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Alienation from medical care policy, medical ==
care avoidance, and the role of sex and risk
perception
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Abstract

Background Medical care avoidance affects individuals health status. Previous studies on medical care avoidance
have mainly focused on medical costs and people’s satisfaction with medical services. This study investigates whether
an individual’s sense of policy alienation toward medical care policy (SPA-M) affects behavioral intention of medical
care avoidance, and to what extent an intermediary variable—medical financial risk perception-mediates the
relationship between SPA-M and medical care avoidance.

Methods A cross-sectional survey was conducted involving 434 people aged 35-59 years from Wuhu, a city in
China’s Anhui province. A moderated mediation model was constructed to investigate the research question and sex
(biological: male and female) was used as a moderating variable between SPA-M and medical financial risk perception.

Results We found that SPA-M significantly impacted medical care avoidance, and that medical financial risk
perception played a complete mediating role in this relationship, while sex moderated the relationship between
SPA-M and medical financial risk perception.

Conclusion This study contributes to the literature by enhancing our understanding of the factors that influence
behavioral intention regarding medical care avoidance, deepening our understanding of the role of SPA-M in medical
care policy, and expanding the role of sex differences in the analysis of the relationship between SPA-M, medical
financial risk perception, and medical care avoidance, offering implications for public and community health.
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Background

Medical care avoidance can result in delayed screening,
missed opportunities for optimal recovery, increased risk
of developing a serious disease, increased family care
burden, increased medical care costs [1-4], and eventu-
ally, a decrease in the healthcare condition, quality of life,
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argue that avoiding medical care increases the overall
medical expenditure of society and reduces the efficiency
of medical resource utilization [6—8]. Underuse of medi-
cal care can hinder effective chronic disease management
and timely diagnoses, resulting in adverse effects on
health [9-11]. Inappropriately high utilization of medi-
cal services typically implies an inefficient distribution of
healthcare resources and increased healthcare costs, and
may be harmful to individuals’ health [12, 13]. Conse-
quently, knowledge of specific psychosocial determinants
can inform targeted interventions that aim to manage
healthcare use [14]. Therefore, it is important to improve
people’s desire to positively use medical care and build
their confidence to access services [7, 8].

Studies have shown that owning medical care insur-
ance is an important factor that influences people’s
behavioral intention regarding medical care avoidance
[3, 9, 15]. Avoidance of medical care emanates from con-
cerns about how far medical care insurance cover regu-
lated costs and how much an individual would need to
pay after the state pays, as self-payment of medical care
costs is reduced when the insurance cover is generous
[16, 17]. However, in most countries, China for example,
people are covered either by a public medical care insur-
ance system or a socialized healthcare system, or both;
in such cases, provision of medical care insurance is an
integral part of the social welfare system [18, 19]. The
literature argues that medical care avoidance intention
varies with gender differences [20-22]. Men with good
health literacy tend to have stronger intention on medi-
cal care avoidance than women [23]. However, scientists
have found that even when people with low health lit-
eracy and are covered by generous social medical insur-
ance, they still have a high possibility of avoiding medical
care due to feelings of powerlessness because of dissatis-
faction with the medical care policy [22, 24, 25]. People
perceive that their expectations from the medical care
policy do not match the policy utilization performance.
Extant research argues that avoidance of medical care
is caused by people’s perceptions and confusion regard-
ing the content of the medical care policy documents,
lack of professional knowledge to understand the con-
tent, or doubts over medical care policy executors apply-
ing the policy effectively due to reasons that they cannot
describe [26, 27]. In other words, psychological discon-
nection from the medical care policy might lead to medi-
cal care avoidance [28-30]. Nevertheless, research on
how far this psychological disconnection affects medical
care avoidance intention is sparse. Therefore, it is neces-
sary to analyze how far medical care avoidance is affected
by people’s subjective alienation from medical care policy
system, and how far such disconnection from medical
care policy and utilization of medical care resources can
be addressed, which would have important implications.
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Thus, this study examines whether this psychological
disconnection toward medical care policy—expressed
as a sense of policy alienation toward medical care pol-
icy (SPA-M)—affects behavioral intention of medical
care avoidance (BIA), and to what extent an intermedi-
ary variable, medical financial risk perception (MFRP),
mediates the relationship between SPA-M and BIA, par-
ticularly in countries with a generous medical care policy.
This study proposes relevant policy suggestions to reduce
medical care avoidance from the perspective of medical
care policy alienation.

