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ABSTRACT

Director: Michael Burgoon, Ph.D.
A study was conducted to measure the effects of misanthropic
attitudes towards physicians on the avoidance of health care for both
treatment and preventive purposes. Demographic and other attitudinal
and behavioral variables were also measured. Results indicated that
income, age, health status, cancer prevention and detection beliefs and
health care misanthropy were all related to subjects' health care
avoidance for treatment-oriented purposes. Age, sex, use of blood
pressure screening tests, and objective health status were
significantly associated with avoidance of health care for preventive
purposes.

As well, those who rated high on misanthropy measures were

more likely to patronize non-traditional health care providers than
traditional medical doctors.

A discussion of communication theories

which may provide some explanation for health care avoidance is also
given.
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CHAPTER 1
INTRODUCTION

One of the most difficult tasks facing the health care industry
is in convincing patients to engage in preventive health care
behaviors. A shift has been made from the traditional medical model
depicting sick patients visiting caregivers in order to be treated, to
one which emphasizes lifestyle changes designed to prevent illness from
occuring. The health maintenance organization industry has been quick
to adopt health education programs and community outreach programs to
encourage preventive behavior among their patient base.

Yet the

success of such programs has yet to be evidenced.
Beyond prevention, an even greater problem exists when
individuals who are sick do not seek out health care until it is often
too late to receive successful treatment.

Avoiding health care itself

is an issue which no health care organizations to date have addressed
on any meaningful level.

Attitudes and traits which influence

individuals' decisions not to seek health care, specifically for cancer
related symptoms, have not been systematically studied in the academic
community either.

Research which approaches this problem has focused

on delay in seeking treatment (Harms, Plaut & Oughterson, 1943; AitkinSwan & Patterson, 1955; Goldson, Gerhardt, & Handy, 1957; Vernon,
Tilley, Neal, & Steinfeldt, 1985; Temoshok, DiClemente, Sweet, Blois, &
Sagebiel, 1984; Watson, Greer, Blake, & Shrapnell, 1984) and health (or
help) seeking behavior (Roberts, 1988; Hourani & Khlat, 1986; Calnan,

10

21983; White & Wildman, 1986), but very little is found specifically on
the avoidance or nonuse of health care services.
Coe and Wessen (1965) explored some of the social-psychological
variables which affect the use of health services.

They noted the

concern of the finding by Kutner and Gordan's (1961) investigation that
patterns in seeking care for cancer are different from those involved
in response to symptoms of other diseases. Delay in seeking treatment
for cancer symptoms was longer.

In examining the avoidance of health

care when cancer is suspected, researchers have posited that fear of
discovering cancer is a major factor contributing to avoidance or
delays in seeking help (Goldson, et al, 1957).

It may be that fear of

cancer is more pronounced than fear of other diseases because of
cancer's high mortality incidence.

Levine (1962) found that a national

sample of nearly 3,000 respondents rated cancer as the disease they
feared most.

But no explanations have been given for why this fear

results in delays in seeking treatment or in complete avoidance of
treatment.
Variables Affecting Avoidance
That fear is a contributing factor to delays in seeking
treatment for cancer is certainly possible. However, fear alone does
not explain why certain individuals will avoid health care at all
costs; and why, even when individuals are given the information which
should allay their fears, they still refuse to seek care until it is
often times too late for recovery. Goldson, et al (1957) discovered
that certain demographic characteristics were present when patients
delay seeking treatment for cancer-related symptoms.

Lower income,
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less education, and lower occupational status were all positively
associated with longer delays in seeking treatment.

Also, those who

were unemployed were more likely to delay than those who had jobs or
were seeking work. An interesting finding made by these investigators
was that individuals behave towards seeking health care much as they do
towards what they call other "life situations". They therefore
concluded that there may not be any difference between the person who
delays seeking treatment for cancer symptoms and one who avoids health
care in general, in the face of any illness.

These people may be

chronic health care avoiders, or at least chronic delayers.
Reaching these avoiders and attempting to influence their
behavior is a mandate worthy of attention. The use of television and
other forms of mass media to inform and educate people about cancer and
other general health risks has become more widespread. Public
communication campaigns have been devised to promote more healthy
lifestyles, yet the success of these campaigns have been modest
(McGuire, 1984). As well, the strategies employed in these messages
are seldom derived from a sound theoretical basis and are often not
empirically tested for necessity and effectiveness (McGuire, 1984). To
be able to reach and effectively persuade health care avoiders to
change their health behaviors, one must first have an understanding of
the primary factors involved in the avoidance of health care. Once
these variables are defined and explored further, sound principles of
persuasion and social influence may be utilized to increase the
effectiveness of mediated health communication campaigns.
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Primary Prevention as a Mediator of Avoidance
It would be remiss to discuss the avoidance or nonuse of health
care services without including self-care or preventive behaviors.
Certainly not everyone needs the services of health care practitioners
on a regular basis.

While it is encouraged that people have annual or

biannual physical checkups to promote wellness, there is probably a
considerable segment of the population that does not seek medical care
because they practice regular self-care behaviors and do not engage in
"risky" health behaviors, thus not finding themselves in need of health
care services. If Goldson et al's (1957) findings are still correct,
those who engage in healthier lifestyles will carry that healthconscious attitude with them under illness conditions. Thus they will
not avoid seeking health care services when they are sick.
Since the literature is scant regarding avoidance fier se, a
detailed description is offered to clarify the concept.
Conceptualization of Health Care Avoidance
Health care avoidance may be described as any attempt to keep
away from, or shun the use or consumption of health care services when
symptoms of illness or disease are clearly obvious to the individual.
Avoidance may be aimed at not only physicians, but at chiropractors,
nurse practitioners, naturopaths, or any other professional whose
primary purpose it is to treat illness and disease. In essence,
avoidance applies to all potential health-providing services.

An

individual who does not go to a health care provider because he or she
does not have signs or symptoms of being ill, is not considered a
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health care avoider. However, someone who experiences pain,
discomfort, or any other physical problems which he or she cannot
alleviate through self treatment, and does not seek professional help,
may be classified as a health care avoider. As well, someone who has a
history of a medical problem and is at high risk for recurrence or
worsening of this problem but does not have regular examinations, may
be considered an avoider (e.g., a hypertensive or diabetic patient).
It should be noted, however, that there may be varying levels
of avoidance. That is, certain situational variables, such as severity
of illness or ability to pay for services, may affect to what level a
person will avoid health care. For instance, someone who knows or
strongly suspects that he or she has a stomach u'icer may avoid seeking
the services of a physician until the condition becomes lifethreatening.

It is highly improbable that this person would continue

to refuse help should the situation become imminently fatal.

Yet we

may still consider this person to be a health care avoider because,
given obvious symptoms of illness and presumed access to health care
services, he/she chose to avoid rather than seek help.

Likewise, if an

elderly person cannot afford to pay what medicare does not cover, he or
she may "hold out" and not see a provider until the problem becomes
acute. Thus, avoidance is not a discrete construct.

Rather, it exists

on a continuum.
Preventive versus Curative Avoidance
Another distinction worth noting is that health seeking
behavior is not always for curative or treatment purposes. There is a

substantive difference between going to a physician for a screening,
preventive checkup and going to one presenting specific sequelae
(disease, illness, injury, etc.). The latter type of avoidance is one
which is of most concern to health professionals since the efficacy of
treatment may be reduced with greater avoidance behaviors, thus
increasing the risk for mortality. Preventive avoidance, however,
should not be ignored since often times diseases may be prevented from
occurring if precursor conditions can be recognized at early stages.
One goal of this study is to empirically discover how self-care
behavior, beliefs and attitudes affect which type of health care
individuals are more likely to utilize.

It may be that while certain

individuals avoid traditional physician-delivered health care, they may
not, in fact, be "avoiders".

Rather, they may choose to utilize other,

less traditional, forms of health care services instead.

The reasons

for why individuals opt for nontraditional health care is a research
question which is of interest as well.
PURPOSE
In this investigation, attitudinal, demographic, health status
and health history factors as well as cancer prevention and detection
beliefs will be examined to determine the effect these variables may
have either alone or concomitantly on the avoidance of health care.
Having identified factors which promote health care avoidance, specific
communication strategies may be developed in order to address those
issues which affect individuals' decisions to not seek health care when
necessary. A

major goal of this study is to empirically predict
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health care avoidance behavior from a set of survey items developed by
Burgoon and colleagues (1986). The instrument measures levels of
misanthropy that individuals have towards physicians and the health
care system in general.

Questions are aimed at discovering general

levels of distrust and/or dislike for physicians (see Appendix 1 for
instrument).

