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Background: When people require medical treatment, many risk factors including adverse medical events, 
economic burdens, and social–psychological consequences may contribute to their hesitation to seek medical 
help. Therefore, a reliable and valid instrument that can comprehensively assess the risk perception of 
medical help-seeking behavior among ordinary Chinese adults should be developed.
Methods: The basic dimensions of the scale were determined based on literature review and in-depth 
interviews with patients. Then, an item pool with 32 items and six dimensions was developed. After the item 
reduction process based on item and factor analyses, a three-factor, 16-item scale was established. From 
March 2019, this scale was distributed among 639 healthy adults, outpatients, or inpatients in 20 provinces 
and municipalities in the mainland of China by convenience sampling. Then, the reliability and validity of 
the scale were examined.
Results: The scale consists of three dimensions (treatment risks, burden risks, and stigma risks) and 16 
items. The root-mean-square error of approximation, comparative fit index, and Tucker-Lewis index of this 
model were 0.069, 0.925, and 0.910, respectively. The internal consistency reliability of the scale was 0.893, 
and the test-retest reliability was 0.784. The criterion-related validity was 0.720 (P<0.01).
Conclusions: The risk perception scale of medical help-seeking behavior is a reliable and valid instrument 
to measure Chinese adults’ perception for potential risks in the process of medical treatment.
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Introduction

With the rapid development of medical techniques, a safer 
and more effective medical service could be provided for 
people. However, many people still hesitate to seek medical 
help considering the potential risks throughout the course 
of medical treatment. For example, some people are afraid 
of the adverse outcomes from diagnostic or therapeutic 
procedures (1-3). Some refrain from seeing a doctor because 
they do not want to be labelled as patients with a particular 

disease, especially HIV, depression, and other diseases that 
are highly stigmatized (4,5). In addition, economic burdens 
and social-psychological pressures play important roles in 
people’s medical help-seeking decisions (6,7). Therefore, 
it is important to explore the underlying dimensions of 
people’s risk perception for medical help-seeking behavior 
and further develop a valid tool to measure them.

In the past decades, several instruments for risk 
perception have been developed. In 1967, Cox (8) first 
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proposed the multi-dimension model consisting of 
economic loss, social outcomes, physical damage, and time 
loss for risk perception. Thereafter, Jacoby and Kaplan (9)  
constructed a five-dimension risk perception structure 
including physical risks, social risks, function risks, 
psychological risks, and economic risks. In 1975, Peter 
and Tarpey Sr (10) added time risks as the sixth dimension 
in the comparison and analysis of consumers’ behaviors. 
Across different domains, dimensions of risk perception 
varied from each other, and diverse assessment standards 
and approaches were adopted (11-14). However, to the best 
of our knowledge, few studies have attempted to establish 
reliable tools that can assess the risk perception of medical 
help-seeking behavior.

Risk perception of help-seeking behavior are highly 
correlated with the risk perception of illness. Existing 
studies about illness risk perception mainly focused on 
patients with specific diseases. For example, the Illness 
Perception Questionnaire based on patients suffering from 
seven types of diseases assessed cognitive representations 
of illness with five subscales: identity, cause, timeline, 
consequences, and cure control (15,16). In 2015, researchers 
from the “Effective Communication in Outbreak 
Management” project developed a standard questionnaire 
on risk perception of an infectious disease outbreak (17). 
The dimensions of the scale included knowledge, disease 
background information, perception of seriousness of the 
disease, perception of susceptibility to the disease, and 
self-efficacy of preventive measures. Items regarding the 
perception of seriousness contained physical discomfort 
resulting from the disease, treatment outcomes (i.e., death, 
restriction, pain), and possible psychosocial consequences 
(i.e., effects on work, family life, and social contacts).