Value and significance of this study

This study makes a significant contribution to the lit-
erature because it builds on and extends policy alien-
ation literature by focusing on alienation and its effect
on medical care policy formulation and implementa-
tion. With the ever-increasing cost of providing social-
ized healthcare insurance, the ramifications of inefficient
implementation and underutilization are significant.
This study expands the perspective of medical avoidance
research and increases the breadth of relevant research
since it integrates policy perception and individual medi-
cal avoidance tendencies into analysis. It further explores
the mechanism between medical care policy alienation
and medical care avoidance tendency of middle-aged
residents, that is, how policy alienation affects medical
avoidance tendency through MEFRP.

Given the distinct interpretations of motivational alien-
ation to access medical care resources, the model we
construct for this study provides a meaningful param-
eterization of the relationship between medical care
policy alienation and medical care avoidance tendency of
middle-aged residents. For the populations for which the
model can account for BIA, it not only identifies which
factors influence their behavior, but also offers an under-
standing of how far such factors contribute to the reasons
of their BIA. With regard to gender differences, this study
contributes to enhancing the understanding of the gen-
der issue from a medical avoidance research perspective,
providing a basis for the formulation of gender-related
interventions.

Hypotheses development

Hypothesis 1

Based on policy alienation research [30-32], this study
describes SPA-M as how medical care resources are
crafted into people’s cognitive state and the conscious
efforts they exert to create experiences using the medical
care policy through (a) cognitively recognizing how they
view it, and (b) how far they doubt its usefulness. SPA-M
should be viewed as a multidimensional construct that
aligns the medical care policy with the values and per-
sonal medical care needs of people who utilize the policy;
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it includes the dimensions of meaninglessness, power-
lessness, incomprehensibility, implementation doubt, red
tape, and technological gap [30, 33]. Based on previous
research, we assume that individuals with strong SPA-M
may not fully realize the value of medical policies to
themselves or their family members (from the perspec-
tive of meaninglessness), while they may believe that
such a policy cannot be implemented properly by local
government (from the perspective of doubt) and that the
use of this is so complex that they cannot adapt them-
selves to it due to empirical reasons (from the perspective
of incomprehensibility).

Therefore, we propose that SPA-M contributes to the
effectiveness of medical care policy utilization, which
means that people with strong SPA-M are highly likely
to be unwilling to use medical care resources. Therefore,
SPA-M is associated with stimulating people’s BIA, which
gives us the first hypotheses regarding the link between
SPA-M and BIA (see Fig. 1).

Hypothesis 1 Individuals with stronger SPA-M have
higher BIA.

Hypothesis 2

People with a strong SPA-M may be skeptical regard-
ing the extent to which frontline workers (e.g., doctors)
implement medical care policy (such as medical care
insurance) as they tend to be suspicious of whether or
not doctors are providing them with medical treatment
at a reasonable cost, or whether all the medical treatment
they receive are necessary [34—36]. This makes it difficult
for them to obtain comprehensive and sufficient informa-
tion during their treatment, leading to a higher percep-
tion of uncertainty about medical activities that in turn
increases their MFRP.

MERP has been regarded as an important risk factor in
various medical risk analysis models [37, 38]. Individu-
als with high MFRP levels might feel that the perceived
benefits of medical treatment are relatively small while
the financial costs are high, and that getting medical
treatment could affect their normal work-life balance

Sex ‘
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[39-41]. Higher levels of MFRP make it more likely that
people will develop BIA. In addition, the literature shows
that many people are hesitant to act when they are faced
with potentially unpleasant factors in their medical deci-
sion-making process and tend to maintain status quo,
especially if they have high MFRP [42, 43]. We assume
that people’s MFRP could be a mediating variable in the
relationship between SPA-M and BIA (see Fig. 1), leading
us to the second hypothesis.

Hypothesis 2 MFRP plays a mediating role in the rela-
tionship between SPA-M and BIA.

Hypotheses 3 and 4

Although MFRP plays a mediating role in the relation-
ship between SPA-M and BIA, its impact must also be
navigated in terms of sex [21, 22]. According to the lit-
erature, males are more sensitive to financial risk per-
ception because they are more perceptive to family and
social responsibility [44—46]. If men who need medical
care believe that medical care policy is of good value and
not too many difficulties are associated with using these
policies (i.e., when they have low SPA-M), then they tend
to have lower MERP. In seeking medical help, women are
usually relatively likely to engage in help-seeking behav-
iors than men because such behaviors are less threaten-
ing to women’s self-esteem and sex identity than to men’s
[22, 29]. In other words, men will experience higher levels
of MFRP than women in cases where they both experi-
ence insufficient support from medical care policies (i.e.,
when they have strong SPA-M). Furthermore, compared
with women, men are more likely to lack communica-
tion skills with doctors and medical workers when they
use medical resources [47, 48], which could lead them
to experience a sense of uncertainty from getting what
they think is less information, which might increase their
MERP [49]. Women have been found to more frequently
use medical care resources than men and are more famil-
iar with the medical care system [16, 50]. Even when
women have strong SPA-M, they are still able to use care
resources smoothly, even if sometimes with a feeling of

MFRP

SPA-M

BIA

Fig. 1 Proposed theoretical model. Legend: SPA-M - Sense of policy alienation toward medical care policy; MFRP - Medical financial risk perception; BIA

- Behavior intention of medical care avoidance
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dissatisfaction [50]. By contrast, men use medical care
resources less frequently and their MFRP is more easily
influenced by their level of SPA-M. Based on the above
analysis, we propose the third and fourth hypotheses (see
Fig. 1).