Once predictive validity is achieved on this instrument,

further research may be conducted in developing strategies for
overcoming whatever psychosocial barriers may be contributing to health
care avoidance.

RATIONALE FOR STUDY
Cancer Prevention and Detection
The National Cancer Institute set a goal to reduce via
prevention the number of cancer deaths in half by the year 2000 (NCI,
1987). To accomplish this goal, concerted efforts in the area of
cancer prevention and detection are occurring to raise awareness of
primary prevention behaviors which may help reduce chances of getting
certain types of cancer.
While prevention is paramount to achieving the goal the NCI has
set, secondary and even tertiary intervention is also sometimes
necessary when precancerous conditions develop (e.g., cervical
dysplasia, colon polyps, breast tumors, etc.). Because cancer is a
disease which can often be prevented or cured if it is diagnosed and
treated early, it is essential that some intervention by a primary or
secondary care physician occur upon onset of recognizable symptoms. As

well, since some cancers may often develop and metastasize without
symptoms, it is important for individuals to have routine cancerscreening physical examinations performed by health care providers.

Cancer Problem in the United States
According to the American Cancer Society's (1987) Facts and
Figures report, more than one-third of all cancer deaths in 1987 could
have been prevented by early diagnosis and treatment.

For instance,

lung cancer, the nation's leading form of cancer, has shown to be
caused primarily by cigarette smoking. Studies sponsored by the
American Cancer Society (ACS) (1987) have demonstrated that smoking is
also a major risk factor for oral, pancreatic and bladder cancer. Skin
cancer may be caused by overexposure to the sun. Other cancers such as
colon, rectal, prostate and breast cancer have been linked to dietary
habits as risk factors (ACS, 1987). Therefore, it is apparent that
control over one's susceptibility to many types of cancer is
attainable.
Of particular concern is that cancer morbidity and mortality
rates in economically disadvantaged populations is higher than for the
general population (ACS, 1987). This is most often related to late
diagnosis and treatment, especially among Hispanics. (ACS, 1987).
Certainly, economic barriers may be one reason for this phenomenon.
Other possible explanations may be culturally bound. The research in
this area has been equivocal.

In citing a review of the literature on
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the utilization of health services in mostly rural "traditional"
Mexican societies (Foster, 1977), Young (1981) observes that
"Earlier research... was primarily concerned with
discovering ways in which the traditional culture,
in particular native medical beliefs and practices,
acted to inhibit the population's 'acceptance' of
modern health care, and with means of advising
health personnel on how these 'cultural barriers'
might best be overcome. By contrast, more recent
research attempting to account for low utilization
rates has emphasized factors relating to how health
services are provided. Bureaucratic complexities,
the interaction styles of practitioners, and
especially the costs and physical accessibility of
health facilities now increasingly figure in
explanations of illness behavior of rural nonWestern peoples."
Barriers to access of health services by the indigent and lowincome hispanics in this country, however, has been offset somewhat by
federal and state funded health insurance programs (e.g., Medicare and
AHCCCS).

Yet for those who do not qualify for such programs but do not

have the means to acquire adequate insurance for themselves, cost and
insurance coverage may be important issues which contribute highly to
the decision of whether or not to seek health care.
In summary, avoiding health care for either preventive or
treatment purposes is a concern which should be addressed by
researchers in the health care and communication disciplines.

A

critical first step in overcoming the problem of avoidance is to
identify the factors involved which influence avoidance either
positively or negatively. The following chapter shall delineate
several independent variables which may, either alone or
concommitantly, influence health care avoidance. The research methods

used to carry out this study as well as conceptual definitions of
constructs used to explicate health behaviors, avoidance, and
independent variables will follow.

CHAPTER 2
CONCEPTUAL DEFINITIONS

To clarify the constructs under which this research is
conducted, and to provide a framework for understanding the medical
vernacular used in this manuscript, the following conceptual
definitions are offered:
Self-Care Behavior (a.k.a. Primary Prevention): Engaging in
certain behaviors in order to promote health and physical well-being
(e.g., not smoking, doing breast self-exams, eating healthy foods,
exercise, engaging in certain screening tests, etc.) (DiMatteo &
DiNicola, 1982)
Secondary Prevention Behaviors:

The enactment of certain

prevention behaviors which are prescribed by a health care practitioner
to patients who are labeled "at risk" for certain illnesses. This
would include such behaviors as lowering cholesterol intake if patient
has high cholesterol problems, or lowering salt intake for
hypertensives (DiMatteo & DiNicola, 1982).
Tertiary Prevention Behaviors: The control and treatment of
specific diseases already detected by a health care practitioner.
Examples would include chemotherapy for certain cancer patients,
dialysis for kidney failure, insulin for diabetic patients, etc.
(DiMateo, & DiNicola, 1982).
Preventive Health Care Avoidance: Avoiding or not using health
care services which are specifically designed or intended to prevent
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disease or illness from occurring. For instance, not having regular
physical checkups may be considered avoiding preventive health care.
Treatment-Oriented Health Care Avoidance: Avoiding or not
using health care services when obvious illness, symptoms, or diseases
are present in an individual.
Medical Care Misanthropy:

A general dislike or distrust of

the medical care system and/or the professionals who administer medical
care.

Note that there is a distinction between dissatisfaction with

health care providers and misanthropy towards providers. The former is
more a function of disappointment resulting from unmet expectations.
Misanthropy, however, is more embedded in a skepticism or cynicism of
the virtues of health care providers and medicine as a whole.
Cancer Prevention and Detection Beliefs:

The extent to which

a person believes in the efficacy of certain cancer prevention and
detection screening and lifestyle behaviors.

Examples would include

beliefs that: smoking causes cancer; breast self examination may help
detect breast cancer; mammography may detect breast cancer; early
detection of cancer can make a difference in terms of outcome;
sunscreens can help prevent skin cancer; diet affects ones risk for
certain types of cancer; and so on.
INDEPENDENT VARIABLES
The primary research question guiding this study is:

What are

the factors which contribute most significantly to the avoidance of
health care for both treatment as well as prevention purposes
(including primary, secondary and tertiary care).

It is expected that
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since these two dependent constructs are conceptually different, the
independent processes identified will likely differ as well.
The following independent variables are all hypothesized to
contribute to the avoidance of health care for either treatment or
prevention purposes:
Demographic Factors
Race seems to be a demographic factor which is continually
studied in cancer prevention research.

Particular attention in the

Southwestern United States has been given to the differences in cancer
morbidity and mortality rates between whites and Hispanics.

In a

review of studies dealing with multiple primary cancers among
Hispanics, Newell (1980) observed that Hispanics have the highest rate
of multiple primary breast cancers in the United States compared to
whites and blacks.

In addition to cancer of the breast, cancer of the

biliary tract, stomach, cervix, kidney (Berg, 1980; Jordan & Key, 1981)
and gallbladder (Mack, Walker, Mark & Bernstein, 1984) are more
predominant in hispanics than in whites. Westbrook, Brown and McBride
(1975) demonstrated that Hispanic patients had significantly more
advanced stages of breast cancer on admission than did white patients.
As well, those Hispanic patients who presented with early stages of the
disease had significantly worse survival rates than did white patients.
Given these findings, examination should be made of ethnicity in
relationship to health care avoidance.
Sex, age and education are related demographic factors which
may also be significantly associated with health care avoidance.
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Previous work by Burgoon and colleagues (1986) demonstrated that men
over the age of 40 rated highest on measures of medical care
misanthropy and were therefore presumed to be high health care
avoiders.

It may be that this group of males are entering a stage

where their own mortality seems imminent, and thus become fatalistic
and reject traditional forms of health care. Another interaction noted
by Burgoon, et. al. (1986) was that as education rose, so did
misanthropy among both men and women, Anglo and Hispanic.

It may be

that as education increases, so does the level of skepticism or
distrust of medical technology and of physicians' competency.

As

well, hispanic women with higher levels of education rated highly on
the same measure. At least two possible explanations can be posited
for this interaction: One is that these women are more prevention
oriented and take better care of themselves. Thus, they do not require
health care as often as lower educated Hispanic females.

The other

possible explanation is that Hispanic women are dissatisfied with the
interpersonal interactions with their physicians and feel that many
male physicians are generally condescending.
In the arena of cancer prevention and detection, it may be
that women are generally more aware of certain cancer screening
behaviors and procedures than are men because of the recommendation
that they have regular gynecological exams on an annual basis. During
these exams, both cervical and uterine cancer screenings are performed
as well as breast cancer screenings.

