so
was sent out to the participants on day 7th, 14th, 21st and 30th of their 30 days tenure in
this study. The consent forms and entry questionnaires were posted to me by the
research assistants. Figure 4.6 and 4.7 depict the questionnaires received through
post.
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Figure 4.4. Study packs

Figure 4.5. A box containing the study packs and a copy of instructions ready to be
couriered to a research assistant
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Figure 4.6. Some questionnaires received through post

Figure 4.7. A stack of questionnaires received through post one of the days
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4.3.9. Data analysis
The Statistical Package for the Social Sciences (SPSS®) version 21 was used for
data analysis. Data normality was assessed by developing histograms. Other
techniques that are proven to be robust even in strong deviations from normality
assumptions were also used. For example median was calculated instead of mean for
calculating the time taken by the New Zealand participants responding to the emails
or texts.
4.3.9.1.

Demographics, mean number of symptoms and mean severity

Basic descriptive analysis was used to report the characteristics of the study
sample and to calculate the mean number of symptoms experienced during the
study period and mean severity of symptoms. As the New Zealand sample had an
imbalanced male to female ratio and the Pakistan sample had unequal age
distribution, the analysis of mean, prevalence and frequency was corrected for the
respective demographic characteristic for each country. The population of New
Zealand is comprised of 51% females and 49% males (The Social Report, 2010).
However, for analysis purpose data was corrected for equal percentages of both
sexes. The data on age distribution of Pakistan is presented in Table 4.2. It suggests
almost equal percentage of 20-34 years and 35-54 years age groups. It was estimated
that expanding the first age bracket to 18-34 years and the second to 34-65 years
would not affect the approximately equal proportion of both therefore Pakistan data
was corrected for equal percentages of these two age groups.
Table 4.2. Percentage distribution of age in Pakistan
Age groups

% proportion of total population

15-19 years

13.2

20-34 years

25.3

35-54 years

25.8

55-64 years

5.2

65 years and above

3.9

Note: Adapted from National Bureau of Statistics Pakistan, 2012.
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4.3.9.2.

Prevalence and frequency of symptoms

Prevalence of symptoms was calculated as a proportion of all participants in
the sample as opposed to the analysis of frequency which was based on
symptomatic participants. Using all participants for prevalence analysis is rational as
it represents how often symptoms are experienced whereas the analysis of frequency
used ‘symptomatic day’ as the unit of analysis and can only be calculated by taking
into account only the symptomatic participants. As the participants reported a
number of ‘other symptoms’ and in order to include them into analysis they were
combined with the symptoms provided in the list to form four groups: (1)
respiratory symptoms, (2) all kinds of pain, (3) gastrointestinal symptoms, and (4)
low energy. The group ‘low energy’ in Pakistan set of data also included symptoms
such as fever and tiredness. Some of the symptoms reported by the participants did
not match with any of the categories and were classified into a separate fifth group
named ‘other symptoms’. On a day a participant experienced one or more symptoms
that fitted into the category of any of the aforementioned group, that day was named
after the name of the symptom group for example, respiratory symptom day, pain
day, gastrointestinal symptom day and low energy day. The data on number of
symptomatic days was used to calculate the frequency of an individual or a group of
symptoms. However, the prevalence of an individual or a group of symptoms was
estimated by the number of participants who experienced that symptom or group of
symptoms at least once during the study period.
4.3.9.3.

Prevalence and frequency of responses to symptoms

As mentioned in the previous section the analysis of prevalence included all
participants whereas frequency analysis was based on symptomatic participants.
Seven possible responses to symptoms included in the symptom reporting
questionnaire and used in the analysis were: change in routine, talking to someone
about symptoms, trying home remedies, using medicine, considering seeking help
from a health care professional, actually seeing a health care professional, and
ignoring the symptoms or taking no action. It was noticed that some of the
participants reported certain ‘other’ actions that could easily fit into the response
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categories already mentioned. Such responses were then incorporated into the most
relevant category. The response ‘using medicine’ was recoded into new variable
‘self-medication’ by ascertaining if the medicine was prescribed by the doctor or
purchased from a pharmacist during the previous days or available only on
prescription which was then not considered as self-medication; other instances
including those where the medicine was purchased from the pharmacy but not from
the pharmacist, were considered to be self-medication. This newly recoded variable
was then used in the analysis instead of the old variable ‘using medicine’. As the
participants were encouraged to report any other action taken which was not listed
in the questionnaire to alleviate their symptoms they reported quite a number of
actions that could easily fit into the categories already listed out in the questionnaire.
4.3.9.4.

Predictors of responses to symptoms

This analysis did not include non-symptomatic participants or those who did
not report any symptoms during the study period. Prediction variables were divided
into two groups. Group one included participant characteristics such as age, mean
score to the subscales of modified- beliefs about medicine questionnaire (modifiedBMQ), mean score to the subscales of future orientation scale, mean score to the
subscales of Barrat’s impulsiveness scale, mean score to the attitudes towards
orthodox and alternative health professionals, and implicit attitude towards
conventional medicine (results of IAT). Group two of prediction variables was
comprised of symptom characteristics such as type of symptom (symptom group),
number of days with a particular symptom group, total number of symptoms
experienced, and total number of symptomatic days. A separate regression analysis
was conducted with maximum severity experienced for each symptom cluster.
Outcome measures were comprised of binary variables (0 = No, 1 = Yes) developed
from different responses to symptoms as mentioned earlier.
Logistic regression was used to predict different responses to symptoms. For all
outcome variables, univariate analyses were first conducted with each predictor.
This was then followed by a multivariate analysis where all the predictors entered
and then potentially removed via backward elimination, until a model containing
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only significant predictors was found. Due to imbalance between male to female
ratio in New Zealand sample, these analyses were controlled for gender. The
univariate analysis in this instance was conducted by entering gender as a first step
and entering potential predictor as a second step. The multivariate analysis had
gender entered as a first step, with all other predictors entered and then potentially
removed via backward elimination, until a model containing only significant
predictors was found. A summary of a participant’s symptom experience and
response was also included to illustrate the findings of logistic regression for each
outcome variable.
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5.0. Introduction
This chapter is divided into two main sections. The first section presents the
findings of the New Zealand arm of the study whereas the second section presents
the findings of the Pakistan arm of the study. Each section starts off with the
presentation of the demographic characteristics of the participants followed by
prevalence and frequency of different symptoms. The chapter also presents
symptoms severity in tabular form and highlights perceived causes of symptoms.
This is followed by graphical and tabular presentation of response prevalence and
frequency. Each section concludes with logistic regression to predict symptom
responses from personality and symptom related factors. Some case summaries have
also been included to illustrate the findings of logistic regression.

5.1. Section one: New Zealand arm of the study
The potential participants of this study were a random sample of 1181 people
approached through phone calls. Almost one half of the people (48%) contacted
were either not interested in the study or hung-up. Approximately 23% of the people
contacted were aged more than 65 years and were therefore excluded, though many
of them showed interest. A small number (approx. 2%) were excluded for one or
more poorly controlled chronic conditions. The remaining 27% were either too busy,
did not have internet access, were too young, or despite being interested were not
available for the following months. This left 154 (13.0% of those contacted) who
matched the inclusion criteria and agreed to participate. Two stopped responding to
the daily emails or texts and were excluded from analysis, leaving 152 who
completed the 30 day period.
The demographic characteristics of the participants are presented in Table 5.1.
The participants were aged between 18 and 64 years with a mean age of 43.6±
SD11.8 years. The sample comprised of 33% male and 67% female participants. More
than half of the participants identified themselves as New Zealand European and a
high proportion had completed a bachelor’s degree (32.9%) with 14.5% who
completed higher degrees. In terms of occupation, twenty-seven percent of the
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participants reported that they were professionals followed by clerical and
administrative workers (17.1%) and community and personal service workers
(12.5%). Because the ratio of male to female was a poor fit with the local
demographic profile, the results are presented as weighted figures, as outlined in the
methodology chapter.
Table 5.1. Demographic characteristics of the sample
Characteristic
Gender
Male
Female
Ethnicity
New Zealand European
Chinese
Indian
Other
Did not respond
Age (years)
Young adults (18-34)
Middle age group (35-54)
Older adults (55-65)
Did not respond
Education level
Low
Some high school
NZ School Certificate/NCEA Level 1
NZ Sixth Form Certificate/NZ UE before 1986/NCEA Level 2
Middle
NZ Higher School Certificate/NZ University Bursary/NCEA
Level 3
Tertiary Diploma
High
Tertiary Bachelor’s degree
Master’s degree
Doctoral degree
Did not respond
Occupation
Level 1 (Managers)
Level 2 (Professionals)
Level 3 (Technicians/Trade workers)
Level 4 (Community and personal service workers)
Level 5 (Clerical and administrative workers)
Level 6 (Sales workers)
Level 7 (Machinery operators/Drivers)

n (N=152)

%

50
102

33.0
67.0

82
1
1
11
57

53.9
0.7
0.7
7.2
37.5

31
83
33
5

20.4
54.6
21.7
3.3

19
6
11

12.5
3.9
7.2

9
24

5.9
15.8

50
19
3
11

32.9
12.5
2.0
7.2

13
41
12
19
26
1
2

8.6
27.0
7.9
12.5
17.1
0.7
1.3
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Level 8 (Labourers)
Students
Housewives
Not employed/Not working for pay/Jobless/Retired
Did not respond
Pregnant
Yes
No/Not applicable

9
11
7
10
1

5.9
7.2
4.6
6.6
0.7

3
149

2.0
98.0

5.1.1. Response time
As one of the objectives of the study was to collect prospective data so as to
minimize the effect of recall bias, the time taken by the participants in responding to
the initial emails or texts and questionnaire submission was calculated. The majority
of the participants (82%) responded promptly with 14% of the participants who were
one day late and only a small percentage (4%) who took more than one day to
respond. This is a clear indication that the recall bias has been minimized by using
this approach. The median time taken by the participants in responding to the initial
email or texts asking them if they experienced any symptoms during the last 24
hours was 2 hours and 21 minutes. When a participant responded ‘yes’ they were
automatically and immediately sent an email prompting them to fill out the online
questionnaire. The median time taken by the participants from when they were
asked to fill an online questionnaire to when they submitted the questionnaire was
24 minutes. The median time calculated for the overall process, from when the
participants were sent out initial email or text to when they submitted the
questionnaire was 5 hours and 59 minutes. This information is summarized in
Figure 5.1.
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Whether you
experienced some
symptoms?
2:21 hours
Response
5:59 hours
Request to fill the
questionnaire

In case the participant
responded ‘yes’ to the initial
text or email
0:24 hours

Questionnaire
submission

Figure 5.1. Median time taken in responding to initial prompts and questionnaire
submission
5.1.2. Prevalence of symptoms
Out of 152 participants, 124 (82%) reported at least one symptom during the 30
day period with a weighted mean of 9.8 symptoms per study participant and of 12.1
symptoms per symptomatic participant. Eighty-nine percent of the female and 70%
of the male participants reported symptoms during the study. The number of
symptomatic days for the participants ranged from one to thirty and on an average a
study participant experienced (one or more) symptoms for 5.3 days and a
symptomatic participant for 6.7 days. There were 835 reported symptom days in
total when the participants reported having some symptoms during the last 24 hours
via SMS or email. However, the symptom reporting questionnaire was filled and
submitted on 812 days which means there were 23 days (3%) when participants did
not complete the questionnaire, despite reporting having some symptoms.
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The modal number of symptoms was two, with 10% of the sample, followed by
7% who reported one and five symptoms. The maximum number of symptoms
reported by a single participant was 71. Headache was found to be the most
prevalent symptom as it was reported by 43% of the participants at least once during
the study period followed by low energy (32%), back/neck pain (31%) and so on as
presented in Figure 5.2.

% Participants corrected for gender
Headache
Low energy
Back/neck pain
Sore throat
Cough
Sneezing
Sinusitis

Menstrual pain
Hangover
Diarrhoea
Sprain
Bruise
Skin rash
Toothache
Fever
Cut
Nervousness
Hay fever
Vomiting
'Other' symptoms
0

10

20

30

40

50

Figure 5.2. Proportion of participants reporting each symptom at least once
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As explained in Chapter 4, symptoms were grouped into five clusters.
Figure 5.3 shows that pain of all kinds was the most prevalent symptom followed by
respiratory symptoms, low energy, and gastrointestinal symptoms.

% Participants corrected for gender
All kinds of pain
Respiratory symptoms
Low energy
Gastrointestinal symptoms
'Other' symptoms
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70

Figure 5.3. Prevalence of symptom clusters

5.1.3. Frequency of symptoms
The percentages of people who reported a given symptom at least once does
not indicate the frequency of such symptoms. In terms of total number of days for
which a symptom was experienced by the study sample, back/neck pain was found
to be the most frequent as it was reported on 24% of the symptom days with a mean
of 1.3 days per study participant and 4.1 days per participant from the group who
experienced back/neck pain. As can be seen in Figure 5.4 and Table 5.2, this was
followed by cough reported on 23% of the days, headache (21%), and low energy
(20%).
Figure 5.5 and Table 5.3 present the corresponding results for symptom
clusters. Pain was the most frequent, followed by respiratory, low energy and
gastrointestinal symptoms.
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Figure 5.4. Frequency of symptoms
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Table 5.2. Mean number of symptom days by study sample and by participants
who experienced that symptom
Symptom

Symptomatic

Symptomatic

participants

days (d)†

(n)†

Mean number of days
By study

By participants

sample (d/152)

who experienced
that symptom
(d/n)

Back/neck

47

195

1.3

4.1

Cough

40

187

1.2

4.7

Headache

65

171

1.1

2.6

Low energy

49

162

1.0

3.3

Sore throat

44

97

0.6

2.2

Sneezing

30

65

0.4

2.1

Sinusitis

21

57

0.3

2.7

Menstrual

17

24

0.1

1.4

Diarrhoea

12

32

0.2

2.7

Hangover

14

16

0.1

1.1

Fever

8

8

0.05

1

Toothache

9

16

0.1

1.8

Skin rash

9

32

0.2

3.6

Bruise

9

16

0.1

1.8

Sprain

9

16

0.1

1.8

Nervousness

6

16

0.1

2.7

Hay fever

5

8

0.05

1.6

Cut

6

8

0.05

1.3

Vomiting

3

8

0.05

2.7

'Other'

68

260

1.7

3.8

pain

pain

symptoms
† Corrected

for gender
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Figure 5.5. Frequency of symptom clusters

Table 5.3. Mean number of symptom cluster days by study sample and by
participants who experienced that cluster of symptoms
Symptom

Symptomatic
participants
(n)†

Symptomatic
days (d)†

Mean number of days
By study sample
By participants
(d/152)
who experienced
that symptom
(d/n)
3.7
5.8

Pain

95

556

Respiratory

78

322

2.1

4.1

Low energy

49

167

1.1

3.4

Gastrointestinal

31

58

0.4

1.9

Other
† Corrected for gender

53

151

1.0

2.8

Analysing duration of symptoms in terms of maximum number of days a
symptom was experienced by any one of the participants revealed that back/neck
pain was the most frequent as it was reported daily for a period of 30 days by one of
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the participants. This was followed by low energy (21 days), cough (20 days),
sinusitis (14 days), headache (11 days) and sore throat (10 days).
5.1.4. Severity of symptoms
The respondents rated on a 7-point scale the degree of severity of the
symptoms they experienced. Table 5.4 displays the mean response to severity across
all the symptoms and for each category.

Table 5.4. Mean severity of symptom clusters
Symptom
All kinds of pain
Respiratory symptoms
Low energy
Gastrointestinal symptoms
Other symptoms
Mean severity across all the symptoms
Mean of severity sum

Weighted Mean
1.2
1.8
1.6
1.1
1.4
1.4
3.1

Note: Severity scale ranged from 1 (not at all severe) to 7 (very severe)

5.1.5. Perceived causes of symptoms
Respondents were asked to report the perceived cause of their symptoms.
Below is the account of perceived causes in terms of number of mentions for each
category of symptoms. As the participants often reported more than one symptom
per day and more than one cause to each symptom, the total number of causes
reported does not coincide with the number of symptoms reported.
5.1.5.1.

Pain (all types combined)

The most frequently reported reason for headache was lack of sleep as reported
on 22% of headache days. Doing strenuous work such as exercise, lifting some heavy
object or twisting awkwardly while lifting some object was reported on 20% of the
days as a perceived cause of back/neck pain. An old injury was another reported
cause of back/neck pain on 15% of the days followed by bad posture while sleeping
or working and ergonomic issues related to position of computer while working on
11% of back/neck pain days. Tiredness was reported on 9% of the headache days
145

Chapter 5: Results

followed by tension or stress (7%). Wisdom tooth and broken tooth filling were some
of the perceived causes of toothache. Some infrequently reported causes of pain
included arthritic pain aggravated by cold weather, muscular strain, bursitis and
cartilage degeneration (for knee pain). In 3%, the cause of pain was reported as
‘don’t know’.
5.1.5.2.

Respiratory symptoms

Respiratory symptoms were mostly attributed to cold and/or flu (41%). Virus
was perceived to be a cause on 17% of the respiratory symptom days. This was
followed by cold weather or weather change (5%). Some participants also reported a
‘seasonal bug’ (3%) or ‘caught from someone among family, friends or co-workers’
(3%). Dust, sinus problem, infection and allergy were some of the more rarely
reported causes of these symptoms. Four percent of the cases were not given a cause.
5.1.5.3.

Low energy

Lack of sleep was the most commonly reported cause of low energy on 23% of
the low energy days followed by tiredness which was quoted on 9% of the days.
5.1.5.4.

Gastrointestinal symptoms

No cause of gastrointestinal symptoms was reported on 21% of the
gastrointestinal days. Type of food such as fatty or spicy food or drinking water after
food was reported on 10% of the days. Some uncommonly reported causes were
bug, absence of gall bladder and chronic constipation.
5.1.5.5.

Other symptoms

Emotional symptoms such as nervousness and depression were attributed to
upcoming exams, relationship issues and demise of someone close. Dermatological
symptoms such as rash and itchiness were perceived to be caused by allergy, eczema
or soap. Reasons reported for some uncommon symptoms such as cuts and bruises
included minor accidents such as cutting finger while chopping fruits or vegetables.
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5.1.6. Response to symptoms
More than half (55%) of the participants reported self-medication at least once.
Ignoring the symptoms and change in routine were found to be the second most
common responses. Visiting a health professional and trying home remedies were
the least reported responses (Figure 5.6).
% Participants corrected for gender
Self-medication
Ignoring the symptoms
Change in routine
Consider seeking help
Talking to someone
Actually seeking help
Home remedy
'Other' action
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Figure 5.6. Proportion of participants responding in a particular way at least once

In terms of number of days that a response was reported out of 812
symptomatic days, change in routine was found to be the most frequent response
reported on 37% of the symptom days. This was followed by self-medication. The
rest of the sequence was same as the prevalence of responses except with actually
seeking help from a health professional and trying home remedies being the least
frequent responses (Figure 5.7). As the participants could report more than one
response on a symptomatic day total response or percent days do not equal 812 and
100 respectively.
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Figure 5.7. Frequency of responses

5.1.6.1.

Response to individual symptoms

There was considerable variation in responses to individual symptoms as
shown in Table 5.5. A decision to take no action was a common response with almost
one-third of the cough days, whereas a headache was most likely to be treated with
self-medication. Low energy was mostly responded through cutting down on usual
tasks (40% of the days). Back/neck pain was mostly responded through selfmedication (24%) and ignoring the pain (22%), as was menstrual pain for which no
action was taken for 30% of the days and self-medication was employed for 28% of
the days. A high proportion (78%) of the hay fever days did not yield any response
and 22.2% of the days were treated by self-medication. It is obvious from the table
that seeking help from a health care professional was the least common response to
almost all of the symptoms.
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Table 5.5. Responses to individual symptoms*

12

6

5

8

Headache

183

19

18

3

4

43

7

3

3

Low energy

178

15

50

14

0

0

13

6

2

Back/neck

174

21

13

6

11

21

11

4

13

Sore throat

148

20

13

10

13

20

9

5

10

Sneezing

78

43

19

13

5

2

5

4

9

Sinusitis

70

19

33

9

6

14

11

8

0

Menstrual

40

39

13

10

0

38

0

0

0

Toothache

25

4

7

21

4

15

31

18

0

Diarrhoea

21

28

19

17

0

19

7

0

10

Skin rash

20

25

10

20

15

25

5

0

0

Bruise

17

19

25

23

12

6

13

2

0

Hangover

15

23

63

7

0

0

0

0

7

Sprain

14

0

37

19

11

7

12

7

7

Fever

13

0

43

8

0

21

13

15

0

Nervousness

12

28

43

29

0

0

0

0

0

Hay fever

9

68

0

0

0

22

10

0

0

Cut

7

77

0

23

0

0

0

0

0

Vomiting

5

0

40

0

0

38

0

0

22

245

24

17

10

8

15

14

6

6

Other action

6

help

Consider seeking

9

Actually seeking

Self-medication

17

help

Home remedy

37

someone

190

(n)

symptoms

Cough

reported^

Ignoring the

Talking to

Days

Change in routine

Symptoms

pain

pain

Other

* The figure under each response shows the proportion (%) of the specific symptom days
resulting in that response
^ For each of the individual symptoms n refers to the number of days that symptom was
reported. However, as the participants could tick more than one symptoms on a day the
sum total of n does not equal to total symptomatic days
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5.1.6.2.