Hypothesis 3 Sex moderates the relationship between
SPA-M and MFRP; this relationship is stronger for men
and weaker for women.

Hypothesis 4 Sex moderates the effect of SPA-M on
medical care avoidance through MFRP, and this mediat-
ing effect is stronger in men.

Methods

Sample and procedure

This study aims to examine whether a psychological dis-
connection toward medical care policy (SPA-M) affects
BIA, and to what extent an intermediary variable, MFRP,
mediates the relationship between SPA-M and BIA. A
cross-sectional study was conducted based on a survey
involving 434 middle-aged people (35-59 years) from
Wuhu, a city in China’s Anhui province with a medium
socioeconomic development level. We selected middle-
aged residents aged 35—59 years for analysis because they
have increasing medical care needs and high family care
responsibility while most of them are also family caregiv-
ers [51]. This means that their medical care policy alien-
ation might have great impact on both their own and
their family members’ behavior.

We chose Wuhu city as the study focus because its eco-
nomic and social development is at an average level in
China, and it has a high proportion of residency rate in
urban area [52]. From a geographical point of view, Wuhu
is located on the dividing line between the south and
north of China, making it geographically representative.
A moderated mediation model was constructed to inves-
tigate the research question and sex (biological: male
and female) was used as a moderating variable between
SPA-M and MFRP based on bootstrapping techniques
with M-plus 8.0. Multi-stage sampling method was used
to select the respondents. We randomly selected one
region from five regions and two counties in Wuhu; we
then randomly selected 150 households in each of three
communities to complete the questionnaire. With the
support of community workers, university student inter-
viewers who understood the local dialect administered
the questionnaires. Well-trained interviewers profi-
cient in conducting surveys among residents in urban
and rural communities were recruited. They used the
convenience sampling method to select the residents
based on (1) 35-59 years of age, (2) owning basic medi-
cal insurance in the local area, (3) able to communicate
with interviewers, and (4) willing to participate in the
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interview and answer questions after fully understanding
the purpose of the study. Most interviewees completed
the paper questionnaire individually; however, some of
residents required support from the interviewers, who
read them the questions and then completed the ques-
tionnaire based on their answers. Written consent was
obtained from each participant, who received $3 after
completing the questionnaire.

This study was approved by the Ethics Committee of
Anhui Normal University (approval number: AHNU-
ET2022069). A total of 450 questionnaires were dis-
tributed and 445 were returned, 14 questionnaires with
incomplete answers were excluded, and 434 valid ques-
tionnaires were retained for analysis. There were 232
female (53.46%) and 202 male participants (46.54%). Par-
ticipants had an average age of 50.06 (SD=5.97); 9.59%
had higher education, 18.71% had high school education,
34.05% had junior high school education, 26.38% had pri-
mary school education, and 11.27% had no education. A
quarter (25.11%) of the participants had extra commer-
cial medical care insurance, in addition to public or social
medical care insurance. In the preceding 12 months,
44.65% of the participants (or their family members) had
received medical reimbursement (i.e., they had utilized
their healthcare policy during the previous year).

Measures

SPA-M

We measured SPA-M using a medical policy alienation
scale developed by the authors [53], comprising six
dimensions, namely, meaninglessness, powerlessness,
incomprehensibility, implementation doubt, red tape,
and technological gap, with a total of 23 items, such as “I
think frontline policy executors are confused about how
to implement a medical care policy” and “I feel helpless
when using the electronic medical information system.”
Responses were rated on a five-point Likert-type scale
(from 1=strongly disagree to 5=strongly agree). The reli-
ability and validity of SPA-M scale was tested based on
two independent samples of residents (the total sample
size was 1174), with exploratory factor analysis and con-
firmatory factor analysis, before conducting the current
study. After negatively worded items were recoded, the
average value of the SPA-M scale was used as an indica-
tor of participants’ sense of alienation from medical care
policy; the higher the score, the stronger the partici-
pant’s sense of policy alienation. Cronbach’s alpha for the
SPA-M scale was 0.90.

