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The decision to seek or avoid health information is an important, sometimes life-

altering decision. Although many studies explore personal reasons for avoiding 

information, limited research exists exploring the influence of other people on people’s 

decision to seek or avoid information. In five studies (total N = 1,709), I examine three 

proposed pathways by which audiences influence people’s health information decisions: 

proactive impression management (Studies 1a and 1b), capacity to harm (Study 2), and 

social norms (Studies 3a and 3b). Results provide mixed support for the proactive 

impression management pathway, support for the capacity to harm pathway, and no 

support for the social norms pathway. Overall, results suggest that the health 

information context and manipulation itself may strongly influence whether audiences 

affect health information decisions. 
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CHAPTER 1 
INTRODUCTION 

Why do people avoid information that could save their lives? Research across 

several disciplines finds that avoiding health information occurs regularly, even when 

the information could be vital to survival (Howell, Lipsey, & Shepperd, in press). 

Although, people often avoid health information for personal reasons, they sometimes 

avoid health information for interpersonal reasons. That is, concerns with perceptions 

and responses of audiences may lead people to avoid information they may otherwise 

have sought. On the flipside, audiences may sometimes prompt people to seek 

information they may otherwise have avoided. The present studies examine audience 

influences on health information seeking and avoidance.  

Information Avoidance 

Information avoidance refers to any behavior designed to delay or prevent the 

acquisition of available information (Sweeny et al., 2010). Information avoidance is 

prevalent–people avoid medical test results (e.g. Howell & Shepperd, 2013; Melnyk & 

Shepperd, 2012), evaluations by others (Howell, Crosier, & Shepperd, 2014, Study 4; 

Sweeny & Miller, 2012, Study 2), and information about others (Afifi & Weiner, 2006; 

Yaniv, Benador, & Sagi, 2004). In a study surveying a nationally representative sample 

of US adults, 25% of participants agreed or strongly agreed with the statement, “I can 

think of situations in which I would rather not know everything about my health” (Howell, 

Crosier, & Shepperd, 2014). However, measures of avoidance intentions and avoidance 

behavior do not always yield the same results. For example, 97% of participants in one 

study reported intentions to undergo genetic testing for hereditary non-polyposis 
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colorectal cancer, but 51% of participants actually underwent genetic testing (Hadley et 

al., 2003). 

Although information avoidance is not always harmful (Barbour, Rintamaki, 

Ramsey, & Brashers, 2012; Shipp et al., 2004), it sometimes has adverse 

consequences, especially in health contexts (Cutler & Hodgson, 2003; Knowles, 

Lowery, Chow, & Unzueta, 2014; Sweeny et al., 2010). For example, many types of 

cancer have high survival rates and better outcomes if detected and treated early 

(American Cancer Society, 2015). Avoiding cancer screening information can thus have 

life-threatening consequences. Moreover, ignorance of one’s HIV status can be 

personally harmful and can risk infection of sexual partners. Yet, as much as 55% of 

people who tested for HIV failed to return for their results in one study (Hightow et al., 

2003).   

Given the potential negative consequences, why do people avoid information? 

Theorists propose three broad motives that prompt information avoidance (Sweeny et 

al., 2010). The first motive is emotional regulation. People sometimes avoid information 

that may lead to unpleasant emotions (Cutler & Hodgson, 2003), but also avoid 

information to maintain or boost positive emotions (Shipp et al., 2004). The second 

motive is obligation.  People may avoid information that potentially obligates undesired 

action (Sweeny et al., 2010). For example, in a series of studies, participants displayed 

greater avoidance when learning the information would obligate them to undergo an 

uncomfortable testing procedure or a time-consuming pill regimen (Howell & Shepperd, 

2013).  The third motive is to maintain valued beliefs. People may avoid information that 
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threatens their beliefs about themselves, about others, or about their general 

worldviews) (Howell et al., 2013; Johnston, 1996; Knowles et al., 2014; Sweeny et al.).   

Interpersonal Influences 

The three motives just described represent personal reasons for avoiding 

information (Sweeny et al., 2010). However, people may also avoid information for 

interpersonal reasons, such as self-presentational concerns (reflecting concerns with 

managing how audiences view the person) or audience influence (reflecting either 

concerns with how audiences will use information, or how audiences will view the 

information decision itself). Concerns about audiences may thus influence people to 

make different information decisions than decisions made in the absence of such 

concerns. 

I propose that audiences influence information decisions in via three pathways 

(Figure 1-1).  

 
Figure 1-1. Audience influence information avoidance pathways. 
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The first pathway concerns how people managing impressions once the information is 

known (proactive impression management). The second pathway concerns how the 

audience will use the information that follows the information decision (potential to 

harm) – the information that results from avoiding nor seeking could affect one’s 

resources and/or image. The third pathway concerns how the audience views the 

information decision (social norms). Both injunctive norms about the information 

decision itself (whether other people expect one should seek or avoid the information) 

and descriptive norms about avoiding/seeking behavior (whether other people tend to 

seek or avoid under similar circumstances) can influence information 

avoidance/seeking. I discuss each of these paths in turn. 

The Proactive Impression Management Pathway 

Participants may be concerned with how audiences view them in light of new 

information. Information may negatively or positively affect how others view the 

information-seeker, and people may proactively manage impressions by avoiding (or 

learning) the information. Pursuing information (such as undergoing a medical test) 

carries the risk that other people may gain access to the information. At the very least, 

knowing the information may affect interactions with others. For example, people who 

learn that they have a sexually transmitted infection likely feel obligated to tell their 

sexual partners. However, this news can create an unfavorable impression in the eyes 

of the partners. Additionally, even though people may not tell their parents or friends, 

having the burden of this knowledge may lead the person to feel guilty, and the guilt 

may color interactions with others. Thus, the information may affect people public image 

and their interactions with others. Consequently, people may reason that it is best to 

proactively manage impressions by avoiding the information altogether.  
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Although this pathway remains unexplored in the literature, research on 

information disclosure offers hints regarding how the proactive impression management 

pathway may play out. Information disclosure research demonstrates that people are 

concerned that audiences may learn certain information about them. Thus, people 

regulate the information they disclose (Delaney, Serovich, & Lim, 2008). For example, 

some people withhold information about their HIV/AIDS status even to close others for 

two reasons. First, they are concerned that the information will become public and lead 

to stigma and ostracism. Second, they are concerned that the information may taint 

their friends and acquaintances (Delaney, Serovich & Lim, 2008; Murphy, Roberts, & 

Hoffman, 2002).  

Notably, choosing not to disclose information is not information avoidance. The 

actor already knows the withheld information. Conceivably, however, people may avoid 

learning certain information to avoid concerns of audience disclosure. Revealingly, in 

one genetic screening study, participants indicated that receiving and sharing an 

undesirable diagnosis with close others might cause others to perceive them as a 

burden or to desert them (Yaniv, Benador, & Sagi, 2004). These results suggest that 

people concerned that others may view them negatively or ostracize them may choose 

to avoid undesirable health information to mitigate these interpersonal concerns. 

The Capacity to Harm Pathway 

People also avoid health information when they are concerned that audiences 

may use their information to harm them (Lipsey & Shepperd, 2019a; 2019b). Seeking 

potentially threatening health information carries the risk that powerful audiences with 

access to the information may cause people harm. Research on Alzheimer’s genetic 

testing suggests that people are concerned with the role powerful others play in health 
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decisions. Of the participants who indicated they would rather avoid Alzheimer’s genetic 

testing, over 75% believed that getting tested might lead them to lose health insurance 

(Cutler & Hodgson, 2003). Additionally, although participants in one study expressed 

high willingness and desire to undergo a medical test that might yield unfavorable 

results, they expressed significantly less willingness and desire if they believed those 

unfavorable results might imperil their insurance coverage (Lipsey & Shepperd, 2019b).  

Perhaps more compellingly, recent experimental evidence suggests that powerful 

audiences play a significant role in actual information avoidance decisions. In two 

separate studies, participants who took a general health risk assessment were then led 

to believe that seeking their personal health risk information would make that 

information available to either health insurers, employers, health researchers, or only 

the participant. Participants displayed dramatically greater information avoidance when 

they believed their information could be viewed by powerful audiences (insurers and 

employers) versus low power audiences (health researchers or only themselves) 

(Lipsey & Shepperd, 2019a).  

The Social Norms Pathway 

Finally, how people view the information decision itself influences people’s 

decisions to seek or avoid information. That is, other people’s beliefs about the 

appropriate information decision choice (injunctive norms) and other people’s decisions 

to seek or avoid under similar circumstances (descriptive norms) may influence 

information decisions. In support of this assertion, research on theory of planned 

behavior points to the importance of subjective norms (including injunctive and 

descriptive norms) in both intentions and behavior (Ajzen, 1991; Rivis & Sheeran, 

2003). Injunctive norms, also referred to as prescriptive norms, inform people whether 
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certain behavior or decisions are approved or disapproved. Descriptive norms inform 

people whether certain behaviors or decisions are common or uncommon (Cialdini, 

2003). Injunctive and descriptive norms can produce powerful behavior change in areas 

such as alcohol and drug use, environmental behavior, and gambling (Cialdini; 

Neighbors, Larimer, & Lewis, 2004; Schultz, Nolan, Cialdini, Goldstein, & Griskevicius, 

2007). For example, among household residents who consumed above average 

energy, receiving information about how their energy consumption compared with the 

average resident (descriptive norm) and a message indicating social approval 

(injunctive norm) decreased their energy consumption (Schultz et al., 2007).  

What remains less clear is the role of injunctive and descriptive norms in 

information decisions – can social norms influence people’s information seeking and 

avoidance? Some preliminary evidence suggests they do. For example, one study 

found that receiving injunctive norms about peer expectations predicted a lower 

likelihood of avoiding risk information (Calhoun, 2012), such that the more participants 

felt pressure from their friends to know about sexual aggression risk, the less likely they 

were to avoid the information1. Additionally, research on feedback seeking in the 

presence of audiences (Ashford & Northcraft, 1992) demonstrated that people match 

their feedback-seeking to descriptive norms. If participants believed it was the norm to 

seek feedback (versus having no norm information or having information that feedback-

seeking was not the norm), they were less likely to avoid feedback (Ashford & 

Northcraft, Study 1). This research hints that injunctive and descriptive norms may 

                                            
1 Although receiving descriptive norm information predicted less avoidance and predicted less heuristic (superficial) 
processing of information, it was not a significant predictor of information seeking (Calhoun, 2012). 
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influence information decisions. Yet, it remains unclear whether these norms influence 

avoidance of health information more generally, and whether combining norms (as 

Schultz et al., 2007 recommend) elicits more potent effects on information avoidance. 

Overview and Hypotheses 

The present research examined interpersonal influences on avoidance of health 

information. Information avoidance is prevalent and one’s health information decisions 

can have potentially life-altering consequences (Sweeny et al., 2010). Thus, although it 

is important to examine the personal influences on health information avoidance (which 

have been examined relatively thoroughly, Howell et al., in press), it is perhaps equally 

important to examine the relatively unexplored interpersonal influences on health 

information avoidance.  

Hypothesis 1 – The proactive impression management pathway. People’s 

impression management concerns will correspond with higher likelihood of avoiding 

information. Concretely, people prompted to believe that seekers or avoiders are viewed 

more favorably will be more likely to seek or avoid, respectively (Study 1a). Additionally, 

people will be more likely to avoid health information if they are prompted to consider 

the negative interpersonal consequences of receiving unfavorable health information 

than if they are not (Study 1b). 

Hypothesis 2 – The capacity to harm pathway. People will express greater 

information avoidance intention if they believe audiences with the capacity to harm them 

may have access to their information than if they believe that audiences without a 

capacity to harm will have access to their information (Study 2).  

Hypothesis 3 – The social norms pathway. People will seek or avoid 

information in ways that match injunctive and descriptive norms. People will seek 
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information more when descriptive and injunctive norms suggest information seeking 

than when descriptive and injunctive norms are absent (Studies 3a, 3b).  

I tested these three hypotheses in five experimental studies. In Studies 1a and 

1b, I experimentally manipulated impression management expectations for seeking or 

avoiding information and for receiving unfavorable health information. In Study 2, I 

experimentally manipulated whether participants believed their health information would 

be available to audiences with versus without a capacity to harm. In Studies 3a and 3b, 

I experimentally tested a potential audience-based intervention that encouraged 

participants to seek potentially threatening information they may have otherwise 

avoided. 
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CHAPTER 2 
STUDY 1A 

Study 1a examined proactive impression management in the context of Sexually 

Transmitted Infection (STI) risk. Participants either learned that seeking STI risk 

information was favorable or unfavorable, or they were not provided any additional 

information. I predicted that information avoidance would be highest in the seeking 

unfavorable condition and lowest in the seeking favorable condition. 

Method 

Participants 

Participants were 453 sexually-active college students (Mage = 19.26, age range 

= 18-64; 334 White, 57 Asian, 45 Black, 6 Native American, 5 other (participants could 

select more than one racial identifier); 331 non-Hispanic, 94 Hispanic; 322 female, 109 

male, 2 non-binary/genderqueer) recruited from the University of Florida participant pool 

for research credit and from several psychology classes for extra credit. To confirm that 

participants were sexually active, after consenting to participate participants answered 

the following question: “Are you (or have you ever been) sexually active?”  If 

participants selected “No” the study concluded. Of the 529 participants who consented 

to participate, 76 identified as non-sexually active, and were thus unable to complete 

the study. A post hoc power analyses for chi-square test revealed sufficient power to 

detect a moderate effect (w = .21), power = .99, p = .05.  

Procedure 

Participants completed an online Qualtrics study (Appendix A). After participants 

consented to participate and confirmed they were sexually active, they answered the 

Sexual Risk Scale (SRS) followed by demographic items. Participants next received 
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condition-specific information, answered manipulation check items, made the decision 

whether to receive their STI risk information, and completed the Information Avoidance 

Scale. Participants then read an online debriefing, selected whether they wished to 

have their data included in analysis, and concluded the study. 

Measures 

Sexual Risk Scale (SRS). I used a modified version of the SRS (DeHart & 

Birkimer, 1997) to assess participant’s sexual risk. The original 38-item scale 

demonstrates good reliability, α = .86. The SRS asks questions about attitudes, norms, 

expectations, intentions, susceptibility, and substance use. Because the original scale 

used binary response options (yes/no) that could provide participants with an indication 

of their results without actually seeking or avoiding the results, I changed the response 

options to a 7-point agreement scale, where 1 = disagree strongly; 4 = neither agree nor 

disagree; and 7 = agree strongly. The original scale also asked questions about 

HIV/AIDs specifically and did not ask about other STIs. I chose to make the scale more 

broadly applicable by changing all questions that referred to HIV/AIDs to refer to STIs. 

Sample questions include: “The idea of using a condom does not appeal to me,” and “I 

may have had sex with someone who was at risk for a Sexually Transmitted Infection 

(STI).” The reliability of the modified scale was α = .92. 

Perceived STI risk. After completing the SRS, participants answered the 

following item, assessing their perceived STI risk based on the SRS: “Based on your 

responses to the previous questions, how at risk for an STI do you believe you are?” 

The item used a 1-7 scale, where 1 = very low risk, 4 = moderate risk, 7 = very high risk. 

Demographics. Participants next answered additional demographic questions 

assessing whether they had ever been tested for an STI (and if so, when they were last 
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tested), age, gender, sexual orientation, ethnicity, race, education, marital status, 

employment, health insurance, financial security, income, risk orientation (Maestas & 

Pollock, 2010), and political orientation. 

Manipulation. I randomly assigned participants to one of three conditions: 

Seeking Favorable, Seeking Unfavorable, or Control condition. Participants in all three 

conditions first read the following text: “In a moment, you will have the choice of whether 

to receive your personal sexually transmitted infection (STI) risk results. In our research 

we find that half of people opt to receive risk results and half do not.” This text provided 

a descriptive norm about the level of seeking/avoiding, but did not provide clear 

information about what the participant should do to conform. Participants in the control 

condition did not receive any additional information. Participants in the Seeking 

Favorable condition read the following additional information:  

We also find that people who opt to receive their risk results are viewed 
favorably by others—they are viewed as responsible and proactive about 
their health. Deciding whether to receive your risk results is an important 
decision. In one survey, 89% of participants agreed that they would 
respect a person who chose to seek personal health risk information. 

Participants in the Seeking Unfavorable condition read the following additional 

information:  

We also find that people who opt not to receive their risk results are 
viewed favorably by others—they are viewed as thoughtful and prudent 
about their health. Deciding whether to receive your risk results is an 
important decision. In one survey, 89% of participants agreed that they 
would respect a person who chose not to seek personal health risk 
information. 

Manipulation check. Participants answered five questions assessing the 

effectiveness of the manipulation. The items assessed the extent to which participants 

felt others would favorably view the decision to seek or avoid STI risk results (e.g., “If I 
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choose not to receive my STI risk results, other people will view me unfavorably”; 

“People will respect me if I choose not to receive my risk results”). All five items used a 

7-point scale (1 = not at all true, 7 = very true). 

Information decision. All participants then chose whether they wished to 

receive their risk results. Participants could either select: Yes, please tell me my STI risk 

results, or No, I am not interested in learning my STI risk results. After participants 

made their choice, participants saw an open-ended comment box that prompted them to 

explain why they decided to seek or avoid their information. If participants opted to 

receive their STI risk results, I provided them with feedback based on their responses to 

the SRS.  

Information avoidance scale. Participants also completed an eight-item 

information avoidance scale (IA Scale; Howell & Shepperd, 2016) that measured the 

proclivity to avoid health risk feedback (e.g., “I would rather not know my risk for 

sexually transmitted infections [STIs]”). The scale allows researchers to modify item 

wording to meet their research objectives. I modified the scale to assess STI risk 

information. All eight items used a 7-point Likert scale (1 = strongly disagree, 7 = 

strongly agree). I averaged responses to the items to create a single index of 

information avoidance (Cronbach’s α = 0.88, M = 2.00, SD = 1.07). In Howell and 

Shepperd (2016), the scale exhibited good test-retest validity over two weeks (r = .68), 

and good convergent and discriminant validity. The means and standard deviations in 

the present study was comparable to those documented in the original scale paper 

(Howell & Shepperd, 2016).  
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Results and Discussion 

Zero-order Correlations 

I initially computed the correlations among the predictors (Table 2-1). Information 

decision did not correlate significantly with any variables except the IA scale. However, 

sex correlated negatively with information avoidance proclivity such that males 

expressed greater proclivity to avoid STI information than did females. Both actual and 

perceived STI risk correlated positively with proclivity to avoid STI information. 

Table 2-1. Zero-order correlations for Study 1a  

Variable 1. 2. 3. 4. 5. 6. 7. 

1. Actual STI risk –       

2. Perceived STI risk  .38** –      

3. Previous STI testing  

(1 = yes; 2 = no) 
-.09 -.19* –     

4. Age .12* .18** -.12 –    

5. Sex (1 = male, 2 = female) -.27** -.00 -.11 -.06 –   

6. Information avoidance scale  .26** .14** -.07 -.04 -.23** –  

 7. Avoidance decision 

 (1 = not avoid; 2 = avoid) 
.09 -.00 -.04 .09  -.05 .48** – 

*p < .05, **p < .01 

Manipulation Check 

Due to low reliability (α = .27) when trying to combine the five manipulation check 

items, I conducted five linear regressions assessing manipulation check items by 

condition (using Helmert contrast codes – H1: Seeking Unfavorable 2, Seeking 

Favorable -1, Control -1; H2: Seeking Unfavorable 0, Seeking Favorable 1, Control -1) . 