Types of home remedies, medicines (self-medication) used and other
actions for individual symptoms

The type of self-care used ranged widely across an array of treatments (Table
5.6). Overall some hot drink with lemon and honey was the most commonly used
home remedy for respiratory symptoms. Vicks Vaporub® and lozenges were also
commonly used to alleviate congestion and sore throat. An OTC cough syrup was
frequently used as a treatment for cough; in the same way paracetamol was used for
symptoms of pain, along with ibuprofen and diclofenac. In an attempt to reduce
back/neck pain respondents often did some kind of exercise and stretching. An
interesting finding was the use of antibiotics such as doxycycline and amoxicillin
without prescription (or perhaps left over from a previous prescription) in three
instances of sore throat.

150

Chapter 5: Results

Table 5.6. Type of home remedies, medicine (self-medication) used and other
actions for individual symptoms
Symptom
Cough

Sneezing

Sore throat

Hay fever

Type of home remedy
(number of mentions)
Olive leaf (2)
Honey with hot water
(1)
Hot drink (1)
Lemon and honey (1)
Rum and ginger wine
(1)
Fluids (1)
Lemon and honey (1)

Type of medicine
(number of mentions)
Cough syrup (10)

Type of other action
(number of mentions)
Vicks Vaporub® (11)
Lozenges (3)
Homoeopathic medicine
(2)
Colloidal silver (2)
Herbal cough syrup (1)
Cut down smoking (1)

None reported

Hot drink (8)
Honey and lemon in
some hot drink (5)
Olive leaf (1)
Rum and ginger wine
(1)
Fluids (1)
None reported

Paracetamol containing
products (20)
Ibuprofen containing
products (6)
Doxycycline (3)

Vicks Vaporub® (3)
Homoeopathic medicine
(2)
Lozenges (6)
Multivitamins (5)
Vitamin C (3)
Homoeopathic medicine
(2)

Sinusitis

Olive leaf (2)
Lemon and honey (1)
Olbas oil on pillow (1)

Back/neck pain

None reported

Headache

Lemon and honey in
hot drink (2)
Fluids (1)
Lavender oil from
temple (1)

Nasal spray containing
corticosteroid (2)
Loratadine (1)
Codeine containing
products (12)
Ephedrine containing
products (7)
Antiallergic (3)
Paracetamol containing
products (33)
Ibuprofen containing
products (21)
Diclofenac containing
products (7)
Codeine containing
products (2)
Paracetamol containing
products (63)
Ibuprofen containing
products (43)
Diclofenac containing
products (4)
Aspirin (3)
Codeine containing
products (2)

None reported

Colloidal silver (2)

Some form of exercise
(22)
Heat therapy using
wheat bags, water bottle,
hot shower etc (11)
Massage (4)
Lumbar support with a
towel (2)
Herbal cream (2)
Massage (2)
Long walk (1)
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Toothache

Rinsing mouth with
sesame oil (1)

Cut
Bruise
Sprain

None reported
None reported
None reported

Menstrual pain

None reported

Diarrhoea

None reported

Vomiting
Skin rash

None reported
None reported

Nervousness

None reported

Fever

None reported

Low energy

Paracetamol containing
products (6)
Ibuprofen containing
products (3)
Diclofenac containing
products (1)
None reported
Paracetamol (1)
Paracetamol (1)

Paracetamol containing
products (9)
Ibuprofen containing
products (4)
Diclofenac containing
products (1)
Naproxen (2)
Temoxicam (1)
Loperamide (2)

None reported
Hydrocortisone cream
(2)
Mometasone cream (1)
None reported

Mouth wash (1)

None reported
Applying cold water (1)
Information searching on
internet (1)
Cold therapy by ice (1)
None reported

Fluids (1)
Eating less (1)
Electrolyte replacement
(2)
Fluids
Herbal ointment (3)

None reported
None reported

Coffee (1)

Paracetamol containing
products (3)
Ibuprofen containing
products (1)
None reported

Hangover

None reported

None reported

Fluids (2)

Other pain
symptoms

None reported

Stretches/exercise (7)
Herbal cream (2)
Cold therapy (2)
Heat therapy (1)

Other
respiratory
symptoms
Other
gastrointestinal
symptoms

Hot drink with lemon
and honey (2)
Oranges (1)
Herbal tea (1)

Paracetamol containing
products (42)
Ibuprofen containing
products (14)
Aspirin (14)
Diclofenac containing
products (7)
Paracetamol containing
products (3)
Amoxicillin (1)
Antacids (3)
Ranitidine (1)

Vitamin D (1)
Multivitamins (1)

Vitamin C (2)
Lozenges (1)
Avoiding dairy food (1)
Fluids (1)
Heat therapy (1)
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5.1.6.3.

Type of help considered and sought

As mentioned earlier reporting the symptoms to a health care professional was
the least common response. Nevertheless, it is important to know what type of
health care professionals were most commonly contacted. Participants considered
consulting doctors on 55 days (out of the total of 812 symptomatic days) and actually
visited the doctor on 21 occasions. Physiotherapists and pharmacists were the next
most likely to be considered and visited (Table 5.7).
Table 5.7. Number of times seeking help was considered and actually sought
Health care professional

Doctor
Physiotherapist
Pharmacist
Dentist
Osteopath
Homoeopath
Health food shop staff
Acupuncturist
Dietician
Herbalist
Traditional Māori healer

5.1.6.4.

Number of days
consultation was
considered
55
22
20
13
9
1
1
0
0
0
0

Number of days
consultation was
actually sought
21
9
9
4
2
1
0
0
0
0
0

Social networks and response to symptoms

Spouse/partner was the most frequent social contact reported to be involved in
coming to the decision on a response (Table 5.8). However, looking at the total
number of symptoms and symptomatic days only a small percentage was discussed
with one or more social contacts.
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Table 5.8. Number of times social networks were contacted in responding to
symptoms
Response
Spouse/
partner

Talking to someone about
symptoms
Trying home remedies
Self-medication
Seeking help
‘Other’ action
5.1.6.5.

Social network
Other
Other
member of relatives
household

Friend/colleague
/neighbour

49

17

10

32

4
7
1
3

4
-

1
3
-

5
1
1

Factors associated with response to symptoms

There were considerable variations among the factors associated with each of
the responses. The details of how the logistic regression analysis was conducted are
given in Chapter 4. More symptom characteristics were found to be significantly
associated with the responses compared to participant characteristics as shown in
Tables 5.9 and 5.10.
Table 5.11 shows the findings of the single predictor regression analysis
conducted with group symptoms severity.

154

Chapter 5: Results

Table 5.9. Summary of logistic regression models for responses to symptoms with Group 1 predictors (age, attitudes, and personality traits)
Predictors
Change in routine

Gender (0=male, 1=female)
Age
Modified-Beliefs about
medicine (modified-BMQ)
BMQ-Specific
BMQ-Specific-Necessity
BMQ-Specific-Concern
Modified-Future
orientation
FO-Time perspective
FO-Anticipation of future
consequences
FO-Planning ahead
Impulsivity
BIS-Non planning
BIS-Motor
BIS-Attention
Perception about health
care professionals
Perception about orthodox
health care professionals
Perception about alternative
health care professionals
Implicit attitude towards
conventional medicine

Odds ratio
Univariate Multivariate
1.27
0.97

Outcome (Responses to symptoms)
Talking to someone about
Trying home remedies
symptoms
Odds ratio
Odds ratio
Univariate Multivariate Univariate Multivariate
1.69
0.68
0.98
0.99

Self-medication
Odds ratio
Univariate Multivariate
1.41
1.00

1.01
1.27
0.80

0.81
1.14
0.73

1.29
1.06
1.18

0.94
1.29
0.73

1.75
1.34

1.72
1.18

1.55
1.23

1.37
1.58

1.64
1.46
0.84
0.92
0.87
0.94

1.39
1.37
0.90
1.22
0.96
0.73

1.32
0.93
1.05
1.18
0.94
0.99

0.61

1.33

3.75*

2.01

1.22

1.48

1.54

1.47

0.62

1.07

2.41†

1.43

0.87

1.01

0.23**

2.27*
1.05
0.65
1.37
0.47*
0.80

2.27*
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Predictors

Consider seeking help
Odds ratio
Univariate
Multivariate
†
2.23
1.00

Outcome (Responses to symptoms)
Actually seeking help
Odds ratio
Univariate
Multivariate
1.73
0.99

Ignoring the symptoms
Odds ratio
Univariate
Multivariate
1.42
0.96*
0.96*

Gender (0=male, 1=female)
Age
Beliefs about medicineModified (modified-BMQ)
BMQ-Specific
0.54†
0.61
0.88
BMQ-Specific-Necessity
0.88
1.16
0.89
BMQ-Specific-Concern
0.65†
0.56*
0.56*
0.99
Future orientation
1.28
1.24
1.04
FO-Time perspective
1.76
1.56
0.81
FO-Anticipation of future
consequences
0.98
1.25
1.06
FO-Planning ahead
0.97
0.84
1.22
Impulsivity
1.40
1.10
0.62
BIS-Non planning
1.96*
1.45
0.87
BIS-Motor
0.95
0.91
0.55†
BIS-Attention
1.01
0.93
0.95
Perception about health care
professionals
0.62
1.05
0.87
Perception about orthodox
health care professionals
0.58
1.28
1.47
Perception about alternative
health care professionals
0.86
0.94
0.76
Implicit attitude towards
conventional medicine
1.11
0.85
0.95
Notes: * p < .05 ** p < .01 *** p < .001 † Marginally significant (0.05 < p >0.10)
Univariate models are all controlled for gender. Multivariate models have gender entered as a first step, with other predictors removed using
backward elimination, until a model containing only significant predictors is found.
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Table 5.10. Summary of logistic regression models for responses to symptoms with Group 2 predictors (symptom characteristics)
Predictors
Change in routine
Odds ratio
Univariate Multivariate
Symptom experience
(binary variables)
All kinds of pain
Respiratory symptoms
Gastrointestinal symptoms
Low energy
Symptom days
All kinds of pain
Respiratory symptoms
Gastrointestinal symptoms
Low energy
Total number of
symptoms
Total number of symptom
days

Outcome (Responses to symptoms)
Talking to someone
Trying home remedies
about symptoms
Odds ratio
Odds ratio
Univariate Multivariate Univariate Multivariate

Self-medication
Odds ratio
Univariate Multivariate

4.94**
2.29*
1.72
6.14***

2.15
1.78
2.85*
2.24*

1.28
3.42†
1.21
1.41

2.54†
1.73
0.93
1.92

1.43***
1.22**
1.56†
2.74***

2.27**

1.12**
1.08
1.87**
1.41**

1.07†
1.09†
1.23
1.10

1.05
1.19*
1.29
1.04

1.16***

1.22**

1.06**

1.35***

1.67*

1.05**

1.04†

1.11**

1.07*
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Predictors
Consider seeking help
Odds ratio
Univariate
Multivariate
Symptom experience (binary
variables)
All kinds of pain
Respiratory symptoms
Gastrointestinal symptoms
Low energy
Symptom days
All kinds of pain
Respiratory symptoms
Gastrointestinal symptoms
Low energy
Total number of symptoms
Total number of symptom
days

4.47*
0.65
0.86
2.50*
1.29***
1.04
1.22
1.22*
1.07***
1.18***

1.29***

Outcome (Responses to symptoms)
Actually seeking help
Odds ratio
Univariate
Multivariate

Ignoring the symptoms
Odds ratio
Univariate
Multivariate

2.00
1.56
1.59
3.10*

1.71
2.50*
0.87
1.25

1.13**
1.13*
1.39†
1.18*
1.06**

1.09*
1.14*
0.94
1.07
1.06**

0.73**
0.81†

1.15**

1.59**

1.13**

1.12**

2.44†

Notes: * p < .05 ** p < .01 *** p < .001 † Marginally significant (0.05 < p >0.10)
Univariate models are all controlled for gender. Multivariate models have gender entered as a first step, with other predictors removed using
backward elimination, until a model containing only significant predictors is found
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Table 5.11. Summary of logistic regression models for responses to symptoms with symptom severity
Predictors
Change in
routine

Maximum pain severity
Maximum respiratory
symptoms severity
Maximum gastrointestinal
symptoms severity

Odds ratio
2.61***

Talking to
someone about
symptoms
Odds ratio
1.25

1.97***
1.80*

Outcome (Responses to symptoms)
Trying home
SelfConsider
remedies
medication seeking help

Ignoring the
symptoms

Odds ratio
1.31

Odds ratio
1.01

Odds ratio
1.22

Odds ratio
1.27

1.64**

1.24

1.43*

1.51**

1.37†

0.82

1.25

2.90*

2.08*

1.41

1.33

0.78

1.57

1.38

0.82

Maximum low energy
severity
1.80*
1.93**
1.26
1.40
Notes: * p < .05 ** p < .01 *** p < .001 † Marginally significant (0.05 < p >0.10)
Univariate models are all controlled for gender

159

Odds ratio
1.65**

Actually
seeking help

Chapter 5: Results

5.1.6.5.1.

Change in routine

Two participant characteristics about time preference, anticipation of future
consequences (a future orientation subscale) and the motor subscale of impulsivity
scale, were significantly associated with change in routine. This suggests that people
who anticipate future consequences are more likely to change from their normal
routine. This is consistent with the negative association between motor subscale and
change in routine which suggests that thinking about future consequences needs
some planning. People knowing that being sick will be disruptive (anticipating
future consequences), might also want to change their routine whereas those who act
on impulse do not anticipate future consequences and would not change their
routine. Unsurprisingly, anticipating future consequences and impulsivity were
strongly negatively related, and in the multivariate analysis anticipation for future
consequences was the stronger predictor of the two.
Among symptom characteristics, experience of most types of symptoms
predicted changing from daily routines in univariate analysis. Whether or not a
person has a gastrointestinal symptom was only marginally associated. The
multivariate analysis suggested that the best predictors for changing from routine
were the low energy days and total number of symptoms. Higher severity of all
symptom groups also predicted change in routine as shown in Table 5.11.
While a single participant will not perfectly reflect the regression results, AA, a
48 year old female, reported at least one symptom on 21 days, and does illustrate
how these predictors might influence someone to change their routine. Twenty of
these days were respiratory symptom days as she reported experiencing cough on
all these days. The illness episode of AA started off with moderately severe
headache resulting in change from normal routine as she cut down on household
chores. This change in routine might be because of symptom severity. The very next
day she experienced a low severity cough and headache and a moderately severe
sore throat that also caused her to cut down on household chores. This time change
in routine might not only be because of symptom severity but also number of
symptom as it was found to be one of the predictors in logistic regression analysis.
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This was followed by a slight increase in cough severity the next day; however, the
severity of sore throat subsided and she reverted to her normal routine. The severity
of cough persisted for a few days; however, it was not accompanied with any other
symptoms which did not make it hard for AA to continue her normal routine.
Respiratory symptom days despite being a predictor for change in routine might not
affect the routine in this case because of low severity cough. Her cough symptoms
slowly started getting better after a few days and one of the days when AA had a
low severity cough she reported experiencing moderately severe migraine but that
also did not affect her routine. The migraine persisted for only a day. The next day
although the migraine was gone, she experienced moderately severe low energy
alongside low severity cough. AA continued her routine as per normal and then her
cough continued to get better. Although she experienced moderately severe and
mild low energy for another couple of days none of these symptoms resulted in
change from normal routine. Number of low energy days despite being a predictor
for change in routine did not show an effect in this case. This might be because low
energy was reported on three days only which is a small number compared to the
total number of symptom days. Also, the severity of low energy might not be high
enough to affect the normal routine.
5.1.6.5.2.

Talking to someone about symptoms

None of the participant characteristics showed significant correlation with
talking to someone about symptoms. In contrast, the univariate analysis suggested
that people who have gastrointestinal or low energy symptoms, and who have more
pain, gastrointestinal and low energy symptom days, who have severe respiratory
and low energy symptoms are more likely to discuss their symptoms with others.
The total number of symptoms and number of symptoms also showed positive
association, whereas respiratory symptoms severity showed only marginally
significant association with ‘talking to someone about symptoms’ in univariate
analysis. The multivariate model suggested that having more gastrointestinal
symptom days was most predictive of talking about symptoms. Total number of
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symptoms also showed positive association with talking to someone about
symptoms in multivariate analysis.
BB, a 38 year old female, reported 16 symptom days in total. Her illness episode
started off with mild back/neck pain and moderately severe nausea. She discussed
her symptoms with her husband. The next day her condition got worse as both her
symptoms increased in severity and she also experienced severe headache. This time
she spoke to her husband and another member of the household about her
symptoms. The symptom of back/neck pain had subsided by the next day; however,
headache and nausea still persisted though with comparatively lower severity. She
talked to her husband and a friend about her symptoms. By the next day all of her
earlier symptoms had subsided but she developed some new symptoms (mild to
moderately severe cough and sore throat). She opted to discuss these with her
husband and a relative. Both cough and sore throat started decreasing in severity;
however, BB started experiencing severe rash, menstrual pain and low energy which
she discussed with her husband. The next day she talked to her husband again
(perhaps to tell him that her condition was improving) as the menstrual pain and
low energy symptoms were gone; however, mild cough and sore throat, and
moderately severe rash still persisted. The rash BB was experiencing disappeared the
next day but mild cough and sore throat persisted and she did not tell anyone about
her symptoms. The symptom of cough was gone by the next day but sore throat
persisted for another couple of days with declining severity. However, BB started
experiencing rash again as well as low energy of moderate severity that she
discussed with her husband and a friend. The following days the low energy
symptoms that BB was experiencing started increasing in severity and she reported
experiencing headache and back/neck pain at the same time though symptom of
sore throat had disappeared. The symptom of low energy persisted until the end of
study period with on and off headache and BB kept discussing her condition with
her husband, friends and relatives. There was only one day in between when BB
experienced only diarrhoea that she attributed to menstruation and did not talk to
anyone about it.
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The case of BB illustrates the findings of logistic regression for the dependent
variable ‘talking to someone about symptoms’. All the first three days when BB
talked to someone about her symptoms these were gastrointestinal. Another factor
that might have played its role is ‘number of symptoms’ as BB experienced more
than one symptom all these days and at least one of them was a gastrointestinal
symptom. There were two days when BB chose not to discuss her symptoms with
anyone. One of these days was not a gastrointestinal day as BB experienced only
mild cough and sore throat that might not have bothered her much. Symptoms can
be discussed with someone to gain sympathy or maybe to get advice. However, on
that particular day the symptoms were mild. It is often possible to know if someone
is experiencing respiratory symptoms without discussing this, compared to
symptoms such as diarrhoea that are not obvious. The other day when BB, despite
experiencing diarrhoea, did not talk to anyone about her condition, she attributed
her diarrhoea to her menstrual period. This might be something that she have had
experienced before and it was the only symptom she experienced on that day. This
might have resulted in her keeping the information to herself and not discussing it
with anyone. All the other days when BB informed her husband, friends or relatives
about her symptoms were multiple symptom days and number of symptoms might
be the reason for talking to someone about her condition.
5.1.6.5.3.

