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ABSTRACT 

A field experiment was conducted in a pediatric 

clinic to learn what impact use of a sequential persuasion 

strategy would have on the maternal role in attending well 

child exams. It was found that mothers who received an 

initial smaller request to sign a card pledging to bring a 

child for well child exams reported that they would attend 

significantly more often than mothers who did not receive 

the initial smaller request. Use of a FITD technique did 

not erode pediatrician credibility, maternal interpersonal 

attraction, or maternal satisfaction with the health care 

experience. The pledge card was significantly associated 

with higher ratings of health organization credibility. 

Several maternal characteristics were also examined for 

associations with maternal attitudes in this context and 

significant relationships were found regarding income, age, 

occupation, ethnicity, and education. 
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CHAPTER 1 

INTRODUCTION 

In the United States, pediatricians normatively 

prescribe preventive child health care visits or well child 

exams (Deisher, Derby & Sturmon, 1960; Hercules & Charney, 

1969; Roghmann, Hoekelman & Mclnerny, 1984). Well child 

exc^ns consist of a technical routine (physical 

examinations, screening tests, and immunizations) and a 

nontechnical attempt to support and guide parents' efforts 

at rhild care (Casey & Whitt, 1980; Foye, Chamberlin & 

Charney, 1977; Reisinger & Hires, 1980; Ross, 1981; 

Starfield & Barkowf, 1969; Stine, 1959; Wasserman & Inui, 

1933) . Despite national efforts to provide medical 

assistance to families with dependent children who could 

not afford preventive child health care services, large 

numbers of children continue to receive inadequate medical 

supervision (Hoekelman, 1975, 1983; Kovar, 1982). Wellness 

promoters lament that: 

It is a fact of life that human beings, with their 
countless differences in habits, biases, preferences, 
fears, and backgrounds, often seem to be the 
principal stumbling blocks to the effective 
implementation of health programs intended to aid 
those very human beings. (Kelley, A. B., 1979, p. 
193) 
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This suggests why, whether an individual 

consciously notes the process or not, communication about 

health permeates human existence—as an attempt to shape 

human behavior toward the outcome of good health 

(Mendelsohn, 1968; Stiles, Putnam, Wolf & James, 1979). 

Even before birth, health information, and the meaning 

assigned to same, affects human development (Chamberlin & 

Szumowski, 1980; Davids & Holden, 1970). The mother's 

perceptions regarding how her behaviors affect the 

developing child will, in part, depend upon communication 

patterns with friends, family, physicians, and others 

(Bertakis, 1977; Bissonette & Seller, 1980; Korsch, 1984; 

Korsch & Aley, 1973; Korsch, Freemon & Negrete, 1971; 

Korsch & Negrete, 1972; Korsch, Negrete, Mercer & Freemon, 

1971; Lane, 1983; Osborn & Woolley, 1981; Woolley, Kane, 

Hughes & Wright, 1978) . The effects of specific 

communication patterns on the maternal role in attending 

well child exams, however, may only be surmised, since 

previous compliance-gaining studies in the clinical setting 

typically focus on determining what factors, other than 

external pressure, contributed to compliance (Barry & 

Daniels, 1984; Cummings, Becker, Kirscht & Levin, 1981; 

Davis, 1966; Inui, Carter, Kukull & Haigh, 1982). 

Past investigations in the medical setting often 

support the importance of physician and patient 
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communication (DiMatteo & Hays, 198 0; Freemon, Negrete, 

Davis & Korsch, 1971; Goldman, Freidin, Cook, Eigner & 

Grich, 1982; Gozzi, Morris & Korsch, 1969; Korsch & 

Negrete, 1972; Robbins, Kauss, Heinrich, Abrass, Dreyer & 

Clyman, 1979; Wartman, Morlock, Malitz & Palm, 1983). Such 

research recognizes that: 

Consequently, detailed study of the process of 
communication between doctors (or other health 
professionals) and patients is essential for 
improvement of the delivery of medical care. 
(Korsch & Negrete, 1972, p. 67) 

Studies done in the clinical setting, however, frequently 

fail to incorporate knowledge from the discipline of 

communication and research in persuasion. The present 

investigation was, therefore, designed to learn under what 

conditions mothers are most susceptible to others' 

influence regarding attendance at well child exams, and 

under what conditions influence agents might induce mothers 

to change maternal behavior regarding attendance at well 

child exams. 

The project has practical implications for 

communication and medical researchers, as well as, 

theoretical importance. The study examines a sequential 

persuasion strategy, commonly referred to as 

foot-in-the-door (FITD) technique, which assumes that once 

a person complies with a smaller request, compliance with a 

larger request is more likely (Freedman & Fraser, 1966). 
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Health locus of control and several maternal 

sociodemographic characteristics are considered as 

variables that may impact the maternal role in attending 

well child exams and FITD's effectiveness. Further, 

credibility and interpersonal attraction, as well as, 

satisfaction with the health care experience are considered 

as outcomes of this FITD use. Although often employed in 

marketing studies, the approach has been overlooked by 

medical researchers. 

The Maternal Role In Child Health Care 

As the basic unit of health care and intervention, 

the family identifies and labels illness or dysfunctional 

behavior, selects treatment or hospitalization, and 

contributes significantly to rehabilitation (Chen & Cobb, 

1960; Litman, 1974; Schmidt, 1978; Thomas, 1982). Dealing 

with the care of children and the treatment of children's 

diseases, pediatrics is: 

...by definition, family-centered. Although the 
concern is primarily for the child-patient, it must 
be remembered that relatively little can be done for 
the child directly. (Korsch & Aley, 1973, p. 5) 

Few studies investigate family roles in specific 

health care or intervention situations, although the 

concept of role permeates family theory and research 

(Wynne, Ryckoff, Day & Hirsch, 1958). Role has been 

defined as "a goal-directed pattern or sequence of acts, 
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tailored by the cultural process for the transactions a 

person may carry out in a social group or situation" 

(Spiegel, 1960, p. 363) . What an individual expects and 

how an individual behaves within the context of family will 

define a family role (Thomas, 1982). For example, the 

actions that a parent performs to promote optimum growth 

and development and to achieve for the child a longer and 

fuller life are part of the behavior and responsibilities 

that define a parent's role within the family (Mechanic, 

1964; Pless, Roughman & Hagerty, 1972). The behavior of 

attending well child exams helps fulfill such parental 

responsibility (Chamberlin, Szumowski & Zastowny, 1979; 

Yankauer, 1973) . 

Many women in the United States, whether working 

outside of the home or not, assume full responsibility for 

child care (Aldous, 197 4; Heacock & Spicer, 1986; Slater, 

1961) . Thus, the responsibility and behavior of attending 

well child exams often falls to the mother. The ways that 

mothers process health care information to generate 

information about self, others, and situations may impact 

maternal attendance at well child exams and has been 

evaluated to determine what causal attributions mothers are 

likely to make regarding wellness promotion and child 

health care (Bartlett, 1984; Fulginiti, 1984; Korsch, 1984; 

Strain, 1984). A mother might, for example, attribute 
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attendance at well child exams to intrinsically inadequate 

parenting skills, perceiving that a competent mother 

requires no assistance in keeping her child healthy. Such 

causal attributions would be negatively associated with the 

goals of wellness promotion. On the other hand, a mother 

may attribute attendance at well child exams to 

intrinsically adequate parenting skills, perceiving that a 

competent mother cooperates with the process. Such causal 

attributions would be positively associated with the goals 

of wellness promotion. This line of reasoning employs the 

following theoretical framework. 

The Maternal Attribution Process 

Attribution theories deal with the ways that 

individuals process information in order to generate 

knowledge about self, others, and situations (Antaki, 

1982) . The process of seeking and sorting information is 

important to reduce uncertainty and increase adaptability 

(Berger, 1973a). Attribution theories assume that: (1) 

people seek to determine the causes of behavior, their own 

and others; (2) people assign causes systematically; and 

(3) such attributions impact the perceiver's own feelings 

and behavior (Kelley, H. H., 1971, 1972, 1973). Therefore, 

mothers are expected to seek out the causes of maternal and 

other behavior, to assign causes routinely and without 
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analysis, and to be behaviorally influenced by the 

attribution process. 

Merrill, Hollister, Gibbens, and Haynes' (1958) 

classic study of mothers in California found that friends' 

negative attitudes regarding the poliomyelitis vaccination, 

as well as, husbands' and family doctors' opinions 

contributed to the maternal attribution process and 

subsequent behavior. Some mothers in the Merrill and 

associates' investigation expressed positive orientations 

to the researchers about vaccination but did not 

participate by having children receive the inoculation. 

These mothers either cited their own negligence or 

ignorance, or the child's age (which dictated that the 

child was less susceptible to the disease) or illness 

(which prohibited the child's participation in vaccination) 

as causes for maternal behavior. Some mothers, therefore, 

cited an external state (child's age or illness) as the 

cause of the failure to vaccinate. Other mothers, however, 

inferred an internal state and arrived at a 

self-attribution of negligence or ignorance as a result of 

the observation of an external act. The latter 

demonstrates that attribution theory may be applied to 

actor as well as observer judgments (Antaki, 1982). In 

fact, one of the attribution perspectives holds as its 

central proposition that "individuals come to 'know' their 
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own attitudes, emotions, and other internal states 

partially by inferring them from observations of their own 

behavior and/or the situation in which this behavior 

occurs" (Bern, 1972, p. 2), much like the California mothers 

did in the Merrill et al. study. 

Maternal Self-Perceptions 

Bern's theory of self-perception (Bern, 1965, 1966, 

1967, 1972) suggests that a mother who attends well child 

exams may come to 'know' her own attitudes, emotions, and 

other internal states regarding preventive child health 

care by what she sees and hears herself do, just as an 

observer might. A mother who makes and keeps appointments 

for well child exams may view her own behavior as 

reflecting a positive attitude about keeping her child 

healthy and hold perceptions like, 'well child exams may 

lead to better health for children,' and 'attendance at 

well child exams is an easy thing to do.' Research also 

demonstrates that if an individual's behavior takes place 

in a situation where free choice is involved, self will be 

inferred as the cause of that behavior, but if rewards or 

incentives accompany an action, no self-attribution takes 

place (Bern, 1967). Therefore, mothers who freely cooperate 

with the practice of preventive child health care visits 

may judge themselves to be responsible for that behavior. 

However, mothers who receive compensation for attendance at 
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well child exams may view the behavior as resulting from 

external forces. 

The perception of self-motivated behavior may bring 

about a change in the mother's self concept, whereas 

behavior performed in the presence of reward or threat may 

be viewed as resulting from external forces and cause no 

maternal inferences regarding attitudes or beliefs. 

Mothers who freely choose to make and keep appointments for 

well child exams may internalize self-perceptions like, 'I 

care about my child's health,' and 'I do everything 

possible to safeguard my child's health.' 

A Sequential Persuasion Strategy; FITD Technique 

As previously noted, one type of sequential 

persuasion strategy, the FITD technique, uses a smaller 

initial request followed by a larger subsequent request in 

an attempt to increase compliance. Past research 

significantly associates the foot-in-the-door (FITD) 

technique with the attribution process. Use of the FITD 

technique in this study was expected to trigger positive 

maternal perceptions regarding attendance at well child 

clinics. FITD was further considered as a strategy with 

potential to impact outcomes regarding maternal perceptions 

of pediatrician credibility, health care organization 

credibility, interpersonal attraction for the pediatrician, 

and satisfaction with the health care experience. 