Results indicate that the manipulation was likely ineffective: none of the five 

manipulation check items varied significantly by condition (Table 2-2).  
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Table 2-2. Manipulation check results Study 1a 

Manipulation Check Item      M     SD     F (p ≤ ) ηp
2 

If I choose not to receive my STI risk 

results, other people will view me 

unfavorably. 

3.20 1.93 0.34 (.715) .002 

Seeking Unfavorable 3.31 1.94   

Seeking Favorable 3.13 2.04   

Control 3.17 1.82   

I think most people given the choice would 

choose to learn their STI risk results. 
5.45 1.55 0.86 (.425) .004 

Seeking Unfavorable 5.45 1.55   

Seeking Favorable 5.33 1.63   

Control 5.57 1.47   

People will respect me if I choose not to 

receive my risk results. 
3.98 1.81 0.37 (.691) .002 

Seeking Unfavorable 3.93 1.80   

Seeking Favorable 4.09 1.80   

Control 3.93 1.85   

Most people will view me as thoughtful and 

prudent if I choose not to receive my risk 

results. 

2.54 1.50 2.02 (.133) .009 

Seeking Unfavorable 2.38 1.32   

Seeking Favorable 2.75 1.62   

Control 2.51 1.52   

Most people will view me as responsible 

and proactive if I choose to receive my risk 

results. 

5.88 1.61 1.84 (.161) .008 

Seeking Unfavorable 5.80 1.71   

Seeking Favorable 5.74 1.63   

Control 6.08 1.46   
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Information Avoidance 

Participants did not differ by condition in their STI risk avoidance (Seeking 

favorable: 4.4% avoidance, Avoiding favorable: 3.7% avoidance, Control: 3.2% 

avoidance), χ2 (2) = 0.88, p = .64, φ = .05. A one-way ANOVA of the information 

avoidance scale also revealed no significant differences in avoidance by condition 

(Seeking favorable: M = 2.05, SD = 1.12, Avoiding favorable: M = 2.03, SD = 1.11, 

Control: M = 1.92, SD = 0.99), F(2, 428) = 0.58, p = .56, ηp
2 = .003. Results suggest that 

the manipulation was ineffective in eliciting differences between conditions in STI risk 

avoidance or STI risk avoidance tendencies.  

Exploring Other Predictors of Avoidance 

To assess whether other demographic variables might predict avoidance, I 

conducted an exploratory hierarchical logistic regression, with the effects of condition 

entered as two Helmert contrast codes in step one (H1: Seeking Unfavorable 2, 

Seeking Favorable -1, Control -1; H2: Seeking Unfavorable 0, Seeking Favorable 1, 

Control -1), and demographic variables (perceived risk, actual risk, previous STI testing, 

age, sex) entered simultaneously with the contrast codes in step two (Table 2-3). Result 

revealed that both actual STI risk and whether participants had undergone previous STI 

testing were significant predictors of information avoidance. Participants who scored 

higher on the SRS (higher scores indicate greater risk for STIs) and participants who 

had not undergone STI testing previous were significantly more likely to avoid their STI 

risk information. Effects of condition did not emerge as significant in either step. 
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Table 2-3. Predictors of Information Avoidance in Study 1a 

Model or Variable   B Wald p≤ Odds ratio [95% CI] 

STEP ONE     

H1 -0.05  0.23 .634 0.95 [0.76, 1.18] 

H2 0.18 0.89 .346 1.19 [0.83, 1.72] 

STEP TWO     

H1 -0.08  0.47 .491 0.92 [0.74, 1.16] 

H2 0.20 1.07 .301 1.22 [0.84, 1.77] 

Perceived STI risk -0.09 0.37 .541 0.92 [0.70, 1.21] 

Actual STI risk 0.39 4.51 .034* 1.01 [1.00, 1.02] 

Previous STI testing  

(1 = have been tested, 

2 = have not been 

tested) 

1.28 9.07 .003** 3.59 [1.56, 8.27] 

Age 0.05 1.74 .187 1.05 [0.98, 1.12] 

Sex (1 = male, 2 = 

female) 
0.04 0.01 .907 1.04 [0.51, 2.12] 

Results for two-step hierarchical logistic regression, with information avoidance choice (Information 
decision: 0 = did not avoid, 1 = avoided) as the DV. Actual STI risk calculated using raw total score for 
SRS. *p < .05, ** p <.01, ***p < .001.  

I also conducted a parallel hierarchical linear regression with the same predictors 

predicting information avoidance proclivity (IA Scale, Table 2-4). Similar to the 

information decision results, effects of condition were non-significant in the first and 

second step. Also in line with previous results, both actual STI risk and testing for a STI 

in the past predicted greater proclivity to avoid STI risk information. Additionally, greater 

perceived STI risk predicted greater proclivity to avoid, whereas older participants and 

female participants expressed less proclivity to avoid than did younger and male 

participants. 

  



 

28 

Table 2-4. Predictors of Information Avoidance Proclivity in Study 1a 

Model or Variable B t p ≤ rp [CI95%] 

STEP ONE     

H1 0.01 0.21 .835 0.01, [-0.08, 0.10] 

H2 0.06 0.98 .328 0.05, [-0.05, 0.14] 

STEP TWO     

H1 0.01 0.35 .729 0.02, [-0.08, 0.11] 

H2 0.07 1.11 .269 0.05, [-0.04, 0.15] 

Perceived STI risk 0.10 2.25 .025* 0.11, [0.02, 0.20] 

Actual STI risk 0.24 4.12 .000*** 0.20, [0.10, 0.28] 

Previous STI testing (1 = 

have been tested, 2 = 

have not been tested) 

0.44 4.17 .000*** 0.20, [0.11, 0.29] 

Age (1 = male, 2 = 

female) 
-0.04 -2.03 .043* -0.01, [-0.19, -0.00] 

Sex -0.39 -3.34 .001** -0.16, [-0.25, -0.07] 

Actual STI risk calculated using raw total score for SRS. *p < .05, ** p <.01, ***p < .001.   

  
In summary, the results from Study 1a suggest that my manipulation of how 

people view people who seek or avoid STI-risk information was an ineffective 

manipulation of proactive impression management.  Additionally, overall avoidance in 

Study 1a was relatively low (11.3% of participants opted not to receive their STI risk 

information), which may have limited the ability to find reliable effects.  

However, results from the exploratory hierarchical linear regression suggest that 

in the absence of an effective manipulation of proactive impression management, both 

actual STI risk and previous STI testing are consistently significant predictors of STI-risk 

information decisions and information avoidance proclivity. Participants who had 

previously been tested for STIs were more likely to avoid STI-risk information (and 
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expressed greater proclivity to avoid). It is possible these participants were more likely 

not to seek STI-risk information because they were already well-aware of their status 

(i.e., the information had little utility, Lipsey & Shepperd, 2019b). 

Participants at higher risk for an STI were more likely to avoid their STI-risk 

feedback (and expressed greater proclivity to avoid) than did people at lower risk, 

suggesting a potential motivation to avoid information that would change their self-

beliefs or how others viewed them (Sweeny et al., 2010). Yet, it is noteworthy that while 

perceived STI-risk did predict information avoidance proclivity, it did not predict 

information decision, suggesting that the decision to seek or avoid STI-risk information 

may not be motivated by strongly deliberate cognitive processes.  

  



 

30 

CHAPTER 3 
STUDY 1B 

I designed Study 1b to address two major limitations of Study 1a. First, 

avoidance in Study 1a was low, limiting the ability to test for differences in levels of 

avoidance. Study timing may be one potential reason for the relatively low levels of 

avoidance. I conducted Study 1a in the fall semester, and the vast majority of 

participants were relatively young (40.7% 18 year-olds, 33.1% 19 year-olds). It is 

possible that participants this young at the beginning of the school year may have had 

limited sexual experience at the time of participation, and therefore may have little 

reason to avoid STI risk information. To address this issue, I conducted Study 1b in the 

spring semester.  

Second, the manipulation in Study 1a was ineffective. The manipulation check 

revealed no differences by condition, and condition did not significantly predict 

information avoidance or tendencies to avoid STI risk information. One reason Study 

1a’s manipulation was ineffective may be that Study 1a manipulated impressions of 

seekers/avoiders, rather than impressions of people at high risk. People may be less 

concerned with how others will view the decision itself to seek or avoid information, but 

more concerned with how others will view them if they receive unfavorable results. 

Another limitation of Study 1a’s manipulation was that all three conditions introduced a 

descriptive norm of seeking/avoiding by stating that half of participants avoid, and half of 

participants seek. It is possible that introducing this descriptive norm may have shifted 

overall avoidance levels.  

To address these issues, I revised the manipulation to vary how unfavorably 

participants would be viewed if they received high risk STI results. Study 1b also 
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omitted descriptive norm information from the manipulation. I predicted greater 

likelihood of avoiding STI risk information when participants believed others would view 

them negatively if at high risk, than if participants believed others would view them no 

differently if at high risk. 

Method 

Participants 

Participants were 109 sexually-active college students (Mage = 20.17, age range 

= 18-46; 81 White, 7 Asian, 19 Black, 1 Native American, 1 other (participants could 

select more than one racial identifier); 83 non-Hispanic, 23 Hispanic; 77 female, 31 

male) recruited from the University of Florida participant pool for research credit and 

from several psychology classes for extra credit. To confirm that participants were 

sexually active, after consenting to participate participants answered the following 

question: “Are you (or have you ever been) sexually active?” If participants selected 

“No” the study concluded. Of the 117 participants who consented to participate, 6 

identified as non-sexually active, and were thus unable to complete the study. A post 

hoc power analysis for chi-square using G-power, with a medium effect size w = .28, α = 

.05, revealed sufficient power to detect effects, power = .83. 

Procedure 

Participants completed an online survey through Qualtrics (Appendix B). The 

Study 1b procedure was identical to the Study 1a procedure, with the addition of a 

manipulation reinforcement after participants received condition-specific information.  
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Measures 

Sexual Risk Scale (SRS). I used the same modified version of the SRS (DeHart 

& Birkimer, 1997) used in Study 1a to assess participant’s sexual risk. The reliability of 

the modified scale was α = .93. 

Perceived STI risk. Participants answered the same item used in Study 1a to 

assess their perceived STI risk based on the SRS. 

Demographics. Participants answered the same demographic items as in Study 

1a, with one addition. Participants in this Study 1b also entered how many sexual 

partners they had in the past year.  

Manipulation. Participants were randomly assigned to one of two conditions: 

The Unfavorable Image condition or Control condition. All participants first read the 

following text:  

In a moment, you will have the choice of whether to receive your personal 
sexually transmitted infection (STI) risk results. We believe that it is 
important to inform you about research on how people view individuals 
who are at high risk.  

Participants in the Unfavorable Image condition then read the following:  

Sadly, research finds that the vast majority of people view high-risk 
individuals less favorably than low risk individuals. We tell you this 
information so that you can make an informed decision.  

Participants in the Control condition read:  

Fortunately, research finds that the vast majority of people do not view 
high-risk individuals any less favorably than low risk individuals. We tell 
you this information so that you can make an informed decision. 

Manipulation reinforcement. To reinforce their condition information, 

participants next saw an item with three choices asking what research shows about how 

people view those at high risk for an STI: (view people at high risk more favorably; view 
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people at high risk less favorably; view people at high risk the same as people at low 

risk). Limitations in the survey software prevented us from determining whether 

participants’ initial responses correctly identified the manipulation they received. 

Participants who answered incorrectly (based on the information they were provided in 

their randomly assigned condition) received the correct answer plus instructions to 

select that answer to continue. I included this manipulation reinforcement to assure that 

all participants fully understood the manipulation they received.  

Manipulation check. Participants answered two items assessing the 

effectiveness of the manipulation. Items assessed the extent to which participants 

believed others would view the participant unfavorably if the participant was at high-risk 

for an STI (“If I receive high-risk feedback, other people will view me unfavorably”; “If I 

receive high-risk feedback, other people will not view me negatively” [R]). Participants 

answered using a 1-7 scale, 1 = not at all true, 7 = very true. The reliability of the two-

item manipulation check scale was α = .59. 

Information decision. As in Study 1a, participants then chose whether they 

wished to receive their risk results. Participants could either select: Yes, please tell me 

my STI risk results, or No, I am not interested in learning my STI risk results. If 

participants opted to receive their STI risk results, I provided them with feedback based 

on their responses to the SRS.  

Information avoidance scale. Participants also completed the same eight-item 

information avoidance scale (Howell & Shepperd, 2016) used in Study 1b to measure 

participants’ proclivity to avoid health risk feedback. I averaged responses to the items 
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to create a single index of information avoidance (Cronbach’s α = 0.85, M = 2.30, SD = 

1.16).  

Results and Discussion 

Zero-order Correlations 

I initially computed the correlations among the predictors (Table 3-1). Information 

decision correlated significantly with condition and with information avoidance proclivity 

(IA Scale). Condition correlated significantly with information avoidance proclivity, and 

actual STI risk correlated positively with information avoidance proclivity, such that 

higher risk for an STI corresponded with greater likelihood of avoiding STI risk 

feedback. Notably, condition correlated significantly with actual STI risk, which likely is 

an anomaly. Participants were randomly assigned to condition after taking the SRS. 

Table 3-1. Zero-order correlations for Study 1b  

Variable 1. 2. 3. 4. 5. 6. 7. 8. 

1. Condition –        

2. Actual STI risk .27** –       

3. Perceived STI risk .07 .42** –      

4. Previous STI testing -.13 -.07 -.28* –     

5. Number of Sex Partners .14 .22* .28** -.16 –    

6. Age .05 -.01 .06 .15 -.13 –   

7. Sex (1 = male, 2 = female) -.14 -.12 -.04 .11 -.46** .05 –  

8. Information avoid. scale  .24* .37** .06 -.18 .13 -.09 -.08 – 

9. Avoidance dec. (0 = did 
not avoid, 1 = avoided). 

.28** .07 -.08 -.12 .06  -.13 .05 .51** 

Condition coded as 1 = Unfavorable Image, 2 = control condition. Previous STI testing coded as 1 = have 
undergone testing, 2 = have not undergone testing. *p < .05, **p < .01 

Manipulation Check 

Analysis of the manipulation check suggests that the manipulation was effective. 

Participants were more likely to report that high-risk STI feedback would elicit a negative 
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evaluation from others in the Unfavorable Image condition (M = 4.96, SD = 1.58) than in 

the Control condition (M = 4.25, SD = 1.42), t (99) = 2.38, p = .019, Cohen's d = 0.19. 

Information Avoidance 

Overall avoidance levels were higher in Study 1b (33% avoided) than in Study 1a 

(11.3% avoided). A chi-square analysis revealed a significant difference between 

conditions in STI risk information avoidance. Contrary to predictions, more participants 

opted not to receive their results in the control condition (46.3%) than in the unfavorable 

image condition (20.0%), χ2 (1) = 8.52, p = .004, φ = .28. A one-way ANOVA of the 

information avoidance scale revealed a significant difference in avoidance by condition 

with the same pattern, F(1, 104) = 6.42, p = .013, ηp
2 = .058, such that participants 

expressed greater STI-risk avoidance proclivity in the control condition (M = 2.58, SD = 

1.20) than in the unfavorable image condition (M = 2.02, SD = 1.06).   

Exploring Other Predictors of Avoidance 

To assess whether other demographic variables might predict avoidance, I 

conducted a hierarchical logistic regression, with condition entered in step one. In step 

two I included the same demographic variables used in Study 1a (perceived risk, actual 

risk, previous STI testing, age, sex), with one additional predictor: number of sexual 

partners in the past year (Table 3-2). Contrary to Study 1a, the only significant predictor 

of STI risk avoidance was condition (in both steps), with participants in the unfavorable 

image condition avoiding less than participants in the control condition.  
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Table 3-2. Predictors of Information Avoidance in Study 1b 

Model or Variable      B Wald p≤ Odds ratio [95% CI] 

STEP ONE     

Condition 1.33 9.01 .003**   3.79 [1.59, 9.06] 

STEP TWO     

Condition  1.35 8.24 .004**   3.87 [1.54, 9.77] 

Perceived STI risk -0.26 1.69 .193 0.77 [0.53, 1.14] 

Actual STI risk 0.21 0.80 .371 1.01. [0.99, 1.02] 

Previous STI testing (1 
= have been tested, 2 
= have not been 
tested) 

-0.04 0.01 .939 0.96 [0.38, 2.42] 

Number of sexual 
partners 0.11 0.91 

.341 1.12 [0.89, 1.14] 

Age -0.10 1.22 .269 0.91 [0.76, 1.08] 

Sex (1 = male, 2 = 
female) 0.74 1.60 

.205 2.10 [0.67, 6.59] 

Results for two-step hierarchical logistic regression, with information avoidance choice (Information 
decision: 0 = did not avoid, 1 = avoided) as the DV. Condition coded as 1 = Unfavorable Image, 2 = 
control condition. Actual STI risk calculated using raw total score for SRS. *p < .05, ** p <.01, ***p < .001.  

 

I conducted a parallel hierarchical linear regression with the same predictors 

predicting information avoidance proclivity (IA Scale, Table 3-3). The effect of condition 

was significant in the first step, indicating that participants exhibited a higher proclivity to 

avoid STI risk information in the control condition than in the Unfavorable Image 

condition. However, when I entered demographic predictors, the effect of condition on 

information avoidance proclivity became non-significant. In Step 2, actual STI risk was 

the only significant predictor of information avoidance proclivity, with higher-risk 

participants exhibiting greater information avoidance proclivity. It is likely that the effect 

of condition became non-significant in Step 2 because actual STI risk correlated 
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positively with information avoidance proclivity (r = .37) and with condition (r = .27) and 

thus absorbed the variance explained by information condition observed in Step 1.  

Table 3-3. Predictors of Information Avoidance Proclivity in Study 1b 

Variable B t p ≤ rp [CI95%] 

STEP ONE     

Condition 0.56 2.53 .013* 0.24, [0.05, 0.41] 

STEP TWO     

Condition 0.34 1.56 .122 0.16, [-0.04, 0.34] 

Perceived STI risk -0.12 -1.37 .174 -0.14, [-0.32, 0.06] 

Actual STI risk 0.01 3.60 .001** 0.34, [0.16, 0.50] 

Previous STI testing (1 = 

have been tested, 2 = 

have not been tested) 

-0.32 -1.48 .142 -0.15, [-0.33, 0.04] 

Number of sexual 

partners 
0.02 0.32 .750 0.03, [-0.16, 0.22] 

Age -0.02 -0.95 .342 -0.01, [-0.28, 0.10] 

Sex (1 = male, 2 = 

female) 
0.01 0.02 .986 0.00, [-0.19, 0.19] 

Condition coded as 1 = Unfavorable Image, 2 = control condition. Actual STI risk calculated using raw 
total score for SRS. *p < .05, ** p <.01, ***p < .001.  

 

Exploratory Moderation Analyses 

To better understand the results, I conducted exploratory moderation analyses 

testing whether perceived or actual risk moderated the effect of condition on information 

avoidance. It is possible that participants in the Unfavorable Image condition who were 

at low risk for an STI (perceived or actual) would be more likely to seek information 

because doing so could serve to boost their image. Conversely, participants at high risk 

for an STI would be less likely to seek in the Unfavorable Image condition because 

doing so could tarnish their image. To test this possibility, I conducted two logistic 
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regression analyses examining the main effects of condition, risk (actual and 

perceived), and their interaction. The interaction was non-significant for both perceived 

risk (B = -0.42, SE = 0.34, Wald = 1.54, p = .215, Odds Ratio = 0.66 [0.34, 1.27] and 

actual risk (B = -0.01, SE = 0.01, Wald = 0.28, p = .599, Odds Ratio = 0.99 [0.97, 1.02]. 