Men, on the other hand, are not

made as aware of certain screening exams that may be performed
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regularly, and the recommended interval time for complete physicals for
men is now about every other year. Thus, sex will most likely
contribute to the overall variance in preventive health care avoidance,
but not necessarily in treatment-oriented health care avoidance.
Not having adequate insurance coverage or being able to afford
treatment may override one's desire to seek medical care.

In his book

"Anatomy of an Illness" Norman Cousins (1979) observed that the people
who need the services of a physician the most "are least able to get to
them, or, if they do manage to get to them, are least able to meet the
general level of fees in private practice" (p. 117). Therefore,
avoiding treatment-oriented health care may be a function of income in
addition to other demographic factors identified.
Cancer Prevention and Detection Beliefs
As mentioned previously, there are different circumstances
under which individuals may seek health care.

For some, it may be that

they go to their physicians at the first sign of illness. Others may
decide to go only after they have exhausted all self-treatment methods
and have failed. Others still will seek medical care only if they can
afford it or if their health insurance will pay.

At the extreme are

those who will seek medical care only when it is perceived as being a
matter of life or death or who will not seek health care under any
circumstances (though there are not likely to be a significant number
of these individuals).

However, there are those who go to their

physicians on a regular preventive basis (once every other year or
more). Those who go to their physicians on a regular preventive basis

may be hypothesized to also be the ones who believe in the efficacy of
certain cancer prevention and detection procedures and practices such
as mammography, fecal occult stool blood tests, smoking cessation, and
dietary modifications. Therefore, beliefs about cancer prevention and
detection will presumably influence preventive health care avoidance.
As well, these beliefs may also affect treatment-oriented behavior
since those who are concerned with prevention are most likely healthconscious enough that they will not avoid health care when they are
sick and in need of treatment.
Objective Health Status
The current health status of an individual may have the most
significant influence on health care avoidance.

Even if someone does

not like the health care system and doctors in general, he or she may
be forced to utilize health services due to having chronic and/or
disabling diseases which precludes conscious avoidance from occurring.
The more illnesses or diseases a person may have will most likely
determine utilization. We may therefore expect objective health status
to influence both treatment and preventive health care avoidance.
Perceived Health Status
As was mentioned previously, those individuals who are usually
healthy and do not have signs or symptoms of illness or disease, do not
necessarily need to utilize the services of health care practitioners.
Therefore, one's health status is a variable which contributes to not
only attitudes about health care but to the use of health care
services. However, it should be noted that there is a difference
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between one's perceived health status and one's objective or actual
health status.

A person who smokes three packages of cigarettes a day,

has high blood pressure, and is overweight may think he or she is in
perfect health.

Yet, objectively from a clinical point of view, this

person would probably be in fair health at best. Hence, perceived
health status is another variable which may contribute to the decision
to avoid health care. Those who report being in good or excellent
health are likely to be less avoidant of preventive health care than
those who perceive themselves to be in poorer health.
Medical Care Misanthropy
Finally, attitudes about doctors and medical care in general
will shape behavior about avoiding health care.

Those who are more

misanthropic will most likely be higher avoiders than less misanthropic
individuals under circumstances where illness is present as well as for
preventive purposes. Of particular interest is what behaviors and
demographic features are evident in high medical care misanthropes.
As cited earlier, work by Burgoon and colleagues (1986) demonstrated
that the age group rating the highest on misanthropy is that between 45
and 64 years of age. As well, 25 percent of higher-educated hispanic
females were high misanthropes compared with 15 percent of lowereducated Hispanic females.

Therefore, it is hypothesized that these

demographic groups will be high health care avoiders as well.

26

METHODS
Subjects
To obtain a sample of subjects which are representative of a
general population, it was necessary to collect data on adults of all
age ranges, educational and income levels, with sufficient nonwhite
representation, and with as near to equal numbers of male and female
subjects. For this reason, data was collected by sampling individuals
who had been called to jury duty by the county court system in a large
southwestern city. According to jury selection procedures, anyone who
is 18 or older and is either a licensed driver or registered voter may
be randomly selected to participate in jury duty. Therefore, bias in
selection of subjects is minimized. While certain individuals may be
exempt from jury duty because of their professions or other
commitments, all individuals asked to participate must show up in
person to ask for a dismissal. The surveys were administered before
the court clerk was present to allow dismissals. Refusal to
participate in the study was minimal.

Approximately 8 to 10

individuals who were asked to complete a survey declined to do so.
Survey
Subjects were asked to complete a five page survey which asked
them questions about their feelings on health care and health in
general (see Appendix A). A total sample size of 251 subjects was
obtained. The first part of the survey asks subjects to respond on a
5-point Likert-tvpe scale of strongly agree to strongly disagree to a
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series of statements regarding attitudes towards physicians, treatments
and the health care system in general (first page of Appendix A). This
nineteen-item instrument was developed by Burgoon and colleagues (1986)
as a hypothetically predictive measure of health care avoidance. Upon
testing with a obtained sample size of 235 from the sample used for
this study, the instrument was shown to have good internal and external
reliabilities using Cronbach's (1951) coefficient alpha. The
reliability for this scale was high (.87). Principal components factor
analysis was performed on the scale to see if several factors may have
been present.

The unrotated solution yielded a unidimensional factor

with loadings ranging from .32 to .72.

While a factor load of .32 may

seem lower than what is generally considered acceptable (.40 or
greater), the reliability statistics indicated that this item, if
deleted, would have lowered the alpha reliability value for this scale.
The percent of variance accounted for by this factor was 31%. See
Appendix B for summary reliability and principal components analysis
statistics on this instrument.
The next section of the survey asked subjects to similarly
respond to several cancer prevention and detection questions to
determine if they believe in the efficacy of certain cancer screening
tests. This unidimensional scale also yielded good alpha reliabilities
of .79 and principal axis factor loadings ranging from .50 to .70.
The total percent of the variance accounted for by this one factor was
33.2% (see Appendix C).
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To gain a continuous measure of how often individuals utilize
any type of health care service, respondents were asked to identify how
many times they visited a health care provider over the past twelve
months. This included several types of providers from traditional
medical doctors to holistic practitioners to faith healers (see
instrument for complete list). Several primary prevention behaviors
were measured for frequency such as breast self exams, sunscreen use,
compliance with medication estimates, and smoking behavior.

A general

health history was also administered which asked whether subjects had
experienced any comorbidities from a battery of possible illnesses
provided (Block & DeWys, 1984). As well, subjects were asked to give a
subjective opinion of how they would rate their own present health on a
scale of from poor to excellent (subjective health status).

Finally,

general demographic items were included.
The dependent variables of interest were the preventive and
treatment-oriented health care avoiding behaviors, as well as the
frequency of visits to traditional and non-traditional health care
providers (regardless of purpose for visit). To measure the first two
dependent variables, subjects were asked to respond how likely (based
on a Likert-type Strongly Agree to Strongly Disagree five-point scale)
they would be to go to a physician under the following circumstances:
1) For regular preventive checkups; 2) at the first sign of illness; 3)
only if sick and unable to take care of problem by self; 4) only if it
was a matter of life and death; 5) under no circumstances; 6) only if
they think they can afford it; and 7) only if their insurance would

pay.

Principal axis factoring of these items clearly supported the

presence of two distinct dimensions. The first dimension consisted of
the first two circumstances given and was labeled as preventive health
care avoidance behavior. The other dimension consists of the remaining
5 "items and is labeled as treatment-oriented health care avoidance
behavior.

Together, these two factors accounted for 57.5% of the

total variance. This scale was also checked for alpha reliabilities,
and yielded satisfactory results on both dimensions (.60 and .72
respectively).
this instrument.

See Appendix D for detailed reliability statistics on
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CHAPTER 3
RESULTS

All data was entered via microcomputer into a relational
database system (Ashton-Tate, 1985) and analyzed using the SPSS-X
(1987) (Statistical Package for Social Sciences) computer package.
In general, it was found that medical care misanthropy alone does not
sufficiently explain health care avoidance for treatment or preventive
purposes. However, when several theoretically predictive variables
were entered into a stepwise multiple regression equation, sufficient
variance was accounted for which would support the complexity of
predicting health care avoidance behavior.
Demographics
A total of 260 questionnaires were administered, of those 251
were usable.

Respondents ranged in age from 18 to 81 years, and the

mean age was 39. Seventy-three percent of the subjects were male and
52% were female.

