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Abstract
Background: Despite the important role of feelings in health care seeking behavior (HCSB), this 
subject has not yet been adequately investigated. HCSB-related feelings begin with the onset 
of disease symptoms and persist in different forms after treatment. The aim of current study was 
to explore the feelings that women of reproductive age experience when they seek health care.
Methods: In this deductive, qualitative content analysis, participants were selected by purposeful 
sampling. Semi-structured, in-depth interviews with 17 women of reproductive age and 5 health 
care staffs in Qom, Iran were carried out until data saturation was achieved. Qualitative data 
were concurrently analyzed by deductive content analysis, using the Health Promotion Model 
(HPM). The MAXQDA10 software was used to manage qualitative data analysis.
Results:  Three main categories were drawn from data to explain the HCSB-related feelings of 
participants consisting of (1) feeling of inner satisfaction with the treatment with 2 subcategories 
including “peace of mind” and “feeling alive”, (2) multiple roles of fear with 5 subcategories 
including “fear about the consequences of delay”, “fear of having hidden diseases”, “fear 
of unknown experiences”, “fear of hearing bad news” and “fear of medical errors” and (3) 
uncomfortable feelings with 3 subcategories including “feeling uneasy when attending health 
facility”, “feeling embarrassed” and “feeling worthless due to dealing the doctor”.
Conclusion: This study revealed that the inner feelings of women varied widely, ranging from 
positive or motivating feelings to negative or inhibitory ones, given their experiences with the 
formal health care system and the current situation of medical and health services. Highlighting 
patients’ perceived inner satisfaction and reducing fear and uncomfortable feelings by adopting 
culture-based practical strategies can enhance women’s HCSB.
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Original Article

Introduction
There are various definitions for health care seeking 
behavior (HCSB), but 3 phases are shared by all these 
definitions: Identifying symptoms; perceiving the nature of 
illness and seeking care in home at first and then, if needed, 
seeking health care services, medication outside the home 
and compliance.1 Throughout these phases, many factors 
may influence individual decision to choose a treatment. 
In a comprehensive approach, seeking care depends on 
individual factors (age, gender, detection, interpretation 

and monitoring of illness symptoms, receiving education 
about the time of seeking care, income, health beliefs 
and emotional reaction),2-4 interpersonal factors (family 
support and role of friends and other social networks),5,6 

community-related factors (gender discrimination and 
sociocultural status), health care service-related factors 
(distance to health facilities, perceived quality of care, 
convenient access to medications and basic laboratory 
services, health worker attitudes and skills and trust in 
physicians)7,8 and health policies (health insurance-related 
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laws, access to free public health facilities, decentralization 
in health care, and gender equity in health-related 
sectors).9,10

As with any behavior, HCSB is also associated with 
feelings. Before, during and after a behavior, positive or 
negative feelings is encoded in memory as the information 
and is retrieved when the behavior is repeated.11 Although 
feelings and emotions play a significant role in many 
health-related decision makings, it cannot be definitely 
argued that a specific feeling leads to seeking care. Features 
related to feelings and some other external conditions may 
lead to unpredictable situations. High levels of fear, for 
example, can lead to an early attempt to treat a chronic 
disease such as cancer and acute myocardial infarction; 
however, the lower levels of fear may alleviate or delay 
attempts to seek medical care.12 In addition to fear, 
sadness can play a bilateral role when patients choose 
different types of treatment or screening. Sadness may 
increase health-related decision-making when medical 
recommendations are unclear and vice versa. Compared 
to sadness, happiness and gratitude can improve patient’s 
trust in health care services. Interestingly, anger also 
plays the same role. This means that angry patients 
are more likely to trust health professionals and accept 
their therapeutic recommendations.13 The feelings that 
patient’s experiences in dealing with health care providers 
can also affect their selection of treatments. The patient 
may experience embarrassment, shame or guilt due to 
the behaviors of health professionals or a specific type 
of treatment at any step of medical care. The power of 
these feelings may lead to discontinuation of formal 
treatment.14,15 

Feelings toward HCSB are also different between men 
and women. Gender differences contribute to developing 
specific feeling about treatment process and therefore 
welcoming or avoiding health care.14 This issue is more 
important for female patients because women contribute 
greatly to the health of families and the whole community.16 
As a significant period of women’s life, reproductive age is 
the time of being faced with unique health challenges that 
increase the risk of chronic diseases.17 Due to the increased 
exposure to chronic disease risk factors, the significance of 
timely diagnosis and early treatment increases. However, 
we are still faced with a great gap in appropriate HCSB 
and related reasons among women of reproductive age. 
In addition, to the best of our knowledge, no study has 
yet been conducted to investigate HCSB-related feelings, 
while these feelings can be a major contributor to 
starting or continuing treatment. On the other hand, the 
sociocultural and environmental factors in the community 
may contribute to a difference in people’s experiences that 
can only be investigated by using qualitative approach. 
This study was conducted, using a qualitative approach, to 
exploring the feelings of Iranian women of reproductive 
age about HCSB.

