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ABSTRACT 
 
 

 For decades, the government has been a leading provider in health information for family 

physicians and the medical community. Only recently, however, have most people gained the 

ability to read government findings and recommendations. This information is disseminated 

online via government websites and through resources like fact sheets distributed by the Centers 

for Disease Control and Prevention (CDC, 2014) or studies published on the National Institutes 

of Health (NIH) website. While attempting to determine the magnitude of this influence 

empirically, the present study will examine the relationship between perceived credibility of 

government health information and individuals’ political beliefs and interpersonal trust. 

Participants in this study included a random selection of 4,000 individuals attending classes at an 

urban university. They took online surveys, including a Pew Political Typology Survey (Pew 

Research Center, 2011), a Perception of Threat and Willingness to Comply Measure (Barr et al., 

2008), and a demographics survey. The researcher performed an exploratory multiple regression 

analysis to evaluate how well three variables predicted the degree to which a participant would 

follow government health recommendations during a major disease outbreak. The linear 

combination of the best predictor variables—concern, t (154) = 2.80, Cohen’s d = 0.45, p < 0.01; 

credibility of government health information, t (154) = 6.10, Cohen’s d = 0.98, p < 0.01; and 

agreement to follow government guidelines about sexually transmitted diseases, t (154) = 9.614, 

Cohen’s d = 1.55, p < 0.001—were significantly related to agreement that a participant would 

follow government health recommendations during a major disease outbreak, F (3,154) = 101.35, 

p < 0.001. The adjusted R squared was 0.66.  Whether or not an individual follows government 

health recommendations can be predicted from other variables, and doing so will allow health 

professionals to address this when disseminating health information and developing curricula.  
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CHAPTER 1 
 

INTRODUCTION AND LITERATURE REVIEW 
 
 

We are in a new era when patients are able to get their health information directly from 

government sources as opposed to their family physicians, friends, or relatives. While the 

government has been a leading provider in health information for family physicians and the 

medical community in the past, now virtually everyone has the ability, through the Internet, to 

read and evaluate government findings. In the United States, government organizations such as 

the Centers for Disease Control and Prevention (CDC), the National Institutes of Health (NIH), 

the Surgeon General, and local health departments regularly disseminate published studies of 

government recommendations and findings online. Health consumers can now evaluate and use 

previously inaccessible information with speed and ease.  

This research will examine the determinants of perceived credibility of government 

information—such as political ideology, political beliefs, and interpersonal trust—while 

attempting to determine the magnitude of this influence empirically. In an attempt to understand 

which individuals view government health information as more or less credible, one must 

understand how they normally evaluate information. The classic communication model will 

assist in helping the reader understand the dynamics of conveying a health message. In the 

classic communication model, transmission of an idea is comprised of four components: 

receiver, source, source, message, and channel (Kassin, Fein, & Markus, 2013). The source 

refers to the person or organization that conveys the message. The message is the actual content 

and, in this case, health information such as the CDC’s Fact Sheet (CDC, 2014) and Healthy 

People 2020 (U.S. Department of Health Human Services, 2012). The channel is the medium 
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through which the information flows, such as an interpersonal conversation, a paper handout, or 

a website. The receiver is the intended recipient of the message.  

1.1 The Receiver 

The recipient of information in the classic communication model is the receiver.  The 

government distributes health information to a wide variety of people, including not only the 

general populous but also doctors, researchers, healthcare professionals, and scientists around the 

world.  All of these individuals evaluate health information differently based on a variety of 

characteristics. Human cognition researchers study the evaluation of new information as a facet 

of human cognition. Individuals process information as motivated reasoners (Kunda, 1990). This 

means that people attempt to retain and interpret the world with accurate information but with a 

biased interpretation. This perception is biased by personal beliefs, preconceived notions around 

political parties and political issues, and ideals that make up a person’s schema about 

information from the government. These ideas are most likely acquired through the motivated 

reasoning process known as hot cognition (Zelazo & Müller, 2002). Through the motivated 

reasoning process, individuals will usually give more credence to evidence that supports their 

worldviews or claims, and they will tend to discount evidence that does not support those claims. 

This applies to all information people receive, but the judgment of government information 

specifically involves several additional cognitive tests. The amount of trust the receiver feels 

towards the source has been researched extensively as part of the classical communication 

model, and the amount of trust the receiver has for the source is discussed in terms of the level of 

interpersonal trust (Botan & Taylor, 2005; Burgoon & Hale, 1984; Giffin, 1967; Nienaber & 

Schewe, 2011; Pearce, 1974; Tuppen, 1974; Wilson & Sherrell, 1993; Wooten & McCroskey, 

1996). Within the context of social learning theory, Rotter (1967) originally defined 
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interpersonal trust as a generalized expectancy held by an individual that the word, promise, or 

oral or written statement of another individual or group can be relied upon. Accordingly, 

individuals with high levels of interpersonal trust are more trusting of the government (Cook & 

Gronke, 2005; Davis & Silver, 2004). This does not mean that these individuals are gullible. 

Rather, they are more likely to give individuals and institutions several opportunities to be 

trusted (Rotter, 1980).  

Some researchers have argued that low levels of trust in the government are one of the 

consequences of continuing political polarization (Hetherington & Rudolph, 2014). In this sense, 

polarization involves the radicalization of opinion, ideological division, and preference 

alignment with those of a political party or ideology (Baldassarri & Gelman, 2008). Until 

recently, mass political polarization was thought to be a myth (Fiorina & Abrams, 2008). For 

example, DiMaggio, Evans, and Bryson (1996) used results from more than 20 years of the 

General Social Survey and the University of Michigan’s Center for Political Studies National 

Election Survey, which has shown that the distribution of political affiliation has remained 

constant since the mid-70s.  

Other researchers argue that polarization is a plank used in political and media realms to 

influence or obfuscate the truth from the population (Fiorina & Abrams, 2008). Instead of a mass 

political polarization, Fiorina and Abrams presented evidence of a polarization of the political 

elites through the process of “party sorting,” whereby leaders of political parties (elected 

officials, party organizers) shift into the party that best fits their personal beliefs. This, then, is 

followed by a mass slow-paced sorting of the electorate, whereby individuals recognize changes 

in the stances of the political parties and they follow en masse. Much research supports the 

notion of perceived political polarization (Arceneaux, Johnson, & Murphy, 2012; Baldassarri & 
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Bearman, 2007; Prior, 2013). Van Boven, Judd, and Sherman (2012) hypothesize that perceived 

polarization represents a form of social projection in which individuals project their own partisan 

beliefs onto others. In this view, polarized people perceive others as polarized and, in turn, 

spread the message that voters as a whole are polarized. 

In recent years, the work of Fiorina and Abrams (2008) has been critiqued by many (A. 