Summary of Findings 

In sum, Study 1b revealed a significant effect of condition, such that participants 

were more likely to seek STI-risk information in the Unfavorable Image condition than in 

the control condition. The finding that more participants avoided in the control condition 

than the unfavorable image condition may reflect psychological reactance (e.g., Brehm, 

1966). Participants in the unfavorable image condition may have perceived the 

manipulation message as a threat to their freedom to make an independent decision 

and may have felt angry or generated counterarguments that led them to seek their risk 

feedback (Rains, 2013). In other words, participants in the unfavorable image condition 

may have perceived the message as an attempt to control their information decision 

and reasserted their control by choosing to oppose this unwelcomed control, resulting in 

less avoidance. Participants in the control condition may also have displayed reactance, 

perceiving the manipulation as an attempt to control their information decision, 

prompting them to reassert control by avoiding their STI risk information.  

Participants in the present studies were likely already aware of the potentially 

negative interpersonal consequences of having or being at high risk for an STI. In 

support of this assertion, a major barrier college students face when testing for an STI is 

the perception of negative consequences and stigma (Barth, Cook, Downs, Switzer, & 

Fischhoff, 2002). As such, participants may have viewed the unfavorable image 
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manipulation as obvious and the control manipulation as unrealistic, leading them to 

engage in reactance. 

Another possibility is that the manipulation may have led participants to perceive 

STIs as more serious or important in the unfavorable image condition than in the control 

condition. Specifically, participants in the unfavorable image condition learned that 

being at high risk for an STI has interpersonal consequences – people perceive people 

at high risk for an STI less favorably. Knowing that their STI-risk information could lead 

to an important shift in how others view them, these participants may have viewed the 

STI risk information as important both for their health and for their social status. 

Likewise, participants in the control condition learned that being at high risk for STIs 

carries no interpersonal consequences and may have thus perceived the information as 

less important. In support of this possibility, recent research indicates that people report 

that they would be less likely to avoid getting tested for a serious medical condition (as 

opposed to a minor medical condition, Lipsey & Shepperd, 2019b).  

These results indicate that if the stakes are high, people may be less likely to 

avoid the information. Accordingly, participants in Study 1b may have equated 

interpersonal costs of being at high-risk with the seriousness of the STI risk feedback, 

and therefore were less likely to avoid their risk feedback. This explanation suggests 

that perhaps participants were still engaging in proactive impression management – but 

rather than avoiding unfavorable information to prevent being viewed poorly, sought 

unfavorable information to mitigate future impression dilemmas. Indeed, the importance 

of the information may have motivated participants to proactively impression manage by 

getting information that would assure their partners if they were at low risk for an STI.  
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CHAPTER 4 
STUDY 2 

I designed Study 2 to test the hypothesis that people are more likely to avoid 

information if they believe others could use that information to harm them. Research 

demonstrates that powerful audiences such as insurers and employers elicit greater 

levels of avoidance than non-powerful audiences such as researchers or no audience 

(Lipsey & Shepperd, 2019a). Although anticipated likelihood of harm partially mediated 

the relationship between powerful audience conditions and information avoidance 

(Lipsey & Shepperd), researchers have yet to directly test the hypothesis that capacity 

to harm is the mechanism through which powerful audiences elicit avoidance.  

Study 2 was an extension of Lipsey and Shepperd (2019a) and tested whether 

leading participants to believe their information would be made available to insurers with 

a capacity to harm (Insurer Harm), insurers without a capacity to harm (Insurer No 

Harm), or researchers without a capacity to harm (Researcher No Harm). I predicted 

that insurers with a capacity to harm would elicit the greatest avoidance and 

researchers without a capacity to harm would elicit the least avoidance.  

I had competing hypotheses for the Insurer No Harm condition. One possibility is 

that capacity to harm is the predominant mechanism by which powerful audiences elicit 

avoidance. In other words, people display greater avoidance if an audience has a 

capacity to harm (the harm condition) than if audience does not (the two no harm 

conditions).  

A second possibility is that certain audiences (such as insurers) elicit higher 

avoidance regardless of their capacity to cause harm. There are many ways insurers 

can cause harm, such as raising premiums, denying coverage, or limiting coverage. If 
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people have experienced insurer harm previously or know others who have experienced 

harm, they may not trust or believe that insurers can have no capacity to harm. In other 

words, the association of insurers with potential harm may be quite strong. If the 

audience itself is the predominant mechanism, then participants will avoid more in the 

Insurer conditions than in the Researcher condition, but participants in the two Insurer 

conditions will not differ in avoidance.  

A final possibility is that both the audience itself and the capacity to harm elicit 

avoidance. If true, participants in the Harm condition should display higher avoidance 

than participants in the two No Harm conditions, and participants in the Insurer 

conditions should display higher avoidance than participants in the Researcher 

condition. 

Method 

Participants 

Participants were 423 ResearchMatch volunteers (Mage = 51.96, age range = 18-

87; 285 White, 8 Asian, 25 Black, 4 Native American, 1 other (participants could select 

more than one racial identifier); 305 non-Hispanic, 6 Hispanic; 235 female, 76 male, 1 

transgender, 1 genderqueer female). From 423 volunteers who consented to 

participate, 284 provided sufficient data for analysis. A post hoc power analysis for Chi-

square using G-power, with a medium effect size w = .21, α = .05, revealed sufficient 

power to detect effects, power = .90.  

ResearchMatch is a national health registry that was created by several 

academic institutions and supported by the U.S. National Institutes of Health as part of 

the Clinical Translational Science Award (CTSA) program. ResearchMatch volunteers 

are individuals who reside in the United States and have consented to receive contact 



 

42 

from researchers about studies for which they may be eligible. ResearchMatch accepts 

volunteers of all ages and backgrounds. As of May, 2019, over 140,000 volunteers are 

registered on ResearchMatch (Race: White – 75.8%, Black – 11.3%, Multi-Racial – 

5.1%, Asian – 3.7%, American Indian or Alaskan Native: 0.7%, Native Hawaiian or other 

Pacific Islander – 0.2%, Other – 3.1%; Ethnicity: Non-Hispanic – 91.6%, Hispanic – 

8.4%; Gender: Female – 70.6%, Male – 28.9%, Transgender – 0.4%; Medication Use: 

Takes at least one medication – 56.2%, No medications – 48.2%; Medical conditions: At 

least one condition – 64.3%, No conditions – 35.7%). 

Procedure 

The Qualtrics survey randomly assigned the volunteers who consented to 

participate to one of three conditions: Insurer Harm, Insurer No Harm, or Researcher No 

Harm. After consenting, all participants received instructions to provide their full name 

and address, which I used to create credible audience manipulation. Participants then 

received a condition-specific message informing them of who would have access to 

their information. After answering manipulation check items, participants learned that 

they would take a general health risk questionnaire and had the choice to receive or not 

receive their risk results. Participants then completed the health questionnaire and 

demographic information.  

Audience harm manipulation. Participants in the three conditions received 

different instructions. Participants in the Insurer Harm condition received the following 

information:  

As part of your participation in this study, if you elect to receive your risk 
results, your results will automatically be sent to a registry that is 
accessible by health insurance companies. However, per contract with 
University of Florida, please be advised that we cannot control how 
insurance companies use this information in the future. Although current 
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laws forbid insurance companies from raising premiums or denying 
coverage because of preexisting conditions, the law has not always been 
successful in protecting consumers. Moreover, it is possible that the law 
will be changed or repealed in ways that are unfavorable to people with 
preexisting conditions.  

Participants in the Insurer No Harm condition read the following:  

As part of your participation in this study, if you elect to receive your risk 
results, your results will automatically be sent to a registry that is 
accessible by health insurance companies. Thus, insurance companies 
can learn if you are at risk for the health conditions assessed. However, 
per contract with University of Florida, health insurance companies 
CANNOT use this information in any capacity to increase premiums, 
increase the deductible, deny coverage, or limit access to providers.  

Participants in the Researcher No Harm condition read the following: 

If you elect to receive your risk results, your results will automatically be 
sent to a registry that is accessible by health scientists and researchers. 
However, as per the Institutional Review Board requirements, researchers 
will maintain absolute confidentiality and your results will not be used in 
any capacity beyond research.  

Notably, participants in all three conditions learned that their information would 

be immediately visible to or would be forwarded automatically to the specified audience, 

requiring no additional efforts from participants.  

Manipulation Check. After receiving condition-specific information, all 

participants answered three items assessing perceptions of insurer harm. Specifically, 

participants answered how likely insurers would be to harm them (“How likely is it that 

insurance will raise your premiums or deny you coverage if they learn that you are at 

high risk for the health conditions assessed in this study?”), how worried they were 

about insurer harm (“How worried are you that insurance companies might have access 

to your risk results if you choose to receive them?”), and how fearful they were about 

being harmed by insurers (“How fearful are you that you will experience higher 

insurance rates or denial of coverage if you receive results that you are at high risk for 



 

44 

the health conditions assessed in this study?”). All items used a 1-7 scale, with item-

specific anchors (e.g., 1 = not at all likely, 7 = very likely; 1 = not at all worried, 7 = very 

worried). I averaged the three items together to create a perception of insurer harm 

manipulation check measure (Cronbach’s α = 0.92, M = 3.63, SD = 2.01). 

Information decision. Participants read that later in the study they would 

complete a risk assessment and could choose now whether they wanted the risk 

assessment results (Yes, please tell me my risk results) or did not want the results (No, 

I am not interested in learning my risk results). Because the health questionnaire 

participants took was not diagnostic, I did not provide participants with their risk 

feedback.  

Information avoidance scale. Participants completed the same eight-item 

information avoidance scale (Howell & Shepperd, 2016) used in Studies 1a and 1b. 

However, the scale wording was modified to assess general health risk information 

(e.g., “I would rather not know my risk for the health conditions assessed in this study”). 

I averaged responses to the items to create a single index of information avoidance 

(Cronbach’s α = 0.89, M = 2.13, SD = 1.36).  

Lifestyle Health Questionnaire. Sixteen items asked about participant’s diet, 

habits, and medical risk factors (e.g., family history, smoking, high blood pressure, etc.). 

Previous studies have used versions of this questionnaire (Howell & Shepperd, 2012) to 

convince participants that the computer could calculate their health risks. 

Demographics. Participants answered the same demographic items as in 

Studies 1a and 1b, except for the sexual behavior items (as those items were relevant 

specifically to the paradigm used in Studies 1a and 1b). 
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Results and Discussion 

Zero-order Correlations 

I initially computed the correlations among the predictors (Table 4-1). Information 

decision correlated significantly with condition, anticipated insurer harm, and information 

avoidance proclivity (IA Scale). Information decision also correlated significantly with 

sex, such that females were more likely to avoid than males.  

Table 4-1. Zero-order correlations for Study 2  

Variable 1. 2. 3. 4. 5. 6. 7. 

1. Anticipated insurer harm –       

2. Education  .08 –      

3. Income -.01 .24** –     

4. Financial Security -.05 -.15** -.13* –    

5. Age .06 .07 .08 -.07 –   

6. Sex (1 = male, 2 = female) .03 .06 -.10 .05 -.24** –  

7. Information avoidance scale  .16** -.04 -.12* -.15** -.07 -.17** – 

 8. Avoidance decision (0 = 
did not avoid, 1 = avoided) 

-.16** -.03 -.08 -.11  .02 .21** .65** 

*p < .05, **p < .01. 

Manipulation Check 

To test whether condition affected insurer harm perceptions (see Table 4-2 for 

mean insurer harm perceptions by condition), I conducted two linear regressions using 

two sets of Helmert contrast codes as predictors, and information avoidance as the 

outcome. In the first linear regression, I compared the researcher condition to the two 

insurer conditions (H1: Researcher No Harm -2, Insurer No Harm 1, Insurer Harm 1) 

and the insurer no harm to the insurer harm condition (H2: Researcher No Harm 0, 

Insurer No Harm -1, Insurer Harm 1). Participants expressed greater harm perceptions 

in the insurer conditions than in the researcher condition, (B = 0.26, p = .001, rp  = 0.19 
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[0.08, 0.29]), but avoidance did not differ within the two insurer conditions (B = 0.17, p = 

.202, rp  = 0.07 [-0.04, 0.17]).  

In the second linear regression, I compared harm to no harm (H3: Insurer Harm 

2, Researcher No Harm -1, Insurer No Harm -1) and the researcher no harm condition 

to the insurer no harm condition (H4: Insurer Harm 0, Researcher No Harm -1, Insurer 

No Harm 1). Participants expressed greater harm perceptions in the harm condition 

than in the no harm conditions, (B = .21, p = .006, rp  = 0.15 [0.05, 0.25]), and also 

expressed greater harm perceptions in the Insurer No Harm condition than in the 

Researcher No Harm condition (B = .31, p = .018, rp  = 0.13 [0.02, 0.23]). 

These results indicate that participants seem to view insurers and researchers as 

two distinct audiences and provide a conceptual replication of prior research (Lipsey & 

Shepperd. 2019a). These results also suggest that capacity to harm plays a role in 

harm perceptions. Collectively, the manipulation check analyses provide initial support 

for the audience itself and the capacity to harm both playing a role in perceptions of 

harm.  

Table 4-2. Study 2 manipulation check means by condition  

Condition M SD 

Insurer Harm 4.09 1.97 

Insurer No Harm 3.75 2.09 

Researcher No Harm 3.15 1.87 

 
Information Avoidance 

A chi-square analysis revealed a significant difference between conditions in 

health risk information avoidance, χ2 (1)  = 6.65, p = .036, φ = 0.14, with 22.2% of 

participants avoiding health risk information in the Insurer Harm condition, 16.7% in the 
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Insurer No Harm condition, and 9.7% in the Researcher No Harm condition. A one-way 

ANOVA using the IA scale as an outcome measure of avoidance revealed no significant 

difference in avoidance by condition, F(2, 313) = 1.18, p = .310, ηp
2 = .007.     

To better understand differences in avoidance between conditions, I conducted 

two logistic regressions using the same two sets of Helmert contrast codes used in the 

manipulation check analysis as predictors, and information avoidance as the outcome. 

In the first logistic regression, I compared effects of the audience itself (H1: Researcher 

No Harm -2, Insurer No Harm 1, Insurer Harm 1; H2: Researcher No Harm 0, Insurer 

No Harm -1, Insurer Harm 1). Similar to the manipulation check, participants were 

significantly less likely to avoid their risk information in the researcher condition than in 

the two insurer conditions (B = .27, Wald = 5.25, p = .022, Odds ratio [95% CI] = 1.31 

[1.04, 1.64]). However, participants in the two insurer conditions did not differ (B = .18, 

Wald = 1.05, p = .306, Odds ratio [95% CI] = 1.20 [0.85, 1.68]). 

In the second logistic regression, I compared the capacity to harm (H3: Insurer 

Harm 2, Researcher No Harm -1, Insurer No Harm -1; H4: Insurer Harm 0, Researcher 

No Harm -1, Insurer No Harm 1). Participants were significantly more likely to avoid 

their risk information in the harm condition than in the two no harm conditions (B = .22, 

Wald = 4.60, p = .032, Odds ratio [95% CI] = 1.25 [1.02, 1.53]). However, participants in 

the two no harm conditions did not differ in avoidance (B = .31, Wald = 2.51, p = .113, 

Odds ratio [95% CI] = 1.37 [0.93, 2.01]). 

Exploratory Mediation Analysis 

To explore whether expectations of harm mediated the relationship between 

condition and information decision, I conducted two mediation analyses. The first 

examined the effect of harm (harm versus no harm) on information avoidance, via the 
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harm expectations mediator. To run this analysis, I used Model 4 in the PROCESS 

dialogue for SPSS (Hayes, 2013) with bootstrapped standard errors (5,000 draws) 

(Zhao et al., 2010). The predictor variable was harm versus no harm (Harm condition = 

1; No Harm conditions = 2), the meditator was participant’s expectation of harm from 

insurers (manipulation check measure), and the outcome was the information decision 

(1 = avoid, 0 = seek).  

I observed a statistically significant direct effect of harm condition. As evident in 

Table 4-3 and Figure 4-1, fewer participants avoided in the no harm conditions than in 

the harm condition. I also observed a statistically significant indirect effect (harm versus 

no harm → expectation of insurer harm → information avoidance) as indicated by a 

confidence interval for the indirect effect that did not include zero. Consistent with full 

mediation, the direct effect of harm versus no harm was no longer significant after 

controlling for the effect of expectation of insurer harm on information avoidance. These 

results suggest that the greater expectations of insurer harm prompt participants in the 

harm condition avoidance the health information. 
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Table 4-3. Mediation results for dichotomous choice information decision. 

N = 337 Harm versus No Harm Insurer versus Researcher 

Pathway  
b 

t or 
Wald p≤ rp or OR 95% CI 

 
b 

t or 
Wald p≤ rp or OR 95% CI 

 

Information Avoidance 

Condition (c)  -0.30 4.37 .037 0.74 [0.56, 0.98]  -0.38 5.22 0.02 0.68 [0.49, 0.95] 

Harm Expect.             

Condition (a)  -0.15 -2.81 .005 0.15 [0.04, 0.25]  -0.18 -3.46 .001 0.18 [0.08, 0.28] 

Information Avoidance 

Harm Expect. (b)  0.43 7.52 .006 1.54 [1.13, 2.10]  0.41 6.87 .009 1.51 [1.11, 2.06] 

Condition (c’)  -0.26 3.06 .080 0.77 [0.58, 1.03]  -0.32 3.56 .059 0.73 [0.52, 1.01] 
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Figure 4-1. Exploratory mediation pathways. Regression coefficients are standardized. 
Numbers in brackets reflect 95% confidence intervals. Numbers in 
parentheses show the mediated effect of powerful audience conditions on 
information avoidance with bootstrapped 95% confidence intervals. * = p < 
.05; ** = p < .01. 

In the second mediation analysis, the predictor variable was insurer versus 

researcher (Insurer conditions = 1; Researcher condition = 2), the meditator was 

participant’s expectation of harm from insurers (manipulation check measure), and the 

outcome was the information decision (1 = avoid, 0 = seek). Similar to the harm 

analysis, I observed a statistically significant effect of audience condition, such that 

fewer participants avoided in the researcher condition than in the insurer conditions 

Harm versus No Harm 

-0.13 [-0.23, -0.02]* 0.43 [0.12, 0.74]** 

Information 
Avoidance 
Decision -0.30 [-0.58, -0.02]* 

(-0.26 [-0.54, 0.03]) 

Expectation of 
Insurer Harm 

Harm 
versus No 

Harm 

Insurer versus Researcher 

-0.16 [-0.26, -0.06]** 0.41 [0.10, 0.72]** 

Information 
Avoidance 
Decision -0.38 [-0.71, -0.05]* 

(-0.32 [-0.65, 0.01]) 

Expectation of 
Insurer Harm 

Insurer 
versus 

Researche
r 
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(Table 10, Figure 2). I also observed a statistically significant indirect effect (insurer 

versus researcher → expectation of insurer harm → information avoidance) as indicated 

by a confidence interval for the indirect effect that did not include zero. Consistent with 

full mediation, the direct effect of insurer versus researcher was no longer significant 

after controlling for the effect of expectation of insurer harm on information avoidance. 

These results suggest that participants in the insurer conditions had greater 

expectations of insurer harm, which led to a greater rate of information avoidance. 

These mediation results should be interpreted with caution. The analyses were 

exploratory and harm expectations were measured rather than manipulated (although I 

did manipulate capacity to harm and audience). Testing for mediation without 

manipulating the mediator cannot clearly inform whether a mediation effect is valid 

(Bullock, 2010; Pirlott & Mackinnon, 2016). 