Medical financial risk perception

Referring to Lyu et al. [54], this study used three items
to measure participants’ MFRP in the process of using
medical resources; participants were asked to recall their
last experience of visiting a medical institution (e.g., a
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hospital). The items were: “During the diagnosis and
treatment process, I worried that the hospital would con-
duct unnecessary tests”; “During the diagnosis and treat-
ment process, I worried that the doctor would give me
unnecessary drugs”; and “I worried that I would have to
spend too much money during the diagnosis and treat-
ment process.” One factor was extracted from these three
items using exploratory factor analysis, which explained
81.32% of the total variation. The commonness of each
item was above 0.7 and the factor loads were above 0.8.
The average value of the three items was used as the indi-
cator of MFRP; the higher the score, the stronger the
MERP. Cronbach’s alpha for the three items was 0.88 in
this study.

Medical care avoidance

Following similar research [55], participants were asked
to respond to the following item: “I was intent on termi-
nating treatment during the diagnosis and treatment pro-
cess” Responses were rated on a five-point Likert-type
scale (from 1=strongly disagree to 5=strongly agree).
Higher scores indicated a stronger intention to avoid
medical treatment.

Other variables

In the conceptual model, sex was used as a moderat-
ing variable and measured as a dichotomous variable
(I1=male, 0=female). According to the literature, age,
educational level, and marital status are related to peo-
ple’s health-seeking behavior [56]. Therefore, this study
measured participants’ age, educational level (0=with-
out any education, 1=elementary school, 2=junior high
school, 3=high school, 4=university), and marital sta-
tus (1=married, O=other). To control for the influence
of health status [57], a seven-point self-rated Likert-type
scale was used [58]; the higher the score, the better the
health status.

This study included socioeconomic status (SES) as a
control variable since it is closely related to health status
and health-seeking behaviors [59-61]. The widely used
scale developed by Griskevicius et al. [62] was used to
measure participants’ SES. This six-item scale has high
reliability and validity [63]. The average value of all the
items represents the SES index; higher scores indicate
higher SES. Cronbach’s alpha for this scale in this study
was 0.84. We also measured whether participants had
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commercial medical insurance in addition to public or
social medical insurance (1=yes, 0=no) and whether
they or their family members had received medical reim-
bursement in the preceding 12 months (1=yes, 0=no)
[23].

Results

Confirmatory factor analysis

We used confirmatory factor analysis to test the conver-
gence validity of the SPA-M scale. We constructed three
models. Model 1 is a single factor model, which means
SPA-M was a unidimensional construct, and all 23 items
were observational variables of the one potential fac-
tor (SPA-M). This model served as a baseline model for
comparison with the other models. Model 2 is a 3-fac-
tor model, which means SPA-M was an oblique three-
dimension model. The first dimension included the
items of meaninglessness and powerlessness. The second
dimension included the items of incomprehensibility
and implemented doubt. The third dimension included
the items of red tape and technological gap. Model 3 is
a 6-factor model, which means SPA-M was a six-dimen-
sion oblique model, and all the six dimensions were cor-
related. The results show that the fit index of model 3 has
reached the standard recommended by relevant experts
[64—66], which is significantly better than the other two
models (shown in Table 1). Therefore, the data supported
the six dimensions of the SPA-M scale, indicating that
the scale had high convergence validity.

Descriptive statistical analysis
Descriptive analysis outcomes (including mean, standard
deviation, and correlation coefficient) of SPA-M, MFRP,
BIA, and other control variables are presented in Table 2.
The results showed a statistically significant positive
correlation between SPA-M and BIA, suggesting that
participants with stronger SPA-M may have a higher
level of BIA, and a statistically significant positive corre-
lation between SPA-M and MFRP, suggesting that partic-
ipants with stronger SPA-M may experience higher levels
of MERP in the process of receiving medical treatment.
The correlation between MFRP and BIA was statistically
significantly positive in this study.

Table 1 Results from the confirmatory factor analysis of the SPA-M scale

Model X df X2 df CFI TLI RMSEA SRMR Dy(df)

Model 1 3706.17 229 16.18 045 039 0.19 0.14 -

Model 2 2286.95 226 1012 067 063 0.15 0.14 141922 (3), p< 001
Model 3 687.36 214 321 093 091 0.07 0.06 159959 (12), p<.001