Abramowitz, 2011; A. I. Abramowitz, 2010; A. I. Abramowitz & Saunders, 2008; Bowman, 

2010; Layman, Carsey, & Horowitz, 2006). For these critics, interpreting the normally attained 

bell curve ignores the underlying complexity of changing social attitudes. Therefore, for these 

researchers, it is better to conceptualize the bell curve and the distribution of conservative to 

liberal as numerous groups with inter-related political positions and concerns, with their own 

distributions overlapping each other. The majority of people in these sub-groups have the same 

stances on most issues, and the research indicates that members of these groups typically only 

disagree on key “hot-button issues.”  

Nevertheless,  Fiorina and Abrams (2008) offer an explanation for this phenomenon as 

well. They argue that the mass sorting of the “elite” members of the party may have been a 

contributing factor in the polarization beyond what critics anticipated.  The cause of polarization 

could also be the continuation of a decades-long culture war (Hunter, 1991). In summary, many 

researchers have presented numerous explanations for this polarization; unfortunately, no 

consensus has been reached. 

Researchers have already found numerous negative consequences to party polarization of 

an individual’s attitudes and beliefs. Sinclair (2002) found that the American population sees a 

decline in the civility of American politics due to the partisan nature of the major political 

parties’ dialogue. Others postulate that increased polarization has contributed to the following 
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conditions: lack of trust in government, lack of interest in participating in politics, low electoral 

turnout among voting U.S. citizens, an increase in political alienation, and a decline in party 

identification around the country (Dionne, 2004; Fiorina, Abrams, & Pope, 2005; King, 1997; 

Shea, 2003). Still, one positive effect of mass political polarization is a resurgence of party 

identification; however, this is paralleled by increased negativity toward the other party 

(Hetherington, 2001).  

This political polarization has had a startling effect on the efficacy of government health 

information campaigns. After all, if a person’s chosen political party does not hold the “political 

majority” or retain key political offices, then the bias that results from polarization may cause 

that person not to trust government health information as a whole.  

As more individuals hold polarized viewpoints, there is an increased need to understand 

how these individuals view the credibility of government health information, especially since 

those opinions may differ from those of people without polarized political beliefs. At the least, 

people with polarized views may have a negative bias towards health information distributed by 

a government comprised mainly of the opposite party. At the worst, these individuals may not 

take precautions recommended by the government to prevent disease because someone of a 

different political affiliation leads the government. For this reason, it is important to learn more 

about how people evaluate information differently when the government disperses it.  

When evaluating trust in government, it is necessary to understand the role that 

salience—the state of being important or noticeable (Merriam-Webster Inc., 2004)—plays in an 

individual’s decision-making process. The study of salience is not restricted to one field but 

rather includes psychology, communication, and political science, among other fields. The 

degree of salience of any given object is dependent on three different dimensions: direct 
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experience, self-interest, and an individual’s needs and aspirations (Crano, 1995). The first 

dimension, direct experience, refers to an individual’s past experiences, positive or negative, that 

may affect the potency of the concept. The second dimension, self-interest, refers to an 

individual’s perceived recognition that the consequences of not acting on the information will 

negatively affect them. The final facet of salience is needs and aspirations. In other words, how 

relevant is the topic to the current physiological and psychological needs of the individual? For 

example, an ad featuring water will be more noticeable to a parched person than to a person who 

is not thirsty. The source of the information can have different degrees of salience for people. 

1.2 The Source 

Whoever disseminates information in the classic communication model is the source. For 

purposes of this research, the source will be the U.S. government, both locally and federally. 

According to the classic communication model, it is possible that some people apply extra 

scrutiny to information disseminated by the government because they hold negative views of the 

government. This is especially true in the event of a disease outbreak. In fact, researchers have 

found that, in the event of a disease outbreak (like the 2009 H1N1 influenza pandemic), 

government health information is evaluated on the basis of three additional dimensions: 

credibility, feasibility, and costs (Teasdale & Yardley, 2011).  

What, then, is the state of the U.S. government’s credibility in the eyes of the populace? 

In their study of the 2009 H1N1 outbreak, Teasdale and Yardley (2011) found “a general 

skepticism towards media and government” in groups. This is supported by Zeleny and Thee-

Brenan (2011), who reviewed a New York Times/CBS news poll finding that trust in government 

is at a historic low. Additionally, the Pew Research Center (2013) found that, in October of 2013, 

only 19% of the sample said that they trust the government to do the right thing most of the time 
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or always. According to this same study, the majority of the sample had favorable opinions of 12 

of 13 federal agencies, with the exception of the Internal Revenue Service. The authors 

postulated that the respondents felt Congress and the president were not to be trusted, as opposed 

to federal agencies. This is in line with the findings of Dutta-Bergman (2003), who illustrated 

that the federal government’s websites were rated as one of the three most trusted sources of 

health information on the Internet, along with personal doctors and medical universities. 

Nevertheless, despite this seeming trust of government agencies, elected officials lack 

credibility in the eyes of the populace. The reason for this paradox in distrust is unclear. Those 

polled by the Pew Research Center have blamed members of Congress consistently since 2010 

for the lack of trust in government. Cook and Gronke (2005) argue that this high level of 

measured distrust is a result of incorrectly measuring trust in government. For this reason, they 

created an item of trust in government that accounted for active trust and active distrust, while 

still accounting for those individuals who do not trust or distrust the government.  

It is also important to note that when salience of a political issue is low, political trust has 

little influence; it has a strong impact on very salient issues (Hetherington & Husser, 2012). For 

example, an individual without any children would not have an interest in information about 

vaccines that children receive, so the level of political trust would not strongly affect the 

information’s perceived credibility. In this case, the individual ignores the message about 

vaccines due to his/her low level of interest.  

Although the federal government is a leading provider of health information, it is also 

vital to understand the different mechanisms that contribute to trust in the local/subnational 

government. What constitutes trust in local government is a hotly debated subject (Rahn & 

Rudolph, 2002). However, researchers seem to agree that an individual’s tendency to trust her or 
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his local government relies on three components: citizen attachment (Glaser, Bruckner, & 

Bannon, 2010), collaboration with community organizations, and social capital (Brehm & Rahn, 

1997; Brewer & Sigelman, 2002). Citizen attachment is the degree of commitment the citizen 

feels for the community, while social capital refers to the degree of investment the citizen has in 

the community. Fewer people take a direct role in the federal government, so there is less 

opportunity to build citizen attachment or social capital. Previous research has found that trust in 

the federal/national government is a combination of different factors, including personal social 

trust (Glaser et al., 2010; Rahn & Rudolph, 2002).  

Additionally, trust in local and federal government share several driving forces, including 

the perception that the government is interested in improving social equity for future generations 

(Glaser, 2014; Glaser et al., 2010). Perceiving that the government cares about intergenerational 

equity is also important to a wide range of individuals, regardless of several demographic factors 

including income. Some have argued that the amount or lack of trust in government is related to 

a group’s access to social services. In recent years, states and local governments have taken the 

primary responsibility to provide these service to their citizens (Rahn & Rudolph, 2002). We 

may then posit that, as this “devolution revolution” occurs, the importance of trust in local 

government will only increase. Brewer and Sigelman (2002) provided evidence that employees 

of federal and local governments trusted the government more than people that did not work at 

any type of government job. Rahn and Rudolph (2002) found that liberals trust national 

government more than conservatives, that conservatives trust local government more than 

liberals, and that both groups trust national government less than local government. 