Attendance at Well Child Exams. The effectiveness 

of a FITD technique has been studied in numerous contexts 

with particular interest as an applied persuasive device 

being expressed by marketing professionals (Cialdini, 

Cacioppo, Bassett & Miller, J.A. 1978; Dillard & Burgoon, 

1982; Fish & Kaplan, 1974; Freedman & Fraser, 1966; Furse, 

Stewart & Rados, 1981; Hansen & Robinson, 1980; Pliner, 

Hart, Kohl & Saari, 1974; Reingen & Kernan, 1977; Scott, 

1977) . In summarizing previous FITD research, Dillard, 

Hunter, and Burgoon (1984) found an effect for FITD when an 

appeal was prosocial, and no incentives were used. Such 

findings suggest that to effectively employ this sequential 

persuasion strategy, an appeal to mothers to attend well 

child exams should be prosocial. Moreover, mothers should 

not be given incentives to comply with a first request, or 

they will make no self-attribution regarding their role in 

attending well child exams. 

Self-perception has been found to be a mediator of 

behavior in subsequent situations (Cann, Sherman & Elkes, 

1975), with a comparatively trivial behavior being 

sufficient to generate the self-perception that one is in 

favor of cooperating with good causes (Pliner et al., 

1974) . Dillard and associates' meta-analysis (1984) 

characterizes the typical FITD experiment as seeking 

compliance with some inoffensive initial request followed 



by a larger request that requires 30 minutes or longer to 

fulfill. The use of a FITD technique has not been examined 

in a clinical setting, although contracting with patients 

has been investigated, considering, for example, 

therapeutic partnerships that enlist family support to 

educate, motivate, and strengthen the patient (Anderson, 

1982; Bissonette & Seller, 1980; Garnet, Davis, McKenney & 

Steiner, 1981; Glanz, Kirscht & Rosenstock, 1981). Molteni 

and Garske (1983) found that patients who signed a written 

contract complied significantly more with specific aspects 

of the contracted task than patients who did not sign a 

written contract. Although the success associated with 

signing the written contract is often viewed as a result of 

making a public commitment, it might also be considered 

compliance with an initial smaller request. Thus, the act 

of signing a contract may trigger a self-attribution 

process, which when followed by a request to comply with 

some treatment regimen may illustrate a sequential 

persuasion process. 

Jeffrey, Thompson, and Wing (1978) and others 

(Franzini & Grimes, 1980; Magyar & Apostal, 1977; Ribner, 

197 4) also found that contracts increased compliance to 

treatment regimens. Eraker, Kirscht, and Becker (1984) 

observed that the contingency contract, which demands that 

both parties set forth a treatment goal, the specific 



obligations of each party in attempting to accomplish that 

goal, and a time limit for its achievement, increased 

compliance. Beyond increasing the likelihood of adherence 

to therapy by offering a written outline of expected 

behavior, contracts involve the patient in the 

decision-making process concerning the regimen. This 

involvement provides an opportunity for the patient to view 

self as the cause of future action, triggering the 

attribution process that may lead to positive 

self-perceptions regarding involvement in the health care 

process much like a FITD technique. 

In summary, a FITD technique produces compliance 

without external pressure, and compliance in the absence of 

external pressure should lead to the assignment of 

dispositional attributes to self, which are consistent with 

the compliance. This reasoning leads to the following 

hypothesis: 

Hi: Mothers who comply with a health care 

provider's initial smaller request will 

comply with a health care provider's 

subsequent larger request more often than 

mothers who do not receive the initial 

smaller request. 

Although not previously tested in a health context, 

the relationship between one behavior and another in an 



interlocking network of attitudes has often been 

demonstrated in past persuasion research. Bern (1972) 

suggests that, "If one has managed to alter an individual's 

attitude or self-attribution, it is not unreasonable to 

expect that this will induce consequent changes in other 

response systems" (p. 45). A FITD technique, therefore, 

may change not only maternal attitudes regarding preventive 

child health care but maternal preventive health care 

attitudes, as well. A mother who attends well child exams 

for her child may come to value the experience and consider 

such care as beneficial for herself and others' wellness, 

too. Thus, it was predicted that: 

H2: Maternal attitudes regarding attendance 

at well child exams are positively related 

to maternal attitudes about attendance at 

health screenings for self and others. 

Communication Variables 

"...students of persuasion have expended great 

energy studying communicator credibility, but almost 

exclusively as an antecedent, independent variable that 

influences subsequent persuasive outcomes, rather than as a 

persuasive outcome worthy of study in its own right" 

(Miller, Burgoon & Burgoon, 1984, p. 457). This study 

sought to determine if the use of a FITD technique 

significantly relates to maternal evaluations of 
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pediatrician or health care ogranization variable, as well 

as maternal interpersonal attraction for the pediatrician. 

Credibility of the Pediatrican. Some research 

indicates that the greater the perceived credibility of a 

source, the more likely a receiver is to accept the 

source's influence attempts (Greenberg & Miller, 

1966; Hass, 1981; Hewgill & Miller, 1965; Hovland, Janis & 

Kelley, 1953; Tompkins & Samovar, 1964; Warren, 1969). Low 

credibility sources may not be as persuasive as high 

credibility sources (Greenberg & Miller, 1966; Hovland, 

Janis & Kelley, 1953). "In fact, the credibility of a 

communicator may be the best single predictor of the course 

or direction of most communication transactions" (Burgoon & 

Ruffner, 1978, p. 35). Scholars have reported the 

relationship of source characteristics, listener 

characteristics, and situation characteristics to listener 

perceptions of source credibility (Burgoon, 1978; Carbone, 

1975; Heston, 1974; Miller & Hewgill, 1964; Mills & 

Aronson, 1965; Ragsdale & Mikels, 1975; Siegel, Miller & 

Wotring, 1969). This study asked: 

Rl: Is use of a FITD technique related to 

maternal perceptions of pediatrician 

credibility? 

Health Care Organization Credibility. McCroskey, 

Jensen, Todd, and Toomb's.(1972) study of organization 



source credibility emphasizes the need to employ different 

measurement for credibility of organization sources and 

other sources. Research in health care focuses on factors 

such as the organization of care, supporting the notion 

that maternal attitudes include evaluations of the health 

care organization (Berkanovic et al., 1981; Fleming, 1981; 

Linn et al., 1985). Thus, a further research question 

examined this issue: 

R2: Is use of a FITD technique related to 

maternal perceptions of health care 

organization credibility? 

Maternal Attraction for the Pediatrician. A 

person's attitude and behavior are in part mediated by 

attraction to, trust in, and respect for the source 

(Watzlawick, Beavin & Jackson, 1967). Interpersonal 

attraction may be defined as "an individual's tendency or 

predisposition to evaluate another person or the symbol of 

the person in a positive way" (Berscheid-Walster. & 

Hatfield, 1983, p. 3-4). McCroskey and McCain (1974) 

summarize the interpersonal attraction literature's 

findings and conclude that the more people are attracted to 

one another, the more they will communicate, and the more 

influence they will have on one another. 

"There is in the nature of human communication no 

way of making another person a participant in information 



or perceptions available exclusively to onself. The other 

can at best trust or distrust, but he can never know" 

(Watzlawick, et al., 1967, p. 226). Thus, a mother may 

never accurately perceive her child's physician's 

motivations; the pediatrician may be unable to determine 

the mother's intentions. "In all types of dyadic pairs, 

however, the attraction between the two people is a force 

central to their perceptions of each other" (Wilmot, 1980, 

p. 70) . 

In making attributions regarding others, people 

try to judge why others do and say the things they do 

(Kelley, H. H., 1972) . Perceptions of someone flattering 

just to manipulate creates reluctance to grant the 

ingratiator what they want (Berscheid-Walster & Hatfield, 

1983; Brewer & Brewer, 1968; Byrne & Clore, 1970). Thus, 

if a mother perceives that the use of a smaller initial 

request is an act of ingratiation, that perception may be 

negatively associated with attendance at well child exams 

and negatively impact maternal interpersonal attraction for 

the pediatrician. However, arriving at similar 

attributions for an event or set of events increases the 

expectation that persons will be attracted to one another, 

because the similarity further reduces uncertainty (Berger, 

1973b). Therefore, a compliance technique that 

demonstrates to mothers that the goal of well child exams 
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is the same as the mother's own, to keep her child healthy, 

may be positively associated with wellness promotion and 

maternal interpersonal attraction for the pediatrician, 

too. Thus, a further research question was asked: 

R3: Is use of a FITD technique related to 

maternal perceptions of interpersonal 

attraction for the pediatrician? 

Health Care Variable 

Maternal Satisfaction with the Health Care 

Experience. Patient satisfaction as a variable has 

received much attention by researchers, clinicians, and 

medical educators (Comstock, Hooper, Goodwin & Goodwin, 

1982; DiMatteo & Hays, 1980; Doyle & Ware, 1977; Korsch, 

Gozzi & Francis, 1968; Larsen & Rootman, 1976; Lebow, 

1975; Smith, Polis, & Hadac, 1981; Ware & Davies, 1983). 

"Nowhere does patient satisfaction play a more important 

role than in children's health care. If mothers are 

dissatisfied, they may fail to take their children for 

preventive visits or abandon treatment regimens" (Dutton et 

al., 1985) . 

Patient satisfaction has been found to be 

positively associated with the amount of time spent in 

dicussion of preventive care by a physician, which suggests 

that patients appreciate such expressions of concern about 

health matters (Smith et al., 1981). A FITD technique that 



is aimed at increasing maternal attendance at well child 

exams will result in an increased amount of time being 

spent in discussion about the recommended practice. Thus, 

it was hypothesized that: 

H3: Use of a FITD technique is positively 

related to maternal evaluations of 

satisfaction with the health care 

experience. 

Other Mediators of Maternal Attitudes 
Regarding Attendance at Well Child Exams 

Personality Variable 

Health Locus of Control. Rotter (1966) derived the 

concept of locus of control from social learning theory to 

examine the individual's uniqueness in attributing behavior 

to self or other forces such as chance, fate, or powerful 

others. Persons who take the latter view are said to have 

an external locus of control, while those who hold the 

former perspective have an internal locus of control 

(Hountras & Schraf, 1970; Lefcourt, 1966; Maselli & 

Altrocchi, 1969). Of interest to the current research are 

past studies that examined the relationship between 

internal or external control and an individual's 

susceptibility to influence attempts. 

A number of researchers report no difference in 

persuasibility of internals and externals in the presence 

of an overt attempt to persuade (Strickland, 1970). Subtle 



efforts to influence, on the other hand, have met with 

resistance by internals (Getter, 1966). A FITD technique, 

if perceived as a subtle effort to influence, might be 

resisted by mothers with an internal locus of control. 

"The relationship between locus of control beliefs 

and health-care-related behaviors appears to be, at best, 

highly complex" (Wallston, B. S., Wallston, K. A., Kapland 

& Maides, 1976, p. 584). However, a mother who perceives 

herself to have control over her existence may be less 

inclined to attend well child exams. Such mothers may 

believe that their own health and the health of their 

children is within the realm of- personal influence and 

control. 

On the other hand, a high degree of belief in the 

power and control that others exert over her seems to 

result in a mother's belief that powerful others, such as 

doctors, have control over the health of the mother and her 

child. Such a mother may be more inclined to behave 

according to the prescription of health care providers. 

Further, a mother's locus of control should contour 

her perceptions of others, situations, and events. An 

externalizer, by the logic of self-attribution, should 

associate her behavior with a belief in the cause, the 

person, or the event associated with the behavior. A 

mother's external locus of control should result in 
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greater adherence to the principles of preventive medicine, 

as well as higher evaluations of the promoters and 

providers of such care. This reasoning leads to the 

following hypotheses: 

H4: An external health locus of control 

is positively related to attitudes 

about preventive health care. 

H5: An external health locus of control 

is positively related to maternal 

evaluations of the health care 

experience. 