Other Predictors of Avoidance 

To assess whether other demographic variables might predict avoidance, I 

conducted a hierarchical logistic regression in which I entered condition in step one 

(Helmert contrast codes) and demographic variables (education, income, financial 

security, age, sex) that predicted in other research in step two (see Howell, Lipsey, & 

Shepperd, 2019 for a review) (Table 4-4). Results revealed a significant effect of 

condition, and the effect remained significant after entering demographic predictors in 

Step 2 (p = .04)1. Interestingly, gender was the strongest predictor of information 

avoidance, with males avoiding significantly more than females, overall (p < .001). 

                                            
1 Entering the alternate set of Helmert contrast codes (H3 & H4) did not change the overall results of the logistic 
regression. Harm remained a significant predictor of information avoidance (p = .024) even after entering the 
demographic predictors in Step 2.  
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Because is an inconsistent and somewhat weak predictor of information avoidance in 

other studies (Howell et al., 2019), and because I made no a priori predictions about 

gender as a significant predictor, I urge caution in interpreting this finding.  

Table 4-4. Predictors of Information Avoidance in Study 2 

Model      B Wald p≤ Odds ratio [95% CI] 

STEP ONE     

H1 0.27 4.03 .045* 1.31 [1.01, 1.70] 

H2 0.30 2.11 .147 1.34 [0.90, 2.00] 

STEP TWO     

H1 0.29 4.17 .041*            1.33 [1.01, 1.75] 

H2 0.27 1.64 .200 1.32. [0.87, 2.00] 

Education -0.03 0.06 .810 0.97 [0.79, 1.21] 

Income -0.33 3.58 .058 0.72 [0.51, 1.01] 

Financial Security -1.45 2.85 .092 0.24 [0.04, 1.26] 

Age -0.01 0.24 .624 0.99 [0.97, 1.02] 

Sex -1.38 11.98 .001** 0.25 [0.12, 0.55] 

Results for two-step hierarchical logistic regression, with information avoidance choice (Information 
decision: 0 = did not avoid, 1 = avoided) as the DV. Sex coded as 1 = male, 2 = female. *p < .05, ** p 
<.01, ***p < .001. 

I also conducted a parallel hierarchical linear regression with the same predictors 

predicting information avoidance proclivity (IA Scale, Table 4-5). The results differed 

considerable from the results for information avoidance decision. The effects of 

condition were non-significant in both steps. In Step 2, income and financial security 

negatively predicted information avoidance proclivity, such that participants with higher 

income and a greater sense of financial security expressed lower information avoidance 

proclivity. Age and sex were also significant predictors of information avoidance 
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proclivity, with older participants and female participants exhibiting lower information 

avoidance proclivity.  

Table 4-5. Predictors of Information Avoidance Proclivity in Study 2 

Variable B t p ≤ rp [CI95%] 

STEP ONE     

H1 0.07 1.41 .160 0.08, [-0.03, 0.19] 

H2 0.04 0.41 .684 0.02, [-0.09, 0.14] 

STEP TWO     

H1 0.06 1.16 .249 0.07, [-0.05, 0.18] 

H2 0.03 0.28 .781 0.02, [-0.10, 0.13] 

Education -0.01 -0.25 .807 -0.01, [-0.13, 0.10] 

Income -0.17 -2.50 .013* -0.15, [-0.26, -0.03] 

Financial Security -0.93 -2.84 .005** -0.17, [-0.27, -0.05] 

Age -0.01 -2.18 .030* -0.13, [-0.24, -0.01] 

Sex -0.55 -3.16 .002** -0.18, [-0.29, -0.07] 

Sex coded as 1 = male, 2 = female. 

 
Summary of Findings 

Collectively, these suggest that both the type of audience (i.e. insurers versus 

researchers) and the prospect of harm (i.e., what an audience can do with one’s 

information) predict health information avoidance. However, the capacity to harm may 

not be the sole determinant of why insurers elicit higher levels of health information 

avoidance than do researchers (Lipsey & Shepperd, 2019a). It is possible that other 

factors, such as trust in the audience and privacy concerns, may play a significant role 

in what makes an audience powerful. I discuss this possibility in the General 

Discussion.  

I observed less avoidance in the present Study than in two prior, similar studies 

where Insurer avoidance ranged from 51.6% to 55.8%, and Researcher avoidance 
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ranged from 14.3% to 17.6% (Lipsey & Shepperd, 2019a). Although all three studies 

used the same sample (ResearchMatch volunteers), the present study differed from the 

prior studies in the order of events. In the prior studies, participants completed the 

health risk assessment, received condition-specific information, and then made their 

information decision. In the present study, participants received condition-specific 

information, made their information decision, and then completed the health risk 

assessment. I changed the order to decrease how much time participants committed to 

getting their health information (i.e., taking the survey) prior to making an information 

decision. I assumed that this change would elicit higher avoidance levels than I 

observed in the Lipsey & Shepperd studies, because participants had not committed a 

significant amount of time to getting their results (Burger, 1999).  

In hindsight, it is possible that once participants took the health risk assessment, 

they formed a more concrete sense of the personal relevance of the health risk results 

and whether they were worried about the results reaching a potentially harmful 

audience. Lacking additional information about importance or potential harm from the 

health risk assessment, participants may have felt less motivated to avoid their risk 

information.   

It is also possible that participants displayed less avoidance because the present 

study lacked a manipulation reinforcement. In Lipsey and Shepperd (2019a), after 

reading condition-specific information, participants answered a question about who 

would have access to their information. This question aimed to ensure that participants 

understood the manipulation. In the present study, I did not use a manipulation 
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reinforcement. A manipulation reinforcement itself may be essential for the manipulation 

work and thus essential to elicit high avoidance.  

One potential limitation in the present study is the wording of the manipulation 

check items. Rather than ask about general harm expectations, (e.g., “How likely are 

you to experience harm if the results reveal that you are at high risk for the health 

conditions assessed in this study?”) the manipulation check items focus solely on harm 

from insurers. As such, it is difficult to determine whether the manipulation would affect 

general harm expectations to the same extent that the manipulation affected insurer 

harm expectations. 

Another potential limitation in the present study is the harm-framing of the 

manipulation. In all three conditions, participants expressly learned that the audience 

had or did not have the capacity to harm them. These explicit instructions may have 

inadvertently activated thoughts about harm even in the no harm conditions. It is 

possible that participants in the no-harm conditions would have responded differently 

had they received no mention of harm whatsoever.  

  



 

56 

CHAPTER 5 
STUDY 3A 

Study 3a aimed to reduce health information avoidance by tested whether using 

normative information condoning seeking information would elicit lower levels of 

information avoidance. Notably, avoidance levels in Studies 1a, 1b, and 2 were 

relatively low, raising questions about whether information avoidance requires 

intervention. However, levels of avoidance elicited in the present studies did not match 

levels of avoidance elicited in prior studies (e.g., Lipsey & Shepperd, 2019a). Several 

factors may affect avoidance levels including when participants are sampled and the 

type of information to seek versus avoid. For example, if participants are sampled 

during a time when healthcare policy is prominent in the news, they may respond 

differently than if healthcare issues are less salient. Participants may also be more or 

less likely to avoid health information depending on the nature of the health condition, 

for example, whether the condition is treatable, serious, expensive-to-treat, or 

stigmatizing (Lipsey & Shepperd, 2019b). It is likely that the low avoidance in the 

present studies were an artifact of nature of the health information.  

Study 3a used the same health risk paradigm used in Study 2, with the 

expectation that baseline levels of avoidance would be around 15% (Lipsey & 

Shepperd, 2019a). Specifically, Study 3a aimed to harness the power of audience 

injunctive and descriptive norms to reduce potentially harmful avoidance of health risk 

information. I predicted that the use of either descriptive or injunctive norm endorsing 

seeking would result in lower levels of avoidance than the use of no norm. I also 

predicted the use of both an injunctive and descriptive norm together would elicit the 

lowest level of seeking compared to all other conditions. 



 

57 

Method 

Participants 

Participants were 386 ResearchMatch volunteers (Mage = 50.76, age range = 18-

87; 338 White, 9 Asian, 12 Black, 7 Native American, 5 other (participants could select 

more than one racial identifier); 353 non-Hispanic, 9 Hispanic; 275 female, 86 male, 1 

transgender, 2 non-binary/genderqueer, 1 neutrois). From 386 volunteers who 

consented to participate, 311 provided sufficient data for analysis. A post hoc power 

analysis for Chi-square using G-power, with a medium effect size w = .21, α = .05, 

revealed sufficient power to detect effects, power = .92.  

Procedure 

The Qualtrics survey (Appendix D) randomly assigned the volunteers who 

consented to participate to one of four conditions: Injunctive Norm, Descriptive Norm, 

Both Norms, or No Norm. Similar to Study 2, participants received a condition-specific 

message. After answering manipulation check items, participants learned that they 

would take a general health risk questionnaire and had the choice to receive or not 

receive their risk results. Participants then completed the health questionnaire and 

demographic information.  

Materials 

Audience manipulation. Participants in the three norm conditions first read the 

following text: Before you make your decision and take the risk assessment, we believe 

it is important to provide you with additional information. Participants in the Injunctive 

Norm condition then received the following information: Learning your risk allows you to 

make important life choices, to monitor for signs before problems arise, and to plan for 

the future. In many ways, it is the right thing to do. Participants in the Descriptive Norm 
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condition read the following: Most people who take the Lifestyle Health Questionnaire 

Risk Calculator choose to receive their risk results. Participants in the Both Norms 

condition received both the injunctive and descriptive norm text together. Participants in 

the No Norm condition received no additional information. 

Manipulation Check. After receiving condition-specific information, all 

participants answered two items assessing endorsement of injunctive norm to seek 

information (“Choosing to see my risk results is the right thing to do”) and descriptive 

norm to seek information (“If given a choice, most people will opt to receive their risk 

results”). Both items used a 1-7 scale, where 1 = strongly disagree, 7 = strongly agree.  

Information decision. As in Study 2, participants read that later in the study they 

would complete a risk assessment and could choose now whether they wanted the risk 

assessment results (Yes, please tell me my risk results) or did not want the results (No, 

I am not interested in learning my risk results). As with Study 2, because the health 

questionnaire participants took was not diagnostic, I did not provide participants with 

their risk feedback.  

Information avoidance scale. Participants completed the same eight-item 

information avoidance scale (Howell & Shepperd, 2016) used in Study 2. I averaged 

responses to the items to create a single index of information avoidance (Cronbach’s α 

= 0.81, M = 2.03, SD = 1.01).  

Lifestyle Health Questionnaire. Participants answered the same 16-item 

questionnaire used in Study 2. 

Demographics. Participants answered the same demographic items used in 

Study 2. 
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Results and Discussion 

Zero-order Correlations 

I initially computed the correlations among the predictors and outcomes (Table 5-

1). Information decision correlated significantly with endorsing an injunctive norm, such 

that greater endorsement of an injunctive norm to seek corresponded to lower likelihood 

of information avoidance. This same relationship was true for information avoidance 

proclivity. Additionally, greater endorsement of a descriptive norm to seek also 

corresponded to lower information avoidance proclivity. 

Table 5-1. Zero-order correlations for Study 3a  

Variable 1. 2. 3. 4. 5. 6. 7. 8. 

1. Endorsing injunctive norm –        

2. Endorsing descriptive norm .31** –       

3. Education -.05 -.06 –      

4. Income -.10 -.07 .32** –     

5. Financial Security -.01 -.03 -.11* -.10 –    

6. Age .11* .09 .13* .13* -.01 –   

7. Sex (1 = male, 2 = female) -.06 -.00 .02 -.14* .05 -.28** –  

8. Information avoidance scale  -.59** -.20** .03 .07 .01 -.07 -.01 – 

9. Information decision (0 = did 
not avoid, 1 = avoided) 

-.14** -.07 .06 .01 -.08 .01 -.05 .23** 

 *p < .05, **p < .01. 

Manipulation Check 

I conducted two 2x2 ANOVAs to test the effects of the descriptive norm and 

injunctive norm on each of the two manipulation check items (endorsement of a 

descriptive norm for seeking; endorsement of an injunctive norm for seeking; see Table 

5-2 for means by condition). Results suggest that the descriptive norm manipulation 

was effective. Analysis revealed a main effect of descriptive norm on endorsement of 

descriptive norm (F[1, 376] = 13.18, p < .001, ηp
2 = .034 but no effect of injunctive norm 
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(F[1, 376] = 0.12, p = .728, ηp
2 = .000) and no interaction (F[1, 376] = 3.19, p = .075, ηp

2 

= .008). Participants were more likely to endorse the descriptive norm in the descriptive 

norm condition. However, results suggest that the injunctive norm manipulation was 

ineffective. Analysis revealed no main effect of injunctive norm (F[1, 376] = 2.48, p = 

.116, ηp
2 = .007) or descriptive norm (F[1, 376] = 0.18, p = .672, ηp

2 = .000), and no 

interaction (F[1, 376] = 0.26, p = .608, ηp
2 = .001).  

Table 5-2. Study 3a manipulation check means by condition  

 
Endorsement of 

Descriptive Norm 
 

Endorsement of 

Injunctive Norm 

Condition M  SD  M  SD 

No Norms 4.79  1.33  6.14  1.31 

Injunctive Norm 5.07  1.26  6.38  0.91 

Descriptive Norm 5.51  1.31  6.24  1.17 

Both Norms 5.32  1.24  6.37  1.11 

 
Information Avoidance 

A chi-square analysis revealed no significant difference between conditions in 

health risk information avoidance, χ2 (3) = 2.11, p = .551, φ = .08. Notably, overall 

avoidance in this study was extremely low: only 2.6% of participants avoided their 

health risk information (No Norms: 3.3%, Injunctive: 1%, Descriptive: 4.3%, Both Norms: 

2.1%). Attempting to predict avoidance when average level of avoidance is so low is 

problematic. To better understand whether condition affected information avoidance, I 

also conducted a one-way ANOVA using the IA scale as an outcome measure of 

avoidance. However, results revealed no difference in avoidance between conditions, 

F(3, 362) = 0.80, p = .493, ηp
2 = .007.     
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I also conducted a logistic regression using a set of three Helmert contrast codes 

as predictors, and information avoidance as the outcome. I compared no norms to 

norms (H1: No Norm -3, Both Norms 1, Injunctive 1, Descriptive 1), both norms to 

individual norms (H2: No Norm 0, Both Norms 2, Injunctive -1, Descriptive -1), and 

injunctive to descriptive (H3: No Norm 0, Both Norms 0, Injunctive -1, Descriptive 1). 

Results revealed no significant differences in any condition comparisons (p > .05 for all 

three comparisons). 

I conducted a parallel linear regression using the Helmert contrast codes as 

predictors and the IA scale as the outcome measure. Similar to the logistic regression 

results, linear regression results revealed no significant differences for any of the 

condition comparisons (p > .05 for all three comparisons). 

Other Predictors of Avoidance 

To assess whether other demographic variables predicted avoidance, I 

conducted a hierarchical logistic regression, with effects of condition entered in step one 

(Helmert contrast codes). In step two I included the same demographic variables used 

in Study 2 (education, income, financial security, age, sex) (Table 5-3). The results 

revealed no significant predictors of information avoidance.  

Similarly, results from a parallel hierarchical linear regression using health risk 

information avoidance proclivity (IA Scale) as the outcome also revealed no significant 

predictors of information avoidance (Table 5-4). 
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Table 5-3. Predictors of Information Avoidance in Study 3a 

Model      B Wald p≤ Odds ratio [95% CI] 

STEP ONE     

H1 -0.03 0.02 .892 0.97 [0.64, 1.47] 

H2 0.07 0.05 .820 1.07 [0.59, 1.96] 

H3 0.57 0.95 .330 1.76 [0.56, 5.52] 

STEP TWO     

H1 -0.04 0.04 .850                  0.96 [0.63, 1.47] 

H2 0.05 0.03 .862 1.06. [0.57, 1.95] 

H3 0.59 0.99 .321 1.80 [0.57, 5.72] 

Education 0.34 1.34 .247 1.40 [0.79, 2.48] 

Income -0.14 0.15 .696 0.87 [0.43, 1.76] 

Financial Security -2.78 1.91 .167 0.06 [0.00, 3.19] 

Age -0.00 0.03 .874 1.00 [0.95, 1.04] 

Sex (1 = male, 2 = female) -0.82 1.08 .300 0.44 [0.10, 2.07] 

Results for two-step hierarchical logistic regression, with information avoidance choice (Information 
decision: 0 = did not avoid, 1 = avoided) as the DV.  

 

Table 5-4. Predictors of Information Avoidance Proclivity in Study 3a 
Variable B t p rp [CI95%] 

STEP ONE     

H1 -0.00 -0.09 .930 -0.01, [-0.11, 0.10] 

H2 0.02 0.02 .688 0.02, [-0.08, 0.13] 

H3 0.10 0.07 .178 0.07, [-0.03, 0.18] 

STEP TWO     

H1 0.00 0.05 .962 0.00, [-0.10, 0.11] 

H2 0.01 0.25 .807 0.01, [-0.09, 0.12] 

H3 0.11 1.48 .140 0.08, [-0.03, 0.19] 

Education 0.02 0.56 .575 0.03, [-0.08, 0.14] 

Income 0.06 1.17 .242 0.06, [-0.04, 0.17] 

Financial Security 0.11 0.45 .652 0.03, [-0.08, 0.13] 

Age -0.01 -1.48 .139 -0.08, [-0.19, 0.03] 

Sex (1 = male, 2 = female) -0.02 -0.15 .879 -0.01, [-0.11, 0.10] 
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Because levels of avoidance in this study were quite low, I could not reliably 

determine whether the norms reduce information avoidance. Moreover, my 

manipulation of the injunctive norm was ineffective in this paradigm.  

It is also likely that avoidance in this paradigm was low because, similar to Study 

2, participants made their information decision prior to taking the health questionnaire, 

and thus had little information to determine whether the information was important or 

worth avoiding.  
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CHAPTER 6 
STUDY 3B 

Study 3b was designed to address a major limitation in Study 3a – the low 

baseline level of information avoidance in the health risk assessment paradigm. To 

address this limitation, Study 3b used a new paradigm, previously demonstrated to elicit 

high levels of avoidance (Newell & Shepperd, unpublished manuscript). Participants 

received information about a fictitious but serious medical condition, TAA deficiency, 

and learned that they could receive their risk information for TAA deficiency with an 

uncomfortable test that entailed an anal swab. Using this paradigm, I again tested 

whether participants displayed less avoidance when seeking was normative than when 

it was not, and that providing descriptive and injunctive norm information together would 

elicit the lowest levels of avoidance overall.  

Method 

Participants 

Participants were 338 University of Florida students (Mage = 19.09, age range = 

18-30; 237 White, 57 Asian, 44 Black, 1 Native American, 9 other (participants could 

select more than one racial identifier); 283 non-Hispanic, 49 Hispanic; 237 female, 101 

male) who received research credit for their participation. A post hoc power analysis for 

Chi-square using G-power, with a medium effect size w = .21, α = .05, revealed 

sufficient power to detect effects, power = .92.  

Procedure 

Research Assistants (RAs) wearing scrubs greeted participants and led them to 

a lab room with several computers. Participants sat at a computer with the Qualtrics 

survey on the screen and the RA briefed them about the study (Appendix E). 
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Participants learned they would listen to a short podcast about a (fictitious) medical 

condition known as Thioamine Acetylase Deficiency (TAA Deficiency). After participants 

consented to participate, participants listened to the podcast, which led participants to 

believe TAA Deficiency was a real medical condition (see Appendix E for script). Next, 

participants read the following information:  

Testing for TAA Deficiency involves a simple anal swab, which takes 
about 5 minutes to process. We can provide a free screening for TAA 
Deficiency. This process should only take a few minutes at the conclusion 
of your study session.  