Note. N=434. CFI=Comparative fit index; TLI=Tucker-Lewis Index; RMSEA=Root mean square error of approximation; SRMR=Standardized root mean square

residual
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|2 Common method bias test
<2
2 S|E We used Harman’s single-factor test to analyze the data
2 to rule out the influence of common method biases in
3 our results [67-69]. We conducted exploratory fac-
g} tor analysis for relevant items for SPA-M, medical care
o e e E avoidance, and MFRP. The results showed that this factor
< only explained 20.19% of the total variance, which was
g much lower than the recommended standard [70, 71]
295 o This suggests that common method bias was not a prob-
L 33 7|8 lem in this study.
Se
T e
E 2 Hypothesis testing
S8 e i To test the four hypotheses, we first analyzed the direct
~ TT35|Es effect of SPA-M on medical care avoidance, and then
£ g checked whether MFRP mediated this effect. We con-
§ _qccf structed a moderated mediation model [72] to determine
w8 o 2= whether sex moderated the relationship between SPA-M
© 293352 E S and MFRP, and the extent to which SPA-M differed in its
= 8 impact on medical care avoidance between the two sexes.
c s
£3 We first mean-centered the continuous variables prior to
. . g5 analysis. We used M-plus 8.0 to estimate the parameters
§ é g g g :O; jé- g of the model [72]. The number of bootstraps was set to
0 Pro g g 10,000 times.
g8 Hypotheses 1 and 2 We found that the coefficient of the
o = L9 . LEE impact of SPA-M on medical care avoidance was statis-
< T573733|2¢ tically significant: B=0.38, p<.001, 95% CI [0.17, 0.59]
3 é g (which does not contain zero). Therefore, H1 (Individuals
N s £ with stronger SPA-M have higher BIA) is supported.
\i/ O TR B S §§ Based on this, we found SPA-M had a statistically sig-
< Snsgw28cs8 Sg nificant positive effect on the mediating variable MFRP,
=7 be be b %LICIJ’ which means participants with higher levels of SPA-M
Z €3 experienced higher levels of MFRP (see Table 3).
5 ) g Y The results showed that participants’ MFRP had a sta-
S o8 o e 2 I £ tistically significantly positive impact on their BIA. Par-
pipe S7988s5778F° ég ticipants with high MFRP have a greater intention to
% 58 cease medical treatment. More importantly, the effect of
° g % SPA-M on medical care avoidance through MFRP was
S P T S S i 9 statistically significant at 95% CI, indicating that MFRP
* * [N n > n
% TS~ S585s3glEa mediates the association between SPA-M and medical
=] ecs s e 1 loay care avoidance. However, the direct impact of SPA-M on
3 agags2sareglss dical id t statistically significant
218228832323 3888 medical care avoidance was not statistically significan
5 %’ £ after adding the mediator (MFRP) to the model, indicat-
§ 2 = ing that MFRP played the role of a complete mediator
< . .
S |2z 3 583820y w 5% between SPA-M and medical care avoidance. Conse-
B [Nma3g-cuesos ég quently, H2 (MERP plays a mediating role in the relation-
2 g}m'f ship between SPA-M and wmedical care avoidance) is
© * .. B . .
Bls i = supported: participants’ SPA-M levels influenced their
s 5T BIA through MFRP.
VA
& S 2
g *8% Hypothesis 3 The results showed that SPA-M had a
N ols . s 3z & Y é statistically significant positive effect on MFRP (B=0.35,
% }E §‘ g <3 i& 3 é E 0 8 g y L p=.022,95% CI [0.06, 0.66]), after we added sex as a factor
g B G =g P and the cross-product term between SPA-M and sex (see
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Table 3 Results of the simple mediation model (N=376)
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Table 4 Results of the moderated mediation model (N=376)

Variables B SE p Bootstrapped Variables B SE p Bootstrapped
95% Cl 95% Cl
LL UL LL UL
Mediator variable Mediator variable
model: MFRP model: MFRP
SPA-M 0.59 0.11 <0001 037 0.80 SPA-M 035 0.15 0.022 0.06 0.66
Age -0.01 0.01 0.221 -0.03 0.01 Sex -0.03 0.11  0.805 -0.24 0.18
Edu 0.09 0.06 0.096 -0.02 0.20 SPA-M X Sex 046 020 0.022 0.06 0.84
Marr 0.36 031 0237 -0.39 0.98 Age -0.01 0.01 0225 -0.03 0.01
Health -0.05 0.04 0.227 -0.16 0.04 Edu 0.09 0.06 0.128 -0.03 0.20
SES -0.12 0.05 0.021 -0.26 -0.02 Marr 0.31 029 0293 -0.23 091
CoSu 0.02 0.13  0.852 -0.30 0.27 Health -0.05 0.04 0.288 -0.13 0.04
Utilize -0.14 0.11 0.198 -044 0.07 SES -0.13 0.05 0.015 -0.23 -0.03
Outcome variable CoSu 0.04 0.12 0766 -0.20 0.28
model: BIA Utilize 0.12 011 0279 -034 0.10
SPA-M 0.01 0.13  0.986 -0.25 0.25 Outcome variable
MFRP 046 0.06 <0001 034 0.58 model: BIA
Age 0.01 0.01 0.707 -0.02 0.03 SPA-M 0.01 0.13 0979 -0.26 0.26
Edu -0.10 0.06 0.107 -0.23 0.02 MFRP 046 0.06 <0.001 033 0.38
Marr -0.20 024 0397 -0.66 027 Sex 0.01 0.13  0.963 -0.24 0.25
Health -0.03 0.05 0.595 -0.14 0.08 Age 0.00 0.01 0715 -0.02 0.03
SES -0.07 0.06 0.261 -0.19 0.06 Edu -0.10 0.07 0.110 -0.23 0.02
CoSu -045 0.14 0.001 -0.73 -0.18 Marr -0.20 024 0403 -0.66 0.28
Utilize 0.15 0.12 0218 -0.09 040 Health -0.03 0.05 0595 -0.14 0.08
SPA-M—MFRP—BIA 0.27 0.07 <0001 0.6 042 SES -0.07 0.06 0272 -0.19 0.06
Note: Cl=confidence interval; LL=lower limit; UL=upper limit; SPA-M=Sense CoSu -0.45 0.14  0.001 -0.73 -0.18
of policy alienation toward medical care policy; MFRP=Medical financial Utilize 015 012 0219 2009 039