While 73% of the population was white, approximately

27% of the population was nonwhite (predominantly Hispanic). Most
(78%) of the respondents reported having received education beyond high
school, with the average respondent reporting having had at least some
college education. The mean income is approximately $21,170 per year.
Table 1 provides a summary of respondent characteristics.
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TABLE 1
DEMOGRAPHIC CHARACTERISTICS
SEX:

n=251

AGE:

n=244

RACE:

male: 120 (48%)
female: 131 (52%)
mean: 38.7
std: 13.6
range: 18-81

n=247

White: 179 (68.3%)
Black:
7 (2.7%)
Hispanic: 55 (21.0%)
Native American:
4 (1.5%)
Other:
2 (0.8%)

EDUCATION:

n=246

8th grade of less:
Some high school:
High school graduate:
Some college:
Trade/tech school:
2-yr college grad.:
4-yr college grad.:
Post graduate:

8 (3.1%)
10 (3.8%)
45 (17.2%)
66 (25.2%)
23 (8.8%)
16 (6.1%)
41 (15.6%)
37 (14.1%)

INCOME: n=228
0-10,000:
10,001-20,000:
20,001-30,000:
30,001-40,000:
40,001-50,000:
over 50,000:

34 (13.0%)
40 (15.3%)
48 (18.3%)
39 (14.9%)
37 (14.1%)
30 (11.5%)
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INTERACTIONS
Analysis of variance procedures were first performed to measure
for interaction effects between demographics with health care attitudes
and beliefs (misanthropy measure), and with the dependent measure of
avoidance.

A two-way interaction was noted for sex and age (F=2.426,

df=5, p<0.05) with health care misanthropy.

Figure 1 shows a graph of

the plotted relationships of sex and age with the health care
misanthropy measure.

From this graph, we can see that the highest

levels of health care misanthropy for females occur between the ages of
35 and 55, while males report the highest misanthropy levels at ages
27-34 and again after age 55.
Treatment-Oriented Health Care Avoidance
In examining demographic variables with treatment-oriented
health care avoidance, a main effect for age was noted (F=4.94, df=4,
p<.01). The graph in Figure 2 shows an overall decreasing trend of
health care avoidance as age rises. This may be explained by fewer and
generally less severe health problems experienced in the young compared
to the more frequent and severe episodes of illness experienced in the
elderly.
Another main effect was noted for income (F=2.46, df=5,
p<0.05), with health care avoidance being inversely related to income.
Thus, as income increases, health care avoidance decreases (figure 3).
A two-way interaction for sex and race was noted (F=3.85, df=l,
p<0.05). The most interesting difference is between white and hispanic
males, with hispanic males being significantly higher health care
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avoiders than white males. It should be noted, however, that there
were only 25 hispanic males surveyed, which is about 10.6% of the total
observed sample, compared with 78 white males (33% of total sample).
Therefore, caution should be taken in interpreting this result.
Preventive Health Care Avoidance
ANOVA results of preventive health care avoidance showed a main
effect for sex (F=4.32, df=l, p<0.05) with males being higher
preventive health care avoiders than females in general (see Figure 5).
As well, there was a two-way interaction for race and education with
preventive health care avoidance (F=2.04, df=7, p<0.05). As education
increases, whites become more avoidant of preventive health care.
However, hispanics followed a more cubic trend with the lowest
avoidance occurring at low levels of education and higher levels of
education. The highest health care avoiders in the hispanic population
were ones with some college education (see Figure 6).
BIVARIATE ASSOCIATIONS
Bivariate correlation coefficients between the independent and
dependent variables were performed to determine the direction and
significance of association. Stepwise regression procedures were then
performed to rule out the possibility of spurious associations with the
dependent measures.
Correlational results
The following independent variables were discovered to be
significantly (p<0.05) correlated to treatment-oriented health care
avoidance (see table 2 for correlation coefficients): cancer

prevention and detection beliefs, age, income, objective health status,
and medical care misanthropy.
Those independent variables correlating significantly with
preventive health care avoidance included: cancer prevention and
detection beliefs, age, objective health status, and blood pressure
test screening usage.
TABLE 2
PEARSON CORRELATION COEFFICIENTS:*
INDEPENDENT WITH DEPENDENT VARIABLES
TREATMENT-ORIENTED HEALTH CARE AVOIDANCE
Independent Variable
Income
Age
Objective Health Status
Cancer Prev. & Det. beliefs
Medical Care Misanthropy

Pearson R
-0.26
-0.25
-0.23
-0.27
0.26

n
226
247
251
251
251

Siq (p)
<.001
<.001
<.001
.001
<.001

PREVENTIVE HEALTH CARE AVOIDANCE
Independent Variable
Age
Objective Health Status
Blood pressure screening
Cancer Prev. & Det. beliefs

Pearson R
0.16
0.24
0.16
0.12

n
248
251
249
251

Siq (p)
.013
<.001
.010
.050

USE OF TRADITIONAL HEALTH CARE PROVIDER
Independent Variable
Objective Health Status
Blood pressure screening

Pearson R
0.22
0.28

n
251
251

Siq (p)
<.001
<.001

USE OF NONTRADITIONAL HEALTH CARE PROVIDER
Independent Variable
Medical Care Misanthropy

Pearson R
0.23

n
250

* Only variables significant at p<0.05 level represented

Siq (p)
<.001
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MULTIPLE REGRESSION ANALYSIS
To determine if a combination of the independent variables of
interest could explain the variance of the underlying dimensions of
health care avoidance behavior, multivariate analysis was performed
using stepwise multiple regression procedures. The stepwise multiple
regression procedure considers the association between independent
variables in order of strength of association with the dependent
variable after adjusting for the correlation between the variable
entering the equation and those already entered. Those variables
meeting the criteria of a p value of 0.05 were allowed to enter the
equation and were later removed if the p value was reduced to 0.10 when
other variables entered the equation.
Treatment-Oriented Health Care Avoidance
On the dependent variable treatment-oriented health care
avoidance, demographic variables were first entered into the regression
equation. These included sex, age, race, education and income. Of
these five demographic variables, income entered the regression
equation first (13=-.15, p<0.0102) and age entered next (6=-.13,
p<0.0430) whereas sex, education and race did not.

This suggests that

as income rises, the avoidance of health care for treatment purposes
declines. As well, avoidance of health care for treatment purposes is
also lower as age rises. These two relationships are explainable by
the fact that lower income people are less likely to be able to afford
health care when they are sick and may therefore report only going when
they think they can afford it or if their insurance will cover the

costs of treatment. As well, as age rises, so does the relative number
and severity of illnesses in the general population. Thus, it is less
possible for elderly people to avoid health care in general when they
are ill.

Both of these findings are consistent with the previous

analysis of variance tests of interactions.
Objective health status was strongly associated with treatmentoriented health care avoidance (B=-.19, p<0.0016).

Individuals who had

more co-morbidities (from list of conditions given on fourth and fifth
pages of questionnaire in Appendix A) report being less avoidant of
health care for treatment oriented purposes since they most likely have
to see providers for whatever health conditions they may have.
Beliefs about cancer prevention and detection also entered the
equation (B=-.16, p<.0063), suggesting that those who do not believe in
the efficacy of cancer prevention and detection processes will be more
likely to avoid health care when they are ill.
Finally, misanthropy about health care entered the equation
(I3=.23, p<0.0001).

The more misanthropic people are about health care,

the greater their avoidance of health care when they are ill.
In sum, income, age, health status, and cancer prevention and
detection beliefs were negatively related to the avoidance of health
care while misanthropy about health care was positively related to
avoidance. Together these variables explained 19% of the variance
(Adjusted R^=.19, p<0.000) in health care avoidance for treatmentoriented purposes (see Table 3 for summary).
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TABLE 3
STEPWISE REGRESSION SUMMARY
TREATMENT-ORIENTED HEALTH CARE AVOIDANCE

+
++

Step

Variable

1
2
3
4
5

Income
Age
Hlth Stat
CDP+
MCM++

R2 AdjR2
.06
.09
.12
.15
.20

.06
.08
.11
.14
.19

B
-.16
-.13
-.19
-.16
.23

Corr
-.25
-.24
-.22
-.21
.25

F
6..692
4..137
10..168
7..582
16..289

Sig F
.0102
.0430
.0016
.0063
.0001

Cancer Detection & Prevention Beliefs
Medical Care Misanthropy

Preventive Health Care Avoidance
The next dependent variable examined was preventive health care
avoidance.