Next, I randomly assigned participants to view condition-specific information, 

similar to Study 3a. After reading condition-specific information and answering 

manipulation check items, participants made their information decision and completed 

the IA scale and brief demographic information. The computer screen then prompted 

participants to tell the experimenter they were ready for debriefing. The RA probed for 

suspicion and thoroughly debriefed participants. After debriefing, participants selected 

whether they wished to include their data in analysis.  

Materials 

Audience manipulation. Participants in the three norm conditions first read the 

following text: “Before you make your decision about whether to receive the free anal 

swab screening for TAA Deficiency, we believe it is important to provide you with 

additional information.” Participants in the Injunctive Norm condition then received the 

following information: “Learning your risk for TAA Deficiency allows you to make 

important life choices, to monitor for signs before problems arise, and to plan for the 

future. In many ways, it is the right thing to do.” Participants in the Descriptive Norm 

condition read the following: “Most people who are given the option for free testing 
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choose to get screened for TAA Deficiency.” Participants in the Both Norms condition 

received both the injunctive and descriptive norm text together. Participants in the No 

Norm condition received no additional information. 

Manipulation check. Similar to Study 3a, after receiving condition-specific 

information, all participants answered two items assessing endorsement of injunctive 

norm to seek information (“Choosing to get screened for TAA deficiency is the right 

thing to do”) and descriptive norm to seek information (“If given a choice, most people 

will opt to get screened for TAA deficiency”). Both items used a 1-7 scale, where 1 = 

strongly disagree, 7 = strongly agree.  

Information decision. Participants then chose whether they wanted to receive a 

TAA Deficiency screening (Yes, I would like to receive a screening for TAA Deficiency) 

or did not want the screening (No, I am not interested in a screening for developing TAA 

Deficiency).  

Information avoidance scale. Participants completed the same eight-item 

information avoidance scale (Howell & Shepperd, 2016) used in all previous studies. I 

adjusted the items to be specific to TAA Deficiency and averaged responses to the 

items to create a single index of information avoidance (Cronbach’s α = 0.88, M = 3.50, 

SD = 1.22).  

Demographics. Because this study was conducted in-lab and I wanted to 

ensure that the study did not last too long, participants answered a subset of the 

demographic items used in Study 3a (age, gender, ethnicity, race). 
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Results and Discussion 

Zero-order Correlations 

I initially computed the correlations among the predictors and outcomes (Table 6-

1). As in Study 3a, information decision correlated significantly with endorsing an 

injunctive norm, such that greater endorsement of an injunctive norm to seek 

corresponded to lower likelihood of information avoidance. This same relationship was 

true for information avoidance proclivity. Additionally, greater endorsement of a 

descriptive norm to seek also corresponded to lower information avoidance and 

information avoidance proclivity. 

Table 6-1. Zero-order correlations for Study 3b  

Variable 1. 2. 3. 4. 5. 6. 

1. Endorsing injunctive norm –      

2. Endorsing descriptive norm .43** –     

3. Age -.01 .09 –    

4. Sex (1 = male, 2 = female) -.04 .06 -.12* –   

5. Information avoidance scale -.49** -.39** -.11* .05 –  

6. Information decision (0 = did not 
avoid, 1 = avoided) 

-.38** -.36** -.10 .07 .46** – 

*p < .05, **p < .01. 

 
Manipulation Check 

As in Study 3a, I conducted two 2x2 ANOVAs to test the main effects of the 

descriptive norm and injunctive norm, and their interaction on each of the two 

manipulation check items (endorsement of a descriptive norm for seeking; endorsement 

of an injunctive norm for seeking; see Table 6-2 for means by condition). Replicating 

Study 3a, results suggest that the descriptive norm manipulation was effective. There 

was a main effect of descriptive norm on endorsement of descriptive norm (F[1, 337] = 
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17.57, p < .001, ηp
2 = .023, but no effect of injunctive norm (F[1, 337] = 0.22, p = .642, 

ηp
2 = .001) and no interaction (F[1, 337] = 0.24, p = .628, ηp

2 = .001). However, as in 

Study 3a, results suggest that the injunctive norm manipulation was ineffective. There 

was no main effect of injunctive norm (F[1, 337] = 0.32, p = .574, ηp
2 = .001) or 

descriptive norm (F[1, 337] = 1.80, p = .180, ηp
2 = .005), and no interaction (F[1, 337] = 

0.78, p = .379, ηp
2 = .002).  

Table 6-2. Study 3b manipulation check means by condition  

 
Endorsement of 

Descriptive Norm 
 

Endorsement of 

Injunctive Norm 

Condition M  SD  M  SD 

No Norms 3.89  1.54  4.83  1.47 

Injunctive Norm 3.74  1.33  5.05  1.32 

Descriptive Norm 4.27  1.48  4.76  1.37 

Both Norms 4.27  1.62  4.72  1.30 

 

Information Avoidance 

A chi-square analysis revealed no significant difference between conditions in 

health risk information avoidance, χ2 (3) = 4.47, p = .215, φ = .12. Overall avoidance in 

this study was much higher than in Study 3a: 76.6% of participants avoided their health 

risk information (No Norms: 75.0%, Injunctive: 75.0%, Descriptive: 71.8%, Both Norms: 

84.7%). I also conducted a one-way ANOVA using the IA scale as an outcome measure 

of avoidance. However, results revealed no difference in avoidance between conditions, 

F(3, 332) = 1.76, p = .155, ηp
2 = .016.     

I also conducted a logistic regression using a set of three Helmert contrast codes 

as predictors, and information avoidance as the outcome. I compared no norms to 
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norms (H1: No Norm -3, Both Norms 1, Injunctive 1, Descriptive 1), both norms to 

individual norms (H2: No Norm 0, Both Norms 2, Injunctive -1, Descriptive -1), and 

injunctive to descriptive (H3: No Norm 0, Both Norms 0, Injunctive -1, Descriptive 1). As 

in Study 3a, results revealed no significant differences for H1 and H3 (p > .05), but 

unlike Study 3a, results revealed a significant difference in avoidance when comparing 

Both Norms to the two single norm (Injunctive and Descriptive) conditions (H2): B = 

0.23, SE = .12, Wald = 4.00, p = .046, Odds Ratio = 1.26 (1.01, 1.58). Participants 

avoided more in the Both Norms condition compared to the two single norm conditions.  

I conducted a parallel linear regression using the Helmert contrast codes as 

predictors and the IA scale as the outcome measure. Similar to the logistic regression 

results, linear regression results revealed no significant differences for H1 and H3 (p > 

.05), but did reveal a significant difference for H2: B = .11, SE = .05, t = 2.07, p = .040, 

again indicating a higher proclivity to avoid TAA risk information in the Both Norms 

condition compared to the two single norm conditions. 

Other Predictors of Avoidance 

To assess whether other demographic variables predicted avoidance, I 

conducted a hierarchical logistic regression, with effects of condition entered in step one 

(Helmert contrast codes). In step 2, I included the demographic variables (age, sex) 

(Table 6-3). Although the contrast between Both Norms versus the two single norm 

conditions was significant in Step 1, this effect became non-significant after adding the 

demographic predictors in Step 2. 
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Table 6-3. Predictors of Information Avoidance in Study 3b 

Model   B Wald         p≤ Odds ratio [95% CI] 

STEP ONE     

H1 0.04 0.26 .613 1.04 [0.90, 1.20] 

H2 0.23 4.00 .046* 1.26 [1.01, 1.58] 

H3 -0.08 0.23 .634 0.92 [0.65, 1.30] 

STEP TWO     

H1 0.03 0.16 .690 1.03 [0.89, 1.19] 

H2 0.22 3.68 .055 1.25 [1.00, 1.57] 

H3 -0.09 0.28 .595 0.91 [0.65, 1.29] 

Age -0.16 2.66 .103 0.85 [0.70, 1.03] 

Sex (1 = male, 2 = female) 0.25 0.80 .372 1.28 [0.74, 2.21] 

Results for two-step hierarchical logistic regression, with information avoidance choice (Information 
decision: 0 = did not avoid, 1 = avoided) as the DV. *p < .05, ** p <.01, ***p < .001. 

Table 6-4. Predictors of Information Avoidance Proclivity in Study 3b 
Variable B t p rp [CI95%] 

STEP ONE     

H1 -0.02 -0.46 .647 -0.03, [-0.13, 0.08] 

H2 0.11 2.07 .040* 0.11, [0.01, 0.22] 

H3 -0.08 -0.88 .381 -0.05, [-0.15, 0.06] 

STEP TWO     

 H1 -0.02 -0.54 .590 -0.03, [-0.14, 0.08] 

H2 0.11 2.00 .046* 0.11, [0.00, 0.21] 

H3 -0.09 -0.91 .361 -0.05, [-0.16, 0.06] 

Age -0.11 -2.01 .045* -0.11, [-0.21, 0.00] 

Sex (1 = male, 2 = 

female) 
0.07 0.49 .623 0.03, [-0.08, 0.13] 

 
Similarly, results from a parallel hierarchical linear regression using health risk 

information avoidance proclivity (IA Scale) as the outcome also revealed a significant 

contrast between Both Norms versus the two single norm conditions. This effect 

remained significant after adding the demographic predictors in Step 2. Additionally, age 
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was a significant predictor, such that older participants expressed less information 

avoidance proclivity than did younger participants (Table 6-4). 

Exploratory Condition Contrasts 

I originally predicted that avoidance would be highest in the No Norm condition 

and lowest in the Both Norms condition. The Helmert contrast codes used in the 

previous analyses reflect these hypotheses. However, the results from Study 3b 

suggest testing a different set of contrast codes. That is, avoidance levels in the No 

Norm, Injunctive Norm, and Descriptive Norms conditions were relatively equal, and 

avoidance was highest in the Both Norms condition, and a more appropriate 

comparison would be to compare the Both Norms condition to the three remaining 

conditions.  

As such, I conducted an exploratory logistic regression analysis to determine 

whether the avoidance was significantly higher in the Both Norms condition compared 

to the three remaining conditions (H4: Both Norms 3, No Norm -1, Injunctive -1, 

Descriptive -1; H5: Both Norms 0, No Norm 2, Injunctive -1, Descriptive -1; H6: Both 

Norms 0, No Norm 0, Injunctive 1, Descriptive -1). Results revealed that the contrast 

between Both Norms versus the three remaining conditions was significant in Step 1, 

but this effect became non-significant after adding the demographic predictors in Step 2 

(Table 6-5). 
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Table 6-5. Predictors of Information Avoidance in Study 3b 

Model      B Wald p≤ Odds ratio [95% CI] 

STEP ONE     

H4 0.17 4.01 .045* 1.18 [1.00, 1.39] 

H5 0.03 0.07 .787 1.03 [0.84, 1.26] 

H6 0.08 0.23 .634 1.09 [0.77, 1.53] 

STEP TWO     

H4 0.16 3.60 .058 1.17 [1.00, 1.38] 

H5 0.03 0.07 .787 1.04 [0.85, 1.27] 

H6 0.08 0.23 .634 1.10 [0.78, 1.55] 

Age -0.16 2.66 .103 0.85 [0.70, 1.03] 

Sex (1 = male, 2 = 
female) 

0.25 0.80 .372 1.28 [0.74, 2.21] 

Results for two-step hierarchical logistic regression, with information avoidance choice (Information 
decision: 0 = did not avoid, 1 = avoided) as the DV. *p < .05, ** p <.01, ***p < .001. 

 
Table 6-6. Predictors of Information Avoidance Proclivity in Study 3b 

Variable B t p rp [CI95%] 

STEP ONE     

H4 0.07 1.79 .074 0.10, [-0.01, 0.20] 

H5 0.06 1.12 .262 0.06, [-0.05, 0.17] 

H6 0.08 0.88 .381 0.05, [-0.06, 0.15] 

STEP TWO     

 H4 0.07 1.71 .089 0.09, [-0.01, 0.20] 

H5 0.06 1.18 .238 0.07, [-0.04, 0.17] 

H6 0.09 0.91 .361 0.05, [-0.06, 0.15] 

Age -0.11 -2.01 .045* -0.11, [-0.21, 0.00] 

Sex (1 = male, 2 = 

female) 
0.07 0.49 .623 0.03, [-0.08, 0.13] 

*p < .05, ** p <.01, ***p < .001. 

However, results from a parallel hierarchical linear regression using health risk 

information avoidance proclivity (IA Scale) as the outcome did not reveal a significant 
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contrast between Both Norms versus the remaining three conditions. Age was the only 

significant predictor; such that older participants expressed less information avoidance 

proclivity than younger participants (Table 6-6). 

Summary of Findings 

Overall, the results suggest that manipulating normative information did not 

reduce health information avoidance. Indeed, contrary to hypotheses, participants 

displayed equal levels of avoidance whether presented with either an injunctive norm or 

a descriptive norm or no norm. Also contrary to hypotheses, in most analyses, 

participants displayed higher levels of avoidance in the both norms condition than the 

remaining three conditions.  

Study 3b results may indicate similar concerns raised in Study 1b. That is, results 

seem to suggest that heavy-handed manipulations may result in psychological 

reactance (Brehm, 1966; Rains, 2013). Indeed, perhaps participants in the Both Norms 

condition displayed higher levels of avoidance because they perceived the descriptive 

norm and injunctive norm information together to be an excessive and blatant attempt to 

encourage less avoidance. Future studies would benefit to include measures of 

psychological reactance to test this possibility. 
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CHAPTER 7 
GENERAL DISCUSSION 

The present research aimed to answer the overarching question – do audiences 

influence health information avoidance? I had three aims: (1) To test whether proactive 

impression management influences health information avoidance, (2) To test whether 

an audience’s capacity to harm influences health information avoidance, and (3) To test 

whether including normative information endorsing seeking information would elicit less 

health information avoidance.  

Proactive Impression Management 

Results from Studies 1a and 1b provide mixed evidence for proactive impression 

management. Study 1a tested whether participants proactively managed impressions of 

being a seeker or avoider by seeking or avoiding information. Results from Study 1a 

suggest that the manipulation was ineffective, and overall avoidance of STI risk 

information was low. Study 1b attempted to address the limitations in Study 1a by using 

a different manipulation and sampling participants at a different time of year (to recruit 

participants with potentially more sexual experience). Notably, the participants in Study 

1b did report a higher (albeit, not statistically significant) average score on the SRS (M = 

3.10, SD = 1.09) than did participants in Study 1a (M = 2.96, SD = 0.96). However, the 

SRS is not a measure of sexual experience specifically, so it is difficult to determine 

whether time of year affects sexual experience. In addition, Study 1b tested whether 

participants proactively managed impression of being viewed unfavorably (or no 

differently) if at high risk for an STI by seeking or avoiding STI risk information. The 

manipulation produced differences in avoidance by condition, but not in the 

hypothesized direction. Indeed, participants were less likely to avoid if they learned that 
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people at high risk for an STI are viewed unfavorably than if they learned that people at 

high risk for an STI are viewed no differently than people at low risk.  

As discussed previously, these findings in Study 1b may be the result of 

psychological reactance—participants may have perceived the unfavorable image 

manipulation as a heavy-handed nudge towards avoiding risk information, and 

subsequently exerted their freedom by opting to seek instead of avoid. Alternatively, 

participants may have viewed the manipulations as indicating the seriousness of the risk 

feedback. As such, participants in the Unfavorable Image condition may have perceived 

serious interpersonal costs to being at high-risk for an STI, prompting them to learn their 

status and potentially mitigate interpersonal costs. By contrast, participants in the 

Control condition may have perceived minimal interpersonal costs to being at high-risk 

for an STI, prompting them to view the STI risk information as less useful and to avoid 

their risk feedback. Notably, exploratory analyses revealed that neither perceived risk 

nor actual risk moderated the effect of condition on information avoidance.  

Taken together, it remains unclear whether people engage in proactive 

impression management via information seeking or avoidance. The lack of clarity 

suggests two directions for future research. First, researchers may benefit from using a 

health paradigm where participants do not have preconceptions about how people at 

high-risk are viewed. Although Studies 1a and 1b aimed for external validity by 

employing an important real-life health information dilemma, participants’ preconceived 

perceptions of people at high risk for an STI may be too difficult to change with a brief 

text manipulation. Perhaps using a fictious disease (e.g., TAA Deficiency, used in Study 

3b) would elicit different results. Additionally, participants may have responded 
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differently had we offered diagnostic testing for an STI rather than feedback regarding 

participants risk for an STI. Second, researchers may also benefit from developing 

manipulations that are more subtle in their attempts to influence participants, therefore 

minimizing potential reactance.  

Capacity to Harm 

Results from Study 2 provided mixed evidence that capacity to harm drives 

audience-related avoidance of health risk information. The results from Study 2 

indicated that both the type of audience (insurers versus researchers) and the capacity 

to harm influence health risk information avoidance. When comparing insurers (both 

with the capacity to harm and without the capacity to harm) to researchers (with no 

capacity to harm), participants in the insurer conditions displayed higher levels of 

information avoidance than participants in the researcher condition. Yet, when 

comparing the capacity to harm to the incapacity to harm, participants displayed higher 

levels of avoidance in the Insurer Harm condition than the two no harm conditions 

(Insurer No Harm and Researcher No Harm). These results are consistent with the 

finding that perceived likelihood of harm only partially mediates avoidance of health risk 

information accessible to powerful audiences (Lipsey & Shepperd, 2019b). It seems that 

both an audience’s capacity to harm and the audience itself are likely independent 

predictors of health information avoidance.  

Results from Study 2 raise important questions: What makes an audience 

powerful beyond capacity to harm? What other aspects of powerful audiences lead 

people to avoid information? There are several possibilities. One possibility is that 

audience trust is an important factor in determining whether people allow other 

audiences to access their information. People may acknowledge that an audience has 
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the capacity to harm, but if they trust the audience not to use that capacity, they may be 

unconcerned that the audience will have access to the information. Similarly, an 

audience may have limited capacity to harm, but if people do not trust the audience, 

they may be unwilling to allow the audience access to that information. Accordingly, it is 

possible participants in the Insurer No Harm condition did not fully believe that insurers 

would not cause any harm. 

Lending support to this possibility, research examining predictors of trust in 

systems that share health information for research and health care practice find that 

favorable views of data sharing, belief in data sharing’s ability to improve quality of 

health care, altruism, and generalized trust positively predicted system trust. 

Conversely, privacy concerns and knowledge about health information sharing 

negatively predicted system trust (Platt & Kardia, 2015). Although these results do not 

examine whether system trust predicts information avoidance or information 

withholding, it seems feasible that having lower system trust predicts greater information 

avoidance/withholding.  

Experiences with healthcare providers also predict system trust. Specifically, 

regular contact with a healthcare provider (i.e. visiting the provider once or more a year) 

predicted trust in the health system (Platt & Kardia, 2015). More tellingly, research finds 

that the quality of care people receive from healthcare providers predicted the 

probability of withholding information from the provider because of concerns about 

privacy and security of their health information (Patel, Beckjord, Moser, Hughes, & 

Hesse, 2015). Taken together, these results suggest that people have variable levels of 

trust in their healthcare providers, and that having less positive experiences with 
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healthcare providers contributes to less willingness to allow healthcare providers access 

to health information. These results suggest that trust may be an important mediator 

explaining why people seek or avoid health information on learning that insurers or 

employers would be privy to that information. 

Another related possibility is that participants are primarily concerned with 

privacy and unauthorized audiences accessing their information. Participants may have 

been fine with powerful audiences accessing their information so long as the information 

remained private and secure (is not shared with unauthorized audiences). In support of 

this hypothesis, research on perceptions of privacy and security of electronic health 

records (EHRs) indicates that a sizeable minority of American adults lacked confidence 

in the security and privacy of their EHRs (Patel et al., 2015). Additionally, nearly 60% of 

participants indicated at least moderate concern about unauthorized individuals viewing 

their health information when sent between health care providers (Patel et al.). These 

results suggest that people may be more concerned with information privacy and less 

concerned with health care providers (or insurers) using their information to cause harm 

(via added costs or difficulties obtaining coverage). 