risk perception; BlIA=Behavior intention of medical care avoidance;
Edu=Educational level; Marr=Marital status; Health=Self-rated health status;
SES=Socio-economic status; CoSu=Commercial insurance; Utilize=Healthcare
policy utilization in the preceding 12 months; SPA-M—MFRP—BIA=SPA-M
effect on BIA through MFRP.

Table 4). The cross-product term between SPA-M and sex
was statistically significant, B=0.46, p=.022, 95% CI [0.06,
0.84]. We argue that sex could amplify the effect of SPA-M
on MFRP since the interaction term between SPA-M and
sex had a positive effect on MFRP, which means that male
participants’ SPA-M level had a greater impact on their
MEFRP than was the case for female participants (male=1;
female=0).

We used simple slope analysis to explore the interac-
tion effect of SPA-M and sex difference in detail [73]
(see Fig. 2). For female participants (sex=0), we found
that SPA-M had a statistically significant positive effect
on MFRP: B=0.35, p=.022, 95% CI [0.06, 0.66]; for male
participants (sex=1), SPA-M had a statistically significant
positive effect on MFRP: B=0.81, p<.001, 95% CI [0.52,
1.06]. We then constructed an index to represent the dif-
ferences in the regression coefficients of the relationship
between SPA-M and MFRP between male and female
participants. The results showed that the 95% confidence
interval of the index, calculated by 10,000 bootstraps,
was [0.06, 0.84], which does not contain zero, mean-
ing that the regression coefficients of males and females
were statistically significantly different. Therefore, H3

Note: Cl=confidence interval; LL=lower limit; UL=upper limit; SPA-M=Sense
of policy alienation toward medical care policy; MFRP=Medical financial
risk perception; BIA=Behavior intention of medical care avoidance;
Edu=Educational level; Marr=Marital status; Health=Self-rated health status;
SES=Socio-economic status; CoSu=Commercial insurance; Utilize=Healthcare
policy utilization in the preceding 12 months; SPA-M—MFRP—BIA=SPA-M
effect on BIA through MFRP.
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Fig. 2 Interaction between SPA-M and sex on MFRP. Sex moderates
the relationship between SPA-M and MFRP; the regression coefficient
of SPA-M on MFRP is stronger for men and weaker for women. Legend:
SPA-M - Sense of policy alienation toward medical care policy; MFRP -
Medical financial risk perception
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(Sex moderates the relationship between SPA-M and
MFRP; this relationship is stronger for men and weaker
for women) is verified, indicating that sex moderated the
impact of SPA-M on MERP.

Hypothesis 4 Based on the recommendations of statisti-
cians [74], we examined whether the mediating effect of
MERP between SPA-M and BIA was moderated by sex
differences. The results showed that the mediating effect
of MERP on SPA-M and BIA was statistically significantly
positive for both female participants: B=0.16, p=.035,
95% CI [0.03, 0.33], and male participants: B=0.37,
p<.001, 95% CI [0.23, 0.54]. We then constructed an
index to represent the differences in the mediating effect
of MERP on the relationship between SPA-M and BIA for
both sexes. The results showed that the 95% confidence
interval of the index, calculated by 10,000 bootstraps, was
[0.03, 0.41], which does not include zero. Thus, although
the impact of SPA-M on medical care avoidance through
MERP was statistically significant for male and female
participants, this mediating effect was greater for male
participants. Therefore, H4 (Sex moderates the effect of
SPA-M on medical care avoidance through MFRE, and this
mediating effect is stronger in men) is supported.