Trying a home remedy

Positive attitude towards all health care professionals and negative attitudes
towards conventional medicine were found to have a significant association with the
use of home remedies in univariate analysis, with positive perception about
alternative health care professionals marginally significant. The fact that the majority
of the home remedies are based on herbs and spices which are not considered as
‘medicines’ is consistent with the usual practice of alternative health professionals
whose treatment approach does not involve ‘medicine’. This explains the negative
association with attitudes towards conventional medicine as shown by logistic
regression.
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The three symptom characteristics found to have significant association with
the use of home remedies in univariate analysis were: number of symptoms, number
of symptom days and gastrointestinal symptom severity. Respiratory symptoms,
pain and respiratory symptom days showed marginally significant association with
the use of home remedies. This might be because most of the home remedies
reported were used for these symptoms. However, the infrequent use of home
remedies might be the reason for only a small number of factors showing statistically
significant association. The multivariate analysis suggested total number of
symptoms as the strongest predicting factor for using home remedies.
The six days illness episode of CC, a 37 year old female started off with
moderately severe sore throat, mild headache and mild sinusitis. She tried lemon
and barley drink with honey for her respiratory symptoms and her condition
improved. She did not report any symptoms for the next four days. However, the
fifth day she experienced severe sore throat, severe back/neck pain, moderately
severe headache, severe bruise, and extremely severe sprain and low energy. She
increased her intake of fluids in the form of drinks in responding to her respiratory
symptoms. The next day her condition started improving as both sore throat and
low energy started subsiding and rest of the symptoms had gone. She did not take
any home remedy that day. However, the very next day when her sore throat and
low energy started increasing in severity she started taking lemon and barley drink
with honey again and continued taking it the next day as the severity of both
symptoms persisted. However, the following day when she experienced only
menstrual pain and all other symptoms had been resolved, she did not take any
home remedy.
The use of home remedy as shown in logistic regression is predicted by
number of symptoms and the above mentioned case of CC illustrates the analysis.
All the days when CC tried a home remedy she was experiencing multiple
symptoms and in order to improve her condition she responded to at least one
symptom for which she knew a home remedy. There were two days when she did
not try a home remedy, despite experiencing two symptoms on one of those days as
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her condition was improving she might not be bothered to take home remedy but
when her condition started getting worse she restarted taking it. The other day she
was experiencing only one symptom, that is, menstrual pain. This is something that
the females of her age experience almost every month and they might not think of
using any home remedy to alleviate this familiar and recurring symptom.
5.1.6.5.4.

Self-medication

Self-medication, which was one of the most common responses to symptoms in
this study, was found to have significant association with only one of the participant
characteristics: attitude towards conventional medicine. Surprisingly, this
association was negative. This shows that people despite having negative attitude
towards conventional medicine tend to use them for symptoms. This finding when
combined with the findings of the univariate regression analysis with symptom
characteristics can be explained in a better way. As respiratory and gastrointestinal
symptom severity is one of the factors that is significantly associated with selfmedication it might be that increase in severity reduces the effect of attitudes
towards conventional medicine and self-medication is left as the best possible option
to try. An alternative explanation is that it might be more a negative attitude
towards conventional healthcare practitioners, and self-medicating is seen as more
preferable than going to the doctor. It might also be because ‘medicines’ are less seen
as medicines when purchased rather than prescribed. Also, people experiencing
more respiratory days and those having severe pain symptoms are more likely to
self-medicate. Experience of pain symptoms and severity of respiratory and low
energy symptoms showed marginally significant associations with self-medication.
The final regression model in multivariate analysis had only one symptom
characteristic ‘total number of symptoms’ significantly associated with selfmedication.
The case of DD, a 32 year old male is the perfect example to illustrate the
findings of multivariate logistic regression that suggests number of symptoms as the
sole predictor of self-medication. DD experienced mild symptoms of back/neck
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pain, headache, toothache and low energy on the first day of his seven days illness
trajectory. He took ibuprofen to alleviate his symptoms which really helped and he
did not experience any symptoms for the next four days. However, on the fifth day
of his first illness episode he reported having mildly severe back/neck pain. In an
attempt to prevent his condition getting worse and perhaps because this was the
second time he experienced this symptom within five days he went to see a
chiropractor who suggested ibuprofen. This helped again like last time and he did
not experience anything for the next couple of days. However, on the third day of
his most recent illness episode the back/neck pain recurred and this time it was not
alone as DD also reported experiencing mild cough, sore throat and headache. As
from his previous experience DD had learnt that ibuprofen works for his pain
symptoms he took the same along with a combination of paracetamol and codeine to
help treat not only the pain symptoms but also his cough. The symptoms persisted
with more or less the same severity the next day and were responded to in the same
way by DD as on the previous day. They then disappeared for the next couple of
days before DD started experiencing mild to moderately severe cough, sneezing,
headache, fever and low energy. He responded to these symptoms by taking a
combination of paracetamol with codeine. The medicine helped relieve the
symptoms of headache, sneezing and fever but cough, headache and low energy still
persisted the next day with similar severity and were responded to by taking
paracetamol. The last symptom day had only cough and sore throat and DD took
paracetamol to treat the symptom of pain due to sore throat.
It is evident from the above mentioned case that all the days when DD
responded to his symptoms by self-medication, he was experiencing multiple
symptoms which fits with the finding of the univariate logistic regression that
number of symptoms is positively associated with self-medication. It is worth
mentioning here that most of the symptoms responded through self-medication
were related to pain as shown by marginally significant association with experience
of pain symptoms in univariate analysis. The only day when DD did not take
medicine on his own was when he experienced only one symptom and it might be
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due to recurrence of the symptom that he preferred seeking a professional advice.
But once he noticed that the health professional also suggested the similar remedy
that he was taking, he continued responding in the similar way to the following
illness episodes.
5.1.6.5.5.

Considering seeking help

Those who considered seeking help had significantly higher scores on the nonplanning subscale of impulsivity. One might assume that people who like to plan
would be the people visiting the health professional. However, the findings here
suggest that people who do not plan are more likely to consider seeking help. One
should interpret this finding with great care. Considering and translating
consideration into action are two different things. ‘Considering’ refers to an idea that
can arise into the mind without substantial planning (which is consistent with the
finding) that is not necessarily translated into action. An alternative explanation is
that people who like to plan might see visiting a health care professional as an
inconvenience to their plans and as a result they do not consider seeking help.
Gender had a marginally significant association with considering seeking help
with females more likely to consider seeking help when experiencing symptoms.
Beliefs about medicine was another characteristic that showed marginally significant
negative association with the outcome variable. Pain and low energy symptoms
were the two symptom categories whose experience, frequency and severity were
significantly associated with considering help. Number of symptoms, number of
symptom days, and respiratory symptoms severity were some other symptom
characteristics significantly associated with the outcome variable. Multivariate
analysis however, suggested that number of pain symptom days is the main
predictor for considering seeking help.
The eight days illness trajectory of EE, a 54 year old female, illustrates the
findings of logistic regression for considering seeking help. The illness episode of EE
started with mild back/neck pain and nervousness and she considered seeking help
from a physiotherapist that day. By next day she got over her nervousness and the
symptom of pain also started subsiding though it persisted for another four days
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with progressively decreasing severity until it was completely gone. EE did not
consider seeking help on all these days as her condition was improving. However,
almost two weeks after her first illness episode she collapsed due to severe
dehydration as she stayed in a spa for a long period of time that resulted in
considering seeking help from a local ambulance service to be taken to the
emergency department. The next day although her earlier symptom of dehydration
had already been resolved but she started feeling moderately severe pain in one of
her fingers and she thought of getting help from a nurse.
The first day when EE considered seeking help was a pain symptom day.
However, the following five days when she did not consider seeking help despite
experiencing pain perhaps because her pain was progressively getting better.
However, the next time when she considered help was because of severe
dehydration and it might be severity that lead her to consider seeking help. The very
next day when she again considered help was a pain symptom day with moderate
severity and both of these factors might have affected her decision to consider
seeking help from a nurse, as suggested by the logistic regression.
5.1.6.5.6.

Actually seeking help

Visiting a health care professional was the least common response to symptoms
in this study and there were few instances when participants reported actually
seeking help. Nevertheless, regression analysis revealed that people who have more
concerns about medicine are less likely to visit a health professional. People who
experience low energy and suffer from pain, respiratory and low energy symptoms
for more days are more likely to actually seek help. Total number of symptoms and
number of symptoms days were also significantly associated with ‘actually seeking
help’. The most dominant factor predicting actual visit to a health care professional
as suggested by multivariate analysis was number of symptom days. Respiratory
symptom severity was found to have marginally significant association with helpseeking.
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FF, a 33 years old female, reported five symptom days in total during the study
period. She started off with severe menstrual pain for which she did not consider
seeking or seek any help. The second day brought something worse than the
previous day as she reported experiencing severe cough, sneezing, sore throat,
headache and her menstrual pain symptom also increased in severity. This time she
decided to seek help from a pharmacist. The symptoms progressively increased in
severity and the next day she consulted the pharmacist again. By the next day FF
had already recovered from sneezing, sore throat and menstrual pain; however,
other symptoms still persisted with the same extreme severity with an addition of
two new symptoms: severe fever and low energy. This time she decided to seek
advice from a doctor as her condition was getting worse. The next day she had to
consult the doctor again as there was no improvement in her condition.
The very first day of FF’s illness trajectory when she experienced only
menstrual pain, it might be the familiar nature of symptom and being the first day
that did not influence FF to seek help. Mechanic (1968) proposed that if the symptom
is familiar, and the person understands the reason and course of their symptoms,
they are less likely to seek care than if the symptom is unusual, strange, threatening,
and unpredictable. However, the next day when she started experiencing certain
other symptoms she thought of seeking professional advice. As the number of days
with symptoms increased she continued consulting initially with a pharmacist and
later with a doctor in an attempt to improve her condition.
5.1.6.5.7.

Ignoring the symptoms

Young people were more likely to ignore their symptoms as compared to their
older counterparts. The only other participant characteristic showing a marginally
significant association was motor subscale of impulsivity. The negative association
suggests that people who act on impulse are more likely to take some action. It
might be because people who act on impulse would somehow react to their
symptoms without any planning in their own preferred way whereas those who like
to plan might ignore the symptoms thinking that the condition will settle on its own.
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People who experienced respiratory symptoms and those with more pain or
respiratory symptoms days tended to ignore their symptoms. Ignoring respiratory
symptoms can be attributed to their self-limiting nature. However, ignoring pain
symptoms when it is experienced on multiple days can be best explained by
multivariate regression model where it shows negative association which suggests
that people who experience pain symptoms for more days are less likely to ignore
the symptoms. A surprisingly interesting finding is the positive association between
total number of symptoms and symptom days and ignoring the symptoms.
However, multivariate analysis suggested only less number of pain days and
number of symptom days as the influential factors on ignoring the symptoms. It
might be that people who are sick for longer are more likely to eventually stop
taking action as they move into the final stages of recovery. According to Suchman
(1965) the very first stage of illness behaviour is experiencing the symptoms. This is
the stage when people start sensing that there is something wrong. There might be
some emotional response at this stage such as developing concern about the social
implications of the illness including a possible disruption in ability to function.
However, people might not take any action when they first feel sick.
The case of GG, a 40 year old female illustrates the findings of logistic
regression. GG started off with moderately severe sore throat and mild headache. As
this was the first day of her illness episode and consistent with what Suchman (1965)
proposed as the first stage of illness, she did not take any action. However, the next
few days when she started developing other symptoms such as back/neck pain,
cough and sinusitis she responded to her condition by taking medicine or changing
from normal routine. Nevertheless, the final day of her illness episode when most of
her symptoms had already been resolved and she was in final stages of recovery she
did not take any action.
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5.2. Section two: Pakistan arm of the study
A total of 153 participants from eight cities covering all four provinces of
Pakistan were recruited through the stratified intercept technique as described in
Chapter 4. Out of these, 151 completed the thirty day period while two stopped
sending back the questionnaires. The distribution of sample by cities has already
been presented in Chapter 4.
Table 5.12 presents the demographic characteristics of the participants. The
mean age of the sample was 28.4±SD8.7 years with a range of 18-61 years, with a
skew towards the younger age range. Fifty-four percent of the participants were
male. The majority of the respondents identified themselves as Punjabi (42.4%)
which is consistent with the fact that Punjab province contributed the major portion
of the sample and is populated mostly by the ethnic group called Punjabi. Equal
proportion (27.2%) of the participants had completed bachelors and masters degrees
with 15.9% who had completed 12 years of formal education and 13.2% who had
completed 10 years of formal education. A high proportion of the participants
identified themselves as professionals (23.2%) and students (21.9%).
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Table 5.12. Demographic characteristics of the sample
Characteristic
Gender
Male
Female
Ethnicity
Punjabi
Urdu speaking/Mohajir
Pakhtun/Pathan
Baloch
Sindhi
Saraiki
Hindko
Other
Age (years)
Young adults (18-34)
Middle age group (35-54)
Older adults (55-65)
Education level
Low
No formal education
Initial few standards
Primary (five years of formal education)
Middle (eight years of formal education)
Middle
Matric/Secondary (ten years of formal education)
Diploma/Certificate
Intermediate/Higher secondary (12 years of formal education)
High
Tertiary Bachelor’s degree
Master’s degree
Doctoral degree
Occupation
Managers
Professionals
Technicians/Trade workers
Service workers and shop and market sale workers
Clerical and administrative workers
Crafts and related trades workers
Machinery operators/Drivers
Elementary unskilled professions/Labourers
Students
Housewives
Not employed/Not working for pay/Jobless/Retired
Did not respond
Pregnant
Yes
No/Not applicable

n (N=151)

%

82
69

54.0
46.0

64
47
23
6
4
4
2
1

42.4
31.1
15.2
4.0
2.6
2.6
1.3
0.7

126
22
3

83.4
14.6
2.0

2
4
3
6

1.3
2.6
2.0
4.0

20
5
24

13.2
3.3
15.9

41
41
5

27.2
27.2
3.3

11
35
7
10
5
5
2
12
33
11
6
14

7.3
23.2
4.6
6.6
3.3
3.3
1.3
7.9
21.9
7.3
4.0
9.3

1
150

0.7
99.3
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5.2.1. Prevalence of symptoms
Out of 151 participants, 140 participants reported at least one symptom during
the 30 day period. One of the respondents who had two symptomatic days but both
of the questionnaires were incompletely filled was not included in the analysis,
leaving 139 symptomatic participants (92%). The symptomatic group of participants
was comprised of 96% of the female and 89% of the male participants. The average
number of symptoms experienced by study participants and symptomatic group of
participants were 11.3 and 12.3 respectively. The symptomatic days for the
participants ranged from one to thirty with an average of 9.7 days per study
participant and 10.6 days per symptomatic participant. There were 1475
symptomatic days in total but the questionnaire was completely filled for 1469 days.
Thus, there were six days (0.4% of the total days) when the questionnaire was
incompletely filled by four participants and these days were not included in the
analysis. The modal number of symptoms was two (9% of the sample) followed by
8% who reported eight and 7% who reported four symptoms. The maximum
number of symptoms reported by one of the participants was 44 during the 30 day
period.
Headache was found to be the most prevalent symptom and was reported by
77% of the participants at least once during the study period, followed by sore throat
(61%) and cough (53%). Figure 5.8 presents the prevalence of symptoms as reported
by the participants.
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% Participants corrected for age
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Sore throat
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Figure 5.8. Proportion of participants reporting each symptom at least once
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The prevalence of symptoms as groups is shown in Figure 5.9. Pain was the
most prevalent symptom reported at least once by 83%, followed by respiratory, low
energy and gastrointestinal symptoms.
% Participants corrected for age
All kinds of pain
Respiratory symptoms
Low energy and fever
Gastrointestinal symptoms
'Other' symptoms
0
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40
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80

100

Figure 5.9. Prevalence of symptom clusters

5.2.2. Frequency of symptoms
In terms of total number of days for which a symptom was experienced by the
study sample, headache was found to be the most frequent symptom as it was
reported on 25% of the symptom days with a mean of 3.0 days by participants who
experienced headache. This was followed by cough and sore throat (Figure 5.10 and
Table 5.13).
Analysing frequency of symptom clusters, pain was reported on 40% of the
symptom days followed by respiratory, low energy and gastrointestinal symptoms
as presented in Figure 5.11. Table 5.14 presents the mean number of symptoms
experienced by study sample and by participants who experienced the specific
symptoms.
In terms of maximum number of days a symptom was experienced by any of
the participants, cough was reported on 27 days by one of the participants followed
by headache (18 days), and back/neck pain (12 days).
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% Days corrected for age
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Figure 5.10. Frequency of symptoms
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Table 5.13. Mean number of symptom days by study sample and respective
symptomatic group of participants
Symptom

Symptomatic

Symptomatic

participants

days (d)†

(n)†

Mean number of days
By study sample

By participants

(d/151)

who experienced
that symptom
(d/n)

Headache

117

347

2.3

3.0

Cough

74

274

1.8

3.7

Sore throat

85

214

1.4

2.5

Back/neck

76

169

1.1

2.2

Fever

71

162

1.0

2.3

Sneezing

58

122

0.8

2.1

Low energy

53

99

0.7

2.0

Diarrhoea

46

82

0.5

1.8

Allergy

22

60

0.4

2.7

Menstrual pain

25

52

0.3

2.1

Toothache

28

52

0.3

2.0

Vomiting

18

23

0.2

1.3

Cut

16

20

0.1

1.3

Sprain

10

15

0.1

1.5

Skin rash

10

11

0.07

1.1

Nervousness

7

8

0.05

1.1

Bruise

5

5

0.03

1

101

323

2.1

3.2

pain

'Other'
symptoms
† Corrected

for age
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% Days corrected for age
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Figure 5.11. Frequency of symptom clusters

Table 5.14. Mean number of group symptom days by study sample and respective
symptomatic group of participants
Symptom

Symptomatic
participants
(n)†

Symptomatic
days (d)†

Mean number of days
By study sample
By participants
(d/151)
who experienced
that symptom
(d/n)
3.8
4.6

Pain

125

578

Respiratory

113

571

3.8

5.0

Low energy
Gastrointestinal
Other
† Corrected for age

109
56
51

345
131
48

2.3
1.0
0.3

3.1
2.3
1
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5.2.3. Severity of symptoms
Table 5.15 displays the mean response to severity across all the symptoms and
for each category.
Table 5.15. Mean severity of symptom clusters
Symptom
All kinds of pain
Respiratory symptoms
Low energy
Gastrointestinal symptoms
Other symptoms
Mean severity across all the symptoms
Mean of severity sum

Weighted Mean
3.3
2.8
3.0
1.5
1.2
2.3
3.6

Note: Severity scale ranged from 1 (not at all severe) to 7 (very severe)

5.2.4. Perceived causes of symptoms
5.2.4.1.

Pain (all types combined)

Lack of sleep was the most frequently reported cause of headache as reported
on 12% of the headache days. Tension reported on 6% of the days was the second
most frequent cause of headache. Generalized body pain was mostly attributed to
workload at home or office (21% days), and lifting heavy items (11%). Tiredness was
another reported cause of body pain and headache (5% of the headache and
body/neck pain days). Toothache was mostly perceived to be caused by consuming
hot and cold food one after the other (13%), followed by dental caries (12%). Biting a
hard thing (8%) and eating cold food such as ice-cream (6%) were two other reported
causes of toothache. There were 8% of the pain days when respondents did not
report the cause of pain.
5.2.4.2.

Respiratory symptoms

Respiratory symptoms were mostly attributed to cold weather or change in
weather (42% of the respiratory symptom days). Eating some sour food was another
frequently perceived cause of respiratory symptoms (9%). For 8% of the respiratory
symptoms respondents reported drinking cold water or eating some cold food such
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as ice-cream as the reason. Dust, pollution and allergy were reported as the cause on
3% of the respiratory symptom days. Not knowing the cause of respiratory
symptoms was reported on 7% of the days.
5.2.4.3.

Low energy and fever

Physical exertion was reportedly the most common cause of low energy among
the study sample as reported on 35% of the low energy days, followed by skipping
meals (10%) and tiredness (7%). Fever was mostly attributed to change on weather
or cold weather (33% of the fever days). There were 10% of the days when the
participants reported that they did not know the cause of their symptoms.
5.2.4.4.

Gastrointestinal symptoms

Gastrointestinal symptoms were mostly attributed to eating unhygienic food
especially from outside of the home (19% of the gastrointestinal symptom days).
Overeating (9% of the days) was another commonly reported reason followed by
eating spicy food (7%) and eating some kind of lentils (5 %). Some uncommonly
reported causes were virus, drinking milk after peanuts and indigestion.
5.2.4.5.