Theoretical framework
Pender’s Health Promotion Model (HPM) is a 

comprehensive model for explaining health promoting 
behaviors. This model consists of 3 categories related to 
health promotion behaviors: Individual characteristics 
and experiences; behavior-specific cognitions and affect; 
and behavioral outcome. Activity-related affect, as a 
mediator in the HPM, consists of 3 categories: Emotional 
arousal to the act itself (act related), the self-acting (self-
related), and the environment where the action occurs 
(context related). The resulting feeling can influence 
whether an individual will exhibit the behavior again 
or for the long term, or avoid it. Subjective emotional 
states are developed before, throughout, and after an 
action, depending on the stimulus features in relation to 
the behavior of interest. These affective responses can 
be mild, moderate or strong and are cognitively labeled, 
stored in memory and relate to subsequent thoughts 
associated with the behavior. The affect associated with 
the behavior represents a direct emotional reaction or 
gut level response to the behavior, which can be positive 
or negative--fun, enjoyable, delightful or undesirable? 
Behaviors associated with positive affect can occur again, 
while those associated with negative affect are more likely 
to be avoided. Both positive and negative feeling states are 
induced for certain behaviors. Thus, the relative balance 
between positive and negative affect before, throughout, 
and after the behavior should be ascertained.11

Materials and Methods
Study design 
The study was conducted from May 2016 to January 2017 
in Qom, Iran. A qualitative content analysis approach 
using the HPM was used to investigate the effects of Iranian 
women’s feelings on their HCSB. Qualitative content 
analysis can be deductive or inductive. When a qualitative 
study design is based on exiting theoretical knowledge and 
the aim of the study is to test a theory, a deductive analysis 
is adopted. The deductive content analysis consists of 3 
main steps, i.e. preparation, organization and reporting 
results. The preparation step starts with selecting the 
participants, gathering appropriate data for content 
analysis, and finding the meanings of the data both as 
separate units of meaning and as a whole. Based on the 
current theories and models, in the organization step, a 
structured or unstructured analysis matrix is formed. All 
data are frequently reviewed and coded according to the 
drawn categories. Finally, the analysis process and the 
results are reported in the reporting step.18

Participants
The participants were 17 women aged 15-49 years and 
5 health care staffs (Table 1). Inclusion criteria were 
being married, Iranian, and of reproductive age, having 
the ability to communicate appropriately, having at least 
1-year work experience for health staffs, and providing 
informed consent to participate in the study. Exclusion 
criteria were being pregnant and suffering from the 
chronic diseases that influence routine HCSB. Purposeful 
sampling method with maximum variation in terms of 
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age, educational levels, occupational status and residential 
areas was used to select women of reproductive age and 
health staffs.

Data collection
Data were collected using semi-structured, in-depth 
interviews. Interviews lasted for 35 to 65 minutes on 
average. After the participants provided consent, the 
interviews were conducted at the health centers near 
their homes. The interviews appointed the time of the 
interviews. To assure privacy, a quiet location near health 
care providing room was selected as the location of the 
interview. Before starting the interview, the second author 
clarified the objective of the study for the participants. 
All interviews were tape-recorded and continued until 
data saturation was achieved. Some questions addressed 
demographic characteristics and an interview guide was 
developed by the researchers based on the activity-related 
affect construct described in the HPM. “What feelings 
did you experience before, during and after your treatment 
seeking?” and “What feelings prevented or facilitated your 
referral to a doctor or healthcare provider?” were the 
main questions of the research. The follow-up questions 
were developed to reach more in-depth insights into the 
experiences of the participants: “Can you explain your 
experience with an example?” and “Please explain a little 
more”. Data saturation was reached after 22 interviews 
when no further information could be drawn.

Data analysis
All interviews were recorded using a digital recorder and 
then transcribed verbatim. The second author coded the 
transcripts, using unstructured categorization matrix that 
represented the categories of the HPM. Because in the 

directed content analysis, the categories are derived from 
the constructs of the current theories and models,19 the 
activity-related affect construct was considered the main 
category. Primary coding of the transcripts began and the 
new categories and sub-categories were drawn according 
to similarities and differences. The MAXQDA 10 software 
(VERBI GmbH, Germany, 2010) was used to manage the 
data analysis.

Trustworthiness and rigor
The research team maintained its long-term engagement 
with the subject and findings throughout the study 
to assure the accuracy and robustness of data, good 
communication with participants to gain their trust, 
allocation of sufficient time for participants to express 
their experiences, and enhancement of the credibility of 
data. The data dependency capability was achieved by 
external check and asking some participants to review 
some transcripts. Sampling of maximum variation (in age, 
occupation, socioeconomic status and culture) was used 
to yield greater transferability of data.

Results
The present study investigated the HCSB-related feelings 
that the Iranian women of reproductive age experience. 
Overall, 3 categories and 10 sub-categories were drawn 
from data that summarizes in Table 2.