Results from Study 2 suggest avenues for future research. Researchers could 

test whether trust in health insurers, healthcare providers, and other powerful audiences 

affects levels of health information avoidance. Researchers could also test whether 

manipulating or measuring privacy concerns (rather than harm concerns) predict health 

information avoidance. 

Injunctive and Descriptive Norms 

Results from Studies 3a and 3b suggest that employing social norms 

interventions to reduce health information avoidance may not be effective. In both Study 
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3a and 3b, social norm manipulations elicited little to no difference in avoidance by 

condition. The manipulation only seemed to affect avoidance in the Both Norms 

condition, but contrary to predictions, participants avoided more in the Both Norms 

condition than participants in the remaining three conditions.    

The context of the intervention (i.e., what behavior researchers are attempting to 

change) could explain differences in the efficacy of social norm interventions. Indeed, 

perhaps people are more receptive to consider normative information in certain 

contexts. Why social norms interventions are more effective in certain contexts (e.g., 

environmental behavior [Cialdini, 2003; Schultz et al., 2007], drinking behavior 

[Neighbors et al., 2004) than other contexts (fruit consumption [Stok, De Ridder, De Vet, 

& De Wit, 2014], information avoidance) remains unclear.  

Another important factor to consider is the manipulation itself. Studies vary 

considerably in how elaborate or personalized the normative manipulations are. For 

example, Schultz et al. (2007) effectively manipulate descriptive norms using a 

handwritten note comparing participant’s current energy consumption to average energy 

consumption. Additionally, the researchers effectively manipulate injunctive norms by 

using a smile emoticon if energy consumption was below average, and a sad emoticon 

if energy consumption was above average. Thus, Schultz et al. provide a more 

personalized manipulation that also takes into account participant’s current behavior 

compared to other people. By contrast, Stok et al. (2014) use single-sentence 

manipulations for injunctive and descriptive norms. Their results indicate the descriptive 

norm was somewhat effective, whereas the injunctive norm used in their study seemed 

to elicit psychological reactance. Perhaps more personalized/elaborate interventions are 
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more successful, to the extent that they do not appear to be obvious manipulations of 

behavior. 

Finally, it is possible that the reference point for the social norms influenced how 

participants responded. For example, the injunctive norm manipulation in the present 

studies may have elicited lower levels of avoidance if participants had learned that their 

parents or their close family members believed they should get tested for TAA-

deficiency. Likewise, the descriptive norm manipulation may have been more effective if 

participants had learned that most people their same age/gender or most students at 

the University of Florida chose to get tested for TAA-deficiency.  

Limitations 

The samples in my five studies were volunteers and students who were mostly 

White, female, affluent, and educated. The sample characteristics limit the 

generalizability of my results. Notably, several of the sample characteristics 

predominant in the present studies are sources of sociopolitical power. For example, 

research indicates that both healthcare and employment systems disproportionately 

benefit White people (Malat, Mayorga-Gallet, & Williams, 2018). Research also 

indicates that race is a predictor of trust in physicians and insurers, such that non-

Hispanic Black people report less trust in their physicians and more trust in their health 

insurance plans compared with non-Hispanic White people (Boulware, Cooper, Ratner, 

LaVeist, & Powe, 2003).  

Tellingly, Non-Hispanic Black participants (compared with non-Hispanic White 

people) report greater concern about personal privacy and potential for harmful 

experimentation in hospitals (Boulware et al., 2003). Although knowledge of health 

researchers’ historic mistreatment of Black patients and participants (specifically, the 
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Tuskegee Syphilis Study) does not directly predict willingness to participate in 

biomedical research (Katz et al., 2008), the history of mistreatment combined with a 

healthcare system that disproportionately benefits White people (Malat et al., 2018) are 

important factors to consider in health research. As such, it seems plausible that studies 

conducted with a larger proportion of non-White participants might elicit greater health 

information for audience reasons. 

Another possible limitation in these studies was the lack of attention check items 

or items assessing believability. Participants in the present studies, especially the 

studies conducted online (Studies 1a, 1b, 2, and 3a), may not have dedicated full 

attention to the experimental manipulations or study items, or may have doubted the 

manipulation information. Although the manipulation check items help determine, to 

some degree, whether participants attended to and believed the manipulation, these 

items cannot diagnose lack of attention or believability specifically. Indeed, for studies 

where the manipulation appeared to fail, it is difficult to determine whether the 

manipulation was ineffective due to manipulation wording, manipulation check wording, 

inattention to the manipulation, inattention to the manipulation check, lack of 

believability, or something else.  

Finally, although I aimed to create an experience that mimics real-world health 

decision making, the present studies (especially the online studies: Studies 1a, 1b, 2, 

and 3a) likely failed to induce the level of concern with privacy or harm that occurs when 

people are in a healthcare setting facing real medical decisions. It remains unknown 

whether the results found in the present studies would replicate in actual healthcare 

settings. 
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Moderators of Interpersonal Information Avoidance 

I used three different paradigms to study health information avoidance: STI risk 

(Studies 1a and 1b), General health risk (Studies 2 and 3a), and a fictious medical 

condition tested using an anal swab (Study 3b). Across the five studies, level of 

avoidance varied considerably, suggesting that specific health information or context 

are important moderators of interpersonal information avoidance. 

Several factors may moderate the extent to which interpersonal concerns 

influence health information decisions. Perhaps most obvious is the type of audience. 

Concerns about how others may view the information decision, use the information, and 

view the decision maker may vary considerably across audiences. Audiences differ in 

several important ways (e.g., their capacity to harm, their ability to provide social 

support, their familiarity, the level of trust they elicit, etc.), and these differences likely 

influence how motivated a person is to seek or avoid information. Put simply, different 

audiences may have different effects on each of the proposed interpersonal pathways.  

Concerning the potential to harm pathway, certain audiences have greater 

control over one’s resources, greater capacity to harm those resources, or elicit greater 

mistrust than do other audiences. For example, in a health information decision context, 

people generally perceive the greatest likelihood of harm from health insurers and 

express less concern about other audiences that have a lower capacity to cause harm 

(Lipsey & Shepperd, 2019a). The present research indicates that this relationship 

between powerful audience and health information avoidance is more complicated than 

originally hypothesized. Capacity to harm is one potential moderator of audience 

influence, but there are likely other important factors to consider (e.g., trust or privacy 

concerns). 
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Concerning social norms, one study found that perceived social pressures from 

peers predicted less information avoidance. However, perceived social pressure from 

parents did not significantly alter information decisions (Calhoun, 2012). Recent 

research also demonstrated that both descriptive norms (referencing other study 

participants) and injunctive norms (referencing friends and separately referencing 

family) predicted intentions to receive genomic sequencing results, indicating that, at 

least in the context of genomic sequencing, several different normative reference 

groups (study participants, friends, and family) are all associated with information 

seeking intentions (Reid et al., 2018).  

Although the present research and previous research together indicate that 

several audience characteristics may be important predictors of health information 

seeking or avoidance, I know of no research that systematically examines how various 

audience characteristics influence information decisions. Future research would benefit 

from exploring various audience characteristics together and their independent 

influences on health information decisions. 

Characteristics of the health information may also moderate health information 

decisions. People may consider treatability, cost of treatment, seriousness, and 

condition stigma and embarrassment when deciding whether they want to learn their 

risk or prognosis for that health condition. Thus, skin damage may differ from HIV and 

Alzheimer’s on dimensions such as stigma, seriousness, treatability, and cost to treat. 

As a result, people may display differing levels of avoidance of a UV photo indicating 

skin damage (Dwyer, Shepperd, & Stock, 2015), versus an HIV test (Sullivan et al., 

2004), versus an Alzheimer’s genetic test (Cutler & Hodgson, 2003). In one study, 
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participants indicated that they would be less likely to avoid a serious medical condition 

(as opposed to a minor medical condition), more likely to avoid an untreatable medical 

condition than a treatable medical condition, more likely to avoid an expensive to treat 

than an inexpensive to treat medical condition, and more likely to avoid an 

embarrassing/stigmatizing medical condition than a non-stigmatizing/non-embarrassing 

medical condition (Lipsey & Shepperd, 2019b). These results suggest that variations in 

the underlying psychological meaning of different medical conditions can elicit different 

levels of information avoidance. 

Additionally, just as personal reasons for avoiding information do not exist in a 

vacuum, neither do interpersonal reasons for avoiding information. Personal and 

interpersonal reasons for avoiding information may interact and affect information 

avoidance. For example, participants in Study 1b learned that others would view them 

negatively if they were at high risk for an STI. This interpersonal information may not 

affect avoidance directly, but rather may affect avoidance through its interaction with 

participant’s perceptions of how STI-risk information would change how they think about 

themselves, feel about themselves, or obligate them to get diagnostic STI-testing 

(Sweeny et al., 2010). As such, future studies would benefit to measure both personal 

and interpersonal reasons for avoidance, and test how these variables interact to 

predict information avoidance. 

Conclusion 

Many important factors influence the decision to seek or avoid health information. 

Although many studies have examined personal reasons for avoiding information (e.g., 

Sweeny et al., 2010), little research has examined the influence of other people on 

people’s decision to seek or avoid information. I explored three proposed pathways by 



 

85 

which audiences influence people’s health information decisions: proactive impression 

management, capacity to harm, and social norms. My studies provide unclear evidence 

supporting or refuting the concept of proactive impression management and social norm 

interventions. However, the results provided preliminary evidence that the audience and 

the audiences’ capacity to harm both independently predict health information 

avoidance.  

Overall, results from five studies provide some initial insight into the various ways 

audiences may influence (or not influence) health information avoidance. Although 

audiences may have a limited influence on health information avoidance in some 

contexts, results suggest that manipulating audience influence can affect health 

information decisions. As such, it remains important for health researchers and 

healthcare providers to be mindful of the role others play in people’s health information 

decisions.  
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APPENDIX A 
STUDY 1A MATERIALS 

Study 1a Overview & Informed Consent 
This survey will ask you questions about your sexual health risk information and 
decisions. The survey should take no more than 15 minutes to complete. 

Informed Consent 
 

Please read this consent form carefully before you decide to participate in this 
study. 
 
Purpose of the research study: This study examines sexual risk health decisions. 
 
What you will be asked to do in the study: You will complete a questionnaire about 
your sexual health risk and answer questions about your desire for sexual health risk 
information. 

 
Time required: 7 - 15 minutes 
 
Compensation:  
(For Participant Pool participants): You will receive 1 credit for your participation. 
(For extra credit participants): You will receive the extra credit designated by your 
instructor, not to exceed 1% of your final grade points for the course. 
 
Confidentiality: Your responses to all items will be confidential and anonymous. There 
is no connection between any identifying information and your responses. Your name 
and identify will not be disclosed in any published reports.  

The online host for this survey is Qualtrics. There is a minimal risk that security of any 
online data may be breached, but because no identifying information will be collected, 
and because the online host (Qualtrics) uses several forms of encryption, it is unlikely 
that a security breach of online data will result in any adverse consequence for you. 

 
Voluntary participation & right to withdraw:  Your participation is completely 
voluntary.  There is no penalty for not participating. You have the right not to respond to 
any questionnaire item that you feel uncomfortable answering. You have the right to 
withdraw from the study at any time without consequence.   

 
Whom to contact if I have questions about the study: Investigators: Nikolette P. 
Lipsey nlipsey@ufl.edu & Dr. James A. Shepperd Shepperd@ufl.edu, Dept of 
Psychology, Univ of Florida 

 
Whom to contact about my rights as a research participant in the study: UFIRB 
office, Box 112250, University of Florida, Gainesville, FL 32611-2250; ph 392-0433.  

☐  I acknowledge that I have read the consent form and agree to participate in the 

study. 

mailto:nlipsey@ufl.edu
mailto:Shepperd@ufl.edu
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☐  I DO NOT wish to participate in this study.  
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Before proceeding to the survey, we need to ask you one question to assess your 
eligibility for this study. 
 
If you are not eligible for the study, you will be sent to the end of the survey where we 
will document your participation. You will still receive the extra credit designated by your 
instructor for your participation. Extra credit compensation will not exceed 1% of your 
final grade points for the course. 
 
Are you (or have you ever been) sexually active? 

 

• Yes 
 

• No (if no is selected participants are sent to the end of the survey) 
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Sexual Risk Scale (DeHart & Birkimer, 1997) 

“Choose not to respond” will be an option for all items 
1 – 7 Likert scale, 1 = disagree strongly, 4 = neither agree nor disagree, 7 = agree 
strongly 
    

1. If my partner wanted me to have unprotected sex, I would probably give in. 
2. The proper use of a condom could enhance sexual pleasure. 
3. I may have had sex with someone who was at risk for a sexually transmitted 

infection (STI).  
4. If I were going to have sex, I would take precautions to reduce my risk of  a 

sexually transmitted infection (STI). 
5. Condoms ruin the natural sex act.    
6. When I think that one of my friends might have sex on a date, I ask him/her if 

he/she has a condom. 
7. I am at risk for a sexually transmitted infection (STI).    
8. I try to use condoms when I have sex.   
9. Condoms interfere with romance. 
10. My friends talk a lot about safer sex.   
11. If my partner wanted me to participate in risky sex and I said that we needed to 

be safer, we would still probably end up having risky sex. 
12. Generally, I am in favor of using condoms.   
13. I would avoid using condoms if at all possible.  
14. If a friend knew that I might have sex on a date, he/she would ask me whether I 

was carrying a condom. 
15. There is a possibility that I have a sexually transmitted infection (STI).   
16. If I had a date, I would probably not drink alcohol or use drugs. 
17. Safer sex reduces the physical pleasure of sex.  
18. If I thought that one of my friends had sex on a date, I would ask him/her if 

he/she used a condom. 
19. The idea of using a condom doesn’t appeal to me.   
20. Safer sex is a habit for me.   
21. If a friend knew that I had sex on a date, he/she wouldn’t care whether I had 

used a condom or not. 
22. If my partner wanted me to participate in risky sex and I suggested a lower-risk 

alternative, we would have the safer sex instead. 
23. The sensory aspects (smell, touch, etc.) of condoms make them unpleasant. 
24. I intend to follow “safer sex” guidelines within the next year. 
25. With condoms, you can’t really give yourself over to your partner. 
26. I am determined to practice safer sex.    
27. If my partner wanted me to have unprotected sex and I made some excuse to 

use a condom, we would still end up having unprotected sex. 
28. If I had sex and I told my friends that I did not use condoms, they would be 

angry or disappointed. 
29. I think safer sex would get boring fast.   
30. My sexual experiences do not put me at risk for a sexually transmitted infection 

(STI). 
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31. Condoms are irritating.    
32. My friends and I encourage each other to practice safer sex. 
33. When I socialize, I usually drink alcohol or use drugs.  
34. If I were going to have sex in the next year, I would use condoms. 
35. If a sexual partner didn’t want to use condoms, we would have sex without 

using condoms. 
36. People can get the same pleasure from safer sex as from unprotected sex. 
37. Using condoms interrupts sex play.    
38. It is a hassle to use condoms. 

 

Additional Questions 
14. Based on your responses to the previous questions, how at risk for an STI do you 

believe you are?  1 – 7 scale, 1 = very low risk, 4 = moderate risk, 7 = very high risk 

15. Have you undergone testing for an STI? 

o If yes: When was the last time you were tested for an STI? 

▪ Within the last month 

▪ Within the last 6 months 

▪ Within the last year 

▪ Within the last 3 years 

▪ More than 3 years ago 
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Demographics  

  
1. What is your age? ______  

  
2. What is your gender?   

• Male  

• Female  

• Transgender 

• Non-binary/Genderqueer 

• Prefer to self-describe: _____________  

• Choose not to respond  

 
3. Which of the following best describes your sexual orientation? 

• Heterosexual (straight) 

• Homosexual (gay/lesbian) 

• Bisexual 

• Queer 

• Prefer to self-describe: _____________  

• Choose not to respond 

  
4. Please specify your ethnicity.  

• Hispanic or Latino  

• Not Hispanic or Latino  

• Choose not to respond  

  
5. Please specify your race.  

□ White  

□ Asian / Pacific Islander  

□ Indian (from India)   

□ Black or African American  

□ Native American or American Indian  

□ Other (please specify below)  

□ Choose not to respond 

    
6. What is your highest level of education?    

• No high school (less than grade 9)  

• High school (grades 9-12, no degree)   

• High school graduate (or equivalent)  

• Some college (1-4 years, no degree)  

• Associates degree   

• College/university degree (for example, BA or BS)   

• Some graduate school  
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• Graduate degree  

• Choose not to respond 

  
7. What is your marital status?  

• Single, never married  

• Divorced  

• Married or domestic partnership 

• Separated  

• Widowed 

• Choose not to respond  

  
8. What is your current employment status? 

• Employed for wages  

• Student  

• Self-employed  

• Military  

• Unemployed  

• Retired  

• Homemaker 

• Choose not to respond  

    
9. Do you currently have health insurance? Yes/No/Choose not to respond  

  
10. Which of these statements best describes your present financial status?  

• I really can’t make ends meet  

• I manage to get by    

• I have enough to manage plus some extra 

• Money is not a problem; I can buy about whatever I want   

• Choose not to respond  

  
11. If you were faced with an unexpected $500 medical bill that was not covered by 

insurance, how would you best describe your situation?  

• Not able to pay the bill   

• Able to pay, but with difficulty  

• Able to pay comfortably  

• Choose not to respond 
 

12. What is your annual household income from all sources?  

  

• $25,000 or less 

• $25,001 – $50,000  

• $50,001 to $75,000 
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• $75,001 or more 

 
13. In general, people often face risks when making financial, career, or other life 

decisions. Overall, do you feel comfortable, uncomfortable, or neither 

comfortable nor uncomfortable taking risks?  

 

• Extremely comfortable taking risks 

• Moderately comfortable taking risks 

• Slightly comfortable taking risks 

• Neither comfortable nor uncomfortable taking risks 

• Slightly uncomfortable taking risks 

• Moderately uncomfortable taking risks 

• Extremely uncomfortable taking risks 

 

14. Indicate your political orientation: Very Liberal (–3) to Very Conservative (+3)  
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Audience views manipulation and manipulation check  
 

Seeking Favorable: In a moment, you will have the choice of whether to receive 
your personal sexually transmitted infection (STI) risk results. In our research we 
find that half of people opt to receive risk results and half do not. We also find 
that people who opt to receive their risk results are viewed favorably by others—
they are viewed as responsible and proactive about their health. Deciding 
whether to receive your risk results is an important decision. In one survey, 89% 
of participants agreed that they would respect a person who chose to seek 
personal health risk information.  
 
Avoiding Favorable: In a moment, you will have the choice of whether to 
receive your personal sexually transmitted infection (STI) risk results. In our 
research we find that half of people opt to receive risk results and half do not. We 
also find that people who opt not to receive their risk results are viewed favorably 
by others—they are viewed as thoughtful and prudent about their health. 
Deciding whether to receive your risk results is an important decision. In one 
survey, 89% of participants agreed that they would respect a person who chose 
not to seek personal health risk information. 
 
Control: In a moment, you will have the choice of whether to receive your 
personal sexually transmitted infection (STI) risk results. In our research we find 
that half of people opt to receive risk results and half do not.  