Other symptoms

Household worries, work related tensions and stress due to exams were some
of the reasons reported for emotional symptoms such as nervousness and
depression. Dermatological symptoms such as rash were attributed to food or drug
reaction, dry weather and dryness due to using hot water. The obvious reasons for
symptoms such as cuts and bruises were minor accidents.
5.2.5. Response to symptoms
Figure 5.12 presents the proportion of participants who responded to their
symptoms in a particular way at least once during the study period. Talking to
someone about symptoms was found to be the most prevalent response as reported
at least once by 83% of the participants, followed closely by change in routine and
trying home remedies. More than half of the participants considered seeking help
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while half of the participants actually sought help. Ignoring the symptoms was
found to be the least common response.

% Participants corrected for age
Talking to someone
Change in routine
Home remedy
Consider seeking help
Self-medication
Actually seeking help
Ignoring the symptoms
'Other' action
0

20

40

60

80

100

Figure 5.12. Proportion of participants responding in a particular way at least once

In terms of number of times (frequency) a response was reported during 1469
symptomatic days change in routine was found to be the most frequent response as
reported on 48% of the symptom days. This was followed by talking to someone
about symptoms, and self-medication. Like prevalence of responses, ignoring the
symptoms was also the least frequent response (Figure 5.13).
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% Days corrected for age
Change in routine
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Figure 5.13. Frequency of responses

5.2.5.1.

Types of home remedies, medicines (self-medication) used and other
actions for individual symptoms

Home remedy as shown earlier was one of the common responses to everyday
symptoms (Table 5.16) in strong contrast to what was found from New Zealand
data. A wide range of food items, herbs and condiments available at home were
used to alleviate the symptoms. Tea, with or without milk was found to be one of the
most common home remedies used in a variety of conditions such as cough,
sneezing, sore throat, headache, back/neck pain, fever, low energy and allergy. Egg
was also commonly used to counteract the effect of cold weather and to alleviate the
pain and low energy. Milk, honey, green tea, fruits, ginger and spices such as fennel,
thymol seeds and clove were some of the long list of commonly used home
remedies.
As in New Zealand paracetamol alone or in combination was one of the most
common medicines used to alleviate pain, fever and certain respiratory symptoms.
Symptoms of cough were mostly self-treated by cough syrups, with anti-allergics
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used to overcome sneezing, skin rash and allergy. Ibuprofen, aspirin, diclofenac and
mefenamic acid were some other commonly used drugs used to alleviate pain and
fever alone or in combination. A concerning finding was the use of a variety of
antibiotics for example, amoxicillin, ampicillin, erythromycin, azithromycin, and
levofloxacin for certain respiratory symptoms and metronidazole to treat diarrhoea.
A commonly reported ‘other’ action was the use of Joshanda®, a commercially
available herbal tea to alleviate respiratory symptoms. Lozenges were also
commonly used in respiratory symptoms. Other herbal and homoeopathic
medicines were also commonly reported as modes for treating certain symptoms.
Participants reported using massage, topical balms, exercise and heat and cold
therapy to defeat pain symptoms. Spiritual approaches such as prayers and
recitation were also reported to be employed to overcome the symptoms of low
energy and nervousness.
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Table 5.16. Type of home remedies, medicine (self-medication) used and other
actions for individual symptoms
Symptom

Type of home remedy
(number of mentions)
Tea, with or without
milk (37)
Boiled egg (8)
Green tea (6)
Poppy legume tea (5)
Honey and black pepper
(2)
Gargles with a solution
of salt in water (2)
Stock of black chick peas
(1)
Tea, with or without
milk (14)
Green tea (3)
Ginger dessert (2)
Boiled egg (2)
Ginger tea (1)
Poppy legume tea (1)
Gargles with a solution
of salt in water (42)
Tea, with our without
milk (17)
Green tea (3)
Fluids (2)
Fennel tea (1)

Type of medicine
(number of mentions)
Cough syrup (45)

Type of other action
(number of mentions)
Herbal tea ‘Joshanda®’
(9)
Herbal cough syrup (8)
Lozenges (4)

Nasal drops (4)
Antiallergic (20)

Herbal tea ‘Joshanda®’
(14)
Homoeopathic
medicine (1)
Steam (1)

Paracteamol containing
products (20)
Amoxicillin (14)
Levofloxacin (4)
Erythromycin (3)
Azithromycin (1)

Lozenges (18)
Herbal tea ‘Joshanda®’
(15)
Steam (3)
Homoeopathic
medicine (1)
Avoiding dairy food (1)

Back/neck pain

Tea, with or without
milk (12)
Mixture of milk, egg and
turmeric (3)
Boiled egg (2)

Massage, with or
without oil (12)
Topical ointment (8)
Pressing (4)
Herbal ointment 3)
Rest (3)
Heat therapy (1)
Massage, with or
without oil (2)

Headache

Tea (94)
Coffee (4)

Paracetamol containing
products (17)
Mefenamic acid
containing products
(14)
Ibuprofen containing
products (13)
Diclofenac containing
products (9)
Flurbiprofen (1)
Paracetamol containing
products (101)
Aspirin (25)
Mefenamic acid
containing products
(20)
Ibuprofen containing
products (8)

Cough

Sneezing

Sore throat

Pressing (28)
Massage with or
without oil (3)
Covering head (2)
Homeopathic medicine
(1)
Music (1)
Walk (1)
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Propyphenazone (7)
Diclofenac containing
products (5)
Alprazolam (3)
Orphenadrine (1)

Vision testing (1)
Glucose drink (1)

Toothache

Clove (6)
Alum (1)

Flurbiprofen (10)
Antibiotic (4)
Ampicillin 1)
Aspirin (1)

Medicated toothpaste
(6)
Mouthwash (5)

Cut

None reported

Povidone iodine (3)
Antibacterial
cream/ointment (3)

Bruise

None reported

None reported

Bandage/plaster (7)
Applying spirit (2)
Applying lubricant oil
(1)
Herbal ointment (1)
Applying Vaseline (1)
None reported

Sprain

Applying mixture of oil
and turmeric (2)

Aspirin (1)
Mefenamic acid (1)

Menstrual pain

Tea, with or without
milk (11)
Warm milk (4)
Boiled egg (2)
Hot water and honey (1)
Cinnamon and mint tea
(1)
Ispaghula husk (7)
Mint and thymol seeds
tea (3)
Bananas (3)
Green tea (3)
Green chilli seeds (2)
Fennel (1)

Paracetamol containing
products (6)
Ibuprofen (1)
Diclofenac (10
Orphenadrine (1)

Metronidazole (15)
Activated attapulgite
(4)
Hyoscine butylbromide
(3)
Loperamide (2)
Omeprazole (2)

Herbal mixture (4)
Homoepathic medicine
(2)
Electrolyte replacement
(2)
Herbal gripe water (1)
Skipping meal (1)

Skin rash

Lemon drink (2)
Green tea (1)
Carbonated drink (1)
None reported

Dimenhydrinate (1)
Domperidone (1)
Dotaverinum (1)
Antiallergic (3)

Nervousness

None reported

None reported

Herbal gripe water (1)
Homoepathic medicine
(1)
Mineral mask (1)
Oil massage (1)
Bath (1)
Prayers/recitation (1)
Rest (1)
Watching television (1)

Diarrhoea

Vomiting

Topical balm (6)
Herbal ointment (1)
Herbal medicine (1)
Massage, with or
without oil (1)
Rest (1)
Homoepathic medicine
(2)
Heat therapy (1)
Rest (1)
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Fever

Tea, with or without
milk (22)
Warm milk (2)
Stock (2)
Coffee (1)

Low energy

Fruit, fruit drink and
juice (14)
Milk (9)
Tea (9)
Egg (3)
Taking proper meals (2)
Gargles with a solution
of salt in water (11)
Tea (1)

Allergy

Paracetamol containing
products (63)
Mefenamic acid
containing products
(10)
Ibuprofen containing
products (3)
Calcium containing
products (3)

Antiallergic (12)

Paracetamol containing
products (10)
Ibuprofen containing
products (4)
Mefenamic acid
containing products (3)
Diclofenac containing
products (2)
Paracetamol containing
products (16)
Amoxicillin (3)
Ciprofloxacin (2)
Cough syrup (2)
Pseudoephedrine (1)

Herbal tea ‘Joshanda®’
(3)
Rest (2)
Cold water bandages
(1)

Multivitamins (8)
Energy drink (3)
Massage, with or
without oil (2)
Glucose drink (1)
Prayers/recitation (1)
Herbal tea ‘Joshanda®’
(1)
Lozenges (1)
Multivitamins (1)
Massage, with or
without oil (5)
Pressing (4)
Heat therapy (2)
Topical balm (1)

Other pain
symptoms

Tea, with or without
milk (7)
Milk (3)
Fennel tea (1)
Egg (1)

Other
respiratory
symptoms

Tea, with or without
milk (15)
Egg (4)
Green tea (2)
Stock of black chick peas
(1)

Other
gastrointestinal
symptoms

Ispaghula husk (2)
Thymol seeds (1)
Fennel (1)
Guava (1)
Carbonated drink (1)

Omeprazole (1)

None reported

Other low
energy
symptoms

Tea, with or without
milk (36)
Fruit, fruit drink and
juice (4)
Milk (3)
Coffee (2)

None reported

Pressing (16)
Massage, with or
without oil (10)
Rest (11)
Multivitamins (1)
Prayers/recitation (1)

Herbal tea ‘Joshanda®’
(14)
Vicks Vaporub® (3)
Lozenges (2)
Multivitamins (1)
Steam (1)
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5.2.5.2.

Type of help considered and sought

As is obvious from Figures 5.12 and 5.13, seeking help was much more
common in Pakistan than it was in New Zealand. Doctors were most commonly
considered to be contacted (257 instances) and were most commonly visited as well
(152 instances). Seeking help from homoeopaths was considered on 45 occasions and
they were actually consulted on 18 instances only. On 42 occasions participants
considered seeking help from medical store staff and they were actually visited on
31 occasions. Pharmacists stood fourth in the list being considered on 37 occasions
but actually consulted in 30 cases. However, in 7 of these instances participants
mentioned that the pharmacist they consulted was among their social circle (friend
or family member). All other health care providers were also considered and
actually consulted as presented in Table 5.17.

Table 5.17. Number of times seeking help was considered and actually sought
Health care
professional
Doctor
Homoeopath
Medical store staff
Pharmacist
Dentist
Herbalist
Spiritual healer
Bone setter
Physiotherapist

5.2.5.3.

Number of days
consultation was
considered
257
45
42
37
20
14
7
6
3

Number of days
consultation was
actually sought
152
18
31
30
6
4
5
3
3

Social networks and response to symptoms

Social networks were more involved in responding to symptoms in Pakistan
than in New Zealand (Table 5.18). Symptoms were frequently discussed with or
conveyed to the members of the household followed by
friend/colleague/neighbour, spouse and relatives. Home remedies were mostly
suggested by members of household and spouse. A decision to self-medicate was
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frequently inspired by members of household followed by
friend/colleague/neighbour and spouse. Seeking help and taking other action were
predominantly suggested by members of household. Other members of the
household were the predominant social network involved in the decision-making on
responding to symptoms.
Table 5.18. Number of times social networks were contacted in responding to
symptoms
Response
Spouse
Talking to someone about
symptoms
Trying home remedies
Self-medication
Seeking help
‘Other’ action

5.2.5.4.

129
42
28
3
19

Social network
Other
Other
members of relatives
household
374
40
144
153
27
56

18
10
5
5

Friend/colleague
/neighbour
205
34
40
12
12

Factors associated with response to symptoms

Consistent with the New Zealand data, more symptom characteristics were
found to be significantly associated with the outcome variables (responses to
symptoms) than participant characteristics. It should however be noted that the
reason for the majority of the symptom characteristics predicting the outcomes in
univariate analyses could be strong positive correlations among the symptom
characteristics. This can also be inferred from the high prevalence of almost all the
responses. However, the multivariate analysis identifies the strongest predictors
from those that are correlated. The summary of logistic regression analyses
predicting responses to symptoms are in Tables 5.19 and 5.20.
Table 5.21 summarises the findings of regression analysis conducted to predict
the responses through maximum symptom group severity.
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Table 5.19. Summary of logistic regression models for responses to symptoms with Group 1 predictors
Predictors

Outcome (Responses to symptoms)
Talking to someone
Trying home remedies
Self-medication
about symptoms
Odds ratio
Odds ratio
Odds ratio
Odds ratio
Univariate Multivariate Univariate Multivariate Univariate Multivariate Univariate Mutivariate
2.16
0.61
3.99*
3.99*
0.96
0.97
1.02
1.62
0.98
Change in routine

Gender (0=male, 1=female)
Age
Beliefs about medicine
(BMQ)
BMQ-Specific
BMQ-Specific-Necessity
BMQ-Specific-Concern
BMQ-General
BMQ-General-Overuse
BMQ-General-Harm
Future orientation
FO-Time perspective
FO-Anticipation of future
consequences
FO-Planning ahead
Impulsivity
BIS-Non planning
BIS-Motor
BIS-Attention
Perception about health
care professionals
Perception about orthodox
health care professionals
Perception about alternative
health care professionals

0.87
1.06
1.21
0.90
0.76
0.64
1.11
1.76
1.48

0.66
0.42*
0.55*
0.67
1.35
1.08
1.32
0.60
1.16

1.01
1.18
1.25
0.99
0.84
0.73
1.08
1.05
1.73

1.13
0.93
0.97
0.95
1.28
0.94
1.40
2.07
1.62

0.99
1.52
1.64
1.31
1.30
1.56

0.35*
0.88
1.53
1.46
1.30
1.21

0.99
0.67
1.70
1.41
1.67
1.10

1.15
1.53
0.94
0.90
0.95
1.03

0.62

1.61

0.67

0.67

1.90

0.95

1.19

1.15

0.43

1.58

0.61

0.62

0.44*

0.37*
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Predictors
Consider seeking help
Odds ratio
Univariate
Multivariate
0.56
0.98

Outcome (Responses to symptoms)
Actually seeking help
Ignoring the symptoms
Odds ratio
Odds ratio
Univariate
Multivariate
Univariate
Multivariate
0.51†
0.51†
1.92†
1.92†
1.00
0.98

Gender (0=male, 1=female)
Age
Modified-Beliefs about
medicine (modified-BMQ)
1.12
1.30
1.00
BMQ-Specific
1.03
1.38
1.19
BMQ-Specific-Necessity
1.09
1.33
0.99
BMQ-Specific-Concern
0.96
1.11
1.21
BMQ-General
1.15
1.04
0.83
BMQ-General-Overuse
1.02
0.95
0.83
BMQ-General-Harm
1.15
1.09
0.93
Modified-Future orientation
1.05
1.17
0.84
FO-Time perspective
0.93
1.10
0.76
FO-Anticipation of future
consequences
1.06
1.12
1.10
FO-Planning ahead
1.09
1.03
0.92
Impulsivity
1.19
0.96
1.31
BIS-Non planning
1.09
1.10
1.14
BIS-Motor
1.10
0.95
1.40
BIS-Attention
1.17
0.89
0.96
Perception about health care
professionals
1.37
0.97
0.84
Perception about orthodox
health care professionals
1.11
0.93
0.78
Perception about alternative
health care professionals
1.24
1.01
1.00
Notes: * p < .05 ** p < .01 *** p < .001
† Marginally significant (0.05 < p >0.10)
Multivariate models have predictors removed using backward elimination, until a model containing only significant predictors is found.
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Table 5.20. Summary of logistic regression models for responses to symptoms with Group 2 predictors
Predictors
Change in routine
Odds ratio
Univariate Multivariate
Symptom experience
(binary variables)
All kinds of pain
Respiratory symptoms
Gastrointestinal symptoms
Low energy
Symptom days
All kinds of pain
Respiratory symptoms
Gastrointestinal symptoms
Low energy
Total number of
symptoms
Total number of
symptom days

5.75**
1.53
(A)
6.24**
1.79**
1.04
(A)
2.04**

(A)

1.56*
(A)
1.64*

Outcome (Responses to symptoms)
Talking to someone
Trying home remedies
about symptoms
Odds ratio
Odds ratio
Univariate Multivariate Univariate Multivariate
6.46**
4.12**
1.18
5.55**
1.96***
1.38**
1.36
2.00**

1.15*

1.24**

1.21**

1.42***

1.62*

1.26*

Self-medication
Odds ratio
Univariate Multivariate

3.30
2.23
1.67
4.68**

2.60
7.07***
4.98**
3.36**

1.16
1.14
1.17
1.70**

1.56***
1.65***
2.67*
1.60**

1.70**

1.08*

1.27***

1.14**

1.48***
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Predictors
Consider seeking help
Odds ratio
Univariate
Multivariate

Outcome (Responses to symptoms)
Actually seeking help
Odds ratio
Univariate
Multivariate

Ignoring the symptoms
Odds ratio
Univariate
Multivariate

Symptom experience (binary
variables)
All kinds of pain
1.54
2.29
1.78
Respiratory symptoms
2.86*
2.65*
2.64
Gastrointestinal symptoms
2.34*
2.03*
1.53
Low energy
2.12
3.58**
1.46
Symptom days
All kinds of pain
1.34**
1.06
1.09
Respiratory symptoms
1.18*
1.15**
1.08*
1.11*
Gastrointestinal symptoms
1.51*
1.62**
1.49*
1.12
Low energy
1.30*
1.39***
1.30*
1.07
Total number of symptoms
1.14***
1.13***
1.07**
1.03*
Total number of symptom
days
1.14**
1.11***
1.08*
1.08**
Notes: * p < .05 ** p < .01 *** p < .001
Multivariate models have predictors removed using backward elimination, until a model containing only significant predictors is found.
(A) The variable had perfect prediction and Odds ratio could not be computed (Allison, 2008)
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Table 5.21. Summary of logistic regression models for responses to symptoms with symptom severity
Predictors
Change in
routine
Odds ratio
1.71*

Talking to
someone about
symptoms
Odds ratio
1.40

Maximum respiratory
symptoms severity

1.34

Maximum gastrointestinal
symptoms severity

(A)

Maximum pain severity

Outcome (Responses to symptoms)
Trying home
SelfConsider
remedies
medication seeking help

Ignoring the
symptoms

Odds ratio
1.21

Odds ratio
1.11

Odds ratio
1.08

Odds ratio
1.68**

1.11

1.24

1.13

1.54**

1.49**

0.83

1.08

1.00

1.22

1.15

1.24

0.73

1.52*

1.40*

1.04

Maximum low energy
severity
2.00*
1.17
1.29
1.24
Notes: * p < .05 ** p < .01 *** p < .001
(A) The variable had perfect prediction and Odds ratio could not be computed (Allison, 2008)
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5.2.5.4.1.

Change in routine

None of the participant characteristic predicted change in routine. All the
domains (experience, frequency and severity) of pain and low energy symptoms had
a significant association with change in routine. Experience of gastrointestinal
symptoms, their frequency and severity were found to show perfect prediction of
change in routine as the odds ratio could not be calculated for these variables due to
the phenomenon of ‘separation’ (Allison, 2008). People with higher severity of any
symptoms and those with more symptoms and symptom days were more likely to
change from their normal routine by taking life easier. The multivariate analysis
suggested that other than gastrointestinal symptoms domains, pain and low energy
symptoms days predict the outcome ‘change in routine’ more than other potential
predictors.
HH, a 27 year old male reported experiencing some symptoms intermittently
for nine days during the study period. He started off with mild back/neck pain and
it might be because this was the first day he felt sick or due to the low severity, it did
not affect his routine. However, a couple of days after this when he experienced
similar symptoms he responded by taking a break from work. A few days after this
he reported experiencing low energy and due to this he cut down on his social
activities. The next day was the same and he chose not to resume his social activities.
His condition had improved by the next day. Four days after this recent episode of
low energy he got a mild injury that did not affect his routine. Nevertheless, a week
after this when he experienced moderately severe back/neck pain he cut down on
his social activities. The next day when there was a dramatic decrease in his pain
severity he resumed his normal routine. A week after this he developed a
moderately severe headache that influenced him to take time off from work. Two
weeks after this he injured his finger while working but carried on with his normal
routine.
Both pain and low energy days resulted in changing from normal routine in the
case of HH. However on the days when he experienced mild injury this did not
affect his normal routine much.
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5.2.5.4.2.