Sociodemographic Variables 

Income, Age, and Occupation. Income is often 

examined as a variable in health care research (Alpert, 

Kosa, Haggerty, Robertson & Heagarty, 1970; Hulka, 

Zyzanski, Cassel & Thompson, 1971). A general theme 

emerging from pediatric medical research characterizes the 

mother who is less likely to adhere to a medical regimen 

for her child as having a self-perception of her own health 

as being relatively poor and finding it difficult to keep 

appointments, particularly in low income populations 

(Becker, Drachman & Kirscht, 1974). Thus, it was 

hypothesized that: 

H6: Income is positively related to maternal 

attitudes about well child care. 
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Other demographic characteristics, such as age and 

occupation, are often examined to determine what impact 

each has on health care related behaviors (Berkanovic, 

Telesky & Reeder, 1981; Goldman et al., 1982; Linn, Brook, 

Clark, Davies, Fink & Kosecoff, 1985; Stewart, 1983; 

Swinehart, 1963). The results associating such variables 

with patient behavior, however, are varied and should be 

examined in the context of pediatrics and attempts at 

influencing maternal behavior. Therefore, a research 

question was asked with regard to maternal age and 

occupation rather than positing a hypothesis: 

R4: Is maternal age or occupation related to 

maternal attitudes about well child care? 

Ethnicity and Education. Ethnicity and education 

have also been shown to impact the decision to seek medical 

care. Health care utilization by Hispanics has been rated 

lower than by Anglos (Hu & Covell, 1986; Roberts & Lee, 

1980). More education has been found to be an indicator of 

greater use of preventive health care services, presumably 

owing to increased awareness and knowledge regarding the 

benefits (Becker & Maiman, 1975, 1980; Bullough, 1972). 

Thus, it was hypothesized that: 

H7: Anglo origin and education are positively 

related to maternal attitudes about well 

child care. . 
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Method of Payment. Method of payment is also 

considered to impact health care behavior (Stratmann, 

Block, Brown & Rozzi, 1975). In Arizona, the 1981 adoption 

of the Arizona Health Care Cost Containment System 

(AHCCCS), a political health care reform model based on a 

health maintenance organization model, makes method of 

payment a particularly interesting variable. Whether 

members of an AHCCCS plan will use preventive health care 

services may determine whether the program is able to 

improve health and reduce health care costs for members. 

With close to 50 percent of Arizona's AHCCCS-eligible 

persons under 18 years of age (Miller, J., 1984) and 

eligible for well child exams, the issue of method of 

payment may suggest how successful program planners have 

been in making preventive health care services salient to a 

specific population. AHCCCS' mothers are low income 

mothers and, as posited earlier, low income is negatively 

related to use of preventive health care services. Thus, a 

second research question was posed: 

R5: Is maternal method of payment for well 

child care related to maternal attitudes 

about well child care? 



CHAPTER 2 

METHOD 

The predictions made in this study were tested in a 

field experiment in the Pediatric Clinic at the University 

of Arizona Health Sciences Center in Tucson, Arizona. 

Mothers were asked to participate in a study designed to 

increase understanding of well child visits. An initial 

contact was made with all mothers. The mothers in the 

control group were asked to answer a few questions while 

waiting to see the doctor (familiarization condition). The 

mothers in the treatment group were asked to answer a few 

questions and to sign a pledge card (performance 

condition). Thus, subjects in both conditions had equal 

familiarity with the experiment,,so that the only 

difference between groups was the performance of the 

initial smaller request. Equal familiarity of all subjects 

with the experiment controls for the possibility that 

familiarity is responsible for the likelihood of compliance 

with a larger request, as familiarity may decrease fear and 

suspicion. 

23 



24 

Subjects 

The sample consisted of 6 6 mothers (N=6 6) who were 

recruited while in attendance at the University of 

Arizona's Health Sciences Center's Pediatric Clinic in 

Tucson, Arizona. An additional 9 mothers distributed about 

equally between the familiarization and performance 

conditions could not be reached for the second contact and 

are not included in the data analysis. This resulted in a 

follow-up completion rate of 88%. Subjects were assigned 

randomly to the familiarization or performance condition. 

The age of the mothers ranged from 17 to 55 years 

of age (the latter case being a mother with an adolescent 

son); 2 9 was the mean and 2 7.5, the median age. 

Twenty-four percent of the mothers were Hispanic and 56 

percent Anglo. Seventy-three percent of the respondents 

reported that English was their primary language, while 20 

percent reported that they were bilingual with Spanish as 

their first language. Sixty percent of the .mothers 

reported their occupation as homemaker; 56 percent reported 

their marital status as married. Sixty-six percent were 

high school graduates, and 12 percent reported some college 

education. Twenty-six percent of the participants reported 

the family income to be under $5,000; 3 percent reported 

over $40,000. Forty-seven percent of the mothers had 

attended the clinic with their child four times or less. 



Further, 30 percent of the mothers had one child, 39 

percent had two children, and 17 percent had three. Length 

of residency in the state varied widely, with twenty-seven 

percent of the mothers having resided in Arizona for 5 

years or less; 46 percent for 10 years or less. 

Procedures 

The researcher obtained permission to be present in 

the Pediatric Clinic during the hours from 1:00 p.m. to 

5:00 p.m. for three consecutive weeks during the month of 

August in 1986. While signing-in with the receptionist, 

mothers were informed that they would be approached by an 

interviewer (n=3). The interviews were evenly distributed 

across conditions among the three interviewers, who told 

mothers that participation was voluntary, confidential, and 

in no way would affect treatment for their child at the 

clinic. All mothers were approached individually and told 

by the interviewer that the clinic was conducting a project 

designed to increase maternal understanding of well child 

visits. The mothers were asked if they would be willing to 

participate in the project. Mothers were told that 

participation meant answering a few questions while waiting 

to see the child's physician and providing the interviewer 

with a phone number where the mother could be reached 

within the next two weeks to answer a few more questions. 

Mothers without telephones were eliminated from the study 
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at the outset. Dillard and et al.'s (1984) meta-analysis 

reported use of a FITD technique only once in a 

face-to-face setting, with the remaining research being 

conducted via telephone. A combined approach was used in 

this study with the initial contact being made face-to-face 

and the subsequent contact being made via telephone. 

After a mother agreed to participate and provided 

the phone number, the interviewer asked the mother for her 

child's name and birthdate, the reason for the scheduled 

visit, and method of payment. If the mother was assigned 

to the performance condition, she was told that: 

The doctors in this clinic just want to be sure 
that you understand that the purpose of well 
child exams is to keep your child healthy by 
periodically checking growth and development. 
To help you remember when you should make an 
appointment for a well child exam, would you 
please sign this card? The card has a printed 
schedule of the times when your child should 
be seen for well child exams. 

After the mother signed the card, she was thanked 

and then asked a number of demographic questions. A health 

locus of control scale was also administered. The mother 

was then thanked for her participation and told that she 

would be contacted within the next two weeks to answer a 

few questions about her scheduled visit. The process took 

approximately fifteen minutes. 

If the mother was assigned to the familiarization 

condition, the interviewer moved from questions about 



reason for the visit and method of payment to the 

demographic questions, general health care questions, and 

the health locus of control scale, eliminating the 

explanation concerning the pediatrician's desire to 

increase maternal awareness about well child exams and the 

initial request to sign the pledge card, and the actual 

signing. These mothers were also thanked and told that the 

researcher would contact them within the next two weeks to 

answer a few questions about their scheduled visit. This 

process took approximately ten minutes. Thus, the time 

difference between an interview in the familiarization 

condition and performance condition was approximately 5 

minutes, which has been reported as the usual amount of 

time that is required for FITD participants to comply with 

an initial request. A complete copy of the clinic 

instrument appears in Appendix A. 

The larger request was made to participant mothers 

as early as two days following their scheduled appointment 

and no more than two weeks later. When the mother was 

contacted by phone, the researcher introduced herself and 

said: 

When you recently visited the Pediatric Clinic 
with you child, you participated in a research 
project. At that time, you answered a few 
questions and the researcher told you that a 
follow up phone call would be made to ask you 
a few more questions. It will only take a few 
minutes of your time. I would like to remind 
you that your answers are confidential and that 



your doctor will not see your responses. 

If the mother had received a pledge card, the 

following statement was made: 

When you were last in the Pediatric Clinic, 
your doctor wanted you to receive and sign 
a card, pledging to bring your child in for 
well child checks, which you did. 

Thus, reference was made to the health care organization 

and the pediatrician in the performance condition in 

conjunction with making the subsequent larger request. 

Then the mother was asked, "Do you still have the card?" 

All mothers who received a pledge card reported still 

having the card in their possession. The researcher then 

noted, "According to the card, your child is due for (and 

filled in the appropriate time) well child exam. Will you 

please attend your child's next well child exam?" 

If the mother was in the familiarization condition, 

the researcher moved from the phone introduction to the 

question, "Will you please attend your child's next well 

child exam?" 

All mothers were asked, "Will you call to schedule 

a check-up and health screening for yourself?" 

Credibility scales for the pediatrician and the 

Pediatric Clinic were administered. Satisfaction and 

attraction scales were the final instruments administered 
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via the follow-up phone calls. A complete copy of the 

phone survey used in this study appears in Appendix B. 

Independent Variables 

The use of a FITD technique, the initial smaller 

request in this study, was operationalized as a pledge card 

that the mother was asked to sign. A pledge card was 

developed that included a printed schedule of the federally 

established periodicity table for well child exams. The 

card further consisted of the single, simple statement: 

"I, (with a blank for the mother's signature), will bring 

my child, (with another blank for the child's name), for 

well child exams according to the printed schedule." 

Mothers were asked, "What is your occupation?"; 

maternal occupation was operationalized as homemaker or 

other. 

Mothers were also asked, "How will you pay for this 

visit today?"; method of payment was operationalized as 

AHCCCS, fee-for-service, medical insurance, health 

maintenance organization, or other. 

Further, ethnicity was operationalized by the 

interviewer's inquiry, "Would you describe yourself as 

Hispanic, Anglo, Black, Asiatic, or other (please 

specify)." 

The maternal characteristic of education was 

operationalized by asking, "What is the last grade in 



school that you completed?"; answers were rank ordered in 

categories that ranged from eighth grade or less, to some 

high school, high school graduate, some college, two-year 

college graduate, four-year college graduate, or post 

graduate. 

Finally, mothers were asked, "Please estimate the 

total yearly income of your household."; and answers were 

ranked from under $5,000 to over $40,000, in increments of 

five thousand dollars. 

Maternal health locus of control was 

operationalized by six items from Wallston, Wallston, 

Kaplan, Maides' (1976) health locus of control scale. The 

scale had been shown to be reliable in past research and 

was deemed to be the best one available for studying the 

important predictions regarding maternal health locus of 

control. Internal reliability analysis revealed an alpha 

coefficient of .48. Thus, any results found with regard to 

health locus of control in this study are inconclusive. 

Dependent Variables 

The subsequent larger request was operationalized 

as attendance at a child's next well child exam. As 

already described, mothers were asked whether they would 

attend their child's next exam. However, because agreement 

to attend was not the desired outcome, a further measure of 

compliance was deemed necessary. The desire to measure 



actual compliance was impossible due to several factors. 

Mothers attending the clinic for reasons other than well 

child care often reported that they received well child 

exams at other clinics. For example, a mother attending 

the Pediatric Clinic with a child who was ill may have 

reported that well child care was received at St. 

Elizabeth's Clinic or the county health department. For 

mothers who received well child care at the Pediatric 

Clinic, another factor prevented the actual tracking of 

maternal compliance. The researcher or the clinic staff 

would have had to check patient charts and keep a record of 

maternal attendance. Access to charts was beyond the 

permission granted the researcher; recording maternal 

attendance was beyond the cooperative abilities of the 

clinic staff. Therefore, a mother who agreed to attend the 

child's next well child exam was then asked if she would 

call to schedule that exam within the next two weeks. 

The dependent variable of maternal attendance at a 

check-up or health screening for herself was 

operationalized by asking the mother if she would call to 

make such an appointment for herself. 