 

Manipulation Check 
Not at 

all True 
 Very  

True 

1. If I choose not to receive my STI risk results, 
other people will view me unfavorably. 

 1 2 3 4 5 6 7  

2. I think that most people given the choice 
would choose to learn their STI risk results. 

 1 2 3 4 5 6 7  

3. People will respect me if I choose not to 
receive my risk results. 

 1 2 3 4 5 6 7  

4. Most people will view me as thoughtful and 
prudent if I choose not to receive my risk 
results. 

 1 2 3 4 5 6 7  

5. Most people will view me as responsible and 
proactive if I choose to receive my risk 
results. 

 1 2 3 4 5 6 7  

 
 
  



 

95 

Information Avoidance Scale and Feedback Decision Questionnaire 
 

Feedback Decision Questionnaire 
 
Please select one of the options below: 
 

Option 1  No, I am not interested in learning my STI risk results. 

Option 2 Yes, please tell me my STI risk results. 

 
We are interested in your thoughts regarding this decision. Please write down any 
thoughts you had while making this decision, and provide your thoughts for the 
following question. 
 
What thoughts led you to choose the option you chose?  
         
______________________________________________________________________ 
 
______________________________________________________________________ 

 
______________________________________________________________________ 
 

 
Information Avoidance Scale 

IA Scale 
Strongly 
Disagree 

 Strongly 
Agree 

1. I would rather not know my risk for sexually 
transmitted infections (STIs). 

 1 2 3 4 5 6 7  

2. I would avoid learning my risk for sexually 
transmitted infections (STIs).  

 1 2 3 4 5 6 7  

3. Even if it will upset me, I want to know my 
risk for sexually transmitted infections 
(STIs). 

 1 2 3 4 5 6 7  

4. When it comes to my risk for sexually 
transmitted infections (STIs), sometimes 
ignorance is bliss. 

 1 2 3 4 5 6 7  

5. I want to know my risk for sexually 
transmitted infections (STIs). 

 1 2 3 4 5 6 7  

6. I can think of situations in which I would 
rather not know my risk for sexually 
transmitted infections (STIs). 

 1 2 3 4 5 6 7  

7. It is important to know my risk for sexually 
transmitted infections (STIs). 

 1 2 3 4 5 6 7  

8. I would want to know my risk for sexually 
transmitted infections (STIs) immediately.  

 1 2 3 4 5 6 7  
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Feedback (for those who opt to receive it) 
 
High Risk: Results from the Sexual Risk Survey indicate you are at HIGH RISK for 
having or contracting a sexually transmitted infection (STI). It is important to note that 
these risk results are only an estimate based on your responses. We encourage 
everyone who is sexually active to get tested regularly for STIs.  
 
Low Risk: Results from the Sexual Risk Survey indicate you are at LOW RISK for 
having or contracting a sexually transmitted infection (STI). It is important to note that 
these risk results are only an estimate based on your responses. We encourage 
everyone who is sexually active to get tested regularly for STIs.  
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Debriefing and Data Release Statement. 

Thank you for participating in this study. Your responses will be helpful in our research. 
 
The purpose of this study: 

1. What we are examining in this experiment are factors that influence the decision 
to receive health news. We’ve learned from past studies that people sometimes 
opt to avoid scary health information such as the result of a medical or genetic 
test.  Such information can be unsettling and sometimes people would just rather 
not know. 

2. In this study, we wanted to examine whether people might be more likely to 
seek/avoid sexual risk feedback if we advised people that others would view their 
seeking/avoidance decision favorably. 

3. We are not interested in your individual response but rather in the response of all 
participants in the study.  Thus your responses will be combined with the 
responses of other participants to create a group or average response. 

  
You may contact Dr. James Shepperd, Box 112250, phone number 352-273-2165, 
email, shepperd@ufl.edu, or Nikolette Lipsey, email, nlipsey@ufl.edu, if you have any 
feedback or concerns. If you have any questions about your rights as a research 
participant, you can contact the IRB office at UFIRB Office, Box 112250, University of 
Florida, Gainesville, FL 32611-2250, ph 352-392-0433, IRB2@ufl.edu 
  
If you requested to receive your sexual risk feedback, we provided you with results. If 
your results indicated you were at high risk, we recommend you get tested for STIs if 
you have not recently done so. 
  
You have the opportunity to choose whether you want your data included in our study or 
whether you would like to withdraw your data at this point. I would like to point out 
again, as the consent form stated, that no data are analyzed individually. We 
combine all of the data from all of our participants and look at the group averages.  

Data Release Statement 

Now that I have received a full disclosure of the purpose of experiment protocol 2017-
02410, I give permission for the researchers to use my responses in their data 
analyses.  
         

☐ I give the researchers in this study permission to analyze my responses in this study. 

☐ I do NOT give permission to analyze my responses in this study. 

  

mailto:shepperd@ufl.edu
mailto:nlipsey@ufl.edu
mailto:IRB2@ufl.edu
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APPENDIX B 
STUDY 1B MATERIALS 

Study 1b Overview & Informed Consent – Same as Study 1a 

Sexual Risk Survey – Same as Study 1a 

Additional questions – Same as Study 1a with one new question added: 

1. How many sexual partners have you had in the past year? ______ 

(Choose not to respond was an option) 
 
Demographics – Same as Study 1a 
 
Audience views manipulation, manipulation reinforcement, and manipulation check  

 
Avoidance condition: We believe that it is important to inform you about 
research on how people view individuals who are at high risk. Sadly, research 
finds that the vast majority of people view high-risk individuals less favorably than 
low risk individuals. We tell you this information so that you can make an 
informed decision.   
 
Control condition: We believe that it is important to inform you about research 
on how people view individuals who are at high risk. Fortunately, research finds 
that the vast majority of people do not view high-risk individuals any less 
favorably than low risk individuals. We tell you this information so that you can 
make an informed decision.   
 

Manipulation reinforcement: Participants in the avoidance condition should answer “B”. 
Participants in the control condition should answer “C”. If participants get the answer 
wrong (based on their randomly assigned condition), we will tell them the correct 
answer and proceed. 
 
We want to make sure everyone understands what research shows regarding how 
people view high STI risk individuals. Research shows that people generally: 

a. View people at high risk more favorably 

b. View people at high risk less favorably 

c. View people at high risk the same as people at low risk. 

Manipulation Check      Not at all true Very true 

1. If I receive high-risk feedback, other 
people will view me unfavorably. 

 1 2 3 4 5 6 7  

2. If I receive high-risk feedback, people will 
not view me negatively. 

 1 2 3 4 5 6 7  

 
Information avoidance decision and scale – Same as Study 1a 
 
Feedback (for those who opt to receive it) – Same as Study 1a 
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Debriefing 

Thank you for participating in this study. Your responses will be helpful in our research.  

The purpose of this study: 
 

1. What we are examining in this experiment are factors that influence the decision 
to receive health news. We’ve learned from past studies that people sometimes 
opt to avoid scary health information such as the result of a medical or genetic 
test.  Such information can be unsettling and sometimes people would just rather 
not know. 

2. In this study, we wanted to examine whether people might be more likely to 
seek/avoid sexual risk feedback if we advised people that others would view 
high-risk individuals unfavorably.  

3. Some participants were told that research shows that high-risk individuals 
are viewed less favorably by others. Some participants were told that high-
risk individuals and low-risk individuals are not viewed differently. Actual 
research on this topic is not conclusive, though generally high-risk 
individuals are viewed less favorably overall. 

4. We are not interested in your individual response but rather in the response of all 
participants in the study.  Thus your responses will be combined with the 
responses of other participants to create a group or average response. 
 

You may contact Dr. James Shepperd, Box 112250, phone number 352-273-2165, 
email, shepperd@ufl.edu, or Nikolette Lipsey, email, nlipsey@ufl.edu, if you have any 
feedback or concerns. If you have any questions about your rights as a research 
participant, you can contact the IRB office at UFIRB Office, Box 112250, University of 
Florida, Gainesville, FL 32611-2250, ph 352-392-0433, IRB2@ufl.edu 
  
If you requested to receive your sexual risk feedback, we provided you with results. If 
your results indicated you were at high risk, we recommend you get tested for STIs if 
you have not recently done so.  
 
You have the opportunity to choose whether you want your data included in our study or 
whether you would like to withdraw your data at this point. I would like to point out 
again, as the consent form stated, that no data are analyzed individually. We 
combine all of the data from all of our participants and look at the group averages.  
 

Data Release Statement 
Now that I have received a full disclosure of the purpose of experiment protocol 2017-
02410, I give permission for the researchers to use my responses in their data 
analyses.  
 

☐ I give the researchers in this study permission to analyze my responses in this study. 

☐ I do NOT give permission to analyze my responses in this study. 

mailto:shepperd@ufl.edu
mailto:nlipsey@ufl.edu
mailto:IRB2@ufl.edu
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APPENDIX C 
STUDY 2 MATERIALS 

Study 2 Study Overview & Informed Consent 
This survey will ask you questions about your health risk and decisions. The survey 
should take no more than 15 minutes to complete. 
 

Informed Consent 
 

Please read this consent form carefully before you decide to participate in this 
study. 
 
Purpose of the research study: This study examines health risk decisions. 
 
What you will be asked to do in the study: You will complete questionnaires about 
your health and your desire for health risk information. 

 
Time required: 7 - 15 minutes 
 
Compensation: You will receive no compensation for your participation.  
 
Confidentiality: There is a minimal risk that security of any online data may be 
breached, but our survey host (QUALTRICS) uses strong encryption and other data 
security methods to protect your information. Your data will be analyzed by group 
averages and not by individual responses. Complete confidentiality cannot be 
guaranteed. 

Voluntary participation & right to withdraw:  Your participation is completely 
voluntary.  There is no penalty for not participating. You have the right not to respond to 
any questionnaire item that you feel uncomfortable answering. You have the right to 
withdraw from the study at any time without consequence.   

 
Whom to contact if I have questions about the study: Investigators: Nikolette P. 
Lipsey nlipsey@ufl.edu & Dr. James A. Shepperd Shepperd@ufl.edu, Dept of 
Psychology, Univ of Florida 

 
Whom to contact about my rights as a research participant in the study: UFIRB 
office, Box 112250, University of Florida, Gainesville, FL 32611-2250; ph 352-392-0433.  
 

☐  I acknowledge that I have read the consent form and agree to participate in the 

study. 

☐  I DO NOT wish to participate in this study. 

  

mailto:nlipsey@ufl.edu
mailto:Shepperd@ufl.edu
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Personal Information 
First Name? 
Last Name? 
What is your current home address? 
 
Audience views manipulation and manipulation check  
 
In this study, we will ask questions your risk for several medical conditions (heart 
disease, diabetes, and some forms of cancer). You can decide whether or not you wish 
to learn your health risk information.  
 
Before you make your decision and take the risk assessment, we believe that it is 
important to inform you about what will happen if you elect to receive your risk results.  
 

Insurer; Capacity to harm: As part of your participation in this study, if you elect 
to receive your risk results, your results will automatically be sent to a registry 
that is accessible by health insurance companies. However, per contract with 
University of Florida, please be advised that we cannot control how insurance 
companies use this information in the future. Although current laws forbid 
insurance companies from raising premiums or denying coverage because of 
preexisting conditions, the law has not always been successful in protecting 
consumers. Moreover, it is possible that the law will be changed or repealed in 
ways that are unfavorable to people with preexisting conditions.  
 
Insurer; No capacity to harm: As part of your participation in this study, if you 
elect to receive your risk results, your results will automatically be sent to a 
registry that is accessible by health insurance companies. Thus, insurance 
companies can learn if you are at risk for the health conditions assessed. 
However, per contract with University of Florida, health insurance companies 
CANNOT use this information in any capacity to increase premiums, increase the 
deductible, deny coverage, or limit access to providers.  
 
Health Researcher; No capacity to harm: If you elect to receive your risk 
results, your results will automatically be sent to a registry that is accessible by 
health scientists and researchers. However, as per the Institutional Review Board 
requirements, researchers will maintain absolute confidentiality and your results 
will not be used in any capacity beyond research.  
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Manipulation Check 
Not at all 
Fearful 

 Very 
Fearful 

1. How fearful are you that you will 
experience higher insurance rates or denial 
of coverage if you receive results that you 
are at high risk for the health conditions 
assessed in this study? 

 1 2 3 4 5 6 7  

 

Not at all 
Worried 

 Very 
Worried 

2. How worried are you that insurance 
companies might have access to your risk 
results if you choose to receive them? 

 1 2 3 4 5 6 7  

 

Very  
Unlikely 

 Very 
Likely 

3. How likely is it that insurance will raise your 
premiums or deny you coverage if they 
learn that you are at high risk for the health 
conditions assessed in this study? 

 1 2 3 4 5 6 7  
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Information Decision and Information Avoidance Scale 
 
Later in this study you will complete a risk assessment. Some people want to see 
the results of the risk assessment whereas others do not. After you complete the 
study, you can choose to learn your risk for the conditions assessed in this study 
(heart disease, diabetes, and some forms of cancer) based on the assessment. 
Please select one of the options below: 
 

Option 1 No, I am not interested in learning my risk results. 

Option 2 Yes, please tell me my risk results. 

 
We are interested in your thoughts regarding this decision. Please write down any 
thoughts you had while making this decision, and provide your thoughts for the 
following question. 
 
What thoughts led you to choose the option you chose?  
         
______________________________________________________________________ 
 
______________________________________________________________________ 
 
 

Information Avoidance Scale 

IA Scale 
Strongly 
Disagree 

 Strongly 
Agree 

1. I would rather not know my risk for the 
conditions assessed in this study. 

 1 2 3 4 5 6 7  

2. I would avoid learning my risk for the 
conditions assessed in this study. 

 1 2 3 4 5 6 7  

3. Even if it will upset me, I want to know my 
risk for the conditions assessed in this 
study. 

 1 2 3 4 5 6 7  

4. When it comes to my risk for the conditions 
assessed in this study, sometimes 
ignorance is bliss. 

 1 2 3 4 5 6 7  

5. I want to know my risk for the conditions 
assessed in this study. 

 1 2 3 4 5 6 7  

6. I can think of situations in which I would 
rather not know my risk for the conditions 
assessed in this study. 

 1 2 3 4 5 6 7  

7. It is important to know my risk for the 
conditions assessed in this study. 

 1 2 3 4 5 6 7  

8. I would want to know my risk for the 
conditions assessed in this study 
immediately.  

 1 2 3 4 5 6 7  



 

104 

 
Lifestyle Health Questionnaire 
 
 “Choose not to respond” was an option for all items 
 

1. What is your age (in years)? ______ 

2. In the last 12 months how often have you participated in some kind of exercise? 

• Not at all 

• 1 to 2 times per month 

• 1 to 2 times per week 

• 3 to 4 times per week 

• More than 3 to 4 times per week 

3. What is your height in inches? (12 inches = 1 foot) _________ inches 

4. What is your weight in pounds?   _________ pounds 

5. Have you or someone in your family ever been told that you/they have high blood 

pressure (hypertension) or have you ever been given blood pressure 

medication? 

• Yes  

• No  

• Not sure 

6. Have you or someone in your family ever had a heart attack or been told that 

you/they have heart disease? 

• Yes  

• No  

• Not sure 

7. Have you or someone in your family ever been told that you/they have diabetes 

or a problem with high blood sugar? 

• Yes  

• No  

• Not sure 

8. Have you or someone in your family ever been told that you/they have high 

cholesterol? 

• Yes  

• No  

• Not sure 

9. Do you smoke or chew tobacco? 

• Yes  

• No  

• Not sure 

10.  (If yes) How many times a day do you smoke or chew tobacco?  

• 1 

• 2 
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• 3 

• 4 

• 5 or more 

11. Are you exposed to smoke from other people's cigarettes or cigars?  

• Regularly 

• Occasionally 

• Rarely 

• Never 

12. How many times a week do you eat 5 or more servings of fruit and vegetables in 

a day?  A serving is one medium apple, banana or orange, 1 cup of raw leafy 

vegetable (like spinach or lettuce), ½ cup of cooked beans or peas, ½ cup of 

chopped, cooked or canned fruit/vegetable or ¾ cup of fruit/vegetable juice. 

• Rarely/Never 

• 1 to 2 times per week 

• 3 to 4 times per week 

• More than 3 to 4 times per week 

13. How many times a week do you eat 3 or more servings of whole grains in a day 

(wheat bread, whole grain pasta, brown rice, oatmeal, whole grain breakfast 

cereal, bran or popcorn)?  A serving is one slice of bread, 1 ounce of breakfast 

cereal or ½ cup of cooked cereal, pasta or rice. 

• Rarely/Never 

• 1 to 2 times per week 

• 3 to 4 times per week 

• More than 3 to 4 times per week 

14. How many times a week do you usually eat 2 or more servings of butter, lard, red 

meat, cheese or whole milk 2 in a day? 

• Rarely/Never 

• 1 to 2 times per week 

• 3 to 4 times per week 

• More than 3 to 4 times per week 

15. How many servings of alcohol do you have on a typical day?  One serving is a 

can of beer, a glass of wine or a shot of hard liquor. 

• 0  

• 1  

• 2  

• 3 or more 

16. What is your total cholesterol level?  

• Low- Less than 200mg/dL  

• Borderline High- 200-239mg/dL  

• High- 240 mg/dL   

• Don’t Know 

17. What is your Blood Pressure?  
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• Normal- 139/89 or below  

• Mild Hypertension- 140/90- 160/100  

• Moderate Hypertension- 161/101- 120/200  

• Severe Hypertension- above 200/above 120  

• Don’t Know 

 
Demographics – Same as Study 1a and Study 1b 
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Debriefing and Data Release Statement  

Thank you for participating in this study. Your responses will be helpful in our research.  

If you requested to receive your risk results, unfortunately we are unable to 
provide them to you, the questionnaire we use is not diagnostic (see information 
below).   

If you would like to learn more about your risk for heart disease, please visit this link: 
https://www.mayoclinic.org/diseases-conditions/heart-disease/in-depth/heart-disease-
risk/itt-20084942 

If you would like to learn more about your risk for diabetes, please visit this link: 
http://www.diabetes.org/are-you-at-risk/diabetes-risk-test/ 

It is sometimes necessary to use deception in research. We can’t always tell people 
about the true purpose of the experiment for several reasons.  

1. It might affect our results. For example, if we tell people the purpose of the 
experiment or how we predict people will act in the experiment, they may 
deliberately do whatever it is they think we want them to do, just to help us out 
and give us the results that they think we want. If this happened, we would not 
have a very good indication of how they would act in situations in everyday life.  

2. It is also possible that the opposite might occur. That is, if we tell people our 
predictions, they might deliberately act in the opposite direction to show us that 
we can’t figure them out. Again, our results would be invalid because we would 
not have a good sample of how people act in everyday life. 

 
The purpose of this study: 

1. What we are really examining in this experiment are factors that influence the 
decision to receive health news. We’ve learned from past studies that people 
sometimes opt to avoid scary health information such as the result of a medical 
or genetic test.  Such information can be unsettling and sometimes people would 
just rather not know. 

2. In this study we wanted to examine whether perceiving that a potentially 
threatening audience such as an insurance company or employer might lead 
people to decline health feedback. To examine this question we needed some 
people to think that their information would be available to a particular audience.  

3. We are not giving you feedback about your risk results. Indeed, the risk 
calculator you filled out cannot be used for this purpose. However, to examine 
our predictions, we needed you to believe that this questionnaire was accurate 
and that we could provide you with your risk results. As such, your fake test 
results will not be sent to any database and will not be examined. Any 
personally identifying information you provided (name, home address) will 
be deleted from our database and will not be used in any capacity. 

https://www.mayoclinic.org/diseases-conditions/heart-disease/in-depth/heart-disease-risk/itt-20084942
https://www.mayoclinic.org/diseases-conditions/heart-disease/in-depth/heart-disease-risk/itt-20084942
http://www.diabetes.org/are-you-at-risk/diabetes-risk-test/
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4. We are not interested in your individual response but rather in the response of all 
participants in the study.  Thus your responses will be combined with the 
responses of other participants to create a group or average response. 