Talking to someone about symptoms

The two participant characteristics to predict talking to someone about
symptoms were lower scores on both modified-BMQ-specific and FO-anticipation of
future consequences. It suggests that people who do not consider medicines
necessary to alleviate their health problems are more likely to talk to someone about
symptoms. It might be because people who believe that medicine will help resolve
their health problems do not find it necessary to seek advice from other people on
their symptoms as they know that medicines are there to help them, whereas those
who do not consider medicines importance to their health tend to speak to others
about their conditions in an attempt to get advice on how to resolve their problem.
Furthermore, people who talk to others about their symptoms might be those who
want quick recovery and do not give importance to future consequences. The
univariate logistic analysis involving symptom characteristics suggested that both
experience and duration of pain, respiratory and low energy symptoms were
significantly associated with talking to someone about symptoms. Number of
symptoms and symptom days also showed significant association with the outcome.
However, multivariate analysis suggested that number of pain days and total
number of symptom days are the best predictors of talking to someone about
symptoms.
JJ, a 26 year old female experienced some symptoms for seven days during the
study period. The first day she experienced a mild headache that she did not bother
to discuss with anyone. However, a couple of days after this when she experienced
back pain she told her husband about it. The next day she had pain in one of her feet
and she discussed that with her husband. She also told her husband over the
following days about moderately severe menstrual pain and back/neck pain and
severe menstrual pain and fever in the next week.
The case of JJ illustrates the finding of logistic regression. Most of the days
when she reported her symptoms to her husband were pain symptom days. It can
also be noted that as the number of symptom days increases the number of times one
talks to someone about their symptoms also increases.
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5.2.5.4.3.

Trying a home remedy

Gender was found to have significant association with the use of home
remedies which suggests that females are more likely to try home remedies to
alleviate their symptoms than their male counterparts. This might be because in
Pakistani culture females are predominantly involved in household chores and a
substantial part of these chores is cooking food for other members of the household.
This makes it easier to use different herbs, spices and food items in an attempt to
treat their symptoms. Low energy was found to be the main symptom whose
presence, frequency and severity act as the driving force to use home remedies. The
univariate analysis also suggested that people who experience severe respiratory
symptoms or more symptoms or more symptom days are more likely to try home
remedies. The multivariate analysis however, suggested that number of low energy
days is the best predictor of using home remedies.
The five day illness trajectory of KK, a 28 year old female, illustrates this. The
first day she experienced moderately severe headache and severe low energy that
she responded to by drinking tea. The next day she experienced severe seasonal
allergies but did not try any home remedy for this. In the next couple of days when
she reported mild toothache and severe sore throat she did not try any home remedy
either. However, two weeks later when she experienced severe headache and
moderately severe low energy again she drank tea in order to alleviate her
symptoms.
5.2.5.4.4.

Self-medication

Participant characteristics did not predict self-medication, but symptom
characteristics did. People who experience respiratory, gastrointestinal or low
energy symptoms were more likely to self-medicate. Similarly, frequency and
severity of pain and frequency of respiratory, gastrointestinal and low energy
symptoms were found to have significant associations with self-medication. Total
number of symptoms and symptom days were also significantly associated with the
outcome. The multivariate analysis however, suggested that total number of
symptom days is the best predictor of self-medication.
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The case of a 28 year old male LL, illustrates the finding of logistic regression
that as the number of symptom days increases, the number of times a person selfmedicates also increases. In other words people may respond to any type of
symptoms by self-medication. LL reported experiencing some symptoms
intermittently on ten days in total. The very first day he had moderately severe
back/neck pain and tiredness and took paracetamol and ibuprofen to alleviate his
symptoms. A day after this he started developing cough and cold symptoms and he
took paracetamol. It helped improve his condition and a day after he reported
sneezing as the only symptom for which he did not bother to take any medicine but
some home remedy. A few days after this he experienced mild headache which
responded well to aspirin. Three weeks after this he reported experiencing mild
cough and moderately severe back/neck pain though he did not take any medicine
for this but he tried a home remedy that worked in his condition. A week after this
he experienced symptoms of common cold that might not have responded well to
the home remedy that saw him taking paracetamol cold and flu the next day. He
experienced moderately severe cough the next day for which he used a cough syrup.
By the next day his cough had subsided but he continued taking the cough syrup
until his symptoms were resolved by next day. A week after this he developed mild
cough and back/neck pain and took ibuprofen to help improve his condition.
It can be inferred from the above mentioned case of LL that he used selfmedication as a response to almost all kinds of symptoms. On the days he selfmedicated he tried some home remedy first and if it did not work he used some
medicine the next day.
5.2.5.4.5.

Considering seeking help

No participant characteristic predicted considering seeking help. Among
symptom related factors, experience of respiratory or gastrointestinal symptoms,
frequency of pain, respiratory, gastrointestinal or low energy symptoms and severity
of pain, respiratory and low energy symptoms were found to have significant
association with the outcome in univariate analysis. Total number of symptoms and
total number of symptoms days were some other factors also associated with
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considering seeking help. The multivariate analysis however, revealed that
considering seeking help is mainly affected by total number of symptoms. It
suggests that people who experience multiple symptoms are more likely to consider
seeking help.
MM, a 20 year old male, reported eight symptom days in total. He started off
with severe headache for which he did not take any action except talking to a family
member about it. The next day he developed a mouth ulcer but his response was the
same. The next day when he developed mild back/neck pain he considered seeking
help from a bonesetter but did not actually do so. A couple of days after this when
he experienced severe back/neck pain he applied a topical ointment that might have
helped as he did not report any symptoms for the entire next week or consider
seeking any help. Nonetheless, the following week when he developed mild
symptoms of sneezing and sore throat he changed his routine but the next day when
the severity of his symptoms increased he thought of going to a pharmacy and
buying some medicine. The next day when he developed fever and thick phlegm
along with the symptoms already present he not only considered seeking help but
also visited a doctor who prescribed him some medicines. By the next day his
condition had worsened further and though he considered visiting a doctor again he
did not do it as he might have thought that medicines would take some time to show
their effect.
The case of MM illustrates the findings of logistic regression. MM started
considering seeking help on third day of his illness episode when he experienced a
third different symptom. It suggests that increase in number of symptoms results in
considering seeking help. Also towards the end of his illness episode he considered
seeking help on multiple days and it might be both because of increase in number of
symptoms experienced and increase in the number of symptom days.
5.2.5.4.6.

Actually seeking help

Like self-medication and considering seeking help outcomes, no participant
characteristic predicted actually seeking help. Gender was found to have marginally
significant association with males being more likely to seek help. The univariate
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analysis involving symptom characteristics however, suggested that people who
experience respiratory, gastrointestinal or low energy symptoms are likely to seek
help. Similarly number of respiratory, gastrointestinal and low energy days were
found to be significantly associated with actually seeking help. It was also noticed
that people who experienced severe respiratory or low energy symptoms were more
likely to seek help than others. Total number of symptoms and symptom days were
also significantly associated with the outcome variable. It was found through
multivariate analysis that severity of the symptoms is the main driving force guiding
the people to seek help. Also people who experienced respiratory, gastrointestinal or
low energy symptoms for more days were more likely to seek help.
QQ, a 19 year old male, started off his nineteen days illness trajectory with
severe diarrhoea for which he took ispaghula husk mixed with yogurt. The next day
his diarrhoea symptoms had gone but he experienced mild pain in his feet that he
tended to ignore. A couple of days after this he experienced severe diarrhoea again
and this time he tried metronidazole, which worked. The next day he reported
experiencing moderately severe cough for which he took a cough tablet. He was
perfectly fine by the next day however, the following day he experienced mild
diarrhoea for which he considered seeking help from a doctor but his symptoms
subsided on their own. He reported having moderately severe fever the next day
and he took paracetamol to alleviate his symptom. However, the next day when
fever increased in severity he went to see a doctor who gave him some medicine that
did not help much and he had to see the doctor again the next day. By next day his
fever had subsided however he started experiencing the symptoms of flu and visited
the doctor again. QQ reported experiencing moderately severe headache, tiredness
and mild fever on and off for the next three days however he responded to these
only by taking more rest. The following day when he experienced moderately severe
diarrhoea he sought help from a pharmacist. The following couple of days he
experienced severe headache and back/neck pain for which he took ibuprofen,
which might have worked. Nonetheless, the next day when he reported
experiencing runny nose he consulted a doctor. However, his condition worsened
and he developed severe fever and sinusitis resulting in a visit to the doctor again.
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He continued taking the medicine the next day and his condition improved
progressively. The following day he experienced moderately severe diarrhoea and
he only told one of his friends about it.
The case of QQ is an example to illustrate the findings of logistic regression.
QQ responded to most of his symptoms initially by taking a home remedy or selfmedication. However, if they persisted or if they increased in severity he sought help
from a health professional. This suggests that both increase in severity and number
of days a person experiences respiratory, fever/low energy or gastrointestinal
symptom would result in increase in the number of consultations with a health care
provider.
5.2.5.4.7.

Ignoring the symptoms

Participant characteristics did not predict ignoring the symptoms except
gender which showed marginally significant association with females being more
likely to ignore the symptoms. Nevertheless, respiratory symptom days were found
to have significant association with ignoring the symptoms. This might be because
most of the respiratory symptoms are self-limiting. Number of symptoms and
symptom days were also significantly associated with ignoring the symptoms. The
multivariate analysis however suggested that total number of symptom days
predicts ignoring the symptoms more than the other factors. As discussed in the
previous section about New Zealand data findings, the positive association between
ignoring the symptoms and number of symptom days might be because people are
less likely to take any action at the beginning and towards the end of the illness
episode. The longer the illness continues the probability of ignoring the symptoms in
the recovery stage increases.
PP, a 23 year old male, experienced some symptoms intermittently on nine of
the study days. The first day he did not take any action to alleviate his mild sore
throat symptoms which might be because it was the first day of his illness episode as
proposed by Suchman (1965) and discussed earlier. The next day he experienced
very mild cough that might not be bothersome enough to influence PP taking some
action. A couple of days after this when he experienced severe back/neck pain that
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he could not ignore and used a topical ointment to help improve his condition. This
might have worked as he did not report back/neck pain the next day; however, he
experienced severe headache instead and tried a home remedy to treat this. A week
after this he experienced mild weakness for which he did not take any action. This
might be because of the low symptom severity. In the next two weeks he reported
experiencing new symptoms low energy, diarrhoea and runny nose and all of which
were of severe intensity. He responded to these symptoms by taking home remedies
and more rest.
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6.0. Introduction
This chapter is divided into six sections. The first section discusses the
methodological approaches used to conduct this study. Section two discusses the
principal findings of the study in the light of literature reviewed in Chapter 2 and
the findings of preliminary work as presented in Chapter 3. Section three presents a
reflection on Kroeger’s health-seeking behaviour model based on the findings of the
current study. Section four highlights the strengths and limitations of the study
followed by section five that discusses the implications of the current study for
policy making and future research. The chapter ends at section six that presents the
conclusions of the study.

6.1. Section one: Methodological considerations
Whereas chronic conditions have been extensively studied, a substantial
proportion of physical symptoms remain neglected and poorly understood
(Komaroff, 1990; Kroenke and Price, 1993). Brody and Kleban (1983) reported that
knowledge on what type of physical and mental symptoms people experience in
their day to day lives and how they respond to these symptoms often relies on
information generated during people’s visit to clinics or while they are hospitalized.
Such an approach results in missing a substantial proportion of population and a
substantial proportion of illness – anyone that manages their symptoms outside the
formal healthcare setting. White et al. (1961) argued that physicians may define
‘illness’ differently from their patients or from those who never consult physicians.
Selection bias is an important confounder in clinic based studies as people coming to
a health care facility might be different from those who do not (Kundi et al., 1993). In
order to minimize this bias, a handful of community based studies were also
conducted in the past few decades. The current study however, captured this
information from people in real-time fashion as they live their normal life. The
study used an ambitious combination of experience sampling and prospective study
design that not only generated real-time data but also minimized the effect of recall
bias, a prominent confounder in studies that are based on retrospective design as
evident from Chapter 4. This might be why some of the study’s findings, such as
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effect of gender on response to symptoms, differed from older studies. This and
other related findings will be discussed in detail later in this chapter. The study used
questionnaires as a tool to collect data. Surveys are a mean to provide ‘a snapshot of
how things are at a specific time’ (Denscombe, 1998; Kelley et al., 2003). The
repetitive use of surveys over a period of time helps to develop a trajectory of an
event or behaviour. However, the study period was kept short as per White et al.
(1961) who suggested that in order to relate potential needs and demands to
medical-care resources, data for short periods such as weeks or months is more
useful than data for longer periods (a year or more) and a month taken as a unit of
time is more realistic than a year.
The use of technological advances such as the internet, mobile phones and
smart phones has become widespread in the society so why not in research related to
health and wellbeing? Paper-based questionnaires have been the standard mode of
data collection for decades but are frequently associated with errors, storage
problems and issues related to data entry (Tomlinson et al., 2009). Nonetheless, since
the introduction of electronic methods of data collection, the otherwise separate,
time consuming and arduous processes of data collection and data entry have been
merged together (Shirima et al., 2007). The concept of using mobile technology as a
research instrument is comparatively new. However, some studies conducted in
developed countries have examined the use of mobile phones as feedback
generating tool for smoking cessation (Berkman et al., 2011; McNaughton et al., 2013;
Rodgers et al., 2005), chronic illness care (AnhØj and MØdrup, 2009; Cho et al., 2009;
Shapiro et al., 2008) and medicine compliance (Cocosela et al., 2009). A small number
of studies also used mobile phones as data collection tool such as collecting real time
data on adverse events occurring during a randomized trial (Curioso et al., 2005;
Solomon, 2009; Tomlinson et al., 2009). Much communication is now done through
email, online chat and text messages and internet and mobiles have become a part of
everyday life. Therefore collecting information from people on their day to day
experiences through the means that are part of their everyday life is undoubtedly a
realistic approach. Online surveys are frequently used in marketing, social and
healthcare research. The current study used mobile phones and emails to generate
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prompts and to send reminders which was not possible a few decades ago when
some of the seminal work on responses to symptoms was conducted as discussed in
Chapter 2. Online questionnaires were used to collect data on people’s
demographics, attitudes, beliefs and experience of symptoms, and responses to these
symptoms. This combination of approaches and technological advances led to
participants’ timely responses to initial emails and text messages and prompts to fill
the questionnaire, as stated in the Chapter 4 under the section of ‘response time’.
Using an online survey, however, was not an option in Pakistan due to low
internet penetration in the society. According to recent estimates, only 10 percent of
the population in Pakistan was using the internet in 2012 (World Bank, 2012).
Nevertheless, mobile phone generated text messages were used to send prompts and
reminders as 70 percent of the population in Pakistan is using this technology
according to the recent statistics released by Pakistan Telecommunication Authority
(The Express Tribune, 2013). Despite the fact that a pen and paper based traditional
method was used to gather data on people’s experiences in Pakistan, this was not
used in a traditional manner. Unlike the traditional method where survey
completion totally relies on the participants will and all completed surveys are
collected at the end of the study, the current study used text messages as reminders
to fill the questionnaire. Though the participants were not obliged to respond to the
reminders, most of them tended to confirm once they had filled the questionnaire.
The effect of recall bias and the chances of retrospective filling were further reduced
by collecting the completed questionnaires weekly through the post.
Despite all these preventive measures the problems inherent with the use of
paper surveys were unavoidable. Handling, storing, and entering large amount of
data are the major issues. Preparing and sending sets of questionnaires to the
participants is not only costly but also a tedious task. Responses to certain open
ended questions are illegible at times. People may tick more than one option for the
questions where only one answer is required whereas in online questions this can be
controlled. Instructions to skip the questions are sometimes ignored. Paper surveys
look lengthy compared to their online versions where the length is modified based
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on the response to preceding questions. Translating a survey that is originally
designed in English into another language itself is a big task as discussed in Chapter
4. The focus is to make the questions and concepts understandable by the local
people as opposed to achieving linguistic or literal equivalence of the two versions.
Nonetheless, incompletely filled surveys and low return rates are the two major
setbacks of postal surveys. However, the findings of this study suggested that more
than 90 percent of the questionnaires were completely filled and were returned
successfully through post. There was little evidence of participants filling the
questionnaires retrospectively or in advance. Despite all the difficulties the
experience of conducting a prospective study involving daily sampling in a
developing country with a non-western culture has been quite successful. Text
prompts in conjunction with paper questionnaires can generate good daily data in
developing countries.
The success in conducting this study in two countries which are different in
terms of their socio-economic ranking, beliefs, values, cultures and traditions should
however be extrapolated with caution as not all western research can be replicated
exactly in other cultures. The topic studied through this research might be of interest
to, but not offensive in most cultures. However, dealing with sensitive topics for
example sexual behaviour, awareness about sexually transmitted infections etc. and
trying to replicate such a study in other cultures might not generate similar findings.
The combination of qualitative and quantitative approaches used to conduct
the study are a clear strength. Qualitative methods were used to generate baseline
information which also helped develop the study instrument whereas the study
instruments, data analysis and presentation were based on quantitative methods.
However, the use of multiple open ended questions in the survey also generated
some qualitative data. This approach has increased the strength of this study as
according to Russel (2006), a research question pertaining to health is often best
handled by a combination of qualitative and quantitative methods. None of the two
types of methods is better than the other and both should be regarded as
complementary to each other (Clancy, 2002). Kooiker (1995) highlighted the
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advantages and disadvantages of retrospective assessment of symptoms during
interviews and prospective methods using health diaries and also the use of
checklists and open ended questions. The author proposed that there is no ideal
method to assess the occurrence of common daily health problems as all the methods
have their own unique advantages and disadvantages and the decision on what
method to use depends on a number of practical considerations such as time
constraints, sample size and availability of resources (Kooiker, 1995).

6.2. Section two: Discussion of the principal findings
The important findings of the study are discussed in this section which also
highlights the comparison between findings from the two countries. The discussion
is organized into three interrelated themes: symptom prevalence and frequency;
responses to symptoms; and predictors of responses to symptoms. The second theme
has further been divided into two sub-themes: self-care and help-seeking.
6.2.1. Symptom prevalence and frequency
The study suggests a high prevalence of symptoms in both New Zealand and
Pakistan. However, the prevalence was comparatively higher in Pakistan as 10%
more participants experienced some symptoms at least once in Pakistan than in New
Zealand. In terms of number of symptomatic days the study recorded almost 80%
more days in Pakistan than in New Zealand. The average number of days a
participant experienced one or more symptoms in Pakistan was 9.7. This finding
from a low income country is similar to the finding of Alpert et al. (1967) where low
income families in one of the states of the US reported one or more symptoms on an
average of 9.3 days. As per McAteer et al. (2011) direct comparison of the prevalence
findings of this study with those of the previous studies is difficult because of the
differences in methodological approaches. Previous studies used different designs
and differences that existed between study setting, time frames and methods of data
collection all might have affected the reported findings. Nonetheless, in a broad
sense the findings of this study are consistent with those of the previous six largescale studies showing similar patterns of symptom prevalence with headache,
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body/neck pain, respiratory symptoms such as cough, cold, sore throat etc. and the
feeling of tiredness and low energy being some of the most commonly reported
symptoms (Hammond, 1964; Hannay, 1978; Kroenke and Price, 1993; McAteer, 2011;
Verbrugge and Ascione, 1987; Wyke et al., 1998).
There was a commonality between both the study sites in terms of the most
prevalent symptom as headache was found to be the most commonly reported
symptom in both New Zealand and Pakistan but with higher proportion who
reported it at least once in Pakistan as compared to New Zealand. Similar were the
findings of Dunnel and Cartwright (1972) and Hammond (1964) where headache
was found to be the most prevalent symptom. McAteer et al. (2011) however,
reported headache as the second most prevalent symptom after tiredness. Sore
throat was second in terms of prevalence in Pakistan whereas in New Zealand it was
fourth. This might be because the data in Pakistan were gathered during the months
of winter which is reportedly the most common season for respiratory symptoms
whereas in New Zealand part of the study was also conducted during the months of
autumn when the weather is not as cold as in winter. Fever was a symptom having
high prevalence in Pakistan whereas in New Zealand only a small proportion of the
study participants reported it.
Prevalence of symptom clusters generated similar results in both New Zealand
and Pakistan with pain being the most prevalent symptom followed by respiratory,
low energy, gastrointestinal and other symptoms. The frequency of symptoms as
discussed earlier in Chapter 5 is different from the prevalence. However, out of the
literature reviewed only two articles presented prevalence and frequency of
symptoms separately. The findings of the Detroit study presented respiratory
symptoms as the most frequent symptoms. However, the findings of the current
study suggest pain as the most frequent symptom in New Zealand and Pakistan.
Brody et al. (1983) in their exploration of day to day symptoms in older adults
presented similar findings where pain days accounted for 38% of the total days
consistent with findings in Pakistan where pain symptom occurred with a frequency
of 40%. This finding in Pakistan however cannot be applied to the older population
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as in the study of Brody et al. (1983) due to the lower proportion of elderly in the
study sample.
6.2.2. Responses to symptoms
Consistent with Taylor’s (2011) review of factors influencing the public’s
“ability” to self-medicate, that a person might respond to day to day symptoms by
doing their best to ignore them, opting for a non-medicated (home remedy or
alternative mode of treatment) form of treatment, using some form of medication, or
seeking professional care, this study collected information about all these responses.
Additionally, talking to someone about symptoms and change in routine as used by
Verbrugge (1985) in her study were also considered as possible responses in this
study. The possible responses to symptoms were also consistent with the findings of
the preliminary work as discussed in Chapter 3.
The findings of this study suggest that self-medication was the most prevalent
and the second most frequent response to symptoms in New Zealand. The most
frequent response was change in routine and the second most prevalent and the
third most frequent response was ignoring the symptoms. However, the findings of
Pakistan arm of the study suggest a different pattern of responses to symptoms.
Ignoring the symptoms was reportedly the least common response as the
participants reported taking one or more actions to alleviate their symptoms instead
of ignoring them. Furthermore, the prevalence of symptom responses showed minor
differences compared to the New Zealand data where higher differences were
observed among the prevalence of different responses. Ignoring the symptoms has
been found to be a common response to symptoms that do not interfere much with
daily routine (Banks, 2010; Haug, 1989; Stoller, 1993; Taylor, 2011). This suggests that
higher severity of symptoms would lead to more interference with routine which
would result in some action taken to alleviate the symptoms. This might be the case
here in this study as the participants from Pakistan reported higher severity
symptoms compared to the New Zealand participants and it might be because of
this higher symptom severity in Pakistan that ignoring the symptoms was a less
preferred option.
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Another possible reason for this difference could be a lack of awareness on the
self-limiting nature of some of the symptoms in Pakistan that influence people to
take some action as opposed to ignoring them. Another possible reason might be
that there are more serious infectious diseases in Pakistan, so people are
understandably more concerned and vigilant about these than in New Zealand.
Furthermore, the pluralistic healthcare system in Pakistan where traditional and
conventional systems go hand in hand and people have many easily accessible
options to treat their illnesses, might be another reason for taking some action as a
preferred choice in Pakistan.
6.2.2.1.