It should be noted here that a high score on this dependent

variable indicates less health care avoidance than does a low score.
Therefore, negative relationships between independent variables and
this dependent variable demonstrate an direct rather than inverse
relationship.
Of all the demographic variables given, age entered as the
first independent variable of association (B=.09, p<0.1743) and sex was
entered next from the demographic variables (B=.16 p<0.0070). Thus, as
age increases, avoidance of health care for preventive purposes
decreases. As well, females are less avoidant of preventive health
care than are males. The frequency of blood pressure testing

was the

next significant variable (B=.15, p<0.0132), suggesting that those who
have regular blood pressure screenings also tend to be less avoidant of
preventive types of health care.

While this particular relationship

may seem obvious, it's entrance into the equation supports the
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construct validity of the independent measure, and therefore is
noteworthy in itself.
Finally, objective health status was also related to preventive
health care avoidance (G=.18, p<0.0037). Thus, the more comorbidities
present in individuals, the less often they report avoiding health care
for prevention purposes.

Since this variable came out in both the

treatment-oriented health care avoidance equation as well as the
preventive health care avoidance equation, it may be suggested that
avoidance of health care of any type is less likely to be evident in
individuals who are basically not healthy or who have chronic
conditions which necessitate seeking medical care.
In sum, age, sex, blood pressure screening behavior, and health
status were negatively related to the avoidance of health care for
preventive purposes.

Together these variables explained 9% of the

variance (Adjusted R2=.09, p<0.000) in health care avoidance for
prevention purposes (Table 4).
TABLE 4
STEPWISE REGRESSION SUMMARY:
PREVENTIVE HEALTH CARE AVOIDANCE
Step

Vari able

R2

1
2
3
4

Age
Sex
BP test
Hlth Stat

.02
.05
.07
.10

AdjR2
.02
.04
.06
.09

B

Corr

.09
.16
.15
.18

.15
.15
.16
.24

F
1.856
7.394
6.225
8.592

Sig F
.1743
.0070
.0132
.0037

Use of providers. The third and fourth dependent measures are
based on a continuous scale of the frequency of use of traditional
(M.D. and D.O.) and nontraditional health providers over a one year
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period. To obtain this measure, subjects were asked to indicate how
many times over the last twelve months they' had seen any one of several
health care practitioners for any reason. On the average, subjects
report seeing some type of practitioner about three times a year.
The same independent variables were used for multiple
regression procedures on the dependent variable of overall provider
use.

In looking at the use of traditional health care providers, the

first variable which entered the equation was blood pressure screening
test usage (B=.2, p<0.000). This association is to be expected since
physicians usually perform blood pressure tests each time a patient is
seen.
Objective health status was also a predictor for the use of
traditional health care providers (B=.19, p<0.0016). As the number of
illnesses a person has or has had increases, so does the utilization of
traditional health care providers.
The total variance explained by blood pressure screening and
objective health care status for the use of traditional health care
providers was 10% (Adjusted R^=.10, p<0.0016).
When the same independent variables were regressed for the
usage of nontraditional providers, it was found that the only predictor
was medical care misanthropy (6=.13, p<0.0335). This variable
accounted for 6% of the total variance. This finding is of particular
interest since it means that those who are more misanthropic towards
"traditional" physicians and the health care system in general are
apparently opting to utilize less traditional providers to service

their health care needs -- a finding which is consistent with the whole
notion of misanthropy towards physicians. Caution should be taken in
interpreting this result, however, given the rather small amount of
total explained variance.
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CHAPTER 4
DISCUSSION

The purpose of this investigation was to discover which
variables contribute most significantly to the avoidance or nonuse of
health care services. Data analysis results suggest that there are
definite demographic and attitudinal trends which may be related to
avoidance. That age and income were both significantly related to
avoidance was not surprising since physical health status tends to
deteriorate with age, thus necessitating primary and secondary
intervention by physicians. Also, in the United States where
access to medical care is, in part, determined by one's ability to pay,
financial status becomes more relevant when deciding upon whether or
not to utilize fee-for-service health care.
The finding that male hispanics tend to be higher health care
avoiders than white males or both white and hispanic females is
consistent with the "machismo" literature regarding hispanic men.
Stenger-Castro (1978) relates that the macho male image is deeply
embedded in the Mexican-American culture. Characteristics of machi smo
include defending a man's way of life rather than questioning it even
when that way is harmful to himself or others. To question one's
machi smo, would be to question one's concept of the self as a man.
Also, illness is considered weakness.

Hence, being weak (through being

ill) would be incongruous with the macho role.
As mentioned earlier, one of the goals for this study was to
test the predictive utility of the Burgoon, et al (1986) medical care
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misanthropy measure.

While the instrument did not seem to be able to

discriminate on measures of prevention oriented health care avoidance,
it did relate significantly to the avoidance of health care for
treatment purposes. As well, support was given for the concept of
misanthropy for traditional health care delivered by physicians as
evidenced by a strong association of misanthropy to the use of
nontraditional forms of health care. The significance of misanthropy
on avoidance should not be underestimated given the rather large
overall variance accounted for while using the most conservative means
of regression possible on these variables.

An assumption was made a

priori that those independent variables which are considered most
stable, (e.g., demographic factors, health status) would have the most
impact on health care avoidance. Yet the single most factor which had
the most variance associated with it, was misanthropy. These findings
support the justification for future research utilizing the health care
misanthropy measure in relation to other forms of health care behavior.
While research to date has been equivocal regarding the effects
of attitudes and beliefs on behaviors (Ajzen & Fishbein, 1977;
Cialdini, Petty & Cacioppo, 1981; Schuman & Johnson, 1976; Snyder &
Swann, 1977; Wicker, 1969), results from this study would support the
position that beliefs and attitudes alone do not sufficiently explain
behavior. However, in conjunction with key demographic variables as
well as predisposing situational influences (e.g., health status in
this case), attitudes and beliefs may contribute significantly to our
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understanding of human behavior given the appropriate methodological
means to quantify such phenomena.
Limitations of the Study
The major limitation of this study is that it is based on selfreport which may result in high error rates. Unlike traditional health
communication studies which are performed on subjects who are users of
health care services, this study necessarily utilized a general random
population, thus making follow-up for behavior checks next to
impossible.

In other words, we only have the subjects' word for it

that they are, indeed, health care avoiders under the conditions
specified in the survey.
Also, when doing correlational studies that are not timeordered (that is, they do not use repeated measures), causation cannot
be inferred from study results. Therefore, caution must be taken not
to assume that because some of the independent variables are strongly
correlated with avoidance that they in fact cause avoidance.
TOWARDS AN UNDERSTANDING OF THE HEALTH CARE AVOIDER
In examining the results of this study, it would seem that
there may be some latent psychological variable of avoidance that is
not evidenced in any of the independent variables we examined.
Determining the actual etiology of health care avoidance is the next
logical step to be pursued.

Several theories may be advanced to guide

such future research. If we had to summarize the "typical" health care
avoider by the results generated from this study, that person would be
the 27-40 year old male who is of moderate income and generally good

44

health.

What may be emerging is a cohort of males from the Vietnam War

era who may be misanthropic towards societal institutions in general
which they may feel deceived them during their early adulthood. Thus,
they choose less conventional or less traditional institutions whom
they may feel they can better trust -- in this case nontraditional
health care providers.

Individuals in this demographic group may also

be the ones who are choosing "new age" religion which stresses the
power within the individual over traditional Judeo-Christian practices.
If this is, indeed, a cohort group of health care avoiders, then the
implications for the health care system in the next twenty-five to
thirty years will be sobering. Since illness becomes most acute in the
later stages of life, these cohort health care avoiders will pose a
unique set of problems to the health care profession as they reach the
geriatric stage of life. Specific methods of mediated communication
strategies would need to be targeted towards these individuals to
address their misanthropic attitudes, and attempt to induce behavioral
changes aimed towards primary prevention.
UNDERSTANDING AVOIDANCE FROM A COMMUNICATION PERSPECTIVE
There has been much research attention devoted to the area of
health communication over the last decade. In short, communication
problems evidenced in the doctor-patient dyad may be hindering
effective delivery of health care (Kreps, 1981). It is therefore
necessary to attempt to describe what types of communication phenomenon
are occurring which may be contributing to or aid in our understanding
of the avoidance of health care.

Satisfaction with Health Care Provided
Patient satisfaction is one construct which may help explain
health care avoidance.

If someone is consistently dissatisfied with

services received (regardless of what that service is), the chances of
readily utilizing those services again may be significantly low, even
if those services are desperately needed.

Likewise, if previous

encounters with a physician were not satisfying, it is likely that one
would avoid utilizing a physician's services if possible.

Festinger's

(1957) cognitive dissonance theory would support the above assertion.
According to cognitive dissonance theory, behavior is most consistent
with beliefs and attitudes.