Worsley (1989) and Närhi (2007) found that the perceived reliability of health 

information has a tiered system of influence. They determined that information most credibly 
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perceived by participants came from doctors and other healthcare professionals such as nurses 

and drug regulatory authorities. Participants viewed friends and relatives along with media 

sources such as television, newspapers, and magazines as less-credible sources. Although there is 

not agreement between Worsley (1989) and Närhi (2007) on the precise order of this tiered 

system, it helps to understand that people view health information as more or less reliable 

depending on the source, whether this is a patient’s doctor, family, friends, or media sources. 

Freed, Clark, Butchart, Singer, and Davis (2011) found that individuals most frequently report 

trusting their child’s doctor for information regarding vaccines, followed by other healthcare 

providers, and then government vaccine experts/officials. They also found that 67% trusted the 

information provided by friends and family, and 65% trusted the information researchers said 

was provided by parents who believed their children were harmed by a vaccine.  This tiered 

system of influence is even more complex because the government releases health information 

online through publications on websites of the NIH, CDC, and Environmental Protection Agency 

(EPA). Peer-reviewed articles and program details from these organizations are available to 

anyone with Internet access. Naturally, the content of the message is also important to consider 

when discussing the way people respond to new information. 

1.3 The Message 

The message in the classic communication model refers to the content of the information 

being delivered (Kassin et al., 2013). The purpose of this study is to examine the credibility of 

messages concerning health information. The content of information affects the degree to which 

the receiver is accepting or critical of the message. Some individuals will be more interested in a 

message, such as young adults and college students hearing a message about sexually transmitted 

diseases (STDs), or older adults or those in failing health hearing a message about a major 
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disease outbreak. The content can be disseminated strategically to illicit the desired response 

from the receiver. One strategy involves overwhelming an audience with a verbose, detailed 

message. The sheer volume of information is enough to convince less-attentive or uninterested 

audiences of the truth of an argument. However, this approach exposes the argument for full, 

sometimes-critical examination by more thoughtful, attentive audiences.  

Another strategy used in the communication message is the positioning of key points. In 

communication studies and psychology, researchers call this the latency or primacy effect, 

depending on the location of the important message. The placement of the message at the 

beginning or end of a discussion can be an important determinant as to whether or not the 

audience will remember it. When trying to change attitudes, the degree of difference between the 

message and what a person believes is important. If a message is presented with an extreme 

amount of discrepancy, then one may hope that at least a small change is elicited. However, 

research has shown that audiences change their minds the most when there is only a moderate 

amount of discrepancy (Bochner & Insko, 1966).  

The dissemination of a message can also occur in such a way that arouses the receiver’s 

fears. For example, a trial lawyer may appeal to jurors by arguing that a not-guilty verdict will 

release a violent criminal to the streets where a similar crime could happen again. Alternatively, 

instead of appealing to a receiver’s fears, the message can be presented in such a way as to evoke 

positive emotions. Research has shown that, when people are in a positive mood, they are more 

generous, more sociable, and more positive about a wide variety of topics (Isen, 1984a, 1984b; 

Isen & Daubman, 1984; Isen, Daubman, & Nowicki, 1987). 

These approaches to framing a message are referred to as informational strategies, and 

they are implemented by a variety of people including marketers, advertisers, and consumer 
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behaviorists (Loken, 2006). The message itself does not exist entirely separate from the way the 

message is presented. The method of presentation of the message to the receiver is the channel.   

1.4 The Channel 

 The channel in the classic communication model refers to the method the receiver uses to 

transmit the message. One channel the government frequently uses to distribute health 

information is government websites. Because the Internet is a ubiquitous source of information, 

its relative value as a content provider directly affects how Americans evaluate the health 

information they receive through this vehicle. Extensive research has looked at how individuals 

evaluate information on the Internet (Pan & Chiou, 2011; Robins, Holmes, & Stansbury, 2010; 

Wu, Van der Heijden, & Korfiatis, 2011). Participants consistently rate health information on the 

web from sources of information other than the government as unreliable (Eysenbach, Powell, 

Kuss, & Sa, 2002; Impicciatore, Pandolfini, Casella, & Bonati, 1997). In terms of reliability of 

health information, consumers show equal trust in credible sources (such as the National Cancer 

Institute, American Lung Association, and the American Cancer Society) as they do for generic 

webpages (Bates, Romina, Ahmed, & Hopson, 2006).  What determines whether people 

implement the recommendations they discover? They consider their own personal beliefs, what 

barriers stand in the way of following the advice, and whether or not they perceive there to be a 

large enough threat to warrant such actions (Teasdale & Yardley, 2011). For example, the elderly 

population sample considers perception of threat and risk very important when making health 

related decisions in a crisis. It is reasonable to assume this would apply to the most-vulnerable 

populations, depending on the risk.  

One of the most valuable tools that a community health worker or a public health officer 

has is the ability to disseminate information. If the population receiving the health information 
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discounts that information or does not find it credible for whatever reason, the tool loses its 

utility. It is also increasingly important for researchers and community health workers to 

understand if and how an individual’s personal political beliefs affect a person’s perceptions 

about the accuracy of the information they are delivering. Researchers will gain a better 

understanding of perceived reliability in government health information by exploring the 

variables associated with that perceived reliability. This will allow health professionals to modify 

the way government health organization disseminate information so as to decrease the number of 

people who discount or do not accept health information from the government. Exploring this 

judgment and evaluation forms the purpose of this study. 

 The author of this study was primarily interested in college students’ perceptions of the 

credibility of government health information. From a public health standpoint, understanding 

why college students discredit or disregard government health information allows prevention and 

intervention programs to reduce barriers that would prevent implementation in the future.  

It is vital for community health workers to understand how their patients’ preconceived notions 

and beliefs can affect the dissemination of information. After all, attempting to convince patients 

to take action to improve their health becomes more difficult when the patient discounts the 

health information simply because it comes from the government. This is especially relevant for 

researchers and community health workers that use government funds or work with government 

organizations because the government is a valuable resource for collaboration, the population’s 

conflicting views notwithstanding. 
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1.5 Hypotheses 

This exploratory study examined three hypotheses: 

 Hypothesis 1: As participants’ perceived credibility of government increases, so will their 

reported willingness to cooperate with government suggestions during a public health 

crisis. 

 Hypothesis 2: Perceived credibility of government information will be positively 

associated with interpersonal trust. 