Illness not only damages one’s physical and psychological 
functions but also incurs an economic burden (18-20). In 
many cases, patients suffered more from economic or social-
psychological pressure than from physical damage. For 
people living in developing countries such as China, plenty 
of patients cannot afford medical bills, and many of them 
still face the risk of health payment-induced poverty (21-23).  
Therefore, Chinese researchers usually conceptualize 
illness risk broadly, emphasizing the economic and social 
dimensions together with the physical loss of a particular 
disease. In 2014, Fang et al. (24) established a comprehensive 
risk perception scale for patients with chronic diseases, 
which comprised three dimensions (physical treatment risks, 

economic risks, and social–psychological risks) and 12 items. 
In this scale, physical treatment risks meant worries about 
damage in physical function and adverse post-treatment 
consequences, economic risks meant increasing economic 
burdens rising from higher-than-expected medical cost, 
and social–psychological risks meant the loss of the sense of 
identity from relatives and friends when they are labelled as 
patients. Yan et al. (25) developed a risk perception scale for 
Chinese cancer patients, which was composed of physical 
function risks, social-psychological risks, and economic 
risks.

Although the two Chinese-based illness risk perception 
scales mentioned above displayed satisfactory reliability and 
validity, two major drawbacks remained. First, the participants 
comprised patients diagnosed with certain diseases. In real 
life, people are often under the threat of diseases and feel 
anxious before they finally ask for medical help. Therefore, 
the participants should be extended from patients to all 
people who require medical help, regardless of whether or 
not they actually received medical treatment. Studies on the 
risk perception of medical help-seeking behavior among 
ordinary people, not limited to a particular disease, are 
required to provide more information on the pattern of risk 
perception in the process of help-seeking behavior of the 
general population. Second, Chinese researchers tend to use 
the term “medical perception risk” when they are attempting 
to evaluate comprehensive risks concerning the whole course 
of medical help seeking. However, the phrasing of “medical 
risk” is ambiguous in English because medical risks usually 
imply the negative outcomes of clinical outcomes, not social 
and psychological burdens.

In the present study, we defined the risks of medical 
help-seeking behavior as the set of all adverse physical, 
psychological, social, and economic outcomes if people 
decide to undergo a diagnostic or therapeutic procedure. 
The risk perception of help-seeking behavior stems far 
beyond the time that actual medical treatment is prescribed. 
In fact, when one considers asking for any kind of medical 
help, the risk perception process will naturally initiate and 
interact dynamically with the whole course of medical 
treatment. Thus, a reliable and valid instrument that can 
assess the pattern of healthy people and patients perceiving 
risks during the process of medical help seeking should be 
developed. We present the following article in accordance 
with the TRIPOD reporting checklist (available at http://
dx.doi.org/10.21037/atm-20-1656).

http://dx.doi.org/10.21037/atm-20-1656
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Methods

Study design

The flowchart of our study is displayed in Figure 1. First, 
we conducted semi-structured interviews with participants 
from five different provinces in China to generate the item 
pool of the risk perception scale of help-seeking behavior 
(RPSMHB). After expert consultation and group discussion 
of all authors, a draft scale consisting of 32 items was 
established for the preliminary test for item selection and 
dimension exploration. In January 2019, we recruited 465 
Chinese adults to finish the draft scale. Subsequently, item 
and exploratory factor analyses were performed to remove 
ineligible items and determine the official scale. Finally, 
based on the official scale, a sample with 639 participants 
was recruited to validate the psychometric properties of the 
official scale. The study was conducted in accordance with 
the Declaration of Helsinki (as revised in 2013). The study 
was approved by institutional board of Shanghai Pulmonary 
Hospital and Nankai University and informed consent was 
taken from all individual participants.

Study 1: Scale development

Item generation
We conducted semi-structured interviews with 20 
participants who had seen a doctor at least once in the past 
six months. To ensure independence and representativeness, 
participants with diverse demographic characteristics (e.g., 
gender, occupation, age, marital status, residence) were 
selected. The interviews were conducted one on one by two 
psychology graduates (Y. L. and H. Y.) in Tianjin, Beijing, 
Xi’an, Shanghai, and Suzhou. Interviewees were asked 
to express their worries and concerns when they decided 
to seek for medical help from six dimensions including 
economic risks, work risks, social-psychological risks, social 
support risks, time risks, and treatment risks. A list of 49 
candidate items most frequently mentioned by participants 
formed the first draft of the scale, and each item was 
measured using a five-point Likert scale ranging from 1 (not 
worried at all) to 5 (extremely worried).