1. Feeling of inner satisfaction with the treatment
Although most participants reported that they experienced 
negative feelings as they were seeking medical care, a 
number of participants reported experiencing positive 
feelings which arose from their feeling of inner satisfaction 
with the treatment. Feeling alive and peace of mind after 
referring to a doctor or other health professionals during 
an illness, encouraged the women to seek further care in 
the formal health care system.

1.1. Peace of mind
This feeling was due to the calmness and confidence that 
participants experienced while consulting with the doctor 
about the cause of their disease and treatment method. 
When they were assured that illness symptoms were not 
life-threatening or serious, they felt comfortable. They 
also reported that they were sometimes confused and 
bewildered due to coping with illness symptoms, which 
imposed nervous pressure on them. When the doctor 
clarified the issue with additional information, this mental 
pressure was relieved so that they felt relaxed.

“When I took medicine on myself, I’m not sure [that] 
I’d get well. Even though I’m very much confident about 
herbal drugs, when I use my herbal drug, I have some 
doubts whether it can make me good, but [when] I go to 
the doctor’s office, I feel comfortable that I’d get well then 
because my treatment has been based on the doctor’s 
opinion” (Participant 2).

“For a while, I felt that my hand was burning, my foot was 

Table 1. Participants′ characteristics

Variables
Reproductive age 

women
Health care 

staffs

Age

Range 17-47 26-45

Mean (SD) 31.91(56) 37.60 (7.43)

Educational status

Illiterate 1(5.88) -

≤12 grade  11(64.70) -

≥12 grade  5(29.42) 5 (100)

Occupational status

Housewife 11 (64.70) -

Employee  4 (23.54) 5 (100)

Self-employed 1(5.88) -

Laborer 1(5.88) -

Number of children

Range 1-6 0-4

Mean (SD) 4.25 (0.12) 2 (1.58)

Health Insurance coverage

Yes  15 (88.2) 5 (100)

No 2 (11.8) -
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burning, as if a thousand knits were being simultaneously 
snapped on my fingertip, this was much annoying for me, 
but I couldn’t find out what my problem was, every one gave 
an idea, some [people] said [that] you had diabetes, some 
[people] said [that] it was due to your nerves. I referred to 
the doctor and had a test. The doctor said: Don’t worry, the 
cause of [feeling] of your hand and foot being repeatedly 
punched by needle or your immediately getting angry is that 
your blood hemoglobin was low and you should treat your 
anemia. When I heard these [words], I felt relaxed very 
much because I was really confused” (Participant 5).

1.2. Feeling alive 
The other feeling that participants, especially those who 
had passed a hard-to-treat disease, reported was a mental 
feeling of being able to outlive after successful treatment. 
The participant no. 12 was a 40-year-old woman who 
had survived breast cancer. She described her feeling as 
follows: “I passed hard days. After you get rid of a dangerous 
disease, you’ll feel your life with all your existence. You 
thank God for every moment of being alive because you 
really understand being alive. As you get closer to death, this 
feeling gets stronger in your existence. That is, till it doesn’t 
happen to oneself, he won’t understand what I say”.

Another participant said: “I have little child, I’m wishing 
that they’ve grown up and I’ll see my children’s wedding, 
being healthy gives me more hope for long longevity, as 
you feel that you can see the future is a very good feeling” 
(Participant 17).

2. Multiple roles of fear
Fear was one of the prominent feelings that participants 
experienced. Although fear can have a negative nature, 
it can also serve as both inhibitor and facilitator of 
taking action to be treated. Many of the participants 
prioritized medical treatment due to fear of illness. They 
also reported that they were afraid of seeking care if they 
needed to use medical diagnostic procedures about which 
they did not have any information. Fear of hearing bad 
news or detecting hidden diseases during the treatment 
also brought about some degrees of stress and anxiety. 
Ultimately, the fear of medical errors led to delayed 
seeking of care.

2. 1. Fear about the consequences of delay
Some participants reported that when unpleasant 
symptoms appeared, they conducted a mental evaluation 
of the terrible consequences due to lack of referring. This 
fear forced them to refer to the health staffs. Fear of having 
a severe illness or cancer, fear of spreading the disease to 
the whole body, fear of losing organs, or fear of death as a 
result of lack of referring to the doctor were some of the 
feelings that can be included in this sub-category.

“In the medical programs of the TV, I heard that any 
disease could have bad consequences if it is not treated. 
It scares me, sometimes I think on myself if I refer late, 
something may happen at once, I may get cancer at once” 
(Participant 1).

“I know [that] all gynaecological diseases are related to 
the uterine. It’s said that all diseases enter from woman’s 
uterine. When vaginal infection remains, it grows gradually 
and turns into a mass, then it spreads out to the rest of her 
body and finally kills her, thinking of all these is very scary”( 
Participant 3).

2.2. Fear of having hidden diseases
Fear of having hidden diseases also led to taking action 
to be treated and undergo screening and laboratory tests.