To behave contrary to beliefs or attitudes

would cause internal distress (dissonance). When dissonance is
present, the individual will try to avoid situations in which
additional dissonance might be produced, or he/she attempts to change
the attitude which caused the dissonance to occur. Thus, if one felt
negatively towards physicians because of dissatisfying previous
encounters, to patronize a physician except in cases of perceived
extreme (or at the least, unmanageable) illness would be dissonanceinducing.

It would follow that the patient would, in the future,

either avoid the medical encounter as much as possible, or he or she
would block the information which created the dissatisfying experience
in the first place.

Since the magnitude of the dissonance present has

an effect on outcome, it is more likely that avoidance will increase as
the satisfaction level from the experience(s) of the medical encounter
is decreases. From the cognitive dissonance model (Festinger, 1957) it
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seems apparent that avoidance of health care may be linked to
satisfaction.
The research on patient satisfaction to date has unequivocally
pointed towards the significance of the interpersonal dimension of the
patient-provider relationship in explaining satisfaction, and to a
lesser extent, compliance.

Korsch and her associates have performed

several studies of the relationship between what occurs in the
physician-patient interaction and subsequent patient satisfaction and
compliance (Francis, Korsch & Morris, 1969; Freeman, Negrete, Davis &
Korsch 1971; Korsch, Gozzi & Francis, 1968).

In general, her studies

demonstrated that the greater the friendliness and solidarity expressed
by the physician, the more satisfied and the more compliant was the
patient. Thus it would appear that a highly affiliative "warm" and
"friendly" communicative style would translate into greater patient
satisfaction. Street & Wiemann (1987) make an interesting point,
however, that findings on which physician interactional style promotes
satisfaction have been equivocal among studies. They conclude that
while preferences for a physicians level of warmth, conversational
dominance, likability, etc., may vary depending on the context of the
clinical encounter, satisfaction seems to be consistently dependent on
the patient's perception of how interpersonally involved the physician
is during the medical encounter.
Buller & Buller (1987) studied how physician communicator
style influenced satisfaction.

Using Norton's (1983) communicator

style as the theoretical foundation, they discovered that a dominant
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and argumentative communication style produced less satisfaction
overall, except in cases when the patients were highly anxious about
their medical condition.

As was evidenced in the findings of this

study, high misanthropy towards physicians is consistent with the idea
that some physicians may be overly dominant and suffer from poor
interpersonal skills. Subjects who found this to be true were more
likely to patronize non-traditional health care providers such as
chiropractors or naturopaths. Also, Street and Buller (1988)
discovered that physicians seemed to interact in a less dominating way
with patients who were over 30 years of age than they did with those
who were younger than 30 years of age. The ANOVA results reported in
Chapter 3 of this manuscript also show that males between the ages of
27 and 34 were highly misanthropic towards health care, and avoidance
of health care decreases as age increases. Thus, there may be reason
to further examine the link between satisfaction, misanthropy with
health care and the avoidance of health care.
Communication Apprehension
Since interpersonal communication necessarily involves at least
two actors, it would be counter-intuitive to assume that the behavior
of one actor alone may sufficiently explain enough variance to account
for the outcome of a communication transaction.

As was discussed

above, physician communication style may affect satisfaction with the
clinical encounter, which may then influence the decision of whether or
not to return to that physician for future medical care.

Yet the

patient's involvement in the medical encounter is also an important
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variable to consider (Pettegrew & Turkat, 1976). How anxious or
apprehensive a patient feels about his or her own ability to
communicate with a physician may affect avoidance behavior.
McCroskey (1977, p. 78) defines communication apprehension as "an
individual's level of fear or anxiety associated with either real or
anticipated communication with another person or persons."

Self-

esteem seems to be a strong correlate of communication apprehension as
evidenced by several of McCroskey's studies (McCroskey, Daly, Richmond
& Falcione, 1977; McCroskey & Richmond, 1975) as well as those of other
investigators (e.g., Burgoon, 1976; Snavely & Sullivan, 1976). Given
that the medical encounter is one that is usually characterized by one
individual (the physician) being more dominant, powerful, and
controlling of the situation than the other individual (the patient),
communication apprehension on the part of the patient may be even more
pronounced.

If someone is highly apprehensive or unwilling to

communicate in most everyday situations, it is likely that such a
person will avoid situations where his or her own self-esteem or
perceived credibility will be additionally diminished (i.e., the
medical encounter). Therefore, avoidance may also be a function of
communication apprehension.
Expectancy Theory
Another avenue to explore in attempting to explain how we
behave relative to seeking or avoiding health care is that of
expectations. Specifically, patients have certain expectations about
the medical encounter which, when violated, may affect future behavior
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(e.g., noncompliance, dissatisfaction, and/or future avoidance). The
source characteristics of the health care provider in most situations
will influence patients' expectations of the interaction. J. Burgoon's
(1978; 1983, 1985, 1986; Burgoon & Jones, 1976) expectancy violation
model (EVM) and M. Burgoon's (Burgoon, 1975; Burgoon, 1984; Burgoon,
Dillard, & Doran, 1984; Burgoon, Jones & Stewart, 1975; Burgoon &
Miller, 1987; Miller & Burgoon, 1978; Miller & Burgoon, 1979; Miller &
Burgoon, 1980) expectancy theory may provide an alternative explanatory
framework for how violations of expectations may influence the decision
to avoid health care.
According to the J. Burgoon model, receiver expectancies are
formed by perceptions of communicator characteristies (e.g., gender,
age, appearance, personality, similarity, etc.), relational
characteristics (such as prior history, liking, attraction, etc.) and
the context of the interaction including the setting (e.g., doctor's
office), level of formality, environmental constraints, and the
communication functions involved.

The communicator's nonverbal

behavior is perceived as being either an expected behavior or
unexpected one (violation). The model hypothesizes that at the point
of violation, arousal is heightened and attention is directed to the
relational level of the situation. Depending on the perceived reward
valence of the communicator, the behavior will either be interpreted as
highly positive or highly negative if the violation is either positive
or negative. This in turn leads to an evaluation which is either
highly positive or highly negative, which then determines outcomes by

the receiver such as reciprocity or attitude change.

It is important

to note that high reward communicators have fewer chances to negatively
violate expectations while the converse is true for low reward
communicators.
While the J. Burgoon nonverbal expectancy violations model
provides

a sound theoretical base for exploring how violations may

affect avoidance, it has been more customary to examine verbal message
strategy selection in the study physician and patient behavior.

It is

perhaps axiomatic that the medical encounter usually involves the
physician recommending some course of treatment for which the patient
is at least in part responsible. This often requires persuasive verbal
appeals. While most research has been focused on how compliancegaining message strategies may be used to induce compliance, many of
the theoretical bases which guide this research may be applied to the
notion of avoidance as well since avoiding health care is, in a sense,
noncompliance. The notion of expectancies once again provides a
parsimonious framework from which to posit theoretical explanations of
persuasive effectiveness in such instances.

Expectancy theory,

(Burgoon & Miller, 1987) examines the effect of language usage on
behavioral outcomes. The theory begins with the assumption that
"(P)eople develop expectations about language behaviors which
subsequently affects their acceptance or rejection of persuasive
messages." (Burgoon & Miller, 1987). When these expectations are
positively violated, persuasion will be facilitated, and when they are
negatively violated, persuasion will be inhibited. The types of
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message strategies for which we have normative expectations include
intensity, opinionated language and fear-arousing appeals (Burgoon &
Miller, 1987). Source credibility (similar to reward in the J. Burgoon
model) is another dimension which affects expectations (Burgoon, 1975;
Burgoon & Chase, 1973; Burgoon, Jones, & Stewart, 1975). A person who
is perceived as being highly credible will have a much greater range of
acceptable behaviors which he/she may exhibit, while a person who is
perceived as being low in credibility has a much narrower range. This
would obviously leave the low credible person with greater
possibilities for positively violating expectations (Giordano, 1987).
In returning to the discussion on the issue of avoidance, it
would seem apparent that not only does the verbal message strategy
selection have an impact on behavioral outcomes, but so does the
nonverbal behavior as well. Buller and Burgoon (1986) replicated a
study by Judith Hall (1980) which examined vocal encoding and decoding
ability or sensitivity on the effectiveness of social influence. The
Buller and Burgoon study offered the expectancy model as a means of
explaining how violating nonverbal expectations may result in changes
in the effectiveness of persuasive attempts. It was found that
subjects who decoded a sender's voice as being more pleasant and
affiliative would be more likely to comply than if the source's voice
was less warm and affiliative.