 Hypothesis 3: Individuals whom the Pew Political Typology Survey identifies as being 

conservative are less likely to perceive government health information as credible, and 

individuals identified as progressive are more likely to perceive that information as 

credible. 
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CHAPTER 2 
 

METHODS 
 
 

2.1 Participants 

The researcher obtained participants by randomly selecting a group of 4,000 individuals 

attending classes at an urban university in the Midwest (Wichita State University). The 

university administration randomly selected 4,000 domestic students and provided the researcher 

with students’ names and emails. The individuals received an email invitation to participate in 

the study, which included a link to the survey. If the selected individuals did not complete the 

survey, they received two follow-up emails asking them to complete it.  There were a number of 

limitations to participation: The participant must have had access to a computer; no paper copies 

of the survey were distributed. The participant had to have Internet access and be able to 

complete the survey online. The participant had to be over the age of 18. Since this study 

revolved around attitudes toward institutions of the United States government and its relationship 

to political party affiliation, international students were excluded. The only required questions 

included the informed consent, an item asking if the participant was over 18 and an item asking 

if the participant was an international student. All other items were optional. 

In total, email invitations went out to 4,000 people. Of these, 253 people completed the 

survey, or a response rate of 6.3%. Of the 253 participants that began the study, 191 reported 

their sex. The demographic breakdown of the participants sex was 89 were men, 99 were women 

and three identified themselves as “trans.” When the 253 students who initially responded to the 

survey were asked for consent, nine people said no, and the system eliminated them from the 

survey immediately. The age of participants reflected the age distribution of this urban Midwest 

university campus. Individuals below the age of 24 accounted for 99 of the 191. The majority of 
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participants (N = 129) were completing their first four-year degree, while 44 of them had already 

completed a four-year degree. More than half of participants, 50.8%, made less than $39,999 

annually. The median yearly income group was $20,000 to $39,999 (see Table 1). 

Table 1 
 
Characteristics of Participant Population (N = 253) 

 

 

Characteristic n % 

 
Age 

 
18 to 24 years 99 50.51 
25 to 34 years 56 28.57 
35 to 44 years 15 7.65 
45 to 54 years 16 8.16 
55 to 60+ years 10 5.10 

 
Sex 

 
Male 89 46.60 
Female 90 51.83 
Trans 3 1.57 

 
Income 

 
Under $20,000 57 29.84 
$20,000 to $39,999 40 20.94 
$40,000 to $59,999 34 17.80 
$60,000 to $99,999 39 20.42 
$100,000+ 21 10.99 

 
Education 

 
High school/GED 15 7.89 
Some college 69 36.32 
Two-year college degree 45 23.68 
Four-year college degree 44 23.16 
Master’s degree 15 7.89 
Doctoral degree 2 1.05 
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2.2 Survey Instruments 

Each participant received a questionnaire comprised of a number of previously used 

measures and original items (see Appendix A). Using Google Scholar, PubMed, and PsychINFO, 

the study author found the scales and items by performing a review of the literature on trust in 

government, government health information, and related topics. Informed consent was the first 

item. The university’s institutional review board approved the informed consent form.  

Participants who did not consent exited the study. The second item asked participants’ their age, 

and if they were under the age of 18, then they were excluded from the study. The third item 

asked if students were international students; if they selected yes, then they also exited the study. 

The fourth item asked participants if they would like a copy of the consent form emailed to them; 

if they selected yes, then the system emailed participants a copy.  

2.2.1 Current Knowledge of Health Information 

The survey’s next section included four items that attempted to measure participants’ 

current knowledge about sources of health information they use. The first of these items asked 

the respondent to select the source of health information used most frequently from the 

following: doctor, healthcare professional, Internet, electronic media sources, friends, family, 

television programs, or other. The next item asked participants to rate how credible they believe 

this information to be on a six-point Likert scale ranging from very low (zero) to very high 

(five). The next three items asked participants to rate their familiarity with the following sectors 

of government: federal, state, and local. The next three items asked participants to rate how 

credible they perceived health information from these three government sectors. These items 

consisted of a six-point sliding Likert scale, with anchors ranging from “not reliable” at zero to 

“very reliable” at five. To create a total score for credibility of government guidelines, these 
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three items were summed into one variable (M = 9.57, SD = 3.34). The Cronbach’s alpha was 

0.81 (see Table 2). The same summing of variables gauged the perceived credibility of 

government health information about sexually transmitted diseases. These three items were used 

to create a variable that represented the total credibility of STD information from all three 

government sectors (M = 11.02, SD = 2.98). The computed Cronbach’s alpha was 0.82. The 

survey grouped all items related to a particular sector of government together so that participants 

would answer all questions related to a given sector in sequence.  

Table 2 
 
Credibility of Government Health Information 

 n M SD 

Credibility of local government health information  212 3.2 1.18 

Credibility of state government health information 195 3.1 1.29 

Credibility of federal government health information  186 3.3 1.39 
 
2.2.2 Perception of Threat and Willingness to Comply Measure 

The second portion of the survey was adapted from the Perception of Threat and 

Willingness to Comply Measure (Barr et al., 2008). It was originally a five-item survey with two 

measures.  This measure was changed so that the first item of the survey asked about behaviors 

one would perform if a pandemic occurred, including the following willingness to receive 

vaccination, isolating oneself, and wearing a face mask on a sliding six-point Likert scale from 0 

(Not at all Willing) to 5 (Very Willing). These items were repeated so that each participant rated 

the likelihood that he or she would perform the recommended action based on recommendations 

from each sector of government. The scale used for the items remained the same throughout. 

Barr et al. (2008) created this measure for an Australian population, and the name of the country 

was altered to adapt it to an American population. The measure aimed to see if participants 
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would be more or less willing to perform recommended actions based on which level of 

government the information came from. To achieve this, the researcher created a composite 

score of all local behavioral recommendations into a new item and then repeated this for the state 

and federal items. The researcher then performed a reliability analysis for each of the three sets 

of questions (local, state, and federal). The reliability analysis for the likelihood of following 

recommendations from local government yielded an alpha of .66.  The reliability analysis for the 

likelihood of following recommendations from state government generated an alpha of .65. The 

reliability analysis for the likelihood of following recommendations from the federal government 

produced an alpha of .75.  

A similar score was created for each of the behavioral items separately (i.e., willingness 

to receive vaccination, isolating oneself, and wearing a face mask). Researchers wanted to see if 

participants displayed a difference in the strength of agreement to follow the various behavioral 

recommendations, regardless of the source’s level of government. The computed Cronbach’s 

alpha for the vaccination item was 0.93. The Cronbach’s alpha for the isolation item was also 

0.93. The computed Cronbach’s alpha for the face mask item was 0.92. 

The second portion of adapting the research of Barr et al. (2008) centered on the 

“perception of threat,” and this item asked the perceived likelihood of a pandemic and the 

amount of concern for one’s family if a pandemic occurred on a sliding six-point Likert scale 

from 0 (Not at all likely) to 5 (Very Likely). The final item asked the participant if she or he 

believed a life-threatening disease outbreak would occur in the next five years in the United 

States on a sliding six-point Likert scale from 0 (Not at all likely) to 5 (Very Likely). 