“I’m a stressful woman, If I have a disease in my body 
that manifests itself late, I’m afraid of it very much. I wish 
it manifests itself sooner so that I find out [it]. Even if it’ll 
be clear that it’s not been anything but I’ve got suspicious, 
definitely I’ll refer to the doctor” (Participant 14).

“My husband works in hospital, I’m always afraid he’s got 
hepatitis or AIDS and I’ve also got from him and I myself 
don’t know. That’s why I try to have a blood test each year so 
that if I’ve got such disease, I would find out” (Participant 9).

2.3. Fear of unknown experiences 
When the participants used a medical diagnosis for the 
first time or did not have any information on their own 
treatment, they experienced fear. The participant no. 4 
described her feelings when he had to undergo endoscopy 
for the first time: “I was sitting back of the doctor’s 
room, inside the room for a woman they were conducting 
endoscopy. She cried so much, and had such a gagging voice 
that I was going to have heart attack from fear there. I would 

Table 2. Categories and subcategories of HCSB in reproductive age women

Construct Categories Subcategories

HCSB-related feelings

Feeling of inner satisfaction with the treatment 1) Peace of mind

2) Feeling alive

Multiple roles of fear

1) Fear about the consequences of delay

2) Fear of having hidden diseases

3) Fear of unknown experiences

4) Fear of hearing bad news

5) Fear of medical errors

Uncomfortable feelings
1) Feeling uneasy when attending health facility

2) Feeling embarrassed

3) Feeling worthless due to dealing the doctor

Abbreviation: HCSB, health care seeking behavior.
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say to myself, God, what are they doing there?”
Another participant experienced such feelings years 

ago when a doctor asked him to conduct MRI [Magnetic 
Resonance Imaging] for diagnosis of the cause of her back 
pain: “Doctor said to me that you should go [to have] an 
MRI, I remember that I was afraid [of it] very much. I had 
taken blood test, urine [test], and or sonography several 
times but not MRI, that time was not similar to now when 
everyone knows how it is, I knew nothing about it, I couldn’t 
say its name at all” (Participant 15).

2.4. Fear of hearing bad news 
Fear of hearing bad news was one of the reasons for 
which the participants did not refer to doctor. Many of 
the participants experienced delaying seeking health 
care for different diseases because of being afraid of 
confirming diagnosis of serious illness and the need for 
being hospitalized. 

“Now you get a common headache, you take a sedative on 
yourself [and] get well but [when] you refer to the doctor, 
it is possible that they don’t tell you good things, one says 
[that] it’s from migraine, one says [that] it’s from your brain, 
he says [that] it’s from cancer. Doctors just bring fear and 
stress for one’s soul with their words. This by itself causes 
thousands of other illnesses” (Participant 16).

“You know my mom had anemia [and] I’ve got [anemia] 
too. Her thyroid had problem, my [thyroid] got problematic 
too, now whenever I refer to gynecologist, these fears are 
with me that the doctor may tell that you too have fibroma 
they developed feelings of fear and should undergo surgery 
… when I fetched sonography to show [it] to the doctor I 
recite many Salavats so that the doctor wouldn’t say [that] 
your test hasn’t been good” (Participant 7).

2.5. Fear of medical errors
Some participants felt certain degrees of fear due to having 
experienced medical errors or knowing the people that 
have experienced such errors. The most frequent cause 
of this type of fear, was to acquire infectious diseases due 
to contact with infected medical equipment and medical 
errors in surgery.

“A relative of ours referred to the doctor [and] said [that] 
because the doctor didn’t disinfect the endoscopy tube, he’s 
got hepatitis. I’m also now afraid I refer for endoscopy or for 
example refer to dentistry. I’m always worried [and] wonder 
if I’d get hepatitis from these devices of them” (Participant 2).

“I have problem with my tonsils. When I was young, I 
should’ve been operated. Now when I catch a cold, I’m 
annoyed very much. The doctor now says [that] we do 
surgery but it’s also possible that your face or otherwise gets 
problematic, we can’t assure [you that] no problem would 
happen to you, for being afraid of that they may cause a 
catastrophe for me, I wouldn’t refer for surgery” (Participant 
9).

3. Uncomfortable feeling
Uncomfortable feeling consisted of 3 sub-categories: 

feeling uneasy due to treatment location, feeling 
embarrassed and feeling valueless due to dealing with a 
doctor.

3.1. Feeling uneasy when attending health facility
When the participants referred to public hospitals for 
treatment, they experienced uncomfortable feelings. 
The lack of privacy, the space infused with the patients’ 
suffering and pain, anxiety due to presence in the hospital 
and the remembrance of the loss of their loved ones made 
it difficult for them to tolerate the space. Many of the 
participants experienced uncomfortable feelings due to 
presence of other patients while visiting the doctor in the 
public hospitals. 

“In the public hospitals, a number of patients are sent 
inside [the doctor’s office]. One wanna say something [to 
the doctor] that he may not be willing to say in the presence 
of others. For example, when I referred for my breast 
mass problem, I encountered our neighbor, we’re visited 
simultaneously, when she found out that I have problem, the 
entire neighborhood found out.” (Participant12).