The draft scale was modified following the advice of 
an expert consultation team consisting of two associate 
professors from the psychology department in two 

Figure 1 Flowchart of the development of the risk perception scale of medical help-seeking behavior.
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universities in Beijing and Tianjin and two senior doctors 
from a general hospital in Shanghai. Items that were 
difficult to interpret or too ambiguous to understand were 
deleted to ensure the clarity and interpretability of the 
scale. The final scale with 32 items was derived based on 
consensus reached from team discussion (Table 1).

Participants
A convenience sample with 465 adults who had seen a 
doctor at least once in the past six months was recruited 
for preliminary appraisal of the final scale. Participants had 
a mean age of 37 years. Among them, 69% were female, 
75.3% lived in urban areas, and 48.6% were not married. 
The residences of participants were distributed in seven 
provinces (Beijing, Tianjin, Shanghai, Shanxi, Jiangsu, 
Zhejiang, and Xinjiang) in the mainland of China. Details 
of the demographic information are listed in Table 2.

Item selection and statistical analysis
We applied three methods for item selection. First, we 
calculated the total scores of all items for each participant 
and then assigned those who ranked in the top 27% into 
the high-score group and those ranked in the bottom 27% 
into the low-score group. For each item, the discrimination 
between the high-score group and low-score group was 
compared using Student’s t-test on their scores. Items with 
P values more than 0.05 were considered indiscriminative 
and were suggested to be eliminated.

Second, Pearson’s correlation coefficients were calculated 
to quantify the correlation between the score of each item 
and total score. Items with P value more than 0.05 or those 
whose correlation coefficients were less than 0.4 were also 
deleted from the item pool.

Third, an exploratory factor analysis (EFA) with promax 
rotation was performed to further eliminate invalid items. 
Before EFA, Bartlett’s test of sphericity and the Kaiser-
Meyer-Olkin (KMO) measure of sampling adequacy were 
applied to evaluate factorability. Items with eigenvalue 
more than 1 were retained. Items with factor loadings less 
than 0.4, those with absolute loadings higher than 0.32 on 
two or more factors, or those with low communalities (less 
than 0.40) were deleted as suggested by the research of 
Worthington and Whittaker (26).

After item reduction, EFA was conducted again to 
explore the underlying dimensions of the remaining 
items. Then, the Cronbach’s α coefficients of the whole 
scale and of each factor were calculated. A P value <0.05 
was considered to be statistically significant. All above 

mentioned analyses were performed using SPSS (version 
25.0) and Mplus (version 7.0).

Study 2: Reliability and validity test

Participants
Participants were excluded if they were involved in Study 
1. A total of 639 Chinese adults were recruited from 20 
provinces of China, with a mean age of 38 years. Among 
them, 60.9% were female, 53.7% lived in urban areas, 
and 54.6% were not married. There were 422 (63.94%) 
participants who had seen a doctor at least once in the 
past 12 months but not in any treatment process at the 
beginning of the study and 238 (36.06%) outpatients or 
inpatients from six hospitals in Shanghai, Anhui, Zhejiang, 
Tianjin, Beijing, Shaanxi, and Xinjiang. Moreover, 100 
participants were invited to complete the RPSMHB again 
four weeks after the first test to evaluate the test-retest 
reliability of the scale. Eighteen cases were lost to follow-
up in the second test. The test-retest reliability coefficient 
was calculated based on the data of the remaining 82 
participants. The detailed demographic characteristics of 
the participants are provided in Table 3.