Researchers adapted the Barr et al. (2008) study to also include participant feedback for all 

aforementioned measures in the event of an outbreak of a severe sexually transmitted infection.  
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2.2.3 Interest in Politics Measure 

In an attempt to exclude those individuals who are disaffected or have no interest in 

politics, researchers calculated a level of interest in politics. The three items in this section were 

included to single out those participants that have no interest in politics and do not participate in 

the political process. The first item asked the voter registration status of participants. An option 

was included for those who were unsure of their registration status. The next item asked 

participants how often they voted in local and/or state elections. The final item in this section 

asked how often participants voted in national elections. A reliability analysis yielded a 

Cronbach’s alpha of .85.  

2.2.4 Political Partisanship and Affiliation Measure 

It is worth noting that this study looked at the difference in perceived credibility of 

government health information among individuals with different levels of political partisanship 

rather than political affiliation. Nie, Verba, and Petrocik (1979)  state that “party affiliation, once 

the central thread connecting the citizen and the political process, is a thread that has certainly 

been frayed.” Political affiliation has consistently declined since the 1950s, leaving political 

affiliation to be “a long term habitual commitment of individuals,” which tells the researcher 

nothing more than how the participant wants to be perceived (Nie et al., 1979). Party 

identification is a political attitude that is the product of contemporary short-term factors, and it 

is no more consistent or reliable than other political attitudes such as preference on political 

policies.  

2.2.5 Pew Research Center’s Political Typology Survey Measure 

 Conservative-to-progressive score and political affiliation.  

A participant’s conservative-to-progressive score came from the Pew Political Typology 
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Survey (Pew Research Center, 2011) (Table 3). The survey measured the degree to which an 

individual holds a conservative or progressive stance on social issues by asking them about their 

stance on various political policies and platforms while comparing the score to others in the 

population, in order to measure a degree of difference.  Pew first created the survey in 1987 and 

most recently updated it in 2005 to reflect the changing political climate. The survey asks 

participant to select which of two statements, representing two opposing views on a political or 

social topic such as minority rights or religious attendance, they agree with more. This survey 

sorts Americans into politically cohesive groups based on their reported values, political beliefs, 

and party affiliation. When the Pew Research Center uses this measure, they assign participants 

to one of nine political groups: staunch conservatives, main street Republicans, Libertarians, 

disaffected, Post-Moderns, new coalition Democrats, hard-pressed Democrats, solid liberals, and 

bystanders. For purposes of this study, the survey remained the same but scored responses 

differently. For each pair of questions, a participant could select a conservative response or a 

progressive response. Conservative responses were assigned a value of zero, and progressive 

responses were assigned a value of one. The twenty summed items provided an overall score 

from conservative to progressive, with a higher score reflecting agreement with a greater number 

of progressive stands on issues. The reliability analysis on these items yielded a Cronbach’s 

alpha of .78.  

 Partisanship score. A degree of partisanship was also calculated from the Pew Center 

Political Typology Survey (Table 3). To calculate the degree of partisanship, the score that a 

participant would get from affirming an equal number of conservative and progressive positions, 

ten, was subtracted from the participant’s conservative-to progressive score. Researchers then 

squared that number to eliminate negatives and, in doing so, allowed a higher score to represent 
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the degree of conservative or a progressive partisanship. If a participant was missing a score on 

one item, then the degree of partisanship score was not calculated. 
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Table 3 

Pew Center Political Typology Survey Items 

 
Progressive response Conservative response 

1. Good diplomacy is the best way to 
ensure peace. 

The best way to ensure peace is through 
military strength. 

2. Hard work and determination are no 
guarantee of success  or most people. 

Most people who want to get ahead can make 
it if they’re willing to work hard. 

3. It is NOT necessary to believe in God in 
order to be moral and have good values. 

It IS necessary to believe in God in order to 
be moral and have good values. 

4. Too much power is concentrated in the 
hands of a few large companies. 

The largest companies do NOT have too 
much power. 

5. The government should do more to help 
needy Americans, even if it means going 
deeper into debt. 

The government today can’t afford to do 
much more to help the needy. 

6. Stricter environmental laws and 
regulations are worth the cost. 

Stricter environmental laws and regulations 
cost too many jobs and hurt the economy. 

7. Homosexuality should be accepted by 
society. 

Homosexuality should be discouraged by 
society. 

8. Government often does a better job than 
people give it credit for. 

Government is almost always wasteful and 
inefficient. 

9. Immigrants today strengthen our country 
because of their hard work and talents. 

Immigrants today are a burden on our country 
because they take our jobs, housing, and 
healthcare. 

10. Relying too much on military force to 
defeat terrorism creates hatred that leads 
to more terrorism. 

Using overwhelming military force is the 
best way to defeat terrorism around the 
world. 

11. The growing number of newcomers from 
other countries strengthens American 
society. 

The growing number of newcomers from 
other countries threatens traditional 
American customs and values. 

12. Business corporations make too much 
profit. 

Most corporations make a fair and reasonable 
amount of profit. 
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 Table 3 (continued)  

13. Racial discrimination is the main reason 
why many black people can’t get ahead 
these days. 

Blacks who can’t get ahead in this country 
are mostly responsible for their own 
condition. 

14. Poor people have hard lives because 
government benefits don’t go far 
enough to help them live decently. 

Poor people today have it easy because they 
can get government benefits without doing 
anything in return. 

15. This country should do whatever it takes 
to protect the environment. 

This country has gone too far in its efforts to 
protect the environment. 

16. Our country needs to continue making 
changes to give blacks equal rights with 
whites. 

Our country has made the changes needed to 
give blacks equal rights with whites. 

17. I’m not very satisfied with my financial 
situation. 

I’m generally satisfied with the way things 
are going for me financially. 

18. Religion is not that important to me. Religion is a very important part of my life. 

19. I often don’t have enough money to make 
ends meet. 

Paying the bills is generally not a problem 
for me. 

20. Government regulation of business 
usually does more harm than good. 

Government regulation of business is 
necessary to protect the public interest. 

 
2.2.6 Interpersonal Trust Measure 

A three-item interpersonal trust measure was adapted from the Pew Research Center’s 

Social Trends Survey (Taylor, Funk, & Clark, 2007). The Pew Interpersonal Trust measure 

needed transforming so that responses reflected a 1 as a high interpersonal trust response, a 2 as 

an unsure/depends response, and a 3 as a low interpersonal trust response. The three items had a 

Cronbach’s alpha of 0.74. Researchers combined the three items to create the interpersonal trust 

score. The interpersonal trust variable was normally distributed.  

The final four survey items were demographic questions asking about participants’ age, 

gender, ethnicity, and highest educational level attained. The complete survey is found in 

Appendix A. 
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Participants were able to take the study through Qualtrics, the university’s online survey 

tool that allows researchers to create and administer studies and surveys. Participants clicked a 

link to the study in an email, and Qualtrics directed participants to the survey on its website. The 

Qualtrics software generated the data and survey for this study.  
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CHAPTER 3 
 

RESULTS 
 
 

 Appendix B reports descriptive statistics for all variables, and Appendix C contains 

correlation matrices for all variables. 