Outcomes without control variables

Based on the recommendation of scientists [75, 76], we
examined whether the mediating effect of SPA-M on
BIA through MFRP was still statistically significant with-
out the control variables (including age, health status,
SES, and other control variables) in the simple media-
tion model. The results showed that the mediating effect
was still statistically significant without control variables:
B=0.26, p<.001, 95% CI [0.16, 0.39]. In the moderated
mediation model, without control variables, the cross-
product term between SPA-M and sex was statistically
significant: B=0.47, p=.017, 95% CI [0.07, 0.85]). The
mediating effect of SPA-M on BIA through MFRP was
statistically significant for both women (sex=0), B=0.16,
p=.024, 95% CI [0.04, 0.32] and men (sex=1), B=0.47,
p<.001, 95% CI [0.23, 0.51]. As for the differences in the
mediating effect of SPA-M on BIA through MFRP, when
we compared the different sexes, the 95% CI was [0.04,
0.38], which does not contain zero. These results are con-
sistent with the outcomes of our analysis including con-
trol variables, indicating robust results [76].

Discussion

Inappropriate utilization of medical care services typi-
cally implies an inefficient distribution of increased
healthcare costs with potential adverse effects on health.
Knowledge of specific psychosocial determinants can
inform targeted interventions that aim to manage medi-
cal care use. Improving people’s sense of medical care
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policy alienation to positively use medical care and build
their confidence to access services can stand in the way of
effective disease management. Consequently, it is impor-
tant to analyze whether medical care policy alienation
influences people’s medical avoidance tendency since
their psychological disconnection from the policy might
lead to different BIAs. This study found that SPA-M had a
marked impact; the stronger the SPA-M level, the higher
the possibility of BIA. We found that MERP played a fully
mediating role between SPA-M and BIA. This means that
individuals’ SPA-M could cause them to experience high
levels of MFRP, which might result in greater BIA. Fur-
thermore, sex moderated the effect between SPA-M and
MERP; the mediating impact of SPA-M on medical care
avoidance was relatively weaker among female partici-
pants than among male participants.

Practical implications

The results provide insights for a better understanding of
the impact factors behind people’s behavioral intention
toward medical care avoidance. Previous research has
focused more on how well people are covered by medical
care insurance and how much they have to pay for medi-
cal costs for the medical care insurance beyond the state’s
share. However, this study highlights that generous medi-
cal care insurance does decrease medical care avoidance
intention of middle-old aged population owing to SPA-
M. It is vital that the government pays more attention to
medical care policy alienation to improve people’s medi-
cal care policy utilization efficiency. Previous research
has shown that psychological disconnection from medi-
cal care policy leads to interruptions in receiving con-
tinuous medical treatment and damages people’s trust in
medical care institutions and doctors, which is contradic-
tory to the main purpose of national healthcare services
[31, 77, 78]. While we argue that it is important to under-
stand people’s BIA and its impact factors so that people
can use medical care resources uninterruptedly in a way
they prefer, it is also important to deliver these resources
in more effective ways.

Furthermore, we propose a greater consideration of
the role of sex differences in the analysis of the relation-
ship between SPA-M, MERP, and BIA, particularly for
practitioners. Our study enhances the literature on the
impact of sex differences on the analysis of the relation-
ship between SPA-M and BIA; such impact indirectly
expressed itself through the mediating variable MFRP
[22, 79]. We argue that reducing men’s SPA-M level
could be an effective way to mitigate their reluctance to
engage in medical help-seeking behaviors. It is necessary
to implement medical care policies by focusing on sex
difference strategies, and link the relationship between
medical care policy implementation and medical help-
seeking behaviors in different groups of people. For men,
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medical care avoidance might have great impact on fam-
ily decisions about using medical care resources, which
might lead to changes in the family’s quality of life, more
so in rural areas where men are generally the breadwin-
ners and head of the family. Therefore, men’s SPA-M level
should be carefully observed in practice in China.