Measures
The Chinese version of the Risk Perception Questionnaire 
for Chronic Patients (supplementary file 2) is a 12-
item measure developed by Fang et al. (24) with three 
dimensions: economic risk, physical and medical risk, 
and psychosocial risk. The Cronbach’s α coefficients of 
the three factors for this sample are 0.758, 0.686, and 
0.608, respectively. This questionnaire was used to test 
the criterion validity of the RPSMHB. The items of the 
criterion validity scale and the RPSMHB were measured by 
a five-point Likert scale ranging from 1 (not worried at all) 
to 5 (extremely worried).

Results

Study 1: Scale development

Item selection
No significant difference was observed in items 2, 14, and 25 
between the two extreme groups (P>0.05) (Table 4). Scores 
of most items showed high correlation with the total score, 
except items 2, 14 (P>0.05), 10, and 25 (r<0.2). Therefore, 
items 2, 10, 14, and 25 were deleted from the item pool.

Thereafter, we performed a preliminary EFA for 
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Table 1 Item pool of risk perception for medical help-seeking behavior

Category Items Content

Economic/work risks 29 Low reimbursement rate

15 Increasing family economic burden

9 High medicine/examination/operation cost

5 Unable to make money

2 Hard to ask for sick leave

Social-psychological risks 10 Diseases are more serious than expectation

6 Diseases affect my emotions in work

3 Diseases affect my emotions in daily life

16 Diseases affect my personal image

Social support risks 11 Unable to care for my family

32 Becoming a burden to my family

17 Being abandoned by my close friends

31 Being despised by others in society

25 Nobody can take care of me

8 No acquaintances in the hospital

Time risks 12 Long treatment time

19 Long recovery time

30 Cumbersome process of reimbursement

7 Ongoing works are delayed

1 Difficult registration process in the hospital

Medical process risks 23 Poor techniques of medical staff

27 Doctors prescribe medicines inaccurately

28 Medical staff do not try their best

20 Drug safety issues

13 Obsolete medical equipment

21 Negative attitude of medical staff

14 Doctor-to-patient disputes

Treatment risks 22 Unreasonable treatment methods

24 Side effects of medicines/examinations/operations

26 Medical accidents

18 Post-treatment complications

4 Misdiagnosis

the remaining 28 items after deleting items 2, 10, 14, 
and 25 from the item pool. Bartlett’s test of sphericity 
was 7,083.667, and the KMO measure was 0.938, both 

indicating good factorability. Five factors were extracted 
with eigenvalue more than 1, and the accumulative variance 
contribution accounted to 61.252%. However, items 1, 3, 
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Table 2 Demographic characteristics of participants in study 1 
(n=465)

Characteristics n (%)

Age

≤30 149 (32.0)

31–40 170 (36.6)

41–50 63 (13.5)

51–60 73 (15.7)

>60 10 (2.2)

Gender

Male 143 (30.8)

Female 322 (69.2)

Education

Junior high school or lower 14 (3.0)

Senior high school or Technical secondary school 40 (8.6)

Junior college or vocational and technical college 33 (7.1)

University or higher 378 (81.3)

Registered permanent residence

Rural 115 (24.7)

Urban 350 (75.3)

Marital status

Married 230 (49.5)

Not married 226 (48.6)

Others 9 (1.9)

Number of children

0 272 (58.5)

1 139 (29.9)

2 51 (11.0)

≥3 3 (0.6)

Table 3 Demographic characteristics of participants in study 2 (n=639)

Characteristics n (%)

Age

≤30 152 (23.8)

31–40 288 (45.1)

41–50 124 (19.4)

51–60 58 (9.1)

>60 17 (2.7)

Gender

Male 250 (39.1)

Female 389 (60.9)

Education

Junior high school or lower 3 (0.5)

Senior high school or Technical secondary school 94 (14.7)

Junior college or vocational and technical college 101 (15.8)

University or higher 441 (69.0)

Registered permanent residence

Rural 76 (11.9)

Urban 343 (53.7)

Undeclared 220 (34.4)

Marital status

Married 64 (10.0)

Not married 349 (54.6)

Others 6 (0.9)

Unknown 220 (34.4)

Number of children

0 315 (49.3)

1 254 (39.7)

2 69 (10.8)

≥3 1 (0.2)

4, 8, 12, and 19 were deleted because their communality 
scores were lower than 0.4 or their factor loadings were 
less than 0.4. Items 5, 6, 15, 18, 21, and 30 were removed 
because their absolute loadings were higher than 0.32 on 
two or more factors. Thus, 16 items were deleted from the 
initial scale, and the remaining 16 items were retained.