Self-care

Much has been talked about self-care in recent years not only about its benefits
but also about the potential risks it may cause to consumers. The WHO (2009)
defines self-care as “the ability of individuals, families and communities to promote
health, prevent disease, and maintain health and to cope with illness and disability
with or without the support of a health-care provider”. Consistent with the findings
of preliminary work and some previous work as reported in Chapter 2, the findings
of this study suggest self-care as a predominant response to symptoms in both New
Zealand and Pakistan. Changing routine, getting advice from lay people on
symptoms and/or treatment, trying a home remedy and self-medicating, all come
under the umbrella of self-care. Stoller et al. (1993) argued that self-care does not
always involve interventions as taking no action is also regarded as a selfmanagement strategy.
Self-medication is an integral part of self-care. The preliminary work and
findings of the main study both suggest that people from both countries use a
variety of medicines as a part of self-care process. The finding that self-medication
was a predominant response to symptoms is consistent with quite a number of other
studies (Bradshaw, 1977; Fleming et al., 1984; Freer, 1980; Verbrugge and Ascione,
1987, Wijesinghe et al., 2012). OTC medicines, especially pain killers, were used by
participants from both New Zealand and Pakistan. Taylor (2011) in his review article
reported the use of OTC medicines by one-quarter of the patients in UK (Martin et
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al., 1991) and by nearly half of the patients seeing a GP in Scotland (Urguhart, 2004).
However, participants from Pakistan also reported using certain prescription-only
medicines without consulting a qualified health care professional. This is verified by
the findings of preliminary work where participants frequently talked about using
antibiotics and other potentially harmful medicines to treat their symptoms. This
was also consistent with the findings of other studies conducted on specific
conditions in different geographical areas of Pakistan and suggest that selfmedication is the most common initial response to any illness (Chandio et al., 2000;
Haider and Thaver 1995; Hassan 1981; Hunte and Sultana, 1992; Sadiq and Muynck,
2001; Shaikh et al., 2008).
Self-medication was reported as an emerging theme in Chapter 2 after
reviewing the literature on health-seeking behaviour in Pakistan. Although the scope
of those studies were different in terms of the medical conditions involved, the
current study also reported the same for day to day symptoms. This is different in
the case of New Zealand where available data did not report much on selfmedication, however, the current study reports it as a frequently used option for
responding to symptoms. This might be because the majority of the studies
discussed in the literature review focused on more serious conditions for which
there are limited options to self-medicate especially in the presence and enforcement
of the law of prescription only medicine. However, in Pakistan people tend to selfmedicate for all kinds of conditions whether transient or long term, and with all
kinds of medicines. Furthermore, the data on Pakistan suggests more involvement of
social networks in treatment decisions as opposed to New Zealand. This might also
result in people sharing their experiences of certain medicines with others, thus
influencing them to self-diagnose and use the same medicines for their conditions.
A concerning finding of this study is the use of antibiotics without consultation
in Pakistan. One of the prominent factors that influence such practices is ‘drug retailshops’ commonly known as ‘medical stores’, being the public’s first point of contact
with the healthcare system (Kafle et al., 1996). In Pakistan having a prescription to
buy a medicine is not necessary (Arshad et al., 2010). Such practices arise from lack
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of law for prescription only medicine and may promote irrational use of medicines,
and are rarely documented. Rao and Soomro (2004), in their study on the role of
local pharmacy in health-seeking behaviour in Karachi, quoted the reasons stated by
people for using a local pharmacy as the first point in their treatment-seeking quest.
These reasons included it being a common practice in society, the higher cost of
other treatments, extra cost of doctors, long waiting times, doctors not being
available 24 hours a day, doctors’ knowledge not being up to standard, confidence in
their own knowledge of medicine, and pharmacists being a more up to date source
of knowledge about drugs. The last reason is questionable as only a few reputable
pharmacy chain stores have qualified pharmacists at the front desk; the majority of
pharmacies are operated by non-qualified lay people who get their knowledge of
drugs from experience of running their own business or working in some other retail
pharmacy prior to starting their own business.
Blenkinsopp and Bond (2005) highlighted the scarcity of data on OTC misuse
and were of the view that the benefits of effective product availability should be
balanced against the risk of misuse. This study however, gives a glimpse into how
and what type of OTC medicines are used to alleviate day to day symptoms.
Paracetamol and other pain killers were reportedly the most common OTC
medicines which is consistent with the finding that pain was the most prevalent and
frequently experienced symptom. This is also consistent with the findings of Crowe
et al. (2010). There is a strong evidence of antibiotics misuse in a variety of countries
(Awad et al., 2005; Chuc et al., 2001; Dameh et al., 2010; Dua et al., 1994; Grigoryan et
al., 2006; Mainous et al., 2008). However, the use of antibiotics and other prescription
only products as OTC medicines in Pakistan has hardly been reported in previous
studies and underlines the need for further research to explore what percentage of
the population experiences the harmful effects of OTC misuse.
Home-based treatment that often involves the use of home remedies is the least
studied type of self-care (Bledsoe, 1985; Chibwana et al., 2009; Risse, 1977; Silverman,
1982; Ritchie, 1994). As evident from the findings of the preliminary work and the
main study, a variety of treatments were reported in Pakistan and their use was
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much higher as compared to those reported in New Zealand. Hunte and Sultana
(1992) and Kundi et al. (1993) have also highlighted the use of home remedies as the
first step in responding to illness in Pakistan. They also reported certain recipes of
home remedies which are similar to what is reported in this study.
Grant (2005) presented a detailed account of western home remedies and some
of them are consistent with the findings of the current study. Some of the
commonalities in terms of home remedies between the focus group findings from
New Zealand and Pakistan were observed; however, majority of such remedies in
New Zealand were highlighted by a participant with Indian ethnicity. These
similarities may be attributed to the South Asian culture as in the main study most of
the home remedies in New Zealand were limited to the hot drinks whereas, in
Pakistan unique combinations of spices, herbs and food items were used to alleviate
symptoms in addition to the hot drinks. The study through focus groups, interviews
and daily sampling of people’s experiences reports the use of a wide variety of home
based remedies which are often neglected in studies on health-seeking behaviour.
There is little scientific evidence on the effectiveness of such remedies despite the
fact that people might find them useful, cost-effective and easily accessible and these
could be the reasons for their frequent use. However, this also underscores the
importance of further research focusing on exploring not only the benefits but also
the potential risks and interactions of home remedies if they are consumed alongside
or in place of conventional medicines.
The use of traditional medicines was found to be a common practice in
Pakistan, though not so common in New Zealand. This is consistent with the
findings of a study conducted in Malaysia (Hasan et al., 2009). Some treatments that
are traditional in some cultures can be seen as CAM in Western countries. The
literature suggests that people in many industrialized countries use CAM. For
example, about half of United Kingdom residents are expected to use one or more
CAM therapies in their lifetime (Thomas et al., 2001) and around half of people in
South Australia use it (Hasan et al., 2009; MacLennan et al., 1996; MacLennan et al.,
2006). Though Western scientific medicine is the dominant health care service in
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New Zealand today, traditional treatments are still used. Some data on New Zealand
also suggests frequent use of CAM. Armishaw and Grant (1999) reported that a
substantial proportion of children hospitalized with acute medical illnesses had
received CAM in New Zealand. Young (2001) reported a high use of CAM as a prehospital experience in children of Samoan people admitted to hospital. Chrystal et al.
(2003) reported a high use of CAM among cancer patients. Nicholson (2006)
reported that many presenters to the emergency departments in New Zealand use
CAM. Wilson et al. (2007) reported a high prevalence of the lifetime CAM-use. It
might be due to the transient and mild nature of the symptoms as opposed to those
in available literature that the use of CAM was not a common response in New
Zealand. In Western countries, CAM sometimes may be a medicine of last resort. For
example, if chemotherapy fails to cure cancer, CAM could be the only alternative.
Additionally, the study sample did not have representation from the native Māori
people who sometimes use traditional medicine practices known as Rongoā Māori
(Best Practice Journal, 2008). In contrast, the Pakistan data suggests that CAM is used
not only in severe and chronic conditions but also to alleviate minor symptoms. This
could be attributed to cultural influences and the pluralistic health care system as
discussed earlier. The study reported the use of Joshanda® (a commercially available
herbal tea) as one of the most commonly used traditional medicine to alleviate
respiratory symptoms which is consistent with the findings of Kundi et al. (1993).
6.2.2.2.

Help seeking

Seeking help for symptoms, as evident from the findings of this study, was
among the least common responses. However, compared to New Zealand where
only a few participants sought professional help, the numbers were much higher in
Pakistan. As discussed earlier in this chapter and Chapter 2, studies on responses to
symptoms have often neglected more wide ranging responses and have focused on
symptom reporting to health care professionals. However, the current study
suggests that reporting symptoms to health care professionals is just one of many
possibilities and that it is the least common one. Thus, viewing the responses
through the lens of referral behaviour would miss a large chunk of behaviours that
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people engage in once they experience some symptoms. Ignoring the symptoms
was found to be one of the predominant responses in New Zealand as opposed to
seeking medical help which is consistent with what Moloczij (2008) regarded as ‘wait
and see’ approach which influences the people to put off seeking medical help
because of the belief that the symptoms will resolve on their own.
The findings of current study suggest that when professional healthcare is
sought, doctors are the first port of call both in New Zealand and Pakistan. A study
conducted in Great Britain reported that almost 18% of GP workload is accounted
for by minor ailments causing significant monetary loss to the National Health
Services (NHS) (Intercontinental Marketing Services Health, 2007). Other research
conducted in Great Britain proposed a general repetitive pattern for the care of
symptoms by people which is, waiting for 4-7 days before seeking GP advice
(Proprietary Association of Great Britain (PAGB), 2009).The same study also reports
the conflicting views of consumers, GP and nurses, and pharmacists on self-care and
referral response of people to symptoms. The consumers claim that they use OTC
medicines to treat symptoms and visit the GP appropriately. Some consumers also
claim that they are seeking reassurance and not just a prescription when they visit a
GP or a nurse. GPs and nurses however, do not agree with what patients claim and
believe that they present too early and unnecessarily. They claim that they are
strongly in favour of self-care and thus, they strongly recommend it to patients.
However, they do not agree that patients prefer to self-treat and also that they do not
believe that patients know when to self-care and have enough confidence to do that.
Nevertheless, pharmacists show the most positive and promising reaction to the
concept of increased self-care. They believe that GPs and nurses should encourage
patients to self-treat. They strongly favour the idea of spending more time with
consulting patients as patients trust them. However, they recognize that there is low
awareness among both patients and health care professionals (GPs and nurses)
about their advisory role.
The claims of pharmacists as discussed above are reinforced by the findings of
this study which suggest that people, despite having positive attitudes towards
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pharmacists (as found through the analysis of entry questionnaire data), do not
consider them as first port of call for day to day symptoms. Increasing awareness
among lay people and other health care professionals about the potential role of
pharmacists in managing symptoms, would not only decrease the burden on GPs
and reduce the overall cost of treatment but also make the best use of pharmacists’
expertise. The current and future picture of self-care for symptoms and involvement
of health care providers as visualized by PAGB (2009) is shown in Figure 6.1.

Current scenario
GP/Nurse

Consumer

Pharmacist

Self-selecting without
advice and judging
themselves when
necessary to visit
GP/Nurse

Where possible, being
proactive to build a
relationship

Willing to prescribe
for minor ailments
and not directing
patients to pharmacist
due to lack of trust

Pharmacy staff can
become more involved
in patient self-care

GP/Nurse feels
confident to suggest
self-care route and
trusts pharmacist
capability

Future scenario
Confident consumer
selects OTC medicine
and makes pharmacist
first port of call if
symptoms persist

Figure 6.1.Current and future scenario of responding to symptoms

The future scenario mentioned above might be applicable to developed
countries such as New Zealand. However, it has limited applicability in its proposed
form to the developing countries like Pakistan where in addition to visiting
conventional health care providers people also consult traditional healers such as
Hakeem (herbalists), homeopaths, spiritual and faith healers, bonesetters, Dais
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(traditional birth attendants) and quacks. This informal sector accounts for more
than 70% of the consultations in Pakistan (Karim and Mahmood, 1999). Healer
shopping is a common practice in Pakistan as people tend to change healers quickly
because they want quick results (Hunte and Sultana, 1992; Kundi et al., 1993). These
earlier findings are further strengthened by the findings of the current study.
Complete eradication of these traditional practices from the society is unlikely.
Serious efforts should be made to register and integrate such practices into the
conventional mode of health care, however, perhaps the focus should be to promote
self-care.
Social networks including family and friends are found to have great impact on
seeking medical help (Berkanoruik and Telesky, 1982). The data from Pakistan
shows more involvement of social networks than in New Zealand and this might be
one of the reasons more people engaged in referral behaviour in Pakistan than in
New Zealand. Advice of the elder women in the house is also instrumental and
cannot be ignored (Delgado et al., 1994). Household economics also limit the choice
and opportunity for health seeking (Hunte and Sultana 1992; World Bank, 2002). In
countries like Pakistan where 70 percent of health expenditure is out of pocket
payments, poverty excludes many people from the benefits of the healthcare system
and traditional practices become the only feasible option (Shaikh and Hatcher, 2004;
WHO, 2000).
Spiritual healing, as reported in the findings of preliminary work, conducted in
Pakistan was not as common in the main study, though there were a few instances
where the participants reported consulting a spiritual healer to help relieve their
symptoms. In the case of New Zealand, spiritual healing was not reported in the
preliminary work or the main study. It is possible that people prayed about their
health, but didn’t report it in the study. This might also be because New Zealand is
regarded as a secular country, though the people have freedom to practice the
religion they want, almost one-third of the population declares that they do not have
any religion and this percentage is even higher in the young generation (New
Zealand Census, 2006).
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Pakistan, however, presents a contrasting picture. Being an Islamic state,
religion has an integral part in people’s everyday life. Using certain Quranic verses is
a common practice to alleviate certain sicknesses whereas spiritual healing in New
Zealand was found to be limited to the psychological symptoms as reported in
Chapter 3. However, unlike the findings of some other studies in rural areas of
Pakistan where illness was often related to evil eye and spirit possession (Hunte and
Sultana 1992; Mull and Mull 1988, Qureshi and Shaikh, 2006), the respondents of this
study did not report these as a cause of illness, though they did mention evil eye as a
condition itself during focus groups that may be treated by reciting certain Quranic
verses. The disparity between the findings might be due to the variation in
educational background of the participants. The majority of the literature from
Pakistan focuses on remote areas with low literacy rates, whereas the participants of
current study were moderately educated, which might have influenced their
understanding and awareness. However, it was not clear whether spiritual healing is
preferred over conventional treatment or if they are used together and what type of
illnesses are more likely to be treated by spiritual approach. According to Muslim
belief there are various verses of the Quran which are helpful in treating different
conditions, especially the first few verses of the Quran. Islam also encourages people
to use conventional treatments although one should have a belief that whichever
mode of treatment is used (Quranic verses or conventional treatment) the ultimate
cure is given by Allah (God).
6.2.3. Predictors of responses to symptoms
The effect of population characteristics, especially gender, on people’s healthseeking behaviour has often been a point of debate. Two types of population
characteristics have frequently been tested in the literature: demographic
characteristics including gender, age and marital status; and socio-economic
measures such as personal and family income, education and occupation. This study
however, focused mainly on gender and age, and a third group of factors that
include variables such as personality traits and perceived attitudes as discussed in
Chapter 4.
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As discussed earlier, seeking professional help is the response to symptoms
that has been discussed the most in literature. Thus, gender differences have also
been discussed in terms of consultation rates. It is commonly found that women are
more likely to seek help for illnesses. Potential explanations for this might be that
women are more willing to accept illness, or they are more likely to perceive
symptoms of illness than men, or they actually have higher rates of symptoms
(Wyke et al., 1998). Other researchers however, think that gender differences in
consultation exist only for minor ailments, whilst rates are similar for serious
illnesses (McCormick et al., 1995; Sayer and Britt, 1996). Gijsber et al. (1995)
suggested that higher consultation rates in females are mainly due to gynaecological
problems, or for prevention and diagnosis; and not because of medically undefined
and vague symptoms.
All the studies quoted above used general practice data to explain gender
differences in consultation rates. Contrastingly, community surveys conducted in
Sweden and the US suggested that gender and age have a lesser effect on whether a
person consults a doctor for symptoms than social class and income (Andersen et al.,
1968). The diary data of the Detroit study also reported that the probabilities of care
for respiratory and musculoskeletal symptoms are minimally affected by age and
gender (Verbrugge and Ascione, 1987).
The findings of the current study are consistent with the findings of previous
community based studies and suggest that gender and age have little impact on how
people respond to symptoms. Verbrugge and Ascione (1987) argued that gender
differences are associated with long-term management behaviours related to the
chronic conditions whereas short-term behaviours associated with acute or transient
conditions are not greatly influenced by gender differences (Verbrugge and Ascione,
1987).
The New Zealand data demonstrated a marginally significant association
between gender and considering seeking help, with female participants more likely
to consider seeking help. However, this difference was not statistically significant
and the outcome variable ‘actually seeking help’ did not even show a marginal
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association with gender. Being younger was found to be a predictor for only one of
the response, ignoring the symptoms. This might be attributed to high energy levels,
more tolerance and carefree attitude during young age.
In case of Pakistan, gender differences played a significant role in predicting
the use of home remedies. The surprising finding however, was the marginal
association between male gender and actually seeking help. This is in contrast with
the traditional belief that females are more likely to seek help. This might be because
women generally tend to ignore symptoms (also supported by the findings of this
study with female gender having a marginally significant association with ignoring
the symptoms). This might be attributed to the culture in which women spend most
of the time at home and go out mostly for serious reasons and symptoms studied in
this research being minor and less severe are mostly ignored or treated at home. This
suggests that the findings of research conducted in western culture cannot be
applied to other cultures.
Personality traits and perceived attitudes towards medicine and health
professionals were also found to have limited impact on people’s responses to
symptoms in both New Zealand and Pakistan. This has been discussed in detail in
Chapter 5 and the same argument of Verbrugge and Ascione (1987) about gender
and age might apply here: that the effect of personality traits and perceived attitudes
might be visible in long-term conditions and not in the way that people respond to
symptoms.
The findings of this study suggest that symptom characteristics such as type,
duration and severity are the predominant predictors of responses to symptoms.
Alpert et al. (1967) suggested that different categories of symptoms are likely to
cause different kinds of responses. Haug et al. (1989) reported that symptoms
seriousness and number of symptoms are important factors in determining self-care.
For acute conditions, people focus on the symptoms and the action depends on their
severity but in case of chronic conditions, when they flare up, people apply
management strategies that they have crafted over a long period of time (Verbrugge
and Ascione, 1987). The finding is also consistent with those of Shaikh and Hatcher
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(2004) that the type and duration of symptoms experienced for the illness are major
determinants of health seeking behaviour and choice of care provider. In case of a
mild single symptom such as fever, home remedies or folk prescriptions are used,
whereas with multiple symptoms and a longer period of illness, an allopathic health
provider is more likely to be consulted (Islam and Aman, 2001; Sadiq and Muynck,
2001).