3.1 Hypothesis 1 

In an attempt to better understand the relationship between perceived behaviors and the 

credibility of government health information, the researcher tested the first hypothesis that a 

relationship exists between following government health recommendations and perceived 

credibility of the health information received. Data supported this first research hypothesis. 

There was a relationship between the composite credibility of government health information 

measure and the composite score of the likelihood that a participant would follow health 

recommendations from the government during a major disease outbreak (r = 0.62, r2 = 0.38, p < 

0.01).  

Upon further investigation, several other variables were found to influence the degree to 

which participants said they would follow government health recommendations, including the 

following: concern that an Ebola outbreak would occur (M = 1.87, SD = 1.31, r = .19, r2 = 0.036, 

p < 0.05); total concern that a major disease outbreak would occur in the country (M = 9.57, SD 

= 3.34, r = .30, r2 = 0.090, p < 0.001); total STD credibility score (M = 11.02, SD = 2.98, r = .55, 

r2 = 0.303, p < 0.001); and total following STD recommendation score (M = 11.52, SD = 3.78, 

r = .51, r2 = 0.260, p < 0.001). See Table 4. 
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Table 4 

Correlation of Behavioral Total and Other Items 

  

Credibility 
total 

Concern for 
Ebola 

outbreak 
Concern 

total 

STD 
credibility 

total 

STD 
Recommendat

ions total 

Behavioral total .62** .19* .30** .55** .51** 

Credibility total – .08 .24** .75** .56** 

Concern for Ebola outbreak  – .27** –.025 .07 

Concern total   – .132 .14 

STD credibility total    – .69** 

*Correlation is significant at 0.05 level (2-tailed). **Correlation is significant at 0.01 level (2-
tailed). 
 
3.1.1 Credibility of Government Health Information 

When asked how credible an individual felt about guidelines from different sectors of 

government to improve his or her life, a correlation was found between the credibility of local 

government health information (M = 3.15, SD = 1.18) and the credibility of state government 

health information (M = 3.14, SD = 1.29, r = 0.68, r2 = 0.46, p < 0.001). There was also a 

correlation between the credibility of guidelines from local government and the credibility of 

health information from the federal government (M = 3.30, SD = 1.39, r = 0.45, r2 = 0.20, p < 

0.05) (see Table 5). A correlation was found between the credibility of federal health 

recommendations and the credibility of state health recommendations (r = 0.65, r2 = 0.42, p < 

0.001).  
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Table 5 

Correlation of Credibility of Government Health Information 
 
 Credibility of state  

health information 
Credibility of federal  
health information 

Credibility of local  
health information .68 .45 

Credibility of state  
health information – .65 

Note.  All are significant to the .001 level, except .45, where p = .05. 
 

3.1.2 Credibility of Government STD Information 
 

The credibility of STD health information from the government and following 

recommendations from the government to prevent the spread of STDs were found to have a large 

positive correlation (r = .69, r2 = 0.48, p < 0.001). The credibility of STD health information was 

then compared among local (M = 3.64, SD = 1.08), state (M = 3.63, SD = 1.12), and federal 

governments (M = 3.66, SD = 1.31). These correlations are shown in Table 6. 

Table 6 

Correlation of Credibility of Government STD Information 
 

 Credibility of state  
STD information 

Credibility of federal  
STD information 

Credibility of local  
STD information .63 .51 

Credibility of state  
STD information – .65 

Note. All are significant beyond the .001 level. 
 
3.2 Hypothesis 2 

Evidence did not support the second research hypothesis.  There was no meaningful 

correlation between an individual’s interpersonal trust (M = 5.99, SD = 1.81) and the composite 
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score of the perceived credibility of government health information items (r = -0.06, r2 = 0.003, p 

= 0.413) (see Tables 7 and 8). Interpersonal trust negatively correlated with other variables 

including age (M = 3.12, SD = 2.07, r = –.17, r2 = .029, p < .05), income (M = 4.41, SD = 3.54, r 

= –.15, r2 = .023, p < .05), and familiarity with the federal government (M = 3.19, SD = 1.25, r = 

–.17, r2 = .029, p < .05). 

Table 7 
 
Pew Interpersonal Trust Measure 
 
  
  n % 

 
Generally speaking, would you say that most people can be 
trusted, or you can’t be too careful in dealing with people? 

Most are trustworthy 45 23.6 

Can’t be too careful 51 26.7 

Depends 94 49.2 

Don’t know 1 0.5 
 

Do you think most people would try to take advantage of you  
if they got the chance, or would they try to be fair? 

 
Would try to take advantage of you 45 23.6 

Would try to be fair 54 28.3 

Depends 89 46.6 

Don’t know 3 1.6 
 

Would you say that most of the time people try to be helpful,  
or they are mostly just looking out for themselves? 

 
Try to be helpful 56 29.3 

Just looking out for themselves 59 30.9 

Depends 74 38.7 

Don’t know 2 1.0 
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Table 8 

Correlation of Interpersonal Trust with Other Items 
 

 
Familiarity with  

federal government Age Income Total  
credibility 

Interpersonal trust –.17* –.15* –.17* –0.06 

Familiarity with 
federal government – 0.017 .16* 0.13 

Age  – 0.004 0.07 

Income     – –0.05 

*Correlation is significant at the 0.05 level (2-tailed). 
 
3.3 Hypothesis 3 

 Data did not support the third hypothesis. There was no correlation between the total 

number of conservative or progressive political issues agreed upon (conservatism score) and the 

credibility given to health information (r = 0.08, r2 = 0.006, p = .297). The majority of 

participants (n = 101, 59%) had a score above 10 indicating which indicated they agreed with 

more progressive issues. There was a correlation between a participant’s conservative-to-

progressive score and the degree to which they found health information from the federal 

government credible (M = 3.30, SD = 1.38, r = .22, r2 = .048, p < .01). 

3.4 Primary Source of Health Information 

The majority of respondents (N = 119, 51.5%) said their primary source of health 

information was a doctor or health professional (see Table 9). The next most common source of 

health information was the Internet or other electronic media sources (N = 65, 28.1%). Friends 

and family accounted for 16.9% of participants’ primary sources of health information. 

Participants were then asked how credible they believed their primary source of health 

information was (M = 3.77, SD = 0.98) (sliding six-point Likert scale from 0 to 5). Participants 
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that selected doctor/healthcare professional rated the health information they received as the 

most credible (M = 4.24, SD = 0.68). The author performed an analysis of variance (ANOVA) to 

see if individuals differed on the degree to which they found their primary source of health 

information credible. Researchers removed the television and “other” categories because there 

were too few people in these groups. Equality of error variances, F (2, 217) = 5.90, p < 0.01, 

could not be assumed, as measured by Levene’s test. This meant that the amount of variation 

among the individuals in the four groups was not equal. The ANOVA was significant: F (2, 219) 

= 45.13 p < 0.001, η2 = 0.29, power = 1.00. However, since homogeneity of variance could not 

be assumed, Welch’s adjusted F ratio was calculated, and it was significant: Welch’s F (2, 81.39) 

= 46.29, p < .001. The estimated omega squared (ω2 = 0.29) indicated that approximately 29% of 

the total variation in perceived that the credibility of a person’s primary source of health 

information is attributed to the group from which they obtain their health information. 