In an attempt to keep the overall survey instrument 

as short as possible, interpersonal attraction was limited 

to six items, source credibility was limited to ten items, 

organization credibility was limited to ten items, and 
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satisfaction with the health care experience was limited to 

six items. To gain the greatest reliability and internal 

consistency, each dependent measure was treated 

unidimensionally. 

Credibility of the pediatrician was measured as a 

unidimensional construct by 10 pairs of bipolar trait terms 

as adapted from McCroskey, Jensen, and Valencia (1973); two 

items from each of the five dimensions were used. The 

alpha reliability found in this study was .88. The terms 

in each pair were placed at the extremes of a 7-point, 

semantic differential scale. 

Credibility of the pediatric clinic was also 

measured unidimensionally by a scale consisting of 10 pairs 

of bipolar trait terms adapted from McCroskey, Jensen, 

Todd, and Toomb (1972); two items from each of the five 

dimensions were used. The alpha reliability found in the 

present research was .69. 

Six, 5-point Likert type items were taken from the 

Medical Interview Satisfaction Scale (Wolf, Putnam, James & 

Stiles, 1978) and used to unidimensionally measure maternal 

satisfaction with the pediatric health care experience; two 

items from each of the three dimensions were used. Alpha 

reliability found for this research was .82. 

Maternal attraction for the pediatrician was 

measured by six, 5-point Likert type items taken from 



McCroskey and McCain's (1974) interpersonal attraction 

scale; two items from each of three dimensions were used. 

Alpha reliability found for this research was: .80. 

Statistical Analysis 

In this pretest-posttest control group design, the 

use of a pledge card or no pledge card yielded two groups 

in which a FITD technique or no FITD technique was used. 

Subjects were assigned randomly to'the experimental or 

control group; both groups were pretested; one group was 

given the treatment; and the groups were compared on the 

posttest. 

Calculated chi-squares were used to test hypothese 

1 and 2, as well as hypothesis 7 with regard to ethnicity' 

impact on maternal attitude and future attendance at well 

child exams. Further, research question 4 with regard to 

maternal occupation and research question 5 were tested 

with chi-squares with regard to maternal attitude and 

future attendance at well child exams. The first three 

research questions, as well as question 4 with regard to 

maternal age were tested via Pearson product-moment 

coefficients. Hypotheses 3 through 6, as well as 

hypothesis 7 with regard to education were also tested via 

Pearson product-moment coefficients. Finally, Pearson 

product-moment coefficients were calculated to determine 

the relatedness between maternal attitude as reflected by 
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credibility, satisfaction, and attraction ratings and the 

maternal characteristics tested in hypothesis 7 with regard 

to ethnicity, research question 4 with regard to maternal 

occupation, and research question 5 with regard to method 

of payment. 



CHAPTER 3 

RESULTS 

Analysis of the data revealed that 25% of the 

mothers in attendance at the pediatric clinic during the 

time of this study reported that they had not attended 

their child's last well child exam. For the initial 

smaller request in the study, the mothers who received a 

card were asked to sign that card (n=3 0); 29 complied, a 

98% compliance rate. 

Tests of Hypotheses and Research Questions 

To examine the seven hypotheses and five research 

questions, several analyses were performed. Alpha levels 

of .05 were set for statistical significance. Only 

corrected chi-squares are reported. 

Hypothesis One. Hypothesis one predicted that more 

mothers who received an initial smaller request to sign a 

pledge card would comply with the subsequent larger request 

to attend a well child exam than mothers who did not 

receive a card. One hundred percent of the subjects in the 

initial request condition reported that they would attend 

their child's next well child exam. Only 41.7% of the 

mothers who did not receive an initial request reported 

35 
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that they would attend "X^l, N = 66) = 23.05, £ < .05. Due 

to the small number in one cell, a Fisher's exact test was 

performed and confirmed the results to be significant at 

the £ = .05 level. Thus, hypothesis one was supported, and 

FITD did significantly impact the maternal role in report 

to attend well child exams (see Table 1). 

Further, 61.5% of the mothers who recieved the 

pledge card and had a child due for a well child exam said 

that they would schedule the exam within two weeks. Only 

3 8.5% of those mothers who did not receive a card and who 

had a child due for a well child exam said that they would 

schedule the exam -^(l, n = 36) = 9.08, £ < .05. Again, 

due to the small number in one cell, a Fisher's exact test 

was performed and confirmed the results to be significant 

at the £ = .05 level. 

Hypothesis 'Two. The second hypothesis concerned the 

association between maternal compliance with well child 

exams and compliance with preventive health practices for 

the mother, as well. A chi-square was calculated and 

showed no significant differences between mothers who 

received a card and mothers who did not receive a card 

regarding intent to schedule a health screening. Thus, the 

hypothesis was not supported. (See Table 2). 

Research Question One. As reported in Table 3, the 

question regarding an association between use of a FITD 



technique and maternal perceptions of pediatrician 

credibility showed no significant relationship (r = -.11). 

Research Question Two. The second research 

question concerned the relatedness between use of a FITD 

technique and maternal perceptions of health care 

organization's credibility. A signficant association was 

found (r = -.26) indicating that mothers who received a 

pledge card rated the Pediatric Clinic significantly higher 

on credibility. (See Table 3.) 

Research Question Three. The third research 

question addressed the possible association between use of 

a FITD technique and maternal perceptions of interpersonal 

attraction for the pediatrician. No significant 

relationship was found (r = -.17). (See Table 3.) 

Hypothesis Three. A third hypothesis posited in 

this study concerned the association between maternal 

ratings of satisfaction with the health care experience and 

use of a FITD technique. The hypothesis was not supported 

(r = .-14). (See Table 3.) 

Hypothesis Four. The fourth hypothesis concerned 

the relationship of an external health locus of control to 

attitudes about preventive health care. This hypothesis 

was not supported (r = .17). No significant differences 

were found between mothers who said they would attend and 

mothers who said they would not attend as regards locus of 
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control. (See Table 3.) However, as previously mentioned, 

due to the poor reliability of the instrument used to 

measure health locus of control and the theoretically 

interesting question regarding locus of control and health 

care behaviors, the need remains to consider the issue but 

with a proven reliable measuring instrument. 

Hypothesis Five. As regards maternal evaluations 

of the health care experience, an external health locus of 

control was found to be significantly related to maternal 

ratings of credibility of the health care organization (r = 

.21). However, external locus of control was not 

significantly related to maternal ratings of credibility of 

the pediatrician (r = .13), interpersonal attraction for 

the pediatrician (r = .07), or satisfaction with the health 

care experience (r = .11). (See Table 3.) 

Hypothesis Six. The sixth hypothesis concerned the 

positive relationship between maternal income and maternal 

attitudes regarding well child care. No significant 

relationship was found between income and maternal report 

to attend (r = -.14), credibility of the pediatrician (r = 

-.01), credibility of the health care organization (r = 

.13), or satisfaction with the health care experience (r = 

.19). However, a strong negative relationship was found 

between maternal income and maternal ratings of 

interpersonal attraction for the pediatrician (r = .60). 



The lower the income the mother reported, the higher were 

her ratings of attraction. Thus, hypothesis six was not 

supported. (See Table 3.) 

Research Question Four. This question concerned 

the possible association between maternal age or occupation 

and maternal attitudes about well child care. No 

significant relationship between maternal age and report to 

attend was found (r = .0 9). Further, age did not 

significantly relate to maternal perceptions of 

pediatrician credibility (r = -.08) or maternal perceptions 

of health care organization's credibility (r = .12). 

However, age was significantly related to maternal 

perceptions of attraction for the pediatrician (r = .21) 

and maternal perceptions of satisfaction with the health 

care experience (r = .22). (See Table 3.) 

Maternal occupation was not significantly related 

to maternal report to attend as shown by the nonsignficant 

chi-square. However, occupation was significantly related 

to maternal attraction for the pediatrician (r = -.63) and 

satisfaction with the health care experience (r = .31) but 

unrelated to maternal ratings of pediatrician credibility 

(r = .13) and health care oganization1s credibility (r = 

-.07). Thus, mothers who were employed outside the home 

rated satisfaction with the health care experience higher, 
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while mothers who were fulltime homemakers rated attraction 

for the pediatrician higher. (See Table 3.) 

Hypothesis Seven. The final hypothesis concerned 

the relationship between maternal ethnicity and education 

and maternal attitudes about well child care. It was 

predicted that Anglo origin and education positvely relate 

to maternal attitudes about well child care. The findings 

revealed that credibility of the pediatrician was 

significantly and negatively related to Anglo origin (r = 

-.24). Hispanic mothers rated the pediatrician 

significantly higher in credibility than the Anglo mothers. 

However, ethnicity strongly and positively related to 

maternal ratings of attraction for the pediatrician (r = 

.66). Anglo mothers rated interpersonal attraction for the 

pediatrician significantly higher than Anglo mothers. No 

significant differences for ethnicity were found for 

maternal ratings of credibility of the health care 

organization (r = .05) or maternal ratings of satisfaction 

with the health care experience (r = .11). 

Maternal education was found to be positively 

related to maternal ratings of attraction for the 

pediatrician (r = .61) and maternal ratings of satisfaction 

with the health care experience (r = .34). Maternal 

education was found, however, to be signficantly negatively 

related to maternal ratings of credibility of the 
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pediatrician (r = -.30). No significant differences were 

found with regard to maternal education and maternal 

ratings of credibility of the health care organization (r = 

-.15) and maternal report to attend and maternal education. 

(See Table 3.) 

Research Question Five. This final research 

question considered the association between method of 

payment for pediatric child care and maternal attitudes 

regarding such care. A significant positive relationship 

was found between maternal ratings of credibility of the 

pediatrician and maternal method of payment, and maternal 

ratings of satisfaction with the health care experience and 

maternal method of payment. Mothers who paid by means 

other than AHCCCS rated the pediatrician higher in 

credibility (r = .37) and rated satisfaction with the 

health care experience higher (r = .23). No other 

significant differences'were found to be associated with 

maternal method of payment. (See Table 3.) 



CHAPTER 4 

DISCUSSION 

This field experiment sought to examine the impact 

of a sequential persuasion strategy's use in a clinical 

setting. Specifically, FITD technique was applied to the 

maternal role in attending well child exams. The goal was 

to increase maternal attendance at such periodic 

screenings. Further, the research sought to examine the 

impact of the persuasive strategy on maternal perceptions 

of pediatrician credibility, health organization 

credibility, interpersonal attraction for the pediatrician, 

and maternal satisfaction with the health care experience. 

The experiment allowed comparisons between mothers who 

received an initial smaller request in the form of a pledge 

card and mothers who did not receive such a request on the 

report of compliance with a subsequent larger request. 

Findings supporting the hypotheses that use of FITD would 

increase maternal attendance at well child exams may offer 

wellness promoters a viable option for future campaigns. 

Support found for the first hypothesis suggests 

that the shaping of patients' behavior may be an 

appropriate method to gai,n adherence to medical 
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recommendations. Asking a mother to perform a small act 

and following compliance with a larger request achieved the 

intended goal. Asking a patient to perform a small act and 

following compliance with a larger request may also achieve 

a greater correspondence between physicians' requests and 

patients' behavior. 

Past research employing a FITD technique has found 

that persons who perform an initial smaller act will 

perform a larger act even when a different individual makes 

the larger request. This study further supports such a 

notion, as three interviewers were involved in the first 

encounter while only one interviewer made the follow-up 

contact. Further discussion follows on the implications of 

results found in this study. Suggestions for future 

research and implications for wellness promotion are also 

included. 

Hypotheses and Research Questions 

Hypothesis one stated that mothers who receive a 

pledge card (the initial smaller request) would more often 

attend a well child exam (the subsequent larger request) 

than mothers who did not receive the card. A significant 

difference was found between the two maternal groups. Such 

findings suggest that wellness promoters might increase the 

number of children who participate in recommended health 

screenings by providing parents with a convenient and 



unobtrusive timetable for such care. Further, the act of 

signing a pledge card may make a greater impression on 

parents of preventive health care's purpose. 