EFA and factor solution
For the remaining 16 items, further EFA was implemented 
with the same procedure mentioned above, which revealed 

the same three-factor structure, and the accumulative 
variance contribution accounted to 64.146% (Table 5). 
Factor 1 consisted of items 13, 20, 22, 23, 24, 26, 27, and 
28. Factor 2 was composed of items 7, 9, 11, 29, and 32. 
Factor 3 contained items 16, 17, and 31.

Internal consistency
The Cronbach’s α coefficient of the whole 16-item scale was 
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Table 4 Student’s t-test for each item between high-score group 
and low-score group

Items
Low-score group 

(mean ± SD)
High-score group 

(mean ± SD)
P value

1 2.60±1.29 4.04±1.11 <0.001

2 2.91±1.45 3.06±1.41 0.404

3 2.79±1.26 4.29±0.92 <0.001

4 2.24±1.31 4.71±0.63 <0.001

5 2.43±1.17 4.38±0.82 <0.001

6 2.66±1.25 4.41±0.72 <0.001

7 3.07±1.36 4.44±0.75 <0.001

8 2.38±1.07 4.21±0.90 <0.001

9 3.50±1.10 4.75±0.65 <0.001

10 4.02±1.02 4.35±1.41 0.036

11 3.40±1.15 4.83±0.49 <0.001

12 3.60±1.13 4.81±0.52 <0.001

13 2.75±1.21 4.56±0.72 <0.001

14 2.87±1.43 3.22±1.61 0.070

15 3.25±1.27 4.94±0.23 <0.001

16 2.15±1.10 4.02±1.01 <0.001

17 1.79±0.95 3.60±1.17 <0.001

18 3.12±1.20 4.78±0.44 <0.001

19 2.98±1.15 4.63±0.70 <0.001

20 2.93±1.20 4.74±0.52 <0.001

21 2.25±1.07 4.33±0.76 <0.001

22 2.92±1.20 4.73±0.48 <0.001

23 3.00±1.21 4.70±0.56 <0.001

24 3.16±1.13 4.76±0.43 <0.001

25 2.92±1.50 3.25±1.49 0.077

26 3.10±1.24 4.71±0.49 <0.001

27 3.00±1.25 4.77±0.52 <0.001

28 2.65±1.22 4.67±0.61 <0.001

29 2.73±1.18 4.57±0.61 <0.001

30 3.02±1.30 4.51±0.75 <0.001

31 1.69±0.82 3.58±1.18 <0.001

32 2.91±1.33 4.76±0.53 <0.001

SD, standard deviation.

0.941, and that of the three factors ranged between 0.732 
to 0.932, which indicated satisfactory internal consistency 
among items of the scale.

Summary
Through the item reduction process based on item analysis 
and EFA, we removed 12 items from the initial item pool 
and finally developed a three-factor, 16-item RPSMHB 
(supplementary file 1). Items in factor 1 measured the 
perception for efficiency and safety of medical treatment 
to be administered. As such, factor 1 was described as 
treatment risks. Factor 2 focused on the economic, 
workplace, and family pressure that a person might 
suffer during the process of medical help seeking and was 
summarized as burden risks. Factor 3 evaluated the social 
stigma perception arising from a particular disease and 
was named as stigma risks. The Cronbach’s α coefficient 
of the preliminary scale supported the satisfactory internal 
consistency among the items.

Study 2: Reliability and validity test

Reliability
Internal consistency reliability
The Cronbach’s α coefficient of the RPSMHB was 0.893, 
and those of the treatment, burden, and stigma risk factors 
were 0.890, 0.773, and 0.722, respectively.
Test-retest reliability
The test-retest reliability coefficient for the RPSMHB was 
0.784, and those for the dimensions of treatment risks, 
burden risks, and stigma risks were 0.710, 0.852, and 0.603, 
respectively.