5.  
You may contact Dr. James Shepperd, Box 112250, phone number 352-273-2165, 
email, shepperd@ufl.edu, or Nikolette Lipsey, email, nlipsey@ufl.edu, if you have any 
feedback or concerns. If you have any questions about your rights as a research 
participant, you can contact the IRB office at UFIRB Office, Box 112250, University of 
Florida, Gainesville, FL 32611-2250, ph 352-392-0433, IRB2@ufl.edu 
 
You have the opportunity to choose whether you want your data included in our study or 
whether you would like to withdraw your data at this point. I would like to point out 
again, as the consent form stated, that no data are analyzed individually and all 
personally identifying information will be deleted. We combine all of the data from 
all of our participants and look at the group averages. So, if you would like to include 
your data, simply sign and initial this data release form to say that we can include your 
data in our study.  
 

☐  I understand that all personally identifying information collected in this study will be 

deleted and that my responses will not be analyzed individually and are not accessible 
to anyone but the research team. 

 

Data Release Statement 

Now that I have received a full disclosure of the purpose of experiment protocol 2017-
02410, I give permission for the researchers to use my responses in their data 
analyses.  

☐ I give the researchers in this study permission to analyze my responses in this study. 

☐ I do NOT give permission to analyze my responses in this study. 

  

mailto:shepperd@ufl.edu
mailto:nlipsey@ufl.edu
mailto:IRB2@ufl.edu
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APPENDIX D 
STUDY 3A MATERIALS 

Study 3 Study Overview & Informed Consent 
This survey will ask you questions about your health risk decisions. The survey should 
take no more than 15 minutes to complete. 
 

Informed Consent 
 

Please read this consent form carefully before you decide to participate in this 
study. 
 
Purpose of the research study: This study examines health risk decisions. 
 
What you will be asked to do in the study: You will complete questionnaires about 
your health and your desire for health risk information. 

 
Time required: 7 - 15 minutes 
 
Compensation: You will receive no compensation for your participation.  
 
Confidentiality: Your responses to all items will be confidential and anonymous. There 
is no connection between any identifying information and your responses. Your name 
and identify will not be disclosed in any published reports.  

The online host for this survey is Qualtrics. There is a minimal risk that security of any 
online data may be breached, but because no identifying information will be collected, 
and because the online host (Qualtrics) uses several forms of encryption, it is unlikely 
that a security breach of online data will result in any adverse consequence for you. 

 
Voluntary participation & right to withdraw:  Your participation is completely 
voluntary.  There is no penalty for not participating. You have the right not to respond to 
any questionnaire item that you feel uncomfortable answering. You have the right to 
withdraw from the study at any time without consequence.   

 
Whom to contact if I have questions about the study: Investigators: Nikolette P. 
Lipsey nlipsey@ufl.edu & Dr. James A. Shepperd Shepperd@ufl.edu, Dept of 
Psychology, Univ of Florida 

 
Whom to contact about my rights as a research participant in the study: UFIRB 
office, Box 112250, University of Florida, Gainesville, FL 32611-2250; ph 352-392-0433.  
 

☐  I acknowledge that I have read the consent form and agree to participate in the 

study. 

☐  I DO NOT wish to participate in this study.  

mailto:nlipsey@ufl.edu
mailto:Shepperd@ufl.edu
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Audience norm manipulation and manipulation check 
 
In this study, we ask questions to assess your risk for several medical conditions (heart 
disease, diabetes, and some forms of cancer). You can decide whether or not you wish 
to learn your health risk information.  
 
No norms (No Injunctive + No Descriptive): No additional text. 
 
3 Norm conditions: 
 
Before you make your decision and take the risk assessment, we believe it is important 
to provide you with additional information. 
 

Both norms (Injunctive + Descriptive): Learning your risk allows you to make 
important life choices, to monitor for signs before problems arise, and to plan for 
the future. In many ways, it is the right thing to do. Most people who take the 
Lifestyle Health Questionnaire Risk Calculator choose to receive their risk 
results. 
 
Injunctive only (Injunctive + No Descriptive): Learning your risk allows you to 
make important life choices, to monitor for signs before problems arise, and to 
plan for the future. In many ways, it is the right thing to do.  
 
Descriptive only (No Injunctive + Descriptive): Most people who take the 
Lifestyle Health Questionnaire Risk Calculator choose to receive their risk 
results. 

 

Manipulation Check 
Strongly 
Disagree 

 Strongly 
Agree 

1. Choosing to see my risk results is the right 
thing to do.  

 1 2 3 4 5 6 7  

2. If given a choice, most people will opt to 
receive their risk results. 

 1 2 3 4 5 6 7  

 
Information Decision and Information Avoidance Scale – Same as Study 2 
 
Lifestyle Health Questionnaire and Demographics – Same as Study 2 
 
  



 

111 

Debriefing and Data Release Statement. 

Thank you for participating in this study. Your responses will be helpful in our research.  

If you requested to receive your risk results, unfortunately we are unable to 
provide them to you, the questionnaire we used is not diagnostic.  

If you would like to learn more about your risk for heart disease, please visit this link: 
https://www.mayoclinic.org/diseases-conditions/heart-disease/in-depth/heart-disease-
risk/itt-20084942 

If you would like to learn more about your risk for diabetes, please visit this link: 
http://www.diabetes.org/are-you-at-risk/diabetes-risk-test/ 

The purpose of this study: 
1. What we are examining in this experiment are factors that influence the decision 

to receive health news. We’ve learned from past studies that people sometimes 
opt to avoid scary health information such as the result of a medical or genetic 
test.  Such information can be unsettling and sometimes people would just rather 
not know. 

2. In this study, we wanted to examine whether people might be more likely to seek 
health risk feedback if we advised people that they should seek information 
and/or let people know that other people typically seek that information.  

3. We are not interested in your individual response but rather in the response of all 
participants in the study. Thus, your responses will be combined with the 
responses of other participants to create a group or average response. 
 

You may contact Dr. James Shepperd, Box 112250, phone number 352-273-2165, 
email, shepperd@ufl.edu, or Nikolette Lipsey, email, nlipsey@ufl.edu, if you have any 
feedback or concerns. If you have any questions about your rights as a research 
participant, you can contact the IRB office at UFIRB Office, Box 112250, University of 
Florida, Gainesville, FL 32611-2250, ph 352-392-0433, IRB2@ufl.edu 
  
You have the opportunity to choose whether you want your data included in our study or 
whether you would like to withdraw your data at this point. I would like to point out 
again, as the consent form stated, that no data are analyzed individually. We 
combine all of the data from all of our participants and look at the group averages.  
 

Data Release Statement 
Now that I have received a full disclosure of the purpose of experiment protocol 2017-
02410, I give permission for the researchers to use my responses in their data 
analyses.  

☐ I give the researchers in this study permission to analyze my responses in this study. 

☐ I do NOT give permission to analyze my responses in this study. 

  

https://www.mayoclinic.org/diseases-conditions/heart-disease/in-depth/heart-disease-risk/itt-20084942
https://www.mayoclinic.org/diseases-conditions/heart-disease/in-depth/heart-disease-risk/itt-20084942
http://www.diabetes.org/are-you-at-risk/diabetes-risk-test/
mailto:shepperd@ufl.edu
mailto:nlipsey@ufl.edu
mailto:IRB2@ufl.edu
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APPENDIX E 
STUDY 3B MATERIALS 

Research Assistant Instructions/Script 

1. Before the participant arrives: 

a. Change into scrubs 

b. For one participant: 

i. Set up the computer in Room 288. Pull up the survey and make 

sure the headphones are plugged in and the volume is up. 

c. For two participants: 

i. Set up one computer in Room 288 AND one computer in Room 

292. 

 

2. Greet the participant(s) and walk them over to 288 (and/or 292) and have them 

sit at the computer. Say the following:  

 

“You are going to listen to a short podcast to learn about a medical condition 

known as Thioamine Acetylase Deficiency, or TAA Deficiency.  

 

Please read the informed consent carefully. If you choose to participate, select 

the appropriate checkbox and proceed through the survey until you reach the 

STOP sign. When you reach the STOP sign, please notify me and I will give you 

further instructions. I will be in the room next door, room 290. Please just come 

knock on the door when you are ready for further instructions.  

 

We ask that you put your phone on silent and do not use it during the study. If 

you need to silence your phone or put it away, please do so now. 

 

When you are ready, please go ahead and put on the provided headphones so 

that you can listen to the podcast.”  

 

3. When participant(s) reach the STOP sign and notify you, this means it is time for 

you to debrief them (see the script on the next page). It is important that all 

participants are thoroughly debriefed.  

a. If you have two participants, keep them in separate rooms to probe for 

suspicion (the first paragraph of the debriefing). Once you do that, you can 

finish debriefing them together if they finish around the same time.  
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4. Once the participant(s) are debriefed, instruct them to return to their survey and 

click “Next” to move past the STOP sign. This will give participants the 

opportunity to check a box saying they understand the purpose of the study and 

the opportunity to decide whether they would like their data included in analysis. 

 
5. When the participant is done, they will see another STOP sign. Thank the 

participant(s) once more and once they leave the lab, click past the second 

STOP sign so that you can fill out your notes about the participant(s). 

 
6. After you fill out your notes about the participant(s), log onto SONA 

(https://ufl.sona-systems.com/) and grant the participant(s) credit.  

 
  

https://ufl.sona-systems.com/
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Informed Consent 
Informed Consent 

 
Please read this consent form carefully before you decide to participate in this 
study. 
 
Purpose of the research study: This study examines health risk decisions. 
 
What you will be asked to do in the study: You will complete questionnaires about 
your health and your desire for health risk information. You will be given the opportunity 
to get tested for a medical condition. 
 
Time required: 30 minutes 
 
Compensation: You will receive one research credit for your participation.  
 
Confidentiality: Your responses to all items will be confidential and anonymous. There 
is no connection between any identifying information and your responses. Your name 
and identify will not be disclosed in any published reports.  

The online host for this survey is Qualtrics. There is a minimal risk that security of any 
online data may be breached, but because no identifying information will be collected, 
and because the online host (Qualtrics) uses several forms of encryption, it is unlikely 
that a security breach of online data will result in any adverse consequence for you. 

 
Voluntary participation & right to withdraw:  Your participation is completely 
voluntary.  There is no penalty for not participating. You have the right not to respond to 
any questionnaire item that you feel uncomfortable answering. You have the right to 
withdraw from the study at any time without consequence.   

 
Whom to contact if I have questions about the study: Investigators: Nikolette P. 
Lipsey nlipsey@ufl.edu & Dr. James A. Shepperd Shepperd@ufl.edu, Dept of 
Psychology, Univ of Florida 

 
Whom to contact about my rights as a research participant in the study: UFIRB 
office, Box 112250, University of Florida, Gainesville, FL 32611-2250; ph 352-392-0433.  
 

☐  I acknowledge that I have read the consent form and agree to participate in the 

study. 

☐  I DO NOT wish to participate in this study.  

mailto:nlipsey@ufl.edu
mailto:Shepperd@ufl.edu
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Here’s today’s edition of Health in a Heartbeat. 
 
Research teams at the University of Florida College of Medicine and The Feinberg 
School of Medicine at Northwestern University are working to have a previously 
understudied enzyme deficiency officially recognized as a disease by the American 
Medical Association.  
 
Known to medical researchers for decades, Thioamine Acetylase deficiency, or TAA 
deficiency, is finally getting the attention of the larger medical community.  
 
This announcement comes on the heels of recent evidence that TAA deficiency affects 
approximately one in five college-age adults and that most adults living with TAA 
deficiency are completely unaware of their risk. 
  
Adults with TAA deficiency lack the Thioamine Acetylase enzyme in their pancreas. 
Symptoms of TAA deficiency are largely indistinguishable from typical symptoms of 
exhaustion and stress. However, the physical consequences of TAA deficiency tend to 
worsen with age. Other symptoms include disrupted sleep, an inability to concentrate, 
general fatigue, achiness, and prolonged cold-like symptoms. Until recently, 
researchers had not linked the lack of the TAA enzyme to these outcomes. Now, 
researchers believe that TAA deficiency may be one of the leading reasons why some 
adults experience chronic fatigue and attentional deficits.  
 
Although there is no known treatment, experimental trials are underway. The most 
promising treatment, however, has concerning side effects including 10 to 20% weight 
gain and heightened risk for diabetes.  The American Medical Association will discuss 
the status of TAA deficiency at their next annual meeting before officially recognizing it 
as a disease.  
 
 
Health in a Heartbeat is produced by University of Florida Health committed to 
advancing excellence in patient care research and education by WUFT FM.  
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TAA Testing Information 
 
Testing for TAA Deficiency involves a simple anal swab which takes about 5 minutes to 
process.  
 
We can provide a free screening for TAA Deficiency. This process should only take a 
few minutes at the conclusion of your study session.  
 
 
Manipulation and Manipulation Check 
 
No norms (No Injunctive + No Descriptive): No additional text. 
 
3 Norm conditions: 
 
Before you make your decision and take the risk assessment, we believe it is important 
to provide you with additional information. 
 

Both norms (Injunctive + Descriptive): Learning your risk for TAA Deficiency 
allows you to make important life choices, to monitor for signs before problems 
arise, and to plan for the future. In many ways, it is the right thing to do. Most 
people who are given the option for free testing choose to get screened for TAA 
Deficiency. 
 
Injunctive only (Injunctive + No Descriptive): Learning your risk for TAA 
Deficiency allows you to make important life choices, to monitor for signs before 
problems arise, and to plan for the future. In many ways, it is the right thing to do. 
 
Descriptive only (No Injunctive + Descriptive): Most people who are given the 
option for free testing choose to get screened for TAA Deficiency. 

 

Manipulation Check 
Strongly 
Disagree 

 Strongly 
Agree 

1. Choosing to get screened for TAA 
Deficiency is the right thing to do.  

 1 2 3 4 5 6 7  

2. If given a choice, most people will opt to get 
screened for TAA Deficiency. 

 1 2 3 4 5 6 7  
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Information Decision and Information Avoidance Scale 
 
Would you like to receive a TAA Deficiency screening?  
 

Option 1 No, I am not interested in a screening for developing TAA Deficiency. 

Option 2 Yes, I would like to receive a screening for TAA Deficiency.  

 
We are interested in your thoughts regarding this decision. Please write down any 
thoughts you had while making this decision and provide your thoughts for the following 
question. 
 
What thoughts led you to choose the option you chose?  
______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

 
 

Information Avoidance Scale 

IA Scale 
Strongly 
Disagree 

 Strongly 
Agree 

1. I would rather not know my risk for TAA 
Deficiency. 

 1 2 3 4 5 6 7  

2. I would avoid learning my risk for TAA 
Deficiency. 

 1 2 3 4 5 6 7  

3. Even if it will upset me, I want to know my 
risk for TAA Deficiency. 

 1 2 3 4 5 6 7  

4. When it comes to my risk for TAA 
Deficiency, sometimes ignorance is bliss. 

 1 2 3 4 5 6 7  

5. I want to know my risk for TAA Deficiency.  1 2 3 4 5 6 7  

6. I can think of situations in which I would 
rather not know my risk for TAA Deficiency. 

 1 2 3 4 5 6 7  

7. It is important to know my risk for TAA 
Deficiency. 

 1 2 3 4 5 6 7  

8. I would want to know my risk for TAA 
Deficiency immediately.  

 1 2 3 4 5 6 7  
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Debriefing and Data Release 
 
First, I would like to thank you for participating in this study. Next, I would like to ask you 
what you think the study was about. What do you think is the purpose of today’s study?  
(Encourage them to guess the purpose of the study; if they appear suspicious/not 
deceived, remember to try to figure out the time of and reasons for their suspicion). 
 
Sometimes in research it is necessary to use deception. We can't always reveal the 
experimental purpose because: 
 

• It might affect our results – If we tell people the purpose or predictions of the 
experiment, they may deliberately do whatever it is they think we want them 
to do, just to help us out.   

• It is also possible that if we tell people our predictions, they might deliberately 
act in the opposite direction to show us that we can't figure them out.  In either 
situation, we would not have a good indication of how people normally act. 

• Do you understand why it might sometimes be necessary to conceal the real 
purpose of an experiment? 

 
We have not been frank about the real purpose of this experiment.  Indeed, there is more 
to it than what we have told you: 
 

• To study how people respond to information about their health it was important 
for us to use a disease without any attached feelings or thoughts. How could we 
do this? We decided the best method was to use a fictional disease. We decided 
to use the fictional disease, TAA Deficiency, you are now familiar with from the 
study. Using TAA Deficiency allowed us to avoid many of the problems that we 
have when using real medical conditions. 

• We also needed to make sure our fabricated disease was believable. How could 
we do this? We decided to provide information that our study was part of 
collaboration with Shands Hospital. As you have guessed, our study is not 
associated with Shands Hospital and is solely the research of the Psychology 
Department at the University of Florida.     

 
Let me tell you a bit more about our study, we are interested in the factors that influence 
whether people want to learn about their risk for medical conditions. We are particularly 
interested in finding methods of increasing the rate at which people seek information 
about risks to their health.      
 
Obviously, if we told you outright that you weren’t really being tested for a fake medical 
condition, it very likely would have affected your response. Thus it was critical for us that 
you believe that TAA Deficiency was real and that you would at some point receive test 
results for TAA if you chose to get tested.   
 
We have gone to great lengths to make you believe that TAA Deficiency was real and 
that we could test you for it, and that you would receive feedback at some point. In fact 
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the success of this experiment depends on people believing this. I hope we were 
successful. If not, please tell us and let me know what we can do to make the 
procedures seem more believable. 
 
Let me also say that we are not interested in your individual response but rather in the 
response of all participants in the study.  Thus your responses to will be combined with 
the responses of other participants to create a group or average response. 

 
Avoid disclosing: 
To draw conclusions, we will combine the data from you with data from other people.  
What this means is that we must ask you not to say anything about the study to anyone 
else.  

• If you talk to other people about the purpose of the study and those people are 
later in the study, they may not respond naturally. 

• As a result, we wouldn't have valid data to draw conclusions about the average 
person. 

• What this means is that the study, our time and your time would be wasted. 

• We want everyone to get some educational value out of this experiment.  Thus, I 
am telling you what our true hypothesis was.  However, if you tell someone else 
what happened and they participate in this study, then they won't get the same 
experience from this experiment that you do. 

• I hope you see why it is important not to tell anyone the purpose of the 
experiment. 

 
You may wonder what difference it makes to tell a friend or roommate or partner 
because they will never be in the study.  But they may tell someone else who will be in 
the study.  I realize you may have an urge to tell people about what happened in this 
experiment.  However, I am going to ask that you not mention anything about the 
experiment. 
 
Can I get a commitment from you not to say anything about the experiment? 
 
If anybody asks you about the experiment, just tell them that it was an experiment about 
people thoughts about a health condition.  Don't make a big mystery about the study.  
Just say that you were in such and such experiment and that you are not at liberty to 
discuss the nature of the experiment. 
 
Do you have any questions?  Comments?  Suggestions? 
 
Now that you have been debriefed, we ask that you proceed past the STOP sign 
on the survey, so that you can indicate to us whether you wish to include your 
data in our analysis. 
 
Once again, thank you for your participation in our research study.  
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Data Release Statement 

Now that I have received a full disclosure of the purpose of experiment protocol 2017-
02410, I give permission for the researchers to use my responses in their data 
analyses.  
 

☐ I give the researchers in this study permission to analyze my responses in this study. 

☐ I do NOT give permission to analyze my responses in this study. 
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