Hypothesis two predicted an association between 

maternal attendance at health screenings for children and 

attendance at such appointments for themselves. No 

significant differences were found between the mothers who 

received a card and those who did not. However, the small 

sample size, as well as, the particular clinic chosen for 

this investigation may have more to do with the outcome 

than FITD's use. Participants were often confused by the 

question and frequently reported that they had other 

sources for personal health care. 

The association between maternal health behavior 

for self and other may still be a valid one, as suggested 

by earlier theoretical linkages in this study, and should 

be further explored. A. more reliable means of measurement 

regarding the relationship between such attitudes is 

needed. For example, future research might use a scale 

composed of such items as, "How likely is it that you will 

attend your child's next well child exam?"; "How likely is 

it that you will attend regular check-ups for yourself?"; 

"How likely is it that you will recommend regular check-ups 

to other immediate family members?"; "How likely is it that 

you will recommend regular* check-ups to friends and 



relatives?"; and finally, "How likely is it that you will 

recommend regular check-ups to others with whom you are not 

well-acquainted?" This instrument should be more valid and 

reliable in its findings. 

The third hypothesis in this study predicted but 

did not find a positive association between use of a FITD 

technique and maternal ratings of satisfaction with the 

health care experience. Similarly, research question one 

addressed the possible relatedness of maternal ratings of 

pediatrician credibility and use Of a FITD technique; 

research question two addressed maternal ratings of health 

organization credibility and use of a FITD technique; and 

research question three addressed maternal ratings of 

interpersonal attraction and use of a FITD technique. 

The only significant relationship found was between 

maternal ratings of health organization credibility and use 

of a FITD technique. This positive relationship showed 

that receipt of a pledge card was significantly related to 

higher ratings of health organization credibility. Such an 

association suggests that mothers appreciate having the 

pledge card and grant credit for possession of the card to 

the organization of care rather than to the pediatrician. 

Thus, maternal ratings regarding the pediatrician, in terms 

of credibility, attraction, and satisfaction, do not 

significantly correlate with having .a pledge card. 
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However, a different operationalization of a FITD technique 

might well be positively associated with other outcomes of 

care. 

The fourth hypothesis concerned maternal health 

locus of control and was not supported. Poor reliability 

of the measuring instrument may account for the lack of 

support for this hypothesis. The sample population may 

account for poor reliability, as the means clustered at the 

external end of the scale. Persons low in socioeconomic 

status, as the majority of respondents were, have been 

shown to often adopt thought patterns that attribute their 

situation in life to powerful others. Further inquiry into 

the association between health care behavior and locus of 

control should be studied in future research. A more 

reliable instrument and a more broadly drawn sample are 

necessary, however, to determine whether a relationship 

exists. 

Regarding maternal evaluations of the health care 

experience as measured by ratings of satisfaction, 

attraction, pediatrician credibility, and health care 

organization credibility, the fifth hypothesis predicted a 

positive relationship between such ratings and an external 

health locus of control. This hypothesis also was not 

supported but, as with the previous hypothesis, must be 
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examined with a more reliable instrument and generalizable 

population. 

The association between maternal income and 

attitudes regarding well child care shows that lower income 

mothers rated the pediatrician higher in interpersonal 

attraction. This is, perhaps, an example of 'opposites 

attracting1; the pediatrician's status and income may be 

seen by a lower income mother as desirable assets, which 

positively influences her judgments. Often, greater 

attraction leads to greater liking, which in turn leads to 

more opportunities for interaction and the attainment of 

communication goals. This is an interesting finding and 

may inform policy by suggesting to pediatricians that lower 

income mothers are very open to communication about health 

care. 

Maternal age was also positively related to 

perceptions of interpersonal attraction, and perceptions of 

satisfaction with the health care experience, too. Older 

mothers were more satisfied and rated the pediatrician 

higher in interpersonal attraction. The former is a 

finding that is consistent with research in pediatrics. 

The latter suggests that older mothers, like lower income 

mothers, may be more receptive to a pediatrician's 

influence attempts. The further findings that .fulltime 

homemakers, as well as Anglo mothers and mothers with more 
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education rated attraction for the pediatrician higher than 

mothers who had employment outside the home merit similar 

conclusions. 

Having employment outside of the home environment, 

however, was found to be positively related to maternal 

evaluations of satisfaction with the health care 

experience. This outcome suggests an interesting question 

for future research, 'Do mothers working outside the home 

have different expectations regarding pediatric health care 

than mothers who are fulltime homemakers?' The question is 

further embelished by the finding that mothers with more 

education rated satisfaction with the health care 

experience higher, as did mothers who paid for child health 

care by means other than AHCCCS. Past communication 

research has shown that violations of expectations may lead 

to dissatisfaction in a relationship. Mothers with less 

education and mothers who are fulltime homemakers may 

expect a different relationship with a child's doctor than 

mothers with more education and mothers who are employed 

outside the home. However, the exploration of this issue 

is beyond the scope of the current project. 

Hispanic mothers rated the pediatrician 

significantly higher in credibility than Anglo mothers, as 

did mothers who paid for pediatric care with means other 

than AHCCCS. However, mothers with more education rated 
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the pediatrician significantly lower in credibility than 

mothers with less education. Mothers with more education 

may be more critical with regard to the care a pediatrician 

gives a child, while Hispanic mothers may be less critical. 

Pediatricians might address this issue by awareness and 

attention to any questions mothers have about child health 

care. 

Perhaps of greatest interest to the study is what 

the nonsignificance reveals. Mothers of lower, middle, and 

upper income brackets more often report that they will 

attend well child exams when given an initial request. 

Thus, the impact for FITD seems to cross income levels. 

Further, mothers of all ages responded favorably to the 

pledge card. Career mothers, as well as, mothers who work 

outside of the home, Anglos, Hispanics, and mothers of 

other ethnic origin showed no significant differences in 

the persuasive technique's effectiveness. Pediatricians 

may perceive that any tactic with a tag on it like 

'foot-in-the-door' is not ethical and is manipulative. 

Just the opposite point-of-view should be considered, 

however, for the goal of such a technique is compliance 

without pressure. The present research showed no 

deterioration in maternal evaluations of the pediatrician's 

credibility or interpersonal attraction owing to the 

strategy's use. This seems particularly significant since 
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the research took place in a clinical setting where 

investigations are frequent and may even be viewed by some 

as too frequent. The further finding that the use of a 

pledge card did not erode organization credibility lends 

credence to its viability in settings such as health 

maintenance organizations. 

Before conclusing, limitations of the study should 

be noted. First, only one pediatric clinic was used; thus, 

any effects must be interpreted with caution. Subjects may 

have responded to the individual clinic rather than to 

child health care generally or to use of FITD. However, 

the pediatric clinic used in the study should be 

representative of other practices seeing a proportionately 

larger number of lower income patients. Further, many 

mothers receiving care at the clinic in this study for 

reasons other than well child exams reported that they 

received well child care at other clinic sites. These* 

mothers probably responded to this study based on the 

culnination of all of their pediatric medical experiences, 

not just those at the Pediatric Clinic, which makes the 

evaluations in this study more generalizable. 

A second limitation of this research was the 

inability to track mothers who reported they would attend 

the well child exam. The tendency by patients to report 

more compliance with health care routines and regimens than 
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is actually practiced is well-documented by medical 

literature. Communication investigations also report the 

frequent "lack of correspondence between what subjects say 

they will do and what they actually do" (Pliner et al., 

1974, p. 18). By requesting that mothers schedule the well 

child exam within the next two weeks, the intention was to 

imply to participants that compliance would be checked, and 

that actual attendance at such an exam would be recorded by 

the study. However, such was not the case, and any future 

research using a pledge card should attempt to document 

actual maternal behavior. 

Third, the study is limited by the number of 

subjects who participated. A larger sample may have 

revealed more significance regarding outcomes other than 

compliance with attendance at well child exams. 

Future Research 

The inference has been made throughout this 

discussion that findings here support the case for further 

research of a similar nature. Indeed, Miller, Burgoon, and 

Burgoon's (1984) call for a reconceptualization of the 

persuasion process includes devoting "more attention to 

social influence as it occurs in informal, face-to-face 

settings" (p. 456). Wellness promotion may take place in 

part through large campaigns designed to persuade a mass of 

people—quite successfully, in fact. The one-on-one 



conversations that individuals have with physicians, 

family, and others will, however, significantly impact 

health, too. Recognition of that fact allows planners to 

devote less time to futile attempts at changing attitudes 

and more time to focusing on behavior. If the outcome 

desired is a behavioral change, why not begin from that 

point? 

Communication scholars who seek to study the 

process of social influence in a face-to-face setting have 

an excellent opportunity in studying communication 

transactions regarding human beings' well-being. What 

takes place during an interaction between a pediatrician 

and mother? Does the physician use the right verbal 

strategy transacted in the most effective nonverbal way to 

"motivate, educate, and strengthen" a patient? The use of 

a technique, even as simple as a pledge card for a mother 

to attend well child exams, should be further explored. A 

health maintenance organization, for example, would be an 

ideal setting to employ the card over a period of time. 

This would allow the tracking of maternal behavior and a 

large enough population to determine significance not only 

regarding acts performed for the child but other maternal 

preventive health care acts, too. 
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Implications for the Medical Field 

The years put into the attainment of a medical 

degree must indicate that a physician hopes to put the 

knowledge that such attainment represents to work for the 

betterment of self and others. Disappointment must be the 

end product of a life's work that aims toward promoting 

others' well-being, only to be ignored. Achieving a degree 

and hanging out a shingle, so to speak, represents only the 

beginning. Then, the real work begins—persuading others 

that one knows what one is talking about and that 

recommendations or regimens can be followed. 

The implications of this research for pediatrics 

and the field of medicine are that physicians may be able 

to train as carefully to persuade as they trained to heal; 

one may be as important as the other, because, without the 

first, the second may never happen. Recognizing the 

importance of communication in the process of wellness 

promotion may increase the future success rate of 

physicians and others who seek to make and keep people 

healthier. 



APPENDIX A 

CLINIC INSTRUMENT 

I. Hello, my name is . I am from the 
Department of Communication at the University of Arizona, and 
I am working with the Pediatric clinic on a project designed 
to increase patient understanding of well child visits. I am 
wondering if you would be willing to participate in this 
project. Participation means answering a few questions while 
waiting for the doctor to see you and giving me a phone number 
where I may reach you within the next two weeks to ask you a 
few more questions after you have seen your child's doctor. 
Would you be willing to participate? 

A. phone (home/work/message) number. Thank 
you. (if participant has no phone number, that concludes 
their participation; thank them and move on; use questionnaire 
for someone who has a phone number) 

1. 2. 
CHILD'S NAME BIRTHDATE 

3. Reason for visit: illness (1) follow-up (2) 

well child exam (3) other (please specify) (4) 

4. Appointment time 5. Arrival 

6. Method of payment: 
AHCCCS PATIENT (1) fee for service (2) 

medical insurance (3) HMO (4) 

Other (please specify) (5) 

7. a. If mother brought child in today for a well child exam, 
ask: WHICH WELL CHILD EXAM IS YOUR CHILD HERE FOR? 

month (1) year (2) Unsure (3) 
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b. If mother did not bring child in today for a well child 
exam, 

ask: DID YOU BRING YOUR CHILD IN FOR THEIR LAST 
SCHEDULED WELL CHILD EXAM? 

yes (1) no (2) unsure (3) 

II. A. (TREATMENT condition) 

The doctors in this clinic just want to be sure that you 
understand that the purpose of well child exams is to keep 
your child healthy by periodically checking growth and 
development. 

To help you remember when you should make an appointment 
for a well child exam, would you sign this card? The card has 
a printed schedule of the times when your child should be seen 
for well child exams. 

signed (1) did not sign (2) 

(If participant signs card, thank them and go to 
DEMOGRAPHIC SECTION; if participant refuses to sign card, 
thank them as well and move to DEMOGRAPHIC SECTION). 