Validity
Construct validity
Bartlett’s test of sphericity and the KMO value were 
4,124.589 and 0.914, respectively, which verified the 
suitability of RPSMHB for further factor analysis. 
Confirmatory factor analysis (CFA) was performed to 
confirm the three-factor structure of RPSMHB, revealing 
the acceptable fit of this three-factor model (χ2=406.65, 
df =101, χ2/df =4.0 <5). The root-mean-square error of 
approximation (RMSEA), comparative fit index (CFI), and 
Tucker-Lewis index (TLI) of this model were 0.069 (<0.08), 
0.925, and 0.910 (>0.9), respectively. All the above indexes 
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supported the adequacy of the three-factor model.
We also examined a one-factor solution (χ2=975.06, df 

=104, χ2/df =9.38, RMSEA =0.114, CFI =0.785, TLI =0.752) 
and all possible two-factor solutions (Table 6) and found 
that the one- and two-factor solutions could not achieve an 
adequate fit to the data (χ2/df >5, RMSEA >0.09, CFI <0.9, 
TLI <0.9), which further confirmed the performance of the 
three-factor solution.
Criterion validity
Pearson’s correlation coefficient between the criterion 
validity scale and the RPSMHB was 0.720 (P<0.01). 

Pearson’s correlation coefficients between dimensions of the 
two scale are presented in detail in Table 7.

Summary
High internal consistency was identified for the RPSMHB 
or dimensions of the scale. The test-retest reliability 
coefficients of each dimension ranged from 0.603 to 0.852, 
indicating its adequate consistency in the four-week retest. 
In addition, the performance of the three-factor RPSMHB 
was confirmed by the satisfactory CFA results and the 
acceptable criterion validity. In summary, our developed 

Table 5 Exploratory factor analysis of the official scale (16 items)

Factor 1 (treatment risks) Factor 2 (burden risks) Factor 3 (stigma risks)

Items Load Items Load Items Load

23 0.899 9 0.869 17 0.946

26 0.811 29 0.706 16 0.780

20 0.799 32 0.661 31 0.702

27 0.788 11 0.650

22 0.777 7 0.529

24 0.766

28 0.752

13 0.630

Eigenvalue 7.115 1.534 1.134

Variance contribution (%) 44.470 9.585 7.090

Cumulative variance contribution (%) 44.470 54.056 61.146

Here, items with factor loading less than 0.40 on any factor and those with factor loading at 0.32 or above on two or more factors were 
deleted and not presented in this table.

Table 6 Confirmatory factor analysis results of the risk perception scale based on different factor structures

Model χ2 df χ2/df AIC BIC TLI CFI RMSEA

1 975.06 104 9.38 30,402.08 30,616.15 0.752 0.785 0.114

2A 670.65 103 6.51 30,099.67 30,318.20 0.837 0.860 0.093

2B 686.118 103 6.66 30,115.14 30,333.67 0.832 0.856 0.094

2C 720.981 103 7.00 30,150.00 30,368.54 0.822 0.847 0.097

3 406.65 101 4.03 29,839.66 30,067.12 0.910 0.925 0.069

Numbers listed in the column Model indicated the numbers of factors in the model. Two-factor model had three possible combinations. 
The model 2A consisted of factor 1 (treatment risks in study 1) and factor 2 (combination of burden risk factors and stigma risks in study 1).  
The model 2B consisted of factor 1 (combination of treatment risks and burden risks in study 1) and factor 2 (stigma risks in study 1). 
The model 2C consisted of factor 1 (combination of treatment risks and stigma risks in study 1) and factor 2 (burden risks in study 1).  
AIC, Akaike information criterion; BIC, Bayesian information criterion; TLI, Tucker-Lewis index; CFI, comparative fit index; RMSEA,  
root-mean-square error of approximation.
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RPSMHB showed reliable psychometric properties.