Table 9 
 
Primary Sources of Health Information 
 

 n % Mean  
credibility 

SD  
credibility 

Doctor/healthcare professional 119 51.5 4.24 0.68 

Internet/electronic media sources 65 28.1 3.05 0.88 

Friends/family 39 16.9 3.56 1.09 

Television 1 0.4 2.20 NA 

Other 7 3.0 4.14 1.01 

Total 231  100   
 
 Post hoc tests with the Bonferroni correction attempted to find which primary sources 

differed significantly in their reported level of credibility. There was a meaningful difference 

between credibility levels for healthcare professionals (M = 4.24, SD = 0.68) and the Internet 
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(M = 3.05, SD = 0.88, t (180) = 9.38, p < 0.001, Cohen’s d = 1.40), and friends and family 

(M = 3.56, SD = 1.09, t (153) = 4.38, p < 0.001, Cohen’s d = 0.71). There was also a difference 

between the reported credibility of the Internet and family (t (101) = –3.08, p < 0.05, Cohen’s 

d = –0.61). 

3.5 Familiarity with Government 

Differences in familiarity with the various levels of government health organizations 

(local, state, and federal) were compared (see Table 10) There was a correlation between how 

familiar participants were with local government (M = 2.65, SD = 1.29) and how familiar they 

were with state government (M = 2.78, SD = 1.30, r = 0.78, r2 = 0.61, p < 0.001) (see Table 4 

above). A total familiarity score was calculated by summing these three items (M = 8.68, 

SD = 3.41). The Cronbach’s alpha for this combined familiarity variable was 0.88.  

Table 10 
 
Correlation of Government Familiarity 
  
 Familiarity with 

state government 
Familiarity with 

federal government 

Familiarity with  
local government .78 .62 

Familiarity with 
state government – .76 

Note. All are significant beyond the .001 level. 
 
3.6 Perception of Threat and Willingness to Comply  

In an attempt to quantify the degree to which a participant would follow behavioral 

recommendations, the researchers combined all levels of government on like variables and then 

analyzed them to find their relationships with other variables in the exploratory analysis.  
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3.6.1 Recommendation to Receive Vaccine  

The first item asked how much the participant agreed they would get a vaccine if the 

government requested it: local (M = 3.64, SD = 1.40), state (M = 3.64, SD = 1.39), and federal 

(M = 3.55, SD = 1.50) (see Table 11). These items were combined to create a total likelihood 

score for getting a vaccine if recommended to do so by the government: (M = 10.80, 4.01). 

Table 11 
 
Correlation of Government Recommendation to Receive Vaccine 
 
 State recommendation 

for vaccine 
Federal recommendation 

for vaccine 
Local recommendation 
for vaccine 
 

.88 .78 

State recommendation 
for vaccine – .84 

Note. All are significant beyond the .001 level. 

3.6.2 Agreement to Isolation  

The next behavioral item asked about the degree to which participants would agree to 

isolate themselves if asked by one of the three types of government: local (M = 3.27, SD = 1.46), 

state (M = 3.23, SD = 1.46), and federal (M = 3.28, SD = 1.52). The correlation between local 

and state governments was very large (r = 0.87, r2 = 0.76, p < 0.001), the correlation between 

local and federal governments was significant (r = 0.74, r2 = 0.55, p < 0.001), and the correlation 

between the federal and state governments was also significant (r = 0.85, r2 = 0.72, p < 0.001). 

The scores were then combined to obtain a total score for isolating oneself during a major 

disease outbreak (M = 9.89, SD = 4.07).  
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3.6.3 Likelihood of Wearing Face Mask  

The last item asked how likely participants would be to wear protective face masks if 

asked to do so by one of the three levels of government. This item drew a correlation between 

the local government (M = 3.33, SD = 1.42) and the state government (M = 3.25, SD = 1.47, 

r = 0.86, r2 = 0.74, p < 0.001). There was also a correlation between local and federal 

government receptiveness (M = 3.35, SD = 1.51, r = 0.73, r2 = 0.53, p < 0.001). The correlation 

between wearing a mask if asked by the state government and wearing a mask if asked by the 

federal government was also significant (r = 0.82, r2 = 0.67, p < 0.001). These three items were 

summed to represent the degree to which a person would wear a mask if asked to do so by the 

government as a whole (M = 10.03, SD = 4.00).  

After this, three behavioral items represented the degree to which a person would get a 

vaccine, isolate oneself, or wear a mask if asked to do so by the local, state, or federal 

government. These three items were summed to provide a score for the overall likelihood that a 

participant would follow behavioral recommendations from the government during a major 

disease outbreak (M = 42.76, SD = 11.66).  

3.6.4 Willingness to Follow STD Recommendation 

Again, a correlation existed among all sectors of government and the degree to which a 

participant would follow health recommendations from those sectors about receiving or 

transmitting STDs (see Table 12). The degree to which a person would follow recommendations 

from her or his local government about STDs (M = 3.85) correlated with the likelihood to heed 

the same recommendations from state government (M = 3.80, r = 0.77, r2 = 0.59, p < 0.001). 

There was also a relationship between the degree to which people would follow STD 

recommendations from the local and federal governments (M = 3.73, r = 0.68, r2 = 0.46, 
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p < 0.001). Finally, there was a relationship between following state and federal STD 

recommendations (r = 0.74, r2 = 0.55, p < 0.001). The combination of these three items created a 

variable that would reflect the degree to which a participant would follow government STD 

recommendations. The computed Cronbach’s alpha was 0.89. 

Table 12 
 
Correlation of Agreement to Following STD Recommendations 
  

  
State STD 

Recommendations 
Federal STD 

Recommendations 

Local STD 
Recommendations .77 .68 

State STD 
Recommendations – .74 

Note. All are significant beyond the .001 level. 
 
3.6.5 Credibility of Health Information about STDs 

In an attempt to evaluate if the type of health information matter, the researchers ran 

correlations with the total credibility of health information about STDs score. Correlations were 

found between the degree to which participants thought government information about 

improving their health was credible and the following: total credibility of health information 

about STDs score (r = 0.75, r2 = 0.562, p < .001); total likelihood to follow recommendations 

from the government about STD prevention (r = 0.56, r2 = 0.314, p < .001); and total concern 

that there may be a major disease outbreak (r = 0.24, r2 = 0.058, p < .001) (see Table 13).  
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Table 13 

Correlation of Combined Variables 

  

Total 
STD Credibility 

Score 

Total 
Follow STD 

Recommendations  
Total 

Concern Score 

Total Credibility Score .75 .56 .24 

Total STD Credibility Score – .69 .13 

Total Follow STD Recommendations   – .14 
Note. All are significant at least at the p < .05 level. 
 