Some of them experienced uncomfortable feelings 
due to physical changes such as heart: “As soon as I enter 
the hospital, I get a heart beat. Sometimes I go as patient 
caregiver, [as if] my heart is gonna get out of my chest so 
severely that I wish to leave there as soon as possible, in our 
hospitals you go on your feet but then your coming back is 
with God[‘s will]” (Participant 7).

3.2. Feeling embarrassed
The participants reported that they were more comfortable 
with female physicians, and that if the doctor was male, 
they felt more embarrassed: “To female doctors, I tell my 
problems much more easily, sometimes when I refer to a male 
doctor, he asks me the questions that I feel embarrassed to 
answer to, for example I referred for urinary tract infection 
they asked [questions] about [my] sexual intercourse with 
my husband so one feels embarrassed” (Participant 9).

In addition, the perceptions regarding the type of 
the disease and the physician’s encounter that they had 
previously experienced induced feeling of embarrassment. 
The participant no. 10 who had presented with abnormal 
discharge from her breast since approximately one year 
ago described her feeling that prevented her from referring 
to the doctor:

“I feel embarrassed to refer to the doctor and say [that] 
purulent discharge gets out of my breast, I used to say to 
myself [that] no one has this disease, perhaps the doctor will 
ask what did you do that this condition happened to you? 
Perhaps he’ll say [that] you didn’t observe health so much 
that the infection has entered from your breast’s nipple and 
discharges black dirt, I didn’t know what to say.”

3.3. Feeling worthless due to dealing the doctor
A number of participants reported that they felt worthless 
due to previous dealing with the doctor. Some of them were 
verbally humiliated by the physicians at examinations. 
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Some others felt that the doctors did not see the patients 
well or ignored them, and therefore had uncomfortable 
feelings during treatment.

“The behaviors of some of them are too bad to talk to 
them, they don’t even reply to your hello. As if they’ve been 
thrown from elephant’s nose. They didn’t pay attention to 
you and do not treat you as a respectable person. Well, one 
is not comfortable with such doctors” (Participant 5).

“[When being] with doctors, I don’t have a good feeling. 
The doctors don’t like us. They don’t look at us as human. 
[At] that time you feel [that] you’re low. They look at us 
from the top, as if he himself or his family have never been 
sick or will [never] get ill” (Participant 13).

Discussion
The current study for the first time investigated the feelings 
of women of reproductive age in Qom, Iran as they were 
seeking health care. A patient’s feelings represent a key 
factor for his/her taking decision to be treated or not. 
While negative feelings can decrease treatment adherence, 
positive feelings are more likely to serve as a motivating 
factor for initiating or continuing treatment.20 Peace of 
mind and feeling alive were some of the positive feelings 
that our participants experienced after treatment. Rubin 
et al argued that willingness to resolve concerns and build 
confidence and peace of mind was one of the reasons that 
led swine flu patients into receiving medical counseling.21 

The study of Moridi et al on meanings of health from 
diabetic patients’ perspectives, showed that the patients 
could not feel healthy without peace of mind.22 Consistent 
with the current study, feeling alive following adherence 
to treatment among the patients has already been reported 
by some researchers.23,24 Having experienced such feelings 
can increase the likelihood of seeking health care from 
formal sources of health care. Feeling of inner satisfaction 
with the treatment indeed acts as a reward for doing a 
behavior at a later time. Health professionals can increase 
the likelihood of continuing appropriate health promoting 
behaviors among women by reminding them of the 
positive feelings they have already experienced.

Fear was one of the key feelings that participants had 
experienced since observing illness symptoms until 
initiating treatment. While fearing the consequences of 
delay and hidden illnesses encouraged them to visit health 
care staffs, they reported fear of unknown experiences, 
medical errors and hearing bad news to be emotional 
barriers to delaying it. Consistent with our study, Unger-
Saldana et al reported that feeling of fear can lead to a 
dual approach to seeking health care in women.25 The 
fear about severe and irreversible consequences in our 
participants accelerated seeking health care. In some 
studies, such consequences have been found to contribute 
to initiating treatment. For example, fear of death has been 
reported, by de Nooijer et al, to be the most prominent 
consequence of delay in referring to physicians as a 
motivating force for seeking medical care.26 It seems that 
enhancing knowledge about the symptoms of hidden 

diseases and the consequences of deferring treatment 
through various educational media can bring about some 
degrees of fear in women, which are sufficient to convince 
them of taking action to be treated. The results of a survey 
of adults in London indicated that feeling of fear in people 
who experienced at least one out of 10 symptoms of cancer 
in the past 3 months, somehow influenced their HCSB. 
Some participants sought care because of fearing the 
consequences of cancer symptoms and perceiving cancer 
development due to these symptoms. Besides that, fear due 
to being aware of having cancer in some women does not 
allow them to consult their doctors about their problems.27 
A study conducted by the National Cancer Institute’s 2008 
Health Information National Trends Survey (HINTS), has 
revealed that fear of hearing bad news such as confirmed 
diagnosis of disease or exacerbation of a previously 
diagnosed condition is one of the main reasons for 
avoiding medical care among American adults.28 Learning 
skills for communicating with patients, especially how 
to deal with patients’ emotional reactions to bad news, 
helps clinicians to lead patients into developing positive 
attitudes toward disclosure of disease-related news.29