6.3. Section three: Reflection on Kroeger’s health-seeking behaviour model
As discussed in Chapters 2 and 4, Kroeger’s model (1983a) presents the most
comprehensive framework for understanding people’s health-seeking behaviour not
only from developing countries but also from developed countries, it is important to
reflect on how the findings of the current study relate to Kroeger’s model.
The model highlights the importance of predisposing factors which are
characteristics of the subjects in shaping people’s behaviour. Such factors include
age, gender, marital status, ethnic group, education, occupation, income, and
interaction with family and community. Two of these factors, age and gender have
been tested statistically as potential predictors of response to symptoms. However,
none of them was found to be a strong predictor of responses. This might be because
of limited influence of these factors on transient symptoms. This has been discussed
in previous section that factors such as age and gender might have more influence
on long-term conditions. Interaction with community did influence people’s
responses to symptoms. Though the factor was not tested statistically however,
looking at the number of times social networks were contacted reveals that the factor
might be more influential in developing countries where dealing with sickness is
more of a family business. In countries like Pakistan extended families are common
and include people such as father, mother, children, grandparents and often uncles
and aunts living together as one family unit. Furthermore, they have close
connections with other relatives and all of these people might help in coming to a
decision for a sick family member as to what treatment should be taken. However, in
developed countries like New Zealand, where the family unit mostly consists of
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father, mother and children, talking to spouse about symptoms and/or treatment is
expected and that is what the findings of this study demonstrate.
Characteristics of the disorder is the second group of factors that has been
argued by Kroeger as important in shaping people’s behaviour. Type, duration and
severity are some of the factors that consistently predicted responses to symptoms in
this study and suggest that symptom characteristics are extremely important in
predicting how people would respond.
The third group of explanatory variables affecting people’s responses to
symptoms, according to Kroeger’s model, is characteristics of services. This group
includes variables such as accessibility, attitudes towards traditional and modern
healers, acceptability, and costs. As the study represent mainly urban populations, in
my opinion accessibility should not be much of a problem as it might be at the time
when the model was designed or for rural population. Urban populations in New
Zealand and Pakistan have easy access to the health care services through their own
or public transport. However, rural population like in Pakistan with limited
resources might have difficulty in getting to health care service and accessibility
might have profound effect on how rural population respond to illness. Attitudes
towards health care providers however, were not found to have significant
association with most of the responses to symptoms. The reason could be the
transient nature of symptoms, whereas for chronic conditions this factor might
demonstrate a more significant effect. The effect of treatment costs however was not
studied in this research.
In conclusion Kroeger’s model was a useful tool in informing the research
instrument and setting the overall framework of the study. However, it may have
limited application in explaining people’s response to symptoms. The factors
underlined by this model might have more importance in explaining how people
respond to long-term or serious conditions; however, this study has found that some
of the factors were not important in shaping people’s response to symptoms. As
evident from the above discussion the significance of some of the factors of
Kroeger’s model has not been studied in this research which highlights the need to
222

Chapter 6: Discussion

conduct in-depth qualitative studies and bigger quantitative studies, including in
rural areas, to study the effect of those factors and also to verify the findings of this
study. Such studies if conducted in developing countries where a significant
proportion of population resides in rural setting should also focus on this portion of
the population.

6.4. Section four: Strengths and limitations
This section highlights the strengths and limitations of the current study.
6.4.1. Strengths
The study has a number of strengths. Firstly it has contributed to the
knowledge on prevalence and responses to everyday symptoms in New Zealand
and Pakistan. As stated earlier in literature review, such information was lacking in
these settings. This information might play a vital role in the development of
relevant interventions and might provide a baseline for future research and policy
making.
Secondly, as discussed in Chapter 2, the majority of the studies on similar
topics have been conducted retrospectively. However, the current study has tried to
minimize the effect of recall bias of the retrospective approach used in earlier
studies.
Thirdly, unlike clinic centred studies, this study captured the experience of
people while they live their day to day life so as to minimize the effect of selection
bias associated with the studies that use people visiting a healthcare setting as their
participants. Kleinman (1980) suggested that the majority of self-recognized illness
episodes are treated outside the professional health sector. Therefore this study
utilized an effective approach of recruiting people from outside the health care
setting.
Consistent with what has been mentioned above, response to illnesses has often
been considered in terms of whether it has been reported to the professional health
care provider, and neglecting the fact that seeking help is just one of the options in
responding to symptoms out of the many possibilities. This study however, takes
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this fact into account by focusing not only on seeking help but also other possible
responses to symptoms.
Fourthly, the current study has for the first time strived to adapt experience
sampling in a developing, non-western and non-English speaking country using
paper based diary technique and daily text messages as reminder. As stated earlier
in the literature review, studies on responses to symptoms have often been
conducted in western cultures, this study however, is uniquely been conducted in a
different culture.
Additionally, health behaviour models as discussed in Chapter 2 have often
advocated the importance of beliefs, psychological factors and personality traits in
shaping the behaviour of people in responding to illnesses. This study has used a
mix of established and newly developed tools to capture the beliefs of people about
medicines and health care professionals and to explore certain personality traits such
as future orientation and impulsiveness and assessed their effect on response to
everyday symptoms. The scales have not only been used in their original language
(English) but have also been translated into a foreign language (Urdu) to cater to a
different audience.
6.4.2. Limitations
It is nearly impossible for a researcher to conduct a perfect study by including
all possible dimensions of the topic of interest in one study. Therefore, all the studies
have their limitations and this study is not an exception.
Firstly, the findings of this study are based on self-reporting of symptoms and
responses which might have been affected by exaggeration or under-reporting of
certain events. However, according to Kroenke and Price (1983) patients are the best
judge when it comes to the symptoms. Furthermore, patients’ version of events
presents nothing but the truth (Kolbe et al., 1996).
Secondly, as the study recorded the experiences of people mostly in the cooler
season, it might have resulted in over or under representation of certain symptoms.
However, due to the time constraints, it was not practicable to conduct the study for
a month in each season or a full year.
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Thirdly, the findings of this study sample represent mainly the urban
population of both New Zealand and Pakistan. Due to this fact the findings cannot
be generalized to the entire population. However, generalizability of the findings
was not the aim of this study and logistic limitations did not permit extending the
study to rural areas. As for New Zealand, its population is highly urbanized and
86% of the population lives in urban areas including 72% living in the main urban
areas, 6% in secondary urban areas, and 8% in minor urban areas (New Zealand
Census, 2006). Nevertheless, the New Zealand sample had a small proportion of
people who lived in city surroundings such as farms and Pakistan sample recruited
people not only from metropolitan cities but also from smaller cities and a far away
and not so developed place in Khyber Pakhunkhwa province called Dir, as reported
in Chapter 4.
The small sample for the preliminary work might be considered as a limitation.
The aim of the FGDs and interviews was primarily to gather information for
developing the questionnaire. These were not intended to be subjected to rigorous
analysis in themselves. They were conducted to construct a list of frequently
experienced symptoms in each country and a list of commonly used responses to
symptoms. As this was the preliminary step in a larger study, and it was not
necessary that the lists produced were exhaustive, because participants in the main
study were also given the option of writing other options in free-text, it was not
considered necessary to reach saturation. Therefore, despite only having three
people, they covered a very broad range of symptoms and responses, which was
considered to be sufficient.
Another limitation is the small sample. The budget, time and logistic
constraints limited the efforts to recruit more people. The low response rate to
telephone calls in New Zealand as described in Chapter 4 also hampered the process
and might have introduced bias due to non-response. However, with information
from this small sample the study managed to fulfil its objectives. Furthermore, the
Pakistan sample was not limited to one city or province but was extended to all the
four provinces resulting in a diverse sample as stated in Chapter 4.
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The health status of participants was determined only on the basis of selfreport and no medical and laboratory examinations were conducted, unlike Egan
and Beaton (1987) in a similar study. Nevertheless, the day to day experiences were
sufficient to assess whether a participant had an uncontrolled chronic condition.
The study is lacking in information about prevalence and response to
symptoms among the indigenous Māori people as none of the participants from
New Zealand sample belonged to this group. According to the New Zealand Census
(2006) Māori people make up only 6.7% of the Dunedin’s population as opposed to
the 14.6% of country’s population. The small proportion and low response rate to
random telephone sampling reduced the chances of recruiting this portion of the
population. A solution to this could have been to use a Māori booster sample like
Adlam et al. (2011).
The possibility of the findings being affected by ‘social desirable response’
cannot be denied. However, the bias is often most pronounced with topics such as
sexual behaviour, drug use, religion and illegal acts. Nevertheless, being part of the
study, the participants might have found themselves paying more attention to their
bodily experiences, and thus reporting more symptoms. Presumably the sensations
were there, but the study may have made them interpret them as symptoms.
Secondly, as the study was run by the school of pharmacy, a socially desirable
response might have been considering or actually going to a pharmacist. However,
looking at the findings this was not really the case in this study as only a small
number of people considered or actually sought help from a pharmacist.
The limitations inherent with various scales used in the study questionnaire
cannot be avoided. The Likert Scale, despite being the universal method for survey
collection that provides an ease of quantifying data, limits the options of choices. It
fails to measure the true attitudes as the space between two choices cannot have
equal distances and also because people tend to avoid choosing the ‘extremes’
options (LaMarca, 2011). Similarly, the limitations of using a scale with only extreme
points defined but not the midpoint for should be considered. Of note is the scale
used to report severity in the symptom reporting questionnaire. However, the issue
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of using midpoints in the Likert Scales has earned a considerable debate from
researchers. The supporters of midpoints claim that midpoints can increase the
reliability and validity of the scale (Courtenay and Weidemann, 1985). On the other
hand adversaries argue that using the midpoints increases the likelihood of choosing
the midpoint options (Tsang KK, 2012; Weems and Onwuegbuzie, 2001).
Another limitation of this study is the possibility that the translated version
might not have conveyed the exact meaning of the original statements designed in
English. Dealing with two languages in a single study poses a challenge in
maintaining the accuracy and consistency of the information. All the instruments of
this study were developed in English and were then translated into Urdu to be used
in Pakistan. However, as discussed in Chapter 4 the translation process followed the
WHO protocol focusing on conceptual equivalence rather than linguistic
equivalence. Unlike qualitative studies for which help from a qualified interpreter
has been suggested (Stejskal, 2009) this study was based mainly on quantitative
methods with mostly closed ended questions.
The Pakistan data might have been more influenced by recall bias than New
Zealand data because it was more like a traditional pen and paper diary, but with
the novel use of text messages. However, as stated in Chapter 4 this approach was
unavoidable due to low internet usage in Pakistan. Nevertheless, an attempt was
made to minimise the effect of recall bias by sending regular text message reminders
and weekly submission of the questionnaires.

6.5.

Section five: Study implications
Two major areas in which the findings of this study can be utilized are

discussed in this section. These include implications for policy and advocacy, and in
designing future research.
6.5.1. Implications for policy and advocacy
The findings of this study suggest that self-care is the most common response
to symptoms. Self-care has often been discussed in the context of delays in
appropriate diagnosis, risks involved in treating an illness with inadequate and high
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risk drugs, and taking inappropriate dosages and incomplete treatments (Stoller et
al., 1993). Contrastingly, certain researchers regard self-care as a positive attitude
(Flores et al., 2001). Dean argued that lay care is often regarded as risky behaviour
compared to the medical care which is always advocated for its effectiveness;
however, the limited evidence available suggest that self-treatment is often helpful
and lay care decisions are mostly appropriate (Ford, 1986). It should however be
noted that self-care not only includes self-medication but the use of home remedies,
herbal products and alternative modes of treatment (massage, spiritual healing etc).
Self-care might lead to serious consequences as stated above in chronic conditions
but minor illnesses mostly being transient in nature can be benefit from it except for
the danger that seemingly minor symptoms might actually be more serious than the
person realises. As argued by Flores et al. (2001) it is important to analyse the
particular condition in which the process of self-care takes place in order to
understand its consequences.
The question in the context of symptoms is not whether self-care should be
used - it is used - but how can one make the best use of it (Green, 1990). In
developing countries like Pakistan, education programs from the school level should
be started spreading correct information about self-care. Media campaigns focusing
on illness diagnosis and differentiating between serious and non-serious illnesses
could be started. Information on commonly used medicines can also be incorporated
into education programs and media campaigns so as to minimize the irrational use
of medicine. Elliott-Binns (1986) suggested a basic health education program for
undergraduates targeting the ten most commonly experienced illnesses. PAGB
(2009) also proposed focusing on ten most common symptoms and disseminating
information in public about responding to those illnesses through self-care. Further
research is required on what type of symptoms lead to mistreatment and education
campaigns should pay more attention to symptoms that have potential to be
mistreated.
In countries like Pakistan where prescription only medicines such as
antibiotics are sold OTC, the enforcement of the law of prescription only medicine is
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imperative in order to reduce the development and spread of antibiotic resistant
strains of bacteria primarily and to prevent the inappropriate use of medicines as an
added advantage. A recent study in Pakistan conducted on a randomly chosen
sample of community pharmacies from three cities of Pakistan reported that 97% of
the simulated cases of paediatric diarrhoea were attended by a sales person and only
3% by a pharmacist. The treatment given in the majority of the cases did not follow
the guidelines and raised concerns such as lack of history taking, inappropriate
treatment and lack of counselling (Hussain and Ibrahim, 2012). In Pakistan, in order
to start a medical store (pharmacy) one needs to employ a qualified pharmacist.
However, no scrutiny is made by the government body as to whether the pharmacist
under whose licence the medical store has been opened is physically present on the
site. This leads to most of the consultations being done by the sales person or the
business owner. The findings of the current study suggest that the government
bodies should take action to make sure that qualified pharmacists are present on the
pharmacies and all the medicines are dispensed by them or at least under their
supervision.
It is apparent from the findings of this study that doctors are the preferred
choice when it comes to seeking help for an illness. Participants despite having
positive attitudes towards pharmacists did not choose to seek help from them very
frequently. A report published in the British Medical Journal in 2008 suggested that
pharmacists should be the first port of call for day to day symptoms as it would save
at least an hour of the GP’s time daily (Yadav, 2008). Countries like the US, UK and
Canada are already in the process of transferring care from GPs and nurses to
pharmacists and day to day symptoms are the first area where community
pharmacies can play their role so as to improve access for patients to medicine and
to promote rational use of medicine. Such an approach could also be employed in
countries like New Zealand and Pakistan by not only training the pharmacist for this
additional role but also increasing awareness in public about the role of pharmacist
in managing symptoms. This would not only decrease the burden on doctors but
also potentially reduce the cost of treatment.
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Use of home remedies and visiting traditional or alternative health care
professionals were found to be the least common responses to symptoms in New
Zealand. However, the Pakistan data suggests a more pluralistic health care system
as described by Shaikh et al. (2008a) where people try all the possible symptom
responses, such as trying a home remedy, self-medicating, visiting an orthodox
health care professional, and seeking help from an informal healer with more or less
equal prevalence. This necessitates serious efforts being made to integrate such
practices such as useful home remedies into the community based self-care
interventions as proposed earlier in this section and suggested by WHO (2009). The
importance of informal healers in the health care systems of countries like Pakistan
cannot be denied. The government should make policies to regulate and register all
such practices in order to pull them into the mainstream healthcare services. People
should also be encouraged to visit only the registered and licensed practitioners
through community awareness programs and mass campaigns. Such programs and
campaigns should also focus on the possible consequences of getting treatment from
non-licensed practitioners.
6.5.2. Implications for future research
This is the first prospective study exploring the prevalence and responses to
symptoms in both New Zealand and Pakistan and its findings have significant
research implications. The findings of this study suggest that responses to symptoms
vary surprisingly little across demographic groups. However, the effect of sociodemographic factors on symptom prevalence has not been determined as the focus
of the study was mainly on responses to symptoms rather than prevalence and
frequency. Further research focusing on this area is required which might be helpful
in designing future interventions targeting specific groups of the population.
The study presents the findings from lay people’s perspective and how they
respond to symptoms. Further in-depth research is imperative collecting information
from both formal and informal health care providers as to what type of symptoms
are presented to them and by what group of the population. This might be helpful in
verifying the findings of the current study and would also be helpful in estimating
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what proportion of the health care providers’ workload is constituted by day to day
symptoms.
As discussed earlier, the study captured the experiences of people in the cooler
seasons. Similar studies conducted across the different seasons might be helpful in
estimating the effect of seasonal variation on prevalence of symptoms and would be
helpful in visualizing the overall picture of symptom experience.
As stated earlier in this chapter the study was limited to a mainly urban
population. A similar study conducted on people from rural communities might
generate interesting findings and would be helpful in understanding if urban and
rural settings affect the prevalence of symptoms and the way people respond to
them.
The findings of this study will be generalizable to a greater or less extent,
depending on the makeup of the population being generalised to. However, a
nationwide study, using stratified or cluster sampling recruiting people from
different socio-demographic and ethnic groups would generate findings that could
be generalized more broadly.
The study highlights the importance of self-management of symptoms and
suggests increasing the awareness of the public in order to make self-care a
beneficial option. Further comprehensive research is required to explore people’s
knowledge of self-care. This would help in recognizing those areas which need more
attention. Additionally, it will also highlight those symptoms which are potentially
mistreated by people, and symptoms of serious illnesses that are misinterpreted as
minor illnesses. The differences in the prevalence and responses to symptoms
between the two study settings also underline the need for conducting cross-cultural
research on the reasons for behavioural differences in people from different
countries. For example it would be interesting to conduct similar studies in countries
with different health care system, such as the UK where GP consultations are free of
charge, and explore if seeing a GP is as an uncommon response as in New Zealand
and Pakistan.
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The data from Pakistan suggests that alternative modes of treatment are
frequently employed in treating symptoms. This underlines the need for a study to
evaluate the feasibility and impact of integrating the traditional sector with the
formal sector so as to improve the overall health care scenario. However, translating
this research into policy and implementing this policy might pose significant
challenges.

6.6. Section 6: Conclusions
The study demonstrates that symptoms are quite prevalent in both New
Zealand and Pakistan with an even higher prevalence in Pakistan. Musculoskeletal
pain and respiratory symptoms were reportedly the most prevalent and frequent
symptoms in both study settings. As for response to symptoms, self-care was found
to be the predominant response. However, self-care responses in New Zealand were
mostly limited to self-medicating by OTC products and change in routine, whereas
in Pakistan self-care frequently included home remedies and talking to someone
about symptoms. The New Zealand sample frequently ignored the symptoms
whereas the Pakistan sample frequently took some action including seeking help
from conventional and traditional healers to alleviate their symptoms. In Pakistan
ignoring the symptoms was the least common response.
Self-medication was one of the most common responses to symptoms. In New
Zealand it was mostly confined to OTC products whereas in Pakistan it included
frequent use of potentially harmful medicines such as antibiotics without being
prescribed by a doctor. This points to the importance of developing and enforcing
the law of prescription only medicine in Pakistan and highlights the need for
scrutiny of medical stores by the relevant authorities to ensure the presence of
pharmacist. It further outlines the need for research focusing on people’s
understanding of and knowledge about OTC medicines.
Contrary to the traditional belief generated mainly through practice based
research that response to symptoms is significantly driven by demographic factors
such as gender and age, the findings of this study are consistent with those of
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community surveys which suggest that such factors have little involvement in
shaping people’s response to symptoms. Personality traits such as time preference
and perceived attitudes which had been found to be related to preventive behaviour
and compliance to medicines in people with chronic illnesses in previous studies,
showed minimal influence on peoples’ responses to symptoms. Instead, symptom
related variables such as type, severity and duration of symptoms were found to
have the most significant effect on responses to symptoms.
Despite visiting a health care provider for symptoms being one of the least
common options in both settings it was not as uncommon in Pakistan as in New
Zealand. Doctors were the first port of call for symptoms both in New Zealand and
Pakistan. Informal healers were also frequently contacted in Pakistan but not in New
Zealand.
The study strongly emphasizes that the findings of behavioural studies on
western countries cannot be generalized to other cultures. The findings of the study
suggest that more cross-cultural studies are needed, focusing on reasons for
differences in responses to symptoms. Health care for day to day symptoms should
be transferred from doctors to pharmacists by training the pharmacists accordingly
and increasing public awareness of pharmacists as the first port of call for day to day
symptoms. Public awareness of self-care needs to be improved through school and
college based education programs and mass media campaigns so as to evaluate and
manage symptomatic patients more efficiently.
The study suggests that the illness trajectories that inform health advice do not
always reflect reality. People may experience multiple symptoms at one time and
respond to them in a variety of ways; however, only selected symptoms which
might be more bothersome or might not respond to ‘other’ ways of treatment are
presented to the health care providers. The study despite having low response rate
to random sampling through phone calls suggests that a prospective research using
online questionnaires, and emails and text messages as reminders generates data
that has minimum influence from recall bias. The study suggests a low median time
in responding to email and text prompts, and online questionnaire submission. The
233
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research further concludes that a prospective study using paper questionnaires, text
prompts and weekly submission of questionnaires through the post generates good
quality prospective data in developing countries like Pakistan.
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Appendix 1: Interview schedule
1. How are you feeling at the moment?
When was the last time you got sick or felt a little bit unwell?
What was/were the symptom(s)?
What was your first response? Did you just ignore the symptoms when
you started feeling that you are getting sick?
When did you realize that you are getting sick?
What symptoms made you think that you are getting sick?
Did you try anything at home that you know may be since your childhood
when your mom used to make something for you to treat such condition
or maybe you learnt from your other family members or friends?
Did it help?
Did you do anything else? Such as taking more rest or going to consult
some health professional?
2. If the participant opted for seeking medical help:
What made you think you should seek medical help?
Did anything or anyone influence you in taking this decision?
After how long since you got the symptoms did you decide to go and seek
medical help?
What were you prescribed and/or advised by the doctor?
Did you follow the instructions?
How long did it take for your symptoms to be resolved?
Besides that did you take any other action to resolve your symptoms?
If you get the similar symptoms again what are you going to do?
3. If the participant opted for going to pharmacy:
What made you think you should seek help from pharmacy?
Did anything or anyone influence you in taking this decision?
After how long since you got the symptoms you decided to go and seek
for help from pharmacy?
What were you given and/or advised by the pharmacist?
Did you follow the instructions?
How long did it take for your symptoms to be resolved?
Besides that did you take any other action to resolve your symptoms?
What do you think if you get the similar symptoms again what are you
going to do?
4. If the participant opted for self-medication:
What made you think you should take medicine on your own?
Did anything or anyone influence you in taking this decision?
After how long since you got the symptoms you decided to take medicine?
Where did you get the medicine from?
Did it help? If so, how long did it take to resolve your symptoms?
Besides that did you take any other action to resolve your symptoms?
If you get the similar symptoms again what are you going to do?
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5. If the participant opted for home remedy and /or alternative treatment:
What made you think you should go for home remedy and/or alternative
treatment?
Did anything or anyone influence you in taking this decision?
What did you take? / What was given (in case of consulting a traditional
healer)?
Did you follow the instructions (in case of consulting a traditional healer)?
Did it help? If so how long did it take to resolve your symptoms?
Besides that did you take any other action to resolve your symptoms?
If you get the similar symptoms again what are you going to do?
6. If the participants did not do anything to treat the symptoms:
What made you think you should not go for any treatment?
Did anything or anyone influence you in taking this decision?
How long did it take for your symptoms to get resolved?
What do you think what helped in getting your symptoms resolved
If you get the similar symptoms again what are you going to do?
7. Demographics:
Gender
Age on last birthday
Ethnicity (if says New Zealanders then probe to ask about the ancestors)
Highest qualification
Occupation (What do you work as?)
Who do you live with? Who lives in your house?
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Appendix 2: Entry questionnaire (English)
Demographics
1. Please enter your 'Participant code' or 'Initials'.
Please write your answer here:
2. Gender
Please choose only one of the following:
Female
Male
3. What is the highest level of education you have completed?
Please choose only one of the following:
Some high school
NZ School Certificate/NCEA Level 1
NZ Sixth Form Certificate/NZ UE before
1986/NCEA Level 2
NZ Higher School Certificate/NZ University
Bursary/NCEA Level 3
Tertiary Diploma

Tertiary Bachelor’s degree
Master’s degree
Doctoral degree
Other: ___________________

4. Occupation
Please write your answer here:
What is your personal annual income from all sources before tax or anything was
taken out of it?
$5,000 or less
$5,001-$10,000
$10,001-$15,000
$15,001-$20,000
$20,001-$25,000
$25,001-$30,000
$30,001-$35,000

$35,001-$40,000
$40,001-$50,000
$50,001-$60,000
$60,001 – $70,000
$70,001 – $100,000
$100,001 – $150,000
$150,001 or more

5. What is the total annual income for your household from all sources before tax
or anything was taken out of it?
$5,000 or less
$5,001-$10,000
$10,001-$15,000
$15,001-$20,000

$35,001-$40,000
$40,001-$50,000
$50,001-$60,000
$60,001 – $70,000
272

Appendices

$20,001-$25,000
$25,001-$30,000
$30,001-$35,000

$70,001 – $100,000
$100,001 – $150,000
$150,001 or more

6. Your current age in years?
Please write your answer here:
7. Which ethnic group do you belong to?
Mark the space or spaces which apply to you:
New Zealand European
Mäori
Samoan
Cook Island Maori
Tongan

Niuean
Chinese
Indian
Other such as DUTCH, JAPANESE,
TOKELAUAN. Please state: ________

8. Are you pregnant?
Only answer this question if you are a female
Please choose only one of the following:
Yes
No
9. Would you be interested in receiving a copy of the results of this study?
Please choose only one of the following:
Yes
No

BMQ
10. Read each statement and select the box that most applies to you. Do not spend
too much time on any statement. Answer quickly and honestly.
Please choose the appropriate response for each item:
Strongly
agree
i.
ii.
iii.
iv.

Strongly
disagree

When I am sick, my return to
health depends on medicines
Having to take medicines worries
me
When I am sick, my life would be
impossible without my medicines
When I am sick without my
medicines I would be very ill.
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Strongly
agree
v.
vi.
vii.
viii.
ix.

x.

Strongly
disagree

I sometimes worry about longterm effects of medicines
Medicines are a mystery to me
My continued good health in the
future will depend on medicines
Medicines disrupt my life, when I
have to take them
When I have to take medicines, I
sometimes worry about becoming
dependent on them
When I am sick, medicines protect
from becoming worse

FO
11. Read each statement and select the box that most applies to you. Do not spend
too much time on any statement. Answer quickly and honestly.
Please choose the appropriate response for each item:
Never
i.
ii.
iii.

iv.
v.
vi.
vii.
viii.
ix.
x.
xi.

Always

I like to plan things out one step at a time
I spend very little time thinking about how things
might be in the future
I like to think about all of the possible good and
bad things that can happen before making a
decision
I think about the consequences before I do
something
I would rather be happy today than take my
chance on what might happen in the future
I make lists of things to do
I make decisions and then act without making a
plan
I would rather save my money for a rainy day
than spend it right away on something fun
I have trouble imagining how things might play
out over time
I don't spend much time worrying about how my
decisions will affect others
I often think about what my life will be like 10
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Never
xii.
xiii.
xiv.
xv.

Always

years from now
I think that planning things out in advance is a
waste of time
I like to take big projects and break them down
into small steps before starting to work on them
I take life one day at a time without worrying
about the future
I think it's better to run through all the possible
outcomes of a decision in my mind before
deciding what to do

BIS
12. People differ in the ways they act and think in different situations. Read each
statement and select the box that most applies to you. Do not spend too much
time on any statement. Answer quickly and honestly.
Please choose the appropriate response for each item:
Never
i.
ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.
xi.
xii.
xiii.
xiv.
xv.

Always

I act on the spur of the moment
I plan for job security
I get easily bored when solving
thought problems
I do things without thinking
I act on impulse
I plan tasks carefully
I squirm at plays or lectures
I save regularly
I am restless at lectures or talks
I say things without thinking
I plan for the future
I am a careful thinker
I buy things on impulse
I don't pay attention
I concentrate easily

Perception about health care professionals
13. How much do you agree with the following statements for each of the health
professional?
Please choose the appropriate response for each item:
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i.

Plays an important role in delivering my health care.
Strongly
agree

Strongly
disagree

Acupuncturist
Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer
ii.

Just business people who sell their advice and/or products.
Strongly
agree

Strongly
disagree

Acupuncturist
Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer

iii.

Should be first contact to seek help for minor illnesses.
Strongly
agree

Strongly
disagree

Acupuncturist
Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
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Strongly
agree

Strongly
disagree

Physiotherapist
Traditional Maori healer
iv.

Not competent to give advice on health matters.
Strongly
agree

Strongly
disagree

Acupuncturist
Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer
v.

Should be the people who make decisions about my treatment and
medicines.
Strongly
agree

Strongly
disagree

Acupuncturist
Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer
vi.

Society can do without them.
Strongly
agree

Strongly
disagree

Acupuncturist
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Strongly
agree

Strongly
disagree

Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer
vii.

Can help me if the medicine does not have the expected effect.
Strongly
agree

Strongly
disagree

Acupuncturist
Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer
viii.

I do not need them in managing my health.
Strongly
agree

Strongly
disagree

Acupuncturist
Doctor
Health food shop staff
Herbalist
Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
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Strongly
agree

Strongly
disagree

Traditional Maori healer

Submit your survey.
Thank you for completing this survey.
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Appendix 3: Entry questionnaire (Urdu)
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Appendix 4: Modified and excluded BMQ statements
Comparison of original and modified statements of BMQ
Original
1. My health, at present, depends on
my medicines
2. Having to take medicines worries me
3. My life would be impossible without
my medicines
4. Without my medicines I would be
very ill
5. I sometimes worry about the longterm effects of my medicines
6. My medicines are a mystery to me
7. My medicines disrupt my life
8. I sometimes worry about becoming
too dependent on my medicines
9. My health in future will depend on
my medicines
10. My medicines protect me from
becoming worse

Modified
1. When I am sick, my return to health
depends on medicines
2. No modification/Used in original form
3. When I am sick, my life would be
impossible without my medicines
4. When I am sick without my medicines I
would be very ill
5. I sometimes worry about long-term
effects of medicines
6. Medicines are a mystery to me
7. Medicines disrupt my life, when I have
to take them
8. When I have to take medicines, I
sometimes worry about becoming
dependent on them
9. My continued good health in the future
will depend on medicines
10. When I am sick, medicines protect from
becoming worse

BMQ statements that were excluded
1.
2.
3.
4.
5.

My medicines are powerful
My medicines are effective
I would like to change my present treatment
It is difficult for me to take my medicines in exactly the way my doctor told me
I can cope without my medicines
6. I am in control of my medication
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Appendix 5: FO scale modification
Example of a statement from the original Future Orientation scale

1.

Really

Sort of

Really

Sort of

True

True

True

True

for Me

for Me

for Me

for Me

Some people like

BUT

Other people like

to plan things out

to jump right into

one step at a time

things without
planning them out
beforehand

Example of a statement from the scale used in this study
Never
1.

Always

I like to plan things out one step at a time

290

Appendices

Appendix 6: List of health care professionals
New Zealand

Pakistan

1

Acupuncturist

Bonesetter

2

Doctor

Doctor

3

Health food shop staff

Medical store staff

4

Herbalist

Herbalist

5

Homoeopath

Homoeopath

6

Osteopath/Chiropractor

Pharmacist

7

Pharmacist

Physiotherapist

8

Physiotherapist

Spiritual healer

9

Traditional Maori Healer
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Appendix 7: Symptom reporting questionnaire (English)
Participant code
Please enter your 'Participant code' or 'Initials'.
Please write your answer here:

Symptoms
This set of questions assesses the type and nature of symptoms, duration of each
symptoms since it is experienced, their severity and causes.
1. What symptom(s) are you experiencing?
Please choose all that apply and provide a comment:
Cough
Sneezing
Sore throat
Hay fever
Sinusitis
Back/Neck pain
Headache
Toothache
Cut
Bruise
Sprain

Menstrual pain
Diarrhoea
Vomiting
Rash/Itchiness over skin
Nervousness
Fever
Low energy
Hangover
Other 1:___________
Other 2:___________
Other 3:___________

Duration, Severity and Cause
2. When did your symptoms start?
Since
Not
Last
This
This
This
before Yesterday
quite
night morning afternoon evening
yesterday
sure
No symptoms
Cough
Sneezing
Sore throat
Hay fever
Sinusitis
Back/Neck pain
Headache
Toothache
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Menstrual pain
Diarrhoea
Vomiting
Rash/Itchiness over
skin
Nervousness
Fever
Low energy
Hangover
Other 1
Other 2
Other 3

3. What do you think might be causing your symptoms?
Please write your answer here:
If you think there might be more than one cause, please include those.
4. How severe are your symptom(s)?
Not at
all
severe

Very
severe

No symptoms
Cough
Sneezing
Sore throat
Hay fever
Sinusitis
Back/Neck pain
Headache
Toothache
Menstrual pain
Diarrhoea
Vomiting
Rash/Itchiness over skin
Nervousness
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Fever
Low energy
Hangover
Other 1
Other 2
Other 3

Responses
5. Did you change from your normal routine because of your symptom(s)?
Stayed in bed
Cut down on tasks around home
Took time off work
Took time off studies
Took time off social activities
No, it did not affect my routine activities
Other:_____________
Please choose all that apply:
6. Was this because of some symptom(s) in particular?
Cough
Menstrual pain
Sneezing
Diarrhoea
Sore throat
Vomiting
Hay fever
Rash/Itchiness over skin
Sinusitis
Nervousness
Back/Neck pain
Fever
Headache
Low energy
Toothache
Hangover
Cut
Other 1:___________
Bruise
Other 2:___________
Sprain
Other 3:___________
Check any that apply. If it was because of all or most of your symptoms, you can
leave this question blank.
7. Because of your symptoms did you do any of the following?
Please choose all that apply:
Talked to someone about your symptom(s)
Tried some home remedy
Took some medicine(s)
None of the above
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8. Because of your symptom(s) did you do anything else not listed in the
previous question?
Please choose only one of the following:
Yes
No
9. What was it?
Please write your answer here:
10. Did you do this because of some symptom(s) in particular?
Cough
Menstrual pain
Sneezing
Diarrhoea
Sore throat
Vomiting
Hay fever
Rash/Itchiness over skin
Sinusitis
Nervousness
Back/Neck pain
Fever
Headache
Low energy
Toothache
Hangover
Cut
Other 1:___________
Bruise
Other 2:___________
Sprain
Other 3:___________
11. Did someone advise you to do this?
Please choose all that apply:
Your husband/wife
Other member of your household
Relative not living with you
Friend/co-worker/neighbour
Nobody advised, it was your own decision
Other:________________
12. Have you ever done this before?
Please choose only one of the following:
Yes
No
13. Did you talk to one or more of the following?
Please choose all that apply:
Your husband/wife
Other member of your household
Relative not living with you
Friend/co-worker/neighbour
No, I did not talk to anyone about my symptom(s)
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Other:________________
14. Did you talk about any symptom(s) in particular?
Cough
Menstrual pain
Sneezing
Diarrhoea
Sore throat
Vomiting
Hay fever
Rash/Itchiness over skin
Sinusitis
Nervousness
Back/Neck pain
Fever
Headache
Low energy
Toothache
Hangover
Cut
Other 1:___________
Bruise
Other 2:___________
Sprain
Other 3:___________
15. What was the home remedy that you tried for your symptom(s)? *
Please write your answer here:
16. Did you try this home remedy for any symptom(s) in particular?
Please choose all that apply:
Cough
Sneezing
Sore throat
Hay fever
Sinusitis
Back/Neck pain
Headache
Toothache
Cut
Bruise
Sprain

Menstrual pain
Diarrhoea
Vomiting
Rash/Itchiness over skin
Nervousness
Fever
Low energy
Hangover
Other 1:___________
Other 2:___________
Other 3:___________

17. Did someone advise you to try this home remedy? *
Please choose all that apply:
Your husband/wife
Other member of your household
Relative not living with you
Friend/co-worker/neighbour
Nobody advised, it was your own decision
Other:________________
18. Have you tried this home remedy before? *
Please choose only one of the following:
Yes
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No
19. What was the name of medicine(s) that you took? *
Please write your answer here:
20. Did you take this medicine(s) for any symptom(s) in particular?
Please choose all that apply:
Cough
Sneezing
Sore throat
Hay fever
Sinusitis
Back/Neck pain
Headache
Toothache
Cut
Bruise
Sprain

Menstrual pain
Diarrhoea
Vomiting
Rash/Itchiness over skin
Nervousness
Fever
Low energy
Hangover
Other 1:___________
Other 2:___________
Other 3:___________

21. Where did you get the medicine(s) from? *
Please choose only one of the following:
Already in the house (for example Medicine cabinet, kitchen etc)
Bought from Pharmacy (last 24 hours)
Bought from supermarket/other shop (last 24 hours)
Your husband/wife
Other member of your household
Relative not living with you
Friend/co-worker/neighbour
Other:____________
22. Did you seek advice from a pharmacist on your symptom(s)? *
Please choose only one of the following:
Yes
No
23. Did someone advise you to take this medicine?
Please choose all that apply:
Pharmacist
Your husband/wife
Other member of your household
Relative not living with you
Friend/co-worker/neighbour
Nobody advised, it was your own decision
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Other:______________
24. Have you tried this medicine(s) before? *
Please choose only one of the following:
Yes
No

Interaction with health professional
25. Did you CONSIDER seeing any of the health professionals for your
symptom(s) today?
Please choose all that apply:
I did not consider seeing any of
the health professionals
Acupuncturist
Dietician
Doctor
Dentist
Health food shop staff
Herbalist

Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer
Other:__________

26. Did you CONSIDER seeing the health professional(s) you ticked above for
any symptom(s) in particular?
Please choose all that apply:
Cough
Sneezing
Sore throat
Hay fever
Sinusitis
Back/Neck pain
Headache
Toothache
Cut
Bruise
Sprain

Menstrual pain
Diarrhoea
Vomiting
Rash/Itchiness over skin
Nervousness
Fever
Low energy
Hangover
Other 1:___________
Other 2:___________
Other 3:___________

27. When considering seeing the health professional(s) you ticked above, how
important was the cost of treatment in your decision on a scale of 1-7?
Not at all
important

Very
important
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28. Did you SEE any of the health professionals for your symptom(s) today?
Please choose all that apply:
I did not see any of the health
professionals
Acupuncturist
Dietician
Doctor
Dentist
Health food shop staff
Herbalist

Homoeopath
Osteopath/Chiropractor
Pharmacist
Physiotherapist
Traditional Maori healer
Other:__________

29. Did you SEE the health professional(s) you ticked above for any symptom(s) in
particular?
Cough
Menstrual pain
Sneezing
Diarrhoea
Sore throat
Vomiting
Hay fever
Rash/Itchiness over skin
Sinusitis
Nervousness
Back/Neck pain
Fever
Headache
Low energy
Toothache
Hangover
Cut
Other 1:___________
Bruise
Other 2:___________
Sprain
Other 3:___________
30. Did someone advise you to see the health professional(s) you ticked above?
Your husband/wife
Other member of your household
Relative not living with you
Friend/co-worker/neighbour
Nobody advised, it was your own decision
Other:________________
31. Approximately how much did you spend in last 24 hours in responding to your
symptoms?
Please write your answer here:

Submit your survey.
Thank you for completing this survey.
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Appendix 8: Symptom reporting questionnaire (Urdu)
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Appendix 9: Ethics approval for the preliminary work in
Pakistan
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Appendix 10: Ethics approval to conduct the pilot study and
the main study in Pakistan
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