B. (NO TREATMENT condition—move to DEMOGRAPHIC SECTION) 

III. DEMOGRAPHIC SECTION 

Now, I would like to ask you a few questions about yourself: 

1. Do you consider yourself to be: 

bi-lingual with Spanish as a primary language (1) 

primarily English-speaking (2) 

other (please specify) (3) 

2. How many children do you have? 

3. How old are you? -
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4. How long have you lived in Arizona? less 

than one year (0) year(s) unsure (99) 

5. What is your occupation? 

6. Would you describe yourself as: 

Hispanic (1) Anglo (2) Black (3) 

Asiatic (4) Other (please specify) (5) 

7. How would you. describe your marital status? 

married (1) single (2) separated (3) divorced (4) 

8. What is the last grade in school that you completed? 

8th grade or less (1) some high school (2) 

high school graduate (3) some college (4) 

2-yr college grad (5) 4-yr college grad (6) 

post grad (7) 

9. Please estimate the number of times you have been to the 

Pediatric clinic. (number) 

10. Please estimate the total yearly income of your 

household: 

under $5,000 (1) 5, 000-9,999 (2) 

10,000-14,999 (3) 

in !—1 

000-19,999 (4) 

20,000-24,999 (5) 25, 000-29,999 (6) 

30,000-34,999 (7) 35, 000-39,999 (8) 

Over 4 0,0 00 (9) Refused (10) 
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11. Have you ever consulted a practicioner of traditional folk 
medicine (for example, a curandero)? 

yes (1) no (2) unsure (3) 

11a. If yes, would you please estimate the number of times in 
the past two years that you consulted such a practicioner? 

number of times 

IV. Arizona has had an AHCCCS (Pronounce as ACCESS) program 
for several years now, but many people do not know about it. 

1. Have you ever heard of AHCCCS? yes (1) no (2) 

unsure (3) 

(If the mother is not aware of AHCCCS, skip to NEXT SECTION) 

2. AHCCCS is an abbreviation for a much longer name given to 
the program. Do you know what the initials stand for? 

yes (1) no (2) 

3. How did you first learn about AHCCCS? 

the newspaper (1) a relative (2) 

a friend (3) DES (4) television (5) 

my doctor (6) other (please specify) (7) 

The next few questions ask you to make a judgment about a 
statement as to whether you strongly disagree, disagree, are 
neutral, agree, or strongly agree with what has been said. 

SD D N A SA 
4. AHCCCS is a program to help 
some Arizonans who could not 
otherwise afford health care. 12 3 4 5 

SD D N A SA 
5. AHCCCS is another name for 
the county hospital. 12 3 4 5 



6. AHCCCS provides help only 
in an emergency. 

7. AHCCCS provides well child 
exams free of charge. 

1 2 3 4 5 

1 2 3 4 5 

III. NEXT SECTION 

1. Have you ever heard of health screenings? yes (1) 

no (2) unsure (3) 

2. Do you know the purpose of a health screening? 

yes (1) no (2) unsure (3) 

3. Do you own a fever thermometer? yes (1) no (2) 

unsure (3) 

4. Do you own a first aid kid? yes (1) no (2) 

unsure (3) 

These final few questions again ask you to make a judgment 
about a statement and to tell me whether you strongly 
disagree, disagree, are neutral, agree, or strongly agree: 

SD D N A SA 
5. If I take care of myself, I 

can avoid illness. 12 3 4 5 

6. Whenever I get sick, it is 
because of something I've 
done or not done. 12 3 4 5 

7. Good health is largely a 
matter of good fortune. 12 3 4 5 
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SD D N A SA 
8. No matter what I do, if I am 

going to get sick, I will 
get sick. 1 

9. Most people do not realize the 
extent to which their illnesses 
are controlled by accidental 
happenings. 1 

10. I can only do what my doctor 
tells me to do. 1 

11. There are so many strange 
diseases around, you can never 
know how or when you might 
pick one up. 1 

12. When I feel ill, I know it is 
because I have not been getting 
the proper diet or exercise. 1 

13. People who never get sick are 
just plain lucky. 1 

14. People's ill health results from 
their own parelessness. 1 

15. I am directly responsible for 
my own health. 1 

That completes the questions for today. I would like to thank 
you on behalf of the Department of Communication and 
the Pediatric clinic for your participation. A research 
assistant will be calling you in a couple of days to 
ask you a few more questions about your doctor visit today. 



APPENDIX B 

PHONE SURVEY 

Hello, this is calling from the Department of 
Communication at the University of Arizona. When you recently 
visited the Pediatric clinic with your child, you participated 
in a research project about patient understanding of well 
child exams. At that time, you answered a few questions and 
the researcher told you that a follow up phone call would be 
made to ask you a few more questions. It will only take a few 
minutes of your time. I would like to remind you that your 
answers are confidential and that your doctor will not see 
your responses. 

The first few questions concern the doctor that saw your child 
the day of the appointment when you agreed to participate in 
this research. I will say two words that might be used to 
describe that doctor. I would like you to tell me strongly 
disagree, disagree, are neutral, agree or strongly agree with 
either word as a way to describe your child's doctor. 

Believable 1 2 3 4 5 6 7 Unbelievable 

Dishonest 1 2 3 4 5 6 7 Honest 

Incompetent 1 2 3 4 5 6 7 Competent 

Tense 1 2 3 4 5 6 7 Relaxed 

Friendly 1 2 3 4 5 6 7 Unfriendly 

Energetic 1 2 3 4 5 6 7 Tired 

Cruel 1 2 3 4 5 6 7 Kind 

Calm 1 2 3 4 5 6 7 Anxious 

Gloomy 1 2 3 4 5 6 7 Cheerful 

Outgoing 1 o 3 4 5 6 7 Withdrawn 
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Now I will say two words that might be used to describe the 
Pediatric clinic as a provider of health care, and I would 
like you to indicate your level of agreement with either as a 
way to describe the Pediatric clinic. 

As a provider of health care, I consider the Pediatric clinic 
to be: 

Qualified 1 2 3 4 5 6 7 Unqualified 

Timid 1 2 3 4 5 6 7 Bold 

Tense 1 2 3 4 5 6 7 Relaxed 

Meek 1 2 3 4 5 6 7 Aggressive 

Nervous 1 2 3 4 5 6 6 Poised 

Good 1 2 3 4 5 6 7 Bad 

Uncooperative 1 2 3 4 5 6 7 Cooperative 

Untrained 1 2 3 4 5 6 7 Trained 

Awful 1 2 3 4 5 6 7 Nice 

Sympathetic 1 2 3 4 5 6 7 Unsympathetic 

(if participant did not use AHCCCS as a method of payment, 
skip to NEXT SECTION) 

Now I will say two words that might be used to describe AHCCCS 
as a provider of health care coverage, and I would like you to 
again indicate your level of agreement or disagreement. 

As a provider of health care coverage, I consider AHCCCS to 
be: 

Good 1 2 3 4 5 6 7 Bad 

Timid 1 2 3 4 5 6 7 Bold 

Calm 1 2 3 4 5 6 7 Anxious 



62 

Meek 1 2 3 4 5 6 7 Aggressive 

Nervous 1 2 3 4 5 6 7 Poised 

Untrained 1 2 3 4 5 6 7 Trained 

Qualified 1 2 3 4 5 6 7 Unqualified 

Sympathetic 1 2 3 4 5 6 7 Unsympathetic 

Awful 1 2 3 4 5 6 7 Nice 

Uncooperative! 2 3 4 5 6 7 Cooperative 

(RESEARCHER, REFER TO SECTION THAT SAYS WHETHER THIS PATIENT 
RECEIVED A PLEDGE CARD AND SO WAS ASSIGNED TO THE FITD 
CONDITION, IF SO, MAKE THE FOLLOWING STATEMENTS BEFORE ASKING 
THE CRUCIAL QUESTION; otherwise, skip to question) 

A. When you were last in the Pediatric clinic, your doctor 
wanted you to receive and sign a card, pledging to bring your 
child in for well child checks, which you did. 

1. Do you still have the card? yes (1) no (2) 

unsure(3) 

According to the card, your child is due for (fill in the 
appropriate time ) well child exam. 

11(CRUCIAL QUESTION)I• 

2. Will you please attend your child's next well child exam? 
yes (1) no (2) unsure (3) 

(IF YES) 

2a. Will you please call to schedule that appointment within 
the next two weeks? 

yes (1) no (2) unsure (3) 

3. Will you call and schedule a check up and health screening 
for yourself? 

yes (1) no (2) unsure (3) 
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This last group of questions I would like you to again answer 
by indicating your level of agreement with the statement. In 
response to my statement, please tell me if you strongly 
disagree, disagree, are neutral, agree, or strongly agree: 

SD D N A SA 
I have confidence in my child's doctor's 
ability to keep my child well. 

I think that my child's doctor could 
be a friend of mine. 

My child's doctor is somewhat ugly. 

If I wanted to get my child well, I could 
probably depend on my child's doctor. 

It would be difficult to meet and 
talk with my child's doctor. 

The doctor told me about my child's 
condition in words that I could 
understand. 

The doctor seemed to know what 
he/she was doing during the examination. 

The doctor gave me a chance to 
say what was really on my mind. 

After talking with the doctor, I 
have a good idea of what changes 
to expect in my child's health over 
the next few weeks and months. 

The doctor gave my child a thorough . 
check-up. 

The doctor was not friendly 
to me. 

2 

2 

3 

3 

3 

3 

4 

4 

5 

5 

THAT CONCLUDES MY QUESTIONS. THE DEPARTMENT OF COMMUNICATION 
AND THE PEDIATRIC CLINIC THANK YOU AGAIN FOR YOUR 
PARTICIPATION IN THIS PROJECT. GOODBYE. 
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STATISTICAL TABLES 

t  

64 



Table 1 

Number of Subjects in Each Experimental Condition 
Complying with the Request to Attend Well Child Exam 

No request Small request 

Complies 

Does not comply 

Total 

15 

21 

36 

30 

0 

30 
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Table 2 

Number of Subjects in Each Experimental Condition 
Complying with the Request to Attend Preventive Exam 

for Self 

No request Small request 

Complies 7 6 

Does not comply 29 24 

Total 36 30 

* 
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Table 3 

Correlation Coefficients Between 
Maternal Characteristics 

and 
Maternal Attitudes 

Dependent Measures 

Report Physician/Organization 
TO ATTEND CREDIBILITY ATTRACTION SATISFACTION 

Maternal 
Characteristics 

Age .09 i • o
 

00
 

.12 .21* .22* 

Income .03 -.01 .13 -.60* .19 

Ethnicity .02 -.24* .05 .66* .11 

Method .02 .37* .19 -.11 .23* 

Occupation .24 .13 -.07 -.63* .31* 

Education .02 -.30* -.15 .61* .34* 

Locus of 
Control .17 .13 .21* .07 .11 

FITD .53* -.11 -.26 -.17 -.14 

*(£ < .05) 

(Underlined numbers are Contingency Coefficients; other 
reported associations are Pearson Product-Moment 
Correlations) 



References 

Aldous, J. (1974). The making of family roles and family 
change. The Family Coordinator, 23, 231-235. 

Alpert, J. J., Kosa, J., Haggerty, R. J., Robertson, L. S., 
& Heagarty, M. C. (1970). Attitudes and satisfactions of 
low-income families receiving comprehensive pediatric 
care. American Journal of Public Health, 60, 499-506. 

Anderson, R. J. (1982) . Methods of improving patient 
compliance in chronic disease states. Archives of 
Internal Medicine, 142, 1673-1675. 

Antaki, C. (1982). A brief introduction and attribution and 
attributional theories. In C. Antaki & C. Brewer 
(Eds.), Attributions & psychological change. New York, 
NY: Academic Press, pp. 3-21. 