Lack of information about disease and its treatment is 
often associated with certain degrees of fear and concern. 
The study of Peek et al demonstrated that fear due to 
lack of information about the procedure to be performed 
during a mammography process was one of the reasons 
for not referring for screening tests such as screening 
mammogram.30 Health care providers are required to 
help patients reduce their levels of fear due to ambiguities 
regarding treatment process by clarifying all steps of 
treatment and particularly the way in which clinical 
testing is carried out.

In our study, some women reported avoiding diagnostic 
test or medical care due to fear of possible medical errors 
throughout treatment process. Taking decision to use 
formal health care systems will become more common 
if health care services are high quality and error-free in 
addition to being based on patient preferences.31 Because 
patients’ perceptions of medical errors or, in their own 
words, medicine-associated complications influence their 
satisfaction and consequently treatment adherence, they 
should be taken into account even if they do not reflect an 
undesirable situation in reality.32 Along with compliance 
with the international standards for reducing medical 
errors, patients should be sufficiently assured that attempts 
are being made to deliver high quality care to them.

The current study also showed uncomfortable 
feelings that women experienced as treatment began. 
The participants in our study reported to experience 
uneasy feelings as they attended health facilities and 
felt embarrassed and worthless in dealing with health 
care staff. Some researchers have reported that as the 
patients are seeking health care, they may experience 
uncomfortable feelings due to certain issues such as 
physical examination, procedures and conditions of 
performing health care services, and talking with health 
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care staff about certain symptoms of disease.28,33,34 A 
qualitative study in public hospitals in Iran showed that 
the female patients’ uncomfortable feelings were mainly 
due to inappropriate hospital attire and the presence of 
male staff, visitors and patient in the room or other care 
units. Some participants also reported that they felt that 
hospital staff do not like and respect them.35 Nikbakht 
Nasrabadi et al have argued that seeking information 
about problems related to the genitalia and sexual health 
is the main reason for feelings of embarrassment among 
Iranian women compelling them to ignore the problem 
or to seek health care from non-formal sources of health 
care.36 Since maintaining the value and dignity of a patient 
is one of his/her fundamental rights, it is better, in any 
community, to provide health care services in accordance 
with the sociocultural and religious backgrounds of 
individuals. Optimizing the environments of public health 
facilities with respect to privacy and physician and patient 
gender concordance, strengthening the communication 
skills of health care providers to deal with patients in an 
unbiased manner, and avoiding humiliating or neglecting 
them can reduce uneasy feelings in patients. If we seek to 
have patients use the health care of formal health facilities 
more frequently, health professionals need to modify their 
communication with patients in addition to encouraging 
them to maintain positive feelings and reduce inhibitory 
ones. Health professionals can improve patients’ inner 
feelings if they put themselves in their shoes and look at 
the situation from their viewpoints. Public health facilities, 
as the most frequently referred health care centers, also 
need to reform their physical structure and improve the 
quality of the health care services they provide.

A limitation of our study was enrollment of the 
participants only from urban areas. Because geographical 
and sociocultural contexts of rural and urban areas are 
different, it seems that valuable data on rural women 
can also be drawn. Therefore, additional studies with 
subjects of different ages are recommended to obtain 
more comprehensive information on Iranian women’s 
experiences with HCSB. 

Conclusion
The results of the current study provided novel information 
about the feelings of women before, during and after 
seeking health care services. Although this issue has been 
less frequently studied comprehensively, the determinative 
role of feelings in starting and continuing HCSB cannot 
be disregarded. Enhancing patients’ inner satisfaction 
toward formal health services and reducing fear and other 
uncomfortable feelings by adopting sociocultural-based 
practical interventions can improve women’s HCSB.

Ethical approval
Ethical approval for this study was obtained from the 
Institutional Review Board at School of Public Health, Shahid 
Sadoughi University of Medical Sciences, Yazd, Iran (IR.SSU.
SPH.REC.1394.89). The participants provided written informed 
consent before each interview. Participation in this study was 

voluntary, and the women were assured that they could withdraw 
from the study at any time without any effect on the quality of 
free health care services they received.

Competing interests
The authors declare no conflict of interest.

Authors’ contributions
This study was a part of PhD thesis of the second author (TR). 
TR and MAM developed the framework of the study. Qualitative 
data collection and initial analysis was conduct by TR. MAM, 
TF, HF and SM contributed to all stages of the research, final 
analysis and editing, and commented on the paper. All authors 
read and approved the final version of manuscript.

Acknowledgements
This study was financially supported by Shahid Sadoughi 
University of Medical Sciences, Yazd, Iran. The authors wish to 
appreciate all women for their participation in this study.