Theoretical contribution

First, this study contributes to the existing literature on
the understanding of the role of SPA-M in medical care
policy. We found that the higher people’s SPA-M, the
more likely they are to avoid medical care, and the more
negative attitudes they have toward medical institu-
tions and workers because of their concerns about the
implementation and effectiveness of the medical care
policy [8]. Some studies have found lack of social sup-
port (such as lack of medical care insurance) to be an
important reason people avoid or stop medical treat-
ment [17, 76]. As this study explores the mechanisms by
which policy alienation from individual healthcare poli-
cies affects medical avoidance, it has important implica-
tions for people’s well-being, effectiveness of healthcare
policy utilization, and utilization of healthcare resources.
Our findings provide further evidence of why feelings of
alienation from the policy leads to avoidance or cessation
of medical treatment, even with insurance cover (often
more than one, such as private insurance). Second, this
study contributes to policy alienation theory by present-
ing medical care policy alienation from the perspective of
residents instead of policy executors. It shows that policy
alienation can exist even in terms of policy utilization,
providing support to the argument that policy alienation
needs to be included as a significant factor that influence
policy making process, from the perspective of policy
users. Third, this study contributes to medical care avoid-
ance theory by revealing that a new mediator can affect
people’s potential medical care avoidance behavior inten-
tion, and sex also plays an important role in the extent of
care avoidance actions.

Recommendations

First, it is important to re-examine the uneven distri-
bution of medical care resources, which has long been
cited as an explanatory factor for policy utilization ineffi-
ciency. However, Chinese reforms aimed at this problem
have not received good results. Therefore, it is necessary
to rationally and scientifically analyze the impact of the
allocation of medical care resources on residents’ medi-
cal care policy alienation, and systematically analyze the
relationship between medical care resources utilization
and medical policy implementation according to the
characteristics of policy alienation. Instead of the exist-
ing “positive thinking,” the government needs to switch
to “reverse thinking, to explore what kind of medical
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care resources allocation is needed to reduce medical
care policy alienation and improve the efficiency of social
policy utilization.

Second, it is significant to pay attention to residents’
experience of using medical care policy, such as medical
treatment and old age care experience, which can pro-
foundly affect the spillover results of their medical care
policy utilization, in turn influencing policy implementa-
tion. Residents’ experience sharing and dissemination of
medical care policy utilization has a wide-ranging impact
on their social group. This helps those who implement
the policy at the grassroots level to gain a detailed under-
standing of the difficulties they encounter in the policy
utilization process, and their experiences, feelings, and
opinions to not only expand the influence of public opin-
ion of high-quality experience but also help eliminate the
negative impact of policy alienation.

Third, it is necessary to examine the influence of tra-
ditional social customs. Residents’ sense of acquisition of
medical care policy is an important factor affecting their
policy alienation. The sense of medical care policy acqui-
sition largely depends on the accessibility of medical care
resources. However, traditional customs, as moderating
variables in this path, can affect residents’ sense of acqui-
sition of medical care policy through boundary condi-
tions. Therefore, it is recommended to pay attention to
the role of traditional customs in alienating residents
from medical care policy in different countries, sepa-
rate respect for customs from policy use behavior, and
separate residents’ compliance with traditional customs
from the actual transformation of medical care policy
resources.

Limitations

The study has certain limitations. To begin with, its
cross-sectional design means that causal inferences can-
not be made. Future research could consider using a lon-
gitudinal design, such as a cross-lagged design, to explore
possible causal relationships between SPA-M and medi-
cal care avoidance. Second, this study focused on the
outcome variable as behavioral intention toward medical
care avoidance, which is a behavioral tendency but is the-
oretically different from medical care avoidance behavior.
Although behavioral intention is one of the key factors
affecting behavior, according to psychological theories
such as the theory of planned behavior [80, 81], behav-
ioral tendency may not be completely equal to avoidance
behavior. Future research should include more objective
behavioral indicators and integrate multiple types of data
(such as medical records from medical institutions) to
explore the impact of medical policy alienation on medi-
cal care avoidance behavior. Third, this study does not
exclude the impact of other mediating variables besides
MERP. For example, it is possible that individuals’ SPA-M
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influences their trust in medical institutions, in turn
affecting their BIA. Future research should explore in
depth the mechanisms of how far SPA-M affects individ-
uals’ medical help-seeking activities. Fourth, this study
only focused on participants aged 35-59, and future
research should broaden the targeted age group. Finally,
more in-depth investigations can be carried out in other
regions of China and other countries in the future instead
of only focusing on Wuhu.

Conclusions

This study investigates whether the SPA-M of individu-
als affects BIA, and to what extent MFRP mediates the
relationship between SPA-M and BIA. Given the adverse
effects that cessation or avoidance of medical care can
have on health status, understanding why people—even
those with medical care insurance—choose to avoid or
stop treatment is important from the perspective of both
the individual and stakeholders, especially those formu-
lating or implementing medical care policy. We found
that SPA-M had a marked impact on individuals’ BIA and
that this relationship was fully mediated by MERP, associ-
ated with medical costs and moderated by sex (male and
female) differences; for men, this relationship is stronger,
and for women, it is weaker. The study provides evidence
for and insights into the intersection between elements
of policy formulation and implementation, and public
perceptions of shortcomings and risks involved in public
health policy issues.
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