The authors contended that

"(P)ositive violations produce greater compliance and negative
violations produce less compliance". Whether a violation is interpreted
as being positive or negative depends on the source valence or reward
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level. Buller and Burgoon (1986), however go on to include in their
delineation of whether a violation is labeled positively or negatively
that it depends on "the range of interpretations that can be assigned
to the violation" and "the evaluation of the interpreted act".

Their

study provides support for the notion that nonverbal behavior may be
used as a persuasive mechanism,

v.-,

In summary, the violation of expectations in the medical
encounter on both a verbal and nonverbal level may have an impact on
health care avoidance. Depending on the direction of the violation
(positive or negative), the source characteristics of the physician, as
well as the ascribed reward level or valence of the physician,
violations of expectations could also work in the favor of the
physician and reduce the chances of avoidance. Unfortunately, in a
situation such as the medical encounter where other mediating variables
may overshadow "usual" or "normative" expectations (e.g., severity of
illness, level of patient fear or anxiety, etc.), knowing the
expectations which will influence the outcome of the encounter may be a
difficult process, and one which is not within the purview of this
paper to resolve. Suffice it to say, however, that patient
expectations can partially be made known to a physician prior to or
during the medical encounter given the appropriate instrumental means
to do so.
IMPLICATIONS FOR THE HEALTH CARE INDUSTRY
After analyzing and interpreting the results of this study, the
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health care provider may begin to wonder what the practical
implications of health care avoidance may be on a more global level.
According to the data gathered in this study, nearly one fourth of all
individuals are health care avoiders (regardless of demographic
distribution). To ignore this fraction of the population by assuming
that they do not impact on our health care delivery system would be
negligent. However, the solutions for dealing with the health care
avoidance problems may not be so readily apparent. Several questions
must first be raised.

For instance, at what level do we address the

issue health care avoidance? Should it be the individual
practitioner's responsibility to know what sorts of attitudes and
beliefs his or her patients harbor about health care, and if so is that
really feasible? The answer to this question is probably, no.

In

reality, it is impossible for any one physician to acquire such an
intimate understanding of all his or her patient's psychosocial
profiles. The next logical question then, is should the health care
institutions (e.g., hospitals, HMO's, medical schools, etc.) be
responsible for addressing the health care avoider?

Again,

realistically these institutions are not capable of addressing these
issues in any meaningful way which will promote behavioral change.
Finally, then, should health care avoidance be addressed by the media?
The media is perhaps the most effective and efficient way to address a
large body of the population in ways that will be less threatening to
the health care avoider.
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The Use of Mass Media for Reaching Health Care Avoiders
The use of mediated health campaigns have been well documented.
McGuire (1984) outlines a public health communication strategy to
convince individuals to adopt more healthy lifestyles by using the
media to a) inform them about health risks, b) motivate them to reduce
such risks, and c) educate them in ways to adopt more healthy
lifestyles. He goes on to delineate a seven step procedure for
persuading individuals to change their lifestyles. The steps are as
fol1ows:
1.

Review the Realities
a. identify serious health problems
b. select the subset for which effective solutions are
known
c. focus on solutions best achievable through persuasion

2. Axiological Analysis
Evaluating the relative costs and benefits of a
campaign, weighing the ethical priorities and
determining the priority of problems to address.
3. Survey the Sociocultural Situation
Identify those "at risk" (e.g., health care avoiders)
4.

Map the Mental Matrix
Identify which factors are characteristic of the health
care avoider

5. Tease out the Target Themes
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Determine which themes and subpopulations of health care
avoiders need to be addressed the most critically.
6. Construct the Communication
Use of empirically tested theoretical analyses to
identify which aspects of the communication situation
can be manipulated to enhance impact.
7.

Evaluate the Effectiveness
Ongoing and end-point evaluations of the effectiveness
of the campaign as evidenced by behavioral change of
targeted audience.

The sixth step of McGuire's package is the one to which health
communication scholars need to pay particular attention. The
communication variables which McGuire says are "input" into the
situation are: Source (credibility, attractiveness, power & number),
Message (style, type of appeal, organization, etc.), Channel (type of
medium, context, etc.), Receiver (demographics, characteristics, etc.),
and Intended Destination or Purpose (attitude, behavioral change,
immediate versus delayed, change versus resistance, etc.). The
"output" variables are those which are the measured outcomes of the
campaign. They may include: Exposure to communication; Attending to
it; Liking or being interested in it; Comprehension; Learning; Yielding
(attitude change); Retention of the change; Search and retrieval of the
new attitude; Decision in accord with the retrieved; Behaving as
decided; and Reinforcement of these acts.

Most health communication campaigns, to date, have focused on
informing the public about certain health risks such as smoking, drug
use and the transmission of AIDS. An inductive review of some of the
latest television commercials designed to persuade individuals to adopt
healthier lifestyles shows that the most often used persuasive strategy
is fear.

Yet the fear appeals have been aimed mostly at adolescents.

For example, the commercial that uses an egg in a frying pan as a
simile of one's brain on "drugs" has been aimed primarily at
adolescents and has been aired extensively. Another commercial
portrays adolescents drinking alcohol while driving a car. The
adolescents are then shown in skeletal form in the car -- a message
that drinking and driving kills. The appeals which have been targeted
to adults in the 25 to 40 year old range are designed to persuade
through logic.

For example, a bran breakfast commercial portrays

someone eating a high fiber diet to prevent cancer risks later in life.
If we were to apply McGuire's seven step program to the above
mediated campaigns, we may be able to measure the effectiveness of the
messages. However, there are mixed opinions in the literature
regarding the ability of the mass media to actually change existing
attitudes and behaviors.

Alcalay (1983) asserts that using the mass

media is effective at reinforcing existing attitudes, beliefs and
behaviors. However, while minor short-term modifications may be made
in behavior, Alcalay asserts that long-term lifestyle changes are
rarely evidenced by exposure to mass mediated health communication

messages.

It would seem apparent, then, that longitudinal analysis of

the effectiveness of such campaigns would be mandated.
Since the avoidance or nonuse of health care services under
conditions of illness or disease is a moral as well as practical
dilemma for our society, it would seem incumbent upon professionals in
the domain of health communication and mass media to recognize the need
for employing sound, theoretically and empirically based strategies to
persuade individuals to use health care services when the need to do so
is clearly present.

Before taking that next step, however, further

research needs to be done at a more axiomatic level to test hypotheses
which may explain health care avoidance.
may include:

Further research questions

What role may the constructs of communication

apprehension, patient satisfaction, and patient expectations have
either singularly or concomitantly on avoidance of health care?
How does preventive health care avoidance differ from treatmentoriented avoidance in terms of communication apprehension?

Exactly how

similar is noncompliance to avoidance?
This research has provided a first step in identifying key
demographic and attitudinal factors which may help advance theories to
explain health care avoidance.

As well, theories of communication and

social influence were discussed to expound on current knowledge which
help direct future research into the etiology of health care avoidance.
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APPENDIX A

HEALTH CARE AVOIDANCE INSTRUMENT
THE DEPARTMENT OF COMMUNICATION AND THE CANCER CENTER AT THE UNIVERSITY
OF ARIZONA IS CONDUCTING A STUDY. WE WOULD APPRECIATE YOUR
PARTICIPATION. PLEASE ANSWER THE FOLLOWING SET OF QUESTIONS BY
INDICATING YOUR LEVEL OF AGREEMENT OR DISAGREEMENT WITH EACH STATEMENT.
INDICATE WHETHER YOU STRONGLY DISAGREE (SDK DISAGREE (Dh NEITHER
AGREE NOR DISAGREE (Nh AGREE (A). OR STRONGLY AGREE (SAh WITH EACH
STATEMENT. YOUR ANSWERS ARE STRICTLY CONFIDENTIAL AND YOUR
PARTICIPATION IS GREATLY APPRECIATED. THANK YOU.
1. Doctors take too many unnecessary risks

SD

D

N

A

SA

2.

I don't trust doctors

SD

D

N

A

SA

3.

I don't like hospitals in general

SD

D

N

A

SA

4. Doctors are patronizing with their patients

SD

D

N

A

SA

5. Most drugs work

SD

D

N

A

SA

6. Doctors aren't as professional as they
used to be

SD

D

N

A

SA

7. Doctors treat their patients with respect

SD

D

N

A

SA

8.

I am afraid of the side effects of drugs

SD

D

N

A

SA

9.