References
1.	 Olenja J. Health seeking behaviour in context. East Afr Med 

J. 2003;80(2):61-2. doi: 10.4314/eamj.v80i2.8689.
2.	 Sule SS, Ijadunola KT, Onayade AA, Fatusi AO, Soetan RO, 

Connell FA. Utilization of primary health care facilities: 
lessons from a rural community in southwest Nigeria. Niger 
J Med. 2008;17(1):98-106. doi: 10.4314/njm.v17i1.37366.

3.	 Khakbazan Z, Taghipour A, Latifnejad Roudsari R, 
Mohammadi E. Help seeking behavior of women with self-
discovered breast cancer symptoms: a meta-ethnographic 
synthesis of patient delay. PloS One. 2014;9(12):e110262. 
doi: 10.1371/journal.pone.0110262.

4.	 Thompson AE, Anisimowicz Y, Miedema B, Hogg W, 
Wodchis WP, Aubrey-Bassler K. The influence of gender 
and other patient characteristics on health care-seeking 
behaviour: a QUALICOPC study. BMC Fam Pract. 
2016;17:38. doi:10.1186/s12875-016-0440-0.

5.	 Ohashi A, Higuchi M, Labeeb SA, Mohamed AG, Chiang 
C, Aoyama A. Family support for women’s health-seeking 
behavior: a qualitative study in rural southern Egypt (Upper 
Egypt). Nagoya J Med Sci. 2014;76(1-2):17-25. 

6.	 Kim W, Kreps GL, Shin CN. The role of social support and 
social networks in health information-seeking behavior 
among Korean Americans: a qualitative study. Int J Equity 
Health. 2015;14:40. doi: 10.1186/s12939-015-0169-8.

7.	 Kiwanuka SN, Ekirapa EK, Peterson S, Okui O, Rahman MH, 
Peters D, et al. Access to and utilisation of health services 
for the poor in Uganda: a systematic review of available 
evidence. Trans R Soc Trop Med Hyg. 2008;102(11):1067-
74. doi: 10.1016/j.trstmh.2008.04.023.

8.	 Cooper-Patrick L, Powe NR, Jenckes MW, Gonzales JJ, 
Levine DM, Ford DE. Identification of patient attitudes 
and preferences regarding treatment of depression. J 
Gen Intern Med. 1997;12(7):431-8. doi: 10.1046/j.1525-
1497.1997.00075.x.

9.	 Chomi EN, Mujinja PG, Enemark U, Hansen K, Kiwara 
AD. Health care seeking behaviour and utilisation in a 
multiple health insurance system: does insurance affiliation 
matter? Int J Equity Health. 2014;13:25. doi: 10.1186/1475-
9276-13-25.

10.	 Hutchinson P, Akin J, Ssengooba F. The impacts of 
decentralization on health care seeking behaviors in 



Morowatisharifabad et al

Health Promot Perspect, 2018, Volume 8, Issue 178

Uganda. Int J health Plann Manage. 2006;21(3):239-70. doi: 
10.1002/hpm.848.

11.	 Pender NJ, Murdaugh CL, Parsons MA. Health Promotion 
in Nursing Practice. 7th ed. Boston, MA: Pearson; 2015.

12.	 Dubayova T, van Dijk JP, Nagyova I, Rosenberger J, 
Havlikova E, Gdovinova Z, et al. The impact of the 
intensity of fear on patient’s delay regarding health care 
seeking behavior: a systematic review. Int J Public Health. 
2010;55(5):459-68. doi: 10.1007/s00038-010-0149-0.

13.	 Ferrer R, Klein W, Lerner J, Reyna V, Keltner D. Emotions 
and health decision making: Extending the Appraisal 
Tendency Framework to improve health and healthcare. 
In: Roberto CA, Kawachi I, eds. Behavioral Economics 
and Public Health. New York, NY: Oxford University Press; 
2015. p. 101-31.

14.	 Balfe M, Brugha R, O’ Donovan D, O’ Connell E, Vaughan 
D. Triggers of self-conscious emotions in the sexually 
transmitted infection testing process. BMC Res Notes. 
2010;3:229. doi: 10.1186/1756-0500-3-229.

15.	 Durey A, McAullay D, Gibson B, Slack-Smith L. Aboriginal 
health worker perceptions of oral health: a qualitative study 
in Perth, Western Australia. Int J Equity Health. 2016;15:4. 
doi: 10.1186/s12939-016-0299-7.

16.	 Ehrhardt AA, Sawires S, McGovern T, Peacock D, Weston 
M. Gender, empowerment, and health: what is it? How does 
it work? J Acquir Immune Defic Syndr. 2009;51(3):96-105. 
doi: 10.1097/QAI.0b013e3181aafd54.

17.	 Amparo P, Farr SL, Dietz PM. Chronic disease risk 
factors among American Indian/Alaska Native women of 
reproductive age. Prev Chronic Dis. 2011;8(6):118.