Barry, S. P., & Daniels, A. A. (1984). Effecting change in 
outpatient failed appointments. The Journal of Family 
Practice, 18, 739-742. 

Bartlett, E. E. (1984). Effective approaches to patient 
education for the busy pediatrician. Pediatrics, 74, 
924-927. 

Becker, M. H., Drachman, R. H., & Kirscht, J. P. (1974). A 
new approach to explaining sick-role behavior in 
low-income populations. American Journal of Public 
Health, 64, 205-216. 

Becker, M. H., & Maiman, L. A. (1975). Sociobehavioral 
determiants of compliance with health and medical care 
recommendations. Medical Care, 13, 10-24. 

Becker, M. H., & Maiman, L. A. (1980). Strategies for 
enhancing patient compliance. Journal of Community 
Health, 6, 113-135. 

Bern, D. J. (1965). An experimental analysis of self 
persuasion. Journal of Experimental Social Psychology, 
I, 199-218. 

Bern, D. J. (1967). Self-perception: An alternative 
interpretation of cognitive dissonance phenomena. 
Psychological Review, 74, 183-200. 

68 



69 

Bern, D. J. (1972). Self-perception theory. In Lenoard 
Berkowitz (Ed.), Advances in experimental social 
psychology; Vol. 6. New York, NY: Academic Press. 

Berger, C. R. (1973). Attributional communication, 
situational involvement, self-esteem and interpersonal 
attraction. The Journal of Communication, 23, 284-305. 

Berger, C. R. (1973) . Task performance and attributional 
communication. Speech Monographs, 40, 280-286. 

Berkanovic, E., Telesky, C., & Reeder, S. (1981). Structural 
and social psychological factors in the decision to seek 
medical care for symptoms. Medical Care, 19, 693-709. 

Berscheid-Walster, E., & Hatfield, E. (1983). Interpersonal 
attraction, (2nd ed.). Reading, MA: Addison-Wesley. 

Bertakis, K. D. (1977). The communication of information 
from physician to patient: A method for increasing 
patient retention and satisfaction. The Journal of 
Family Practice, j5 , 217-222 . 

Bissonette, R., & Seller, R. (1980). Medical noncompliance: 
A cultural perspective. Man and Medicine, 5/, 42-53. 

Bullough, B. (1972). Poverty, ethnic identify and preventive 
health care. Journal of Health and Social Behavior, 13, 
359-374. 

Burgoon, J. K. (1978). Attributes of the newscaster's voice 
as predictors of his credibility. Journalism Quarterly, 
55, 276-281. 

Burgoon, M., & Ruffner, M. (1978). Human communication. New 
York: Holt, Rinehart, & Winston. 

Cann, A., Sherman, S. J., & Elkes, R. (1975). Effects of 
initial request size and timing of a second request on 
compliance: The foot in the door and the door in the 
face. Journal of Personality and Social Psychology, 32, 

Carbone, T. (1975). Stylistic variables as related to source 
credibility: A content analysis approach. Communication 
Monographs, 42, 99-106. 

Casey, P. H., & Whitt, J. K. (1980). Effect of the 
pediatrician on the mother-infant relationship. 
Pediatrics, 65, 815-820. 



70 

Chamberlin, R. W., & Szumowski, E. K. (1980). A follow-up 
study of parent education in pediatric office practices: 
Impact at age two and a half. American Journal of 
Public Health, 70, 1180-1186. 

Chamberlin, R. W., Szumowski, E. K., & Zastowny,  T. R. 
(1979). An evaluation of efforts to educate mothers 
about child development in pediatric office practices. 
American Journal of Public Health, 69, 875-886. 

Chen, E., & Cobb, S. (1960). Family structure in relation to 
health and disease: A review of the literature. Journal 
of Chronic Disease, 12, 544-567. 

Cialdini, R. B., Cacioppo, J. T., Bassett, R., & Miller, J. 
A. (1978). Low-ball procedure for producing compliance: 
Commitment then cost. Journal of Personality and Social 
Psychology, 36, 463-476. 

Cummings, K. M., Becker, M. H., Kirscht, J. P., & Levin, N. 
W. (1981) . Intervention strategies to improve compliance 
with medical regimens by ambulatory hemodialysis 
patients. Journal of Behavioral Medicine, A_, 111-127. 

Davids, A., & Holden, R. H., (1970). Consistency of maternal 
attitudes and personality from pregnancy to eight months 
following childbirth. Developmental Psychology, 2^, 
364-366. 

Davis, M. S. (1966). Variations in patients' compliance with 
doctors' orders: Analysis of congruence between survey 
responses and results of empirical investigations. 
Journal of Medical Education, 41, 1037-1048. 

Deisher, R. W., Derby, A. J., & Sturmon, M. J. (1960). 
Changing trends in pediatric practice. Pediatrics, 25, 
711-716. 

Dillard, J. P., & Burgoon, M. (1982). An appraisal of two 
sequential request strategies for gaining compliance: 
Foot-in-the-door and door-in-the-face. Communication, 
11, 40-57. 

Dillard, J. P., Hunter, J. V I . ,  &  Burgoon, M. (1984). 
Sequential-request persuasive strategies: Meta-analysis 
of foot-in-the-door and door-in-the-face. Human 
Communication Research, 10, 461-488. 



71 

DiMatteo, M. R., & Hays, R. (1980). The significance of 
patients' perceptions of physician conduct: A study of 
patient satisfaction in a family practice center. 
Journal of Community Health, 6 ,  18-34. 

Doyle, B. J., & Ware, J. E., Jr. (1977). Physician conduct 
and other factors that affect consumer satisfaction with 
medical care. Journal of Medical Education, 52, 
793-801. 

Dutton, B. D., Gomby, D., & Fowles, J. (1985). Satisfaction 
with children's medical care in six different ambulatory 
settings. Medical Care, 1_, 894-912. 

Eraker, S. A., Kirscht, J. P., & Becker, M. H. (1984). 
Understanding and improving patient compliance. Annals 
of Internal Medicine, 100, 258-268. 

Fish, B., & Kaplan, K. J. (1974). Does a "foot-in-the-door" 
get you in or out. Psychological Reports, 34, 35-42. 

Fleming, G. V. (1981). Hospital structure and consumer 
satisfaction. Health Services Research, 16, 43-63. 

Foye, H., Chamberlin, R., & Charney, E. (1977). Content and 
emphasis of well-child visits. Experienced nurse 
practitioners vs. pediatricians. American Journal of 
Diseased Children, 131, 794-797. 

Franzini, L. R., & Grimes, W. B. Contracting and Stuart's 
three-dimensional program in behavior modification of 
the obese. Psychotherapy: Theory, Research and Practice, 
17, 44-51. 

Freedman, J. L., & Fraser, S. L. (1966). Compliance without 
pressure: The foot-in-the-door technique. Journal of 
Personality and Social Psychology, £, 195-202. 

Freemon, B., Negrete, V. F., Davis, M., & Korsch, B. M. 
(1971). Gaps in doctor-patient communication: 
Doctor-patient interaction analysis. Pediatric, 5_, 
298-311. 

Fulginiti, V. A. (1984). Role of the pediatrician in patient 
education. Pediatrics, 74, 914-916. 

Furse, D. H., Stewart, D. W., & Rados, D. L. (1981). Effects 
of foot-in-the-door, cash incentives, and followups on 
survey response. Journal of Marketing Resarch, 18, 
473-478. 



72 

Garnet, W. R., Davis, L. J., McKenney, J. M., & Steiner, K. 
C. (1981). Effect of telephone follow-up on medication 
compliance. American Journal of Hospital Pharmacy, 38, 
676-679. 

Getter, H. (1966). A personality determinant of verbal 
conditioning. Journal of Personality, 34, 397-405. 

Glanz, K., Kirscht, J. P., & Rosenstock, I. M. (1981). 
Linking research and practice in patient education for 
hypertension: Patient responses to four educational 
interventions. Medical Care, 19, 141-152. 

Goldman, L., Freidin, R. , Cook, E. F., Eigner, J., & Grich, 
P. (1982). A multivariate approach to the prediction of 
no-show behavior in a primary care center. Archives of 
Internal Medicine, 142, 563-567. 

Gozzi, E. K., Morris, M. J., & Korsch, B. M. (1969). Gaps in 
doctor-patient communication: Implications for nursing 
practice. American Journal of Nursing, 69, 529-533. 

Greenberg, B. S., & Miller, G. R. (1966). The effects of 
low-credible sources on mesage acceptance. Communication 
Monographs, 33, 127-136. 

Hansen, R. A., & Robinson, L. M. (1980). Testing the 
effectiveness of alternative foot-in-the-door 
manipulations. Journal of Marketing Research, 17, 
359-364. 

Hass, R. G. (1981). Effects of source characteristics on 
cognitive responses and persuasion. In R. E. Petty, T. 
M. Ostrom, & T. C. Brock (Eds.), Cognitive responses in 
persuasion. Hillsdale, NC: Lawrence Erlbaum. pp. 
141-172. 

Heacock, D., & Spicer, C. H. (1986). Communication and the 
dual-career: A literature assessment. The Southern 
Speech Communication Journal, 51, 260-266. 

Hercules, C., & Charney, E. (1969). Availability and 
attentiveness: Are these compatible in pediatric 
practice? Clinical Pediatrics, 8_, 381-388. 

Heston, J. K. (1974). Effects of personal space invasion and 
anomia on anxiety, nonperson orientation and source 
credibility. Central States Speech Journal, 2.5, 19-27. 



73 

Hewgill, M. A., & Miller, G. R. (1965). Source credibility 
and response to fear-arousing communication. 
Communication Monographs, 32, 95-101. 

Hoekelman, R. A. (1975). What constitutes adequate well-baby 
care? American Journal of Diseased Children, 55, 
313-326. 

Hoekelman, R.A. (1983). Well-child visits revisited. 
American Journal of Diseased Children, 137, 17-20. 

Hountras, P. T., & Schraf, M. C. (1970). Manifest anxiety 
and locus of control of low-achieving college males. 
Journal of Psychology, 74, 95-100. 

Hovland, C. I., Janis, I. L., & Kelley, H. H. (1953). 
Communication and persuasion: Psychological studies of 
opinion change. New Haven: Yale University press. 

Hulka, B. S., Cassel, J. C., Kupper, L. L., & Burdette J. A. 
(1976). Communication, compliance, and concordance 
between phsycians and patients with prescribed 
medications. American Journal of Public Health, 66, 
847-853. 

Hulka, B. S., Zyzanski, S. J., Cassel, J. C., & Thompson, S. 
J. (1971). Satisfaction with medical care in a low 
income population. Journal of Chronic Disease, 24, 
661-673. 

Inui, T. S., Carter, *W. B., Kukull, W. A., & Haigh, V. H. 
(1982). Outcome-based doctor-patient interaction 
analysis. Medical Care, 20, 535-549. 

Jeffrey, R. W., Thompson, P. D., & Wing, R. R. (1978). 
Effects on weight reduction of strong monetary contracts 
for calorie restriction or weight loss. Behavioral 
Research and Therapy, 16, 363-369. 

Kelley, A. B. (1979). A media role for public health 
compliance. In R. B. Haynes, D. W. Taylor, & D. L. 
Sackett (Eds.), Compliance in health care. Baltimore, 
MD:John Hopkins University press, pp. 193-210. 

Kelley, E. J. (1971). Marketing's changing social/ 
environmental role. Journal of Marketing, 35, 1-2. 



74 

Kelley, H. H. (1971) . Attribution in social interaction. In 
E. E. Jones, D. E. Kanouse, H. H. Kelley, R. E. Nisbett, 
S. Valins, & B. Weiner (Eds.), Attribution: Perceiving 
the causes of behavior. Morristown, NJ: General Learning 
Press, pp. 1-25. 