Because of advertising, doctors aren't as
professional as they used to be

SD

D

N

A

SA

10. Treatments are sometimes worse than
the illness

SD

D

N

A

SA

11. Doctors are very accessible

SD

D

N

A

SA

12. Doctors don't have enough expertise

SD

D

N

A

SA

13. I believe medical tests are accurate

SD

D

N

A

SA

14. Doctors make too many mistakes

SD

D

N

A

SA

15. Money is all that doctors really care about

SD

D

N

A

SA

16. Many doctors are "quacks"

SD

D

N

A

SA

17. Doctors are too willing to prescribe drugs

SD

D

N

A

SA
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18. Doctors usually overcharge for their services SD

D

N

A

SA

19. Doctors don't listen very well

D

N

A

SA

SD

THESE NEXT QUESTIONS MEASURE YOUR BELIEFS ABOUT CANCER. THERE ARE NO
RIGHT OR WRONG ANSWERS. JUST ANSWER YOUR LEVEL OF AGREEMENT WITH THE
STATEMENTS. LIKE THE PREVIOUS QUESTIONS, INDICATE WHETHER YOU STRONGLY
DISAGREE (SD). DISAGREE fDh NEITHER AGREE NOR DISAGREE (NK AGREE (A).
OR STRONGLY AGREE fSAh WITH EACH STATEMENT.
20. I believe that smoking causes lung cancer

SD

D

N

A SA

21. I believe that most types of cancer can be
prevented

SD

D

N

A

22. I believe that early detection of cancer can
make a difference in the outcome
SD

D

N

A SA

23. I believe that mammography (breast x-ray) can
detect breast cancer in an early stage
SD

D

N

A SA

24. I believe that colon cancer can be detected
early by checking the stool for blood

SD

D

N

A SA

25. I believe that using sun screens can prevent
skin cancer

SD

D

N

A SA

26. I believe that stopping smoking can decrease
your chances of developing lung cancer in
the future
SD

D

N

A SA

27. I believe that diet affects your chances
of getting certain types of cancer

D

N

A SA

SD

THESE NEXT QUESTIONS ARE TO IDENTIFY WHAT TYPES OF HEALTH CARE YOU
UTILIZE:
1.

How many times in the past year have you gone to the following:
Number of times
1.
2.
3.
4.
5.
6.
7.
8.
9.

Medical Doctor (MD)
Osteopathic Doctor (DO)
Nurse Practitioner
Chiropractor
Naturopath
Alleopath
Homeopath
Spiritual doctor
None of the above, I choose

SA

to self-medicate
10.Other (please specify)
2. How many times (per year) do you have a blood pressure test?
3. Do you know if your blood pressure is:
Normal
Don't know

High

Low

4. If you are a female, how often do you have a pap smear?
(check one)
Twice a year
Once a year
Every other year
Less than every other year
5. If you are a female, how often do you give yourself breast selfexaminations?
Once a month or more
Every other month
Between every other month and six months
Less than every six months
6. How often do you go to a physician for a complete physical?
Every six months
Once a year
Every other year
Only when I am sick
7. How often do you use sun screens when you know you are going to be
in the sun?
Always
Sometimes
Never
8. What Sun Protection Factor (SPF) sunscreen do you usually use?
9. What is your approximate height

weight

10. How many medications has your doctor prescribed for you in the past
six months?
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11. Thinking back to the last prescription for medication you received,
please estimate on a scale of 1 to 10 how well you followed the
directions for taking the medications where 1 means you didn't take the
medication at all and 10 means you took all your medication exactly as
your doctor ordered: (circle one)
1

2

3

4

5

6

7

8

9

1 0

CHECK THE RESPONSE THAT MSI DESCRIBES YOUR BEHAVIOR:
1.
2.
3.
4.
5.
6.
7.

I go to a doctor regularly for
preventive checkups

SD

D

N

A

SA

I go to a doctor at the first sign of
illness

SD

D

N

A

SA

I only go to a doctor if I am sick and
can't take care of the problem myself

SD

D

N

I go to a doctor only if it is a matter
of life and death

SD

D

N

A

SA

Under no circumstances do I ever go to
a doctor

SD

D

N

A

SA

I only go to a doctor if I think I can
afford it

SD

D

N

A

SA

I only go to a doctor if my insurance
will pay

SD

D

N

A

SA

A SA

HAVE YOU EVER BEEN TOLD BY A DOCTOR THAT YOU HAD ANY OF THE FOLLOWING
CONDITIONS? (FOR EVERY ITEM BELOW, CHECK THE COLUMN THAT APPLIES).
Block, G. (1984).
DON'T
NO YES
KNOW
HEART DISEASE/ANGINA
HEART ATTACK
HIGH BLOOD PRESSURE
STROKE
TUBERCULOSIS
CHRONIC BRONCHITIS OR EMPHYSEMA
ASTHMA
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HAYFEVER
DIVERTICULOSIS
RECTAL/COLON POLYPS
CHRONIC COLITIS
DIABETES
THYROID CONDITION
KIDNEY DISEASE
BLADDER DISEASE
LIVER CIRRHOSIS
HEPATITIS
STOMACH ULCERS
RHEUMATOID ARTHRITIS
OTHER ARTHRITIS
OSTEOPOROSIS
FRACTURED HIP
PROSTATE TROUBLE
ABNORMAL PAP SMEAR
SKIN CANCER
LEUKEMIA
OTHER CANCER (IF YES, SEE BELOW)

WHAT KIND OF CANCER? (LUNG, BREAST, ETC.)
Are you a: (check one)
Current smoker
number of years smoked
Ex-smoker
number of cigarettes
Non-smoker
smoke(d) per day:

YEAR DIAGNOSED
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Overall, how would you rate your present health?
Excellent
Good
Fair
Poor
Please indicate which blood relatives (e.g., mother, grandfather, etc.)
of yours have had or presently have cancer?
Relative 1:
Type of Cancer:
Relative 2:
Type of Cancer:
THESE FINAL QUESTIONS ARE FOR CLASSIFICATION PURPOSES:
1. What is your sex? Male

Female

2. What is your age, please?

years

3. Would you describe yourself as:
White (1)

Black (2)

Native American Indian (4)

Hispanic (3)
Other (specify)

4. What was the last grade of school you completed?
8th grade or less
Some high school
High school graduate
Some College
Trade/tech/vocational beyond high school
2-yr college graduate
4-yr college graduate __
Post graduate
5. What is your annual total household income?
$0 - $ 1 0 , 0 0 0
$10,001 - $20,000

$20,001 - $30,000
$30,001 - $40,000
$40,001 - $50,000
over $50,000
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APPENDIX B

MEDICAL CARE MISANTHROPY
RELIABILITY AND INTERNAL CONSISTENCY
N of cases: 238
Alpha reliability coefficient: 0.87
Mean Inter-item Correlation: .26
Minimum:-.03
Maximum: .50
Number of items meeting inter-item correlation criteria (> .40): 20/171
Corrected
Item-Total
Correlations:
Iteml
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
ItemlO
Iteml1
Iteml2
Iteml3
Iteml4
Iteml5
Iteml6
Iteml7
Iteml8
Iteml9

.4957
.5619
.4085
.4159
.2965
.5030
.4656
.3121
.4414
.4417
.2791
.5902
.3721
.6407
.5915
.5751
.4682
.5683
.5799

P.C.
Factor
Loading:
.57
.63
.47
.48
.34
.59
.53
.36
.52
.50
.33
.68
.66
.54
.64
.66
.54
.64
.66
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APPENDIX C

CANCER PREVENTION & DETECTION BELIEFS
RELIABILITY AND INTERNAL CONSISTENCY
N of cases: 256
Alpha reliability coefficient: .79
Mean Inter-Item correlation: .35
Minimum: .25
Maximum: .58
Number of items meeting inter-item correlation criteria (> .40): 5/21
P.C.
Factor
Loading:

Corrected
Item-Total
Correlations:
Iteml
Item3
Item4
Item5
Item6
Item7
Item8

.48
.60
.57
.49
.52
.53
.43

.56
.70
.66

.55
.56
.68

.49
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APPENDIX D

BEHAVIORAL AVOIDANCE MEASURE
RELIABILITY AND INTERNAL CONSISTENCY
N of cases: 241
Preventive
Alpha reliability coefficient: .52
Mean Inter-Item correlation:
Minimum:
Maximum:

Treatment
.72

.35
.35
.35

.34
.09
.64

Number of items meeting inter-item correlation criteria (> .40):
Preventive: n/a
Treatment: 4/10
Corrected
Item-Total
Correlations:
Iteml
Item3
Item4
Item5
Item6
Item7

.35
.35
.50
.44
.63
.58

P.C.
Factor
Loading:
.64
.68
.70
.59
.79
.74

Factor:
2
2
1
1
1
1
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