18.	 Elo S, Kyngas H. The qualitative content analysis process. 
J Advanc Nurs. 2008;62(1):107-15. doi: 10.1111/j.1365-
2648.2007.04569.x.

19.	 Moretti F, van Vliet L, Bensing J, Deledda G, Mazzi M, 
Rimondini M, et al. A standardized approach to qualitative 
content analysis of focus group discussions from different 
countries. Patient Educ Couns. 2011;82(3):420-8. doi: 
10.1016/j.pec.2011.01.005.

20.	 Consedine NS, Moskowitz JT. The role of discrete emotions 
in health outcomes: a critical review. Appl Prev Psychol. 
2007;12(2):59-75. doi: 10.1016/j.appsy.2007.09.001.

21.	 Rubin GJ, Amlot R, Carter H, Large S, Wessely S, Page L. 
Reassuring and managing patients with concerns about 
swine flu: qualitative interviews with callers to NHS Direct. 
BMC Public Health. 2010;10:451. doi: 10.1186/1471-2458-
10-451.

22.	 Moridi G, Valiee S, Nasrabadi AN, Nasab GE, Khaledi 
S. Meanings of health for Iranian diabetic patients: a 
qualitative study. Electron Physician. 2016;8(9):2904-10. 
doi: 10.19082/2904.

23.	 Solli HP, Rolvsjord R. “The Opposite of Treatment”: 
a qualitative study of how patients diagnosed with 
psychosis experience music therapy. Nord J Music Ther. 
2015;24(1):67-92. doi: 10.1080/08098131.2014.890639.

24.	 Kocan S, Gursoy A. Body image of women with breast 
cancer after mastectomy: a qualitative research. J Breast 
Health. 2016;12(4):145-50. doi: 10.5152/tjbh.2016.2913.

25.	 Unger-Saldana K, Infante-Castaneda CB. Breast cancer 
delay: a grounded model of help-seeking behaviour. 
Soc Sci Med. 2011;72(7):1096-104. doi: 10.1016/j.
socscimed.2011.01.022.

26.	 de Nooijer J, Lechner L, de Vries H. A qualitative study 
on detecting cancer symptoms and seeking medical help; 
an application of Andersen’s model of total patient delay. 
Patient Educ Couns. 2001;42(2):145-57. doi: 10.1016/
S0738-3991(00)00104-X.

27.	 Whitaker KL, Macleod U, Winstanley K, Scott SE, Wardle 
J. Help seeking for cancer ‘alarm’ symptoms: a qualitative 
interview study of primary care patients in the UK. Br J Gen 
Pract. 2015;65(631):96-105. doi: 10.3399/bjgp15X683533.

28.	 Taber JM, Leyva B, Persoskie A. Why do people avoid 
medical care? A qualitative study using national data. J Gen 
Intern Med. 2015;30(3):290-7. doi: 10.1007/s11606-014-
3089-1.

29.	 Cherny NI. Factors influencing the attitudes and 
behaviors of oncologists regarding the truthful disclosure 
of information to patients with advanced and incurable 
cancer. Psychooncology. 2011;20(12):1269-84. doi: 10.1002/
pon.1853. Epub 2010 Sep 28.

30.	 Peek ME, Sayad JV, Markwardt R. Fear, fatalism and breast 
cancer screening in low-income African-American women: 
the role of clinicians and the health care system. J Gen 
Intern Med. 2008;23(11):1847-53. doi: 10.1007/s11606-
008-0756-0.

31.	 McDonald KM, Bryce CL, Graber ML. The patient is 
in: patient involvement strategies for diagnostic error 
mitigation. BMJ Qual Saf. 2013;22(2):33-9. doi: 10.1136/
bmjqs-2012-001623. 

32.	 Kistler CE, Walter LC, Mitchell CM, Sloane PD. 
Patient perceptions of mistakes in ambulatory care. 
Arch Intern Med. 2010;170(16):1480-7. doi: 10.1001/
archinternmed.2010.288.

33.	 Green CA, Johnson KM, Yarborough BJ. Seeking, 
delaying, and avoiding routine health care services: patient 
perspectives. Am J Health Promot. 2014;28(5):286-93. doi: 
10.4278/ajhp.120702-QUAL-318.

34.	 Welch LC, Taubenberger S, Tennstedt SL. Patients’ 
experiences of seeking health care for lower urinary tract 
symptoms. Res Nurs Health. 2011;34(6):496-507.

35.	 Ebrahimi H, Torabizadeh C, Mohammadi E, Valizadeh S. 
Patients’ perception of dignity in Iranian healthcare settings: 
a qualitative content analysis. J Med Ethics. 2012;38(12): 
723-8. doi: 10.1136/medethics-2011-100396.

36.	 Nikbakht Nasrabadi A, Sabzevari S, Negahban Bonabi T. 
Iranian women’s experiences of health information seeking 
barriers: a qualitative study in Kerman. Iran Red Crescent 
Med J. 2015;17(2):e25156. doi: 10.5812/ircmj.25156.