A relationship was found between the composite score of the degree to which participants 

said they would follow guidelines to improve their lives and the following at each level of 

government: total credibility of STD information from the government (r = .55, r2 = 0.303, p < 

.01); likelihood of following federal government guidelines about STDs (r = 0.51, r2 = 0.260, p < 

.01); and total concern that an outbreak of a major disease may occur in the United States (r = 

0.30, r2 = 0.090p < .01) (see Tables 14 and 15). 

Table 14 
 
Correlation of Credibility of STD Information and Combined Variables  
 

  
Total STD  
credibility 

Total outbreak  
concern  

Total 
follow STD 

recommendations 

Follow government guidelines .55* .30* .51* 

Total STD credibility – .13 .69* 

Total Outbreak Concern   – .14 

*Significant at least at the p < .01 level. 
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Table 15 
 
Correlation of Credibility of STD Information and Political Variables 
 

  
Total STD 
credibility 

Conservative  
score 

Interpersonal  
trust score 

Credibility of STD 
information from  

federal government 

Degree of Partisanship  .10 0.06 .003 .05 

Total STD Credibility  – 0.16* –.06 .86* 

Progressive Score  – .01 .26* 

Interpersonal Trust Score   – –.03 

*Statistically significant at least at the p < .05 level. 
 
3.6.6 Perceived Likelihood of Outbreak 

Participants were then asked how likely they believed a major disease outbreak was to 

take place in their local community (M = 1.72, SD = 1.15), in their state (M = 1.86, SD = 1.24), 

or nationally (M = 2.64, 1.40).  Table 16 contains the correlations of these items. Total perceived 

likelihood of an outbreak was calculated by summing the three different likelihood variables 

(M = 6.23, SD = 3.28). The Cronbach’s alpha was 0.85. 

Table 16 

Correlation of Perceived Likelihood of Outbreak 

  
Likelihood of  
state outbreak 

Likelihood of  
national outbreak 

Likelihood of Local Outbreak 0.84 0.50 

Likelihood of State Outbreak – 0.64 

Note. All are significant beyond the .001 level. 

3.7 Concern for Outbreak 

The subjects were then asked how concerned they were that a major disease outbreak 

would affect a member of their family if it occurred at the local level (M = 3.68), state 
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(M = 3.45), or national level (M = 3.14). Those correlations are shown in Table 17. The 

researchers summed these three concern items to obtain a total degree to which a participant was 

concerned that a major outbreak would directly affect him or her. The Cronbach’s alpha was 

0.83. 

Table 17 

Correlation of Concern for Outbreak at Local, State, and National Levels 

 

State National 

Local .75 .50 

State – .67 

Note. All are significant beyond the .001 level. 

3.8 Pew Political Typology Affiliation Measure 

 When asked to report their political affiliation, seven (3.7%) individuals reported that 

they were strong Democrats, and 17 (8.9%) individuals said they were simply Democrats. 

Participants reporting themselves as independent-leaning Democrats totaled 38 (19.9%). 

Independents were the plurality in the sample, with 39 (20.4%) responses. Independent-leaning 

Republicans accounted for 12% (N = 23) of the sample. Republicans accounted for 17.3% 

(N = 33) of the sample. Only seven (3.7%) participants reported that they were strong 

Republicans. Twenty-seven (14.1%) participants reported “Other” as their political affiliation, 

which included libertarians, socialists, anarchists, monarchists, liberals, and a combination of 

several political parties. 

Self-reported party affiliation (M = 4.10, SD = 1.54) was negatively correlated with four 

items in the survey when a lower score represented a strong Democrat and a higher score 

represented a strong Republican. A negative correlation was found between party affiliation and 
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the likelihood a participant would receive a vaccine if asked by the state (M = 3.64, SD = 1.39, 

r = –.16, r2 = .026, p < .05). A similar small relationship was found between political affiliation 

and the likelihood a participant would get a vaccine if asked by the federal government 

(M = 3.55, SD = 1.50, r = –.20, r2 = .040, p < .05). The final correlations found that as a person’s 

score moved away from being a strong Democrat, the less the participant found health 

information from the federal government credible (M = 3.30, SD = 1.39, r = –.18, r2 = .032, 

p < .05). This correlation included the perceived credibility of information about STDs 

(M = 3.66, SD = 1.30, r = –.19, r2 = .036, p < .05).  No positive correlations between party 

affiliation and any items were found.  

3.9 Conservative-to-Progressive Score 

The degree to which a participant supports conservative or progressive issues 

corresponded to a number of variables (see Table 18). 

3.9.1 Conservative-to-Progressive Score and Credibility  

 There was a small negative correlation between a person’s conservative-to-progressive 

score (M = 11.03, SD = 4.14) and how credible that person perceived their primary source of 

health information to be (M = 3.77, SD = .98, r = –18, r2 = .032, p < .05). A small positive 

correlation was found between a person’s conservative-to-progressive score and how credible 

they perceived federal government health information (M = 3.30, SD = 1.39, r = .22, r2 = .440, 

p < .01), and this effect also held true for information about STD information from the federal 

government (M = 3.66, SD = 1.30, r = .26, r2 = .068, p < .01). Although a smaller correlation 

existed between one’s conservative-to-progressive score and the combined STD credibility item, 

a relationship existed in the federal government item but not the state or local government items.  
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Table 18 
 
Correlation of Conservative-to-Progressive Score and Other Items 
 

 
 

Primary 
source 

credibility 
Vaccine 

state 
Credible 

fed 
Vaccine 

fed 
Face mask 

fed 

STD 
credibility 

fed 
Party 

affiliation Gender 
Behavioral 

fed Partisanship 

STD 
credibility 

total 

            
Conservative-to- 
progressive score –.18* .17* .22** .24** .17* .26** –.71** .22** .22** –.31** .16* 

Primary source 
credibility – .04 .09 .02 .12 .20** .09 –.02 .07 .09 .21** 

Vaccine state  – .52** .84** .30** .49** –.16* .08 .56** .05 .54** 

Credible fed   – .65** .52** .78** –.18* .13 .68** .07 .69** 

Vaccine fed    – .40** .58** –.20* .10 .72** .01 .55** 

Mask fed     – .50** –.12 .05 .87** .06 .43** 

STD credibility fed     – –.19* .13 .62** –.05 .86** 

Party affiliation       – –.09 –.19* .25** –.123 

Gender        – .10 –.14 .13 

Behavioral fed         – .03 .57** 

Polar          – .03 

STD credibility total          – 

*Correlation is significant at the 0.05 level (2-tailed). **Correlation is significant at the 0.01 level (2-tailed). 
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3.9.2 Conservative-to-Progressive Score and Following Recommendations  

There were small positive correlations with the conservative-to-progressive score and 

following the recommendation to receive a vaccine if asked by either the state (M = 3.64, SD = 

1.39, r = .17, r2 = .029, p < .05) or federal government during a major disease outbreak (M = 