Discussion

To our knowledge, this study is the first to develop a risk 
perception scale on medical help-seeking behavior within 
the context of Chinese culture. We developed a novel 
comprehensive risk perception scale on seeking medical 
help based on Chinese adults, which achieved satisfactory 
psychometric properties and was applicable either for 
ordinary people without any specific disease or for patients 
who have been administered with a particular treatment. 
Therefore, the RPSMHB provides a convenient and 
efficient evaluation for the overall risk that people would 
encounter. The application of the scale is beneficial for 
health authorities and medical institutions to understand 
people’s cognition of the potential risks when they decide 
to ask for medical help. On this basis, effective measures to 
avoid medical disputes and strategies to counter barriers of 
medical help seeking could be adopted.

Compared with the popular yet narrowly defined concept 
of medical risk, the risk of medical help-seeking behavior is 
usually conceived more broadly. Previous works had shown 
that people would always try to make a balance among 
all the risk factors before they finally make a decision to 
seek for medical help, including medical risks during the 
process of treatment, economic risks, workplace and family 
burdens, and social-psychological losses. Some of these 
factors are also known as barriers to medical help seeking 
(27-29). However, previous studies mainly focused on the 
investigation of potential barriers for specific groups, such 
as African Americans, refugees, sexual and gender minority 
members, mental illness sufferers, and other disadvantaged 
groups (30-34). A universal tool to assess all cognitive 

barriers for ordinary people still remains to be developed. In 
addition, the so-called “barriers” are not necessarily true in 
that higher perception level of risk perception may prompt 
individuals to seek medical help immediately and actively. 
In other words, the risk perception on potential treatments 
may play as drivers or barriers in people’s medical help-
seeking behaviors, depending on the nature of risks and one’s 
personality traits (35,36). Therefore, a reliable and valid 
instrument that can objectively assess the risk perception of 
medical help-seeking behavior needs to be developed.

We also found that several Chinese researchers used 
the term “medical risk” vaguely to encompass all the risks 
mentioned in our study (24). Although medical risk may 
contain diverse sources of risks pertaining to medical 
services within the Chinese context, it remains peculiar 
for most international users and medical professionals. 
We recommend to use the risks of medical help-seeking 
behavior instead of medical risks to draw a clear distinction 
between the narrow cognition of medical risks within the 
medical context and all-encompassing notions in everyday 
life. In this way, potential users of this scale all around the 
world would easily understand and use this scale.

Despite the high reliability and validity of the RPSMHB, 
our study still had some limitations. First, the study 
population in our research lacked representativeness for 
the whole Chinese population because most participants 
(97.30%) were less than 60 years old. The elderly constitute 
a major force in the Chinese medical service market, 
and they may have different patterns of risk perception 
due to their age and specific medical service demands. 
Future studies should recruit more elderly participants 
with diverse medical histories to uncover their unique risk 
perception characteristics. Moreover, we only demonstrated 
three dimensions, including treatment risks, burden 

Table 7 Pearson’s correlation coefficients between the risk perception scale of medical help-seeking behavior and criterion validity scale

Variable
Scale Dimensions

Criterion validity scale Physical treatment risks Economic risks Social psychological risks

Scale

RPSMHB 0.720 0.621 0.548 0.462

Dimensions

Treatment risks 0.669 0.692 0.403 0.375

Burden risks 0.504 0.271 0.638 0.299

Stigma risks 0.292 0.223 0.111 0.346

RPSMHB, risk perception scale of medical help seeking.
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risks, and stigma risks, in the risk perception of medical 
help-seeking behavior. A previous study reported a six-
dimension structure of medical risk perception for Chinese  
patients (37). Why the structure of risk perception differs 
so obviously remains to be explained. Future studies with 
larger samples should compare the performance of different 
scales to provide a possible explanation for the structural 
differences of the risk perception between medical risks and 
medical help-seeking behaviors.

Conclusions

The RPSMHB developed in this study is a reliable and valid 
instrument to measure the risk perception level for Chinese 
adults who decide to seek medical help.
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