Kelley, H. H. (1973). The process of causal attribution. 
American Psychologist, 28, 107-128. 

Korsch, B. M. (1984). What do patients and parents want to 
know? What do they need to know? Pediatrics, 74, 
917-919. 

Korsch, B. M., & Aley, E. F. (1973). Pediatric interviewing 
technics. Current Problems in Pediatrics, 3_, 3-42. 

Korsch, B. M., Freemon, B., & Negrete, V. F. (1971). 
Practical implications of doctor-patient interaction 
analysis for pediatric practice. American Journal of 
Diseased Children, 121, 110-114. 

Korsch, B. M., Gozzi, E. K., & Francis, V. (1968). Gaps in 
Doctor-patient communication: Doctor-patient interaction 
and patient satisfaction. Pediatrics, 42, 855-871. 

Korsch, B. M., & Negrete, V. F. (1972). Doctor-patient 
communication. Scientific American, 227, 66-74. 

Korsch, B. M., Negrete, V. F., Mercer, A. S., & Freemon, B. 
(1971). How comprehensive are well child visits? 
American Journal of Diseased Children, 122, 483-488. 

Kovar, M. G. (1982). Health status of US children and use of 
medical care. Public Health Reports, 97, 3-15. 

Laczniak, G. R., Lusch, R. F., & Murphy, P. E. (1979). 
Social marketing: Its ethical dimensions. Journal of 
Marketing, 4 3, 29-36. 

Lane, S. D. (1983). Compliance, satisfaction, and 
physician-patient communication. In Robert N. Bostrom 
(Ed.) Communication yearbook, vol, 7. Beverly Hills, CA: 
Sage Publications, pp. 772-799. 

Larsen, D. E., & Rootman, I. (1976). Physician role 
performance and patient satisfaction. Social Science and 
Medicine, 10, 29-32. 

Lebow, J. (1975). Evaluation of an outpatient pediatric 
practice through the use of consumer questionnaires. 
Medical Care, 13, 250-256. 



75 

Lefcourt, H. M. (1966) . Internal versus external control of 
reinforcements: A review. Psychological Bulletin, 65, 
206-220. 

Linn, L. S., Brook, R. H., Clark, V. A., Davies, A. R., 
Fink, A., & Kosecoff, J. (1985). Physician and patient 
satisfaction as factors related to the organization of 
internal medicine group practices. Medical Care, 23, 
1171-1178. 

Litman, T. (1974). The family as a basic unit in health and 
medical area: A social-behavioral overview. Social 
Science and Medicine, J3, 495-519. 

Maselli, M. D., & Altrocchi, J. (1969). Attribution of 
intent. Psychological Bulletin, 71, 445-454. 

Maygar, C. W., & Apostal, R. A. (1977). Interpersonal growth 
contracts and leader experience. Small Group Behavior, 
8, 381-392. 

McCroskey, J. C., Jensen, T., Todd,C., & Toomb, J. K. 
(1972). Measurement of the credibility of organization 
sources. Paper presented at Western Speech Communication 
Association Convention. Honolulu, Hawaii. 

McCroskey, J. C., & McCain T. A. (1974). The measurement of 
interpersonal attraction. Speech Monographs, 41, 
2 6 1 - 2 6 6 .  

Mechanic, D. (1964). The influence of mothers on their 
children's health attitudes and behavior. Pediatrics, 
33; 444. 

Mendelsohn, H. (1968). Which shall it be: Mass education or 
mass persuasion for health? American Journal of Public 
Health, 58, 131-137. 

Merrill, M. H., Hollister, A. C., Gibbens, S. I., & Haynes, 
A. W. (1958). American Journal of Public Health, 48, 
146-152. 

Miller, G. R., Burgoon, M., & Burgoon, J. K. (1984). The 
functions of human communication in changing attitudes 
and gaining compliance. In C. C. Arnold, & J. W. Bowers 
(Eds.), Handbook of rhetorical and communication theory. 
Boston, MA: Allyn & Bacon, pp. 400-474 

Miller, G. R. , & Hewgill, M'. S. (1964). The effect of 
variations in nonfluencies on audience ratings of source 
credibility. Quarterly Journal of Speech, 50, 36-44. 



76 

Miller, J. (1984). FY84 HCFA region IX target area 
assessment report: Arizona medicaid program—subject 
area: Early and periodic screening, diagnosis, and 
treatment. Department of Health and Human Services. 

Mills, J., & Aronson, E. (1965). Opinion change as a 
function of the communicator's attractiveness and desire 
to influence. Journal of Personality and Social 
Psychology, 1, 173-177. 

Molinari, V. , & Niederehe, G. (1984). Locus of control, 
depression, and anxiety in young and old adults: A 
comparison study. International Journal of Aging and 
Human Development, 20, 41-52. 

Molteni, A. L., & Garske, J. P. (1983). Effects of contracts 
on childhood memory recollection: A controlled clinical 
analogue. Journal of Clinical Psychology, 39, 914-919. 

Osborn, L. M., & Woolley, F. R. (1981). Use of groups in 
well child care. Pediatrics, 67, 701-706. 

Parks, P. L., & Smeriglio, V. C. (1983). Parenting knowledge 
among adolescent mothers. Journal of Adolescent Health 
Care, _4, 163-167. 

Pless, B., Roughman, K. J., & Hagerty, R. J. (1972). Chronic 
illness, family functioning, and psychological 
adjustment: A model for the allocation of preventative 
mental health services. International Journal of 
Epidemiology, jL, 271-277. 

Pliner, P., Hart, H., Kohl, J., & Saari, D. (1974). 
Compliance without pressure: Some further data on the 
foot-in-the door technique. Journal of Experimental 
Social Psychology, 10, 17-22. 

Ragsdale, J. D., & Mikels, A.L. (1975). Effects of question 
periods on a speaker's credibility with a television 
audience. Southern States Communication Journal, 40, 
302-312. 

Reingen, P. H., & Kernan, J. B. (1977). Compliance with an 
interview request: A foot-in-the-door, self-perception 
interpretation. Journal of Marketing Research, 14, 
365-369. 

Reisinger, K. S., & Bires, J. A. (1980). Anticipatory 
guidance in pediatric practice. Pediatrics, 66, 889-892. 



77 

Ribner, N. G. (1974). Effects of an explicit group contract 
on self-disclosure and group cohesiveness. Journal of 
Counseling Psychology, 21, 116-120. 

Rice, E. P. (1968). Changing social values in public health. 
American Journal of Public Health, 58, 1323-1328. 

Robbins, A. S., Kauss, D. R., Heinrich, R., Abrass, I., 
Dreyer, J., & Clyman, B. (1979). Interpersonal skills 
training: Evaluation in an internal medicine residency. 
Journal of Medical Education, 54, 885-894. 

Roberts, R. E., Lee, E. S. (1980). Medical care use by 
Mexican-Americans. Medical Care, 18, 266-281. 

Roghmann, K. J., Hoekelman, R. A., & Mclnerny, T. K. (1984). 
The changing pattern of primary pediatric care: Update 
for one community. Pediatrics, 73, 363-374. 

Ross, M. (1981). Stretching a minute. Pediatrics, 68, 593. 

Rotter, J. B. (1966). Generalized expectancies for internal 
versus external control of reinforcement. Psychological 
Monographs, 80, No. 1 (Whole No. 6 09). 

Schmidt, D. (197 8) . The family as the unit of medical care. 
The Journal of Family Practice, 1_, 303-313. 

Scott, C. A. (1977). Modifying socially conscious behaivor: 
The foot-in-the-door technique. Journal of Consumer 
Research, _4, 156-164. 

Sharp, Jr., H., & Mcclung, T. (1966). Effect of organization 
on the speaker's ethos. Communication Monographs, 33, 
182-183. 

Siegel, E. R., Miller, G. R., & Wotring, C. E. (1969). 
Source credibility and credibility proneness: A new 
relationship. Communication Monographs, 36, 118-125. 

Slater, P. (1961). Parental role differentiation. American 
Journal of Sociology, 67, 293-311. 

Smith, C. K., Polis, E., & Hadac, R. R. (1981). 
Characteristics of the initial medical interview 
associated with patient satisfaction and understanding. 
The Journal of Family Practice, 12, 283-288. 



78 

Starfield, B., & Barkowf, S. (1969). Physicians' recognition 
of complaints made by parents about their childrens' 
health. Pediatrics, 43, 168-172. 

Stewart, M. (1983). Patient characteristics which are 
related to the doctor-patient interaction. Family 
Practice, 1, 30-36. 

Stiles, W. B., Putnam, S. M., Wolf, M. H., & James, S. A. 
(1979) . Interaction exchange structure and patient 
satisfaction with medical interviews. Medical Care, 17, 
667-679. 

Stine, 0. C. (1959). Content and method of health 
supervisions by physicians in child health conferences 
in Baltimore. American Journal of Public Health, 52, 
1858-1865. 

Strain, J. E. (1984). American association of pediatrics 
periodicity guidelines: A framework for educating 
patients. Pediatrics, 74, 924-927. 

Stratmann, W. C., Block, J. A., Brown, S. P., & Rozzi, M. V. 
(1975). A study of consumer attitudes about health care: 
The control, cost, and financing of health services. 
Medical Care, 13, 659-668. 

Strickland, B. R. (1970) . Individual differences in verbal 
conditioning, extinction, and awareness. Journal of 
Personality, 38, 364-378. 

Swinehart, J. W. (1963). Socio-economic level, status 
aspiration, and maternal role. American Sociological 
Review, 28, 391. 

Terris, M. (1968). A social policy for health. American 
Journal of Public Health, 58, 5-12. 

Thomas, R. C. (1982). Conceptual foundation for a 
theoretical model of family well-being. In Michael 
Burgoon (Ed.) Communication Yearbook: Vol. 5. New 
Brunswick, NJ: Transaction Books, pp.757-781. Tompkins, 

P. K., & Samovar, L. A. (1964). An experimental 
study of the effects of credibility on the comprehension 
of content. Communication Monographs, 31, 120-123. 

Wallston, B. S., Wallston, K. A., Kapland, G. D., & Maides, 
S. A. (1976). Development and validation of the health 
locus of control (HLC) scale. Journal of Consulting and 
Clinical Psychology, 44, 580-585. 



79 

Ware, J. E., & Davies, A. R. (1983). Behavioral consequences 
of consumer dissatisfaction with medical care. 
Evaluation and Program Planning, ji, 291-297. 

Warren, I. D. (1969). Special reports: The effect of 
credibility in sources of testimony on audience 
attitudes toward speaker and message. Communication 
Monographs, 36, 456-458. 

Wartman, S. A., Morlock, L. L. , Malitz, F. E., & Palm, E. A. 
(1983). Patient understanding and satisfaction as 
predictors of compliance. Medical Care, 21, 886-891. 

Wasserman, R. C., & Inui, T. S. (1983). Systematic analysis 
of clinician-parent interactions: A critique of recent 
approaches with suggestions for future research. Medical 
Care, 21, 279-293. 

Watzlawick, P., Beavin, J., & Jackson, D. (1967). Pragmatics 
of human communication. New York, NY: Norton. 

Wilmot, W. W. (1980). Dyadic communication. (2nd Ed.) 
Reading, MA: Addison-Wesley. 

Wolf, M. H., Putnam, S. M., James, S. A., & Stiles, W. B. 
(1978). The medical interview satisfaction scale: 
Development of a scale to measure patient perceptions of 
physician behavior. Journal of Behavioral Medicine, 1, 
391-401. 

Wooley, F. R., Kane, R. L., Hughes, C. C., & Wright, D. D. 
(1978). Social Science & Medicine, 132, 123-128. 

Yankauer, A. (1973). Child health supervision: Is it worth 
it? Pediatrics, 52, 272-277. 

Zaltman, G., & Vertinsky, I. (1971). Health service 
marketing: A suggested model. Journal of Marketing, 35, 
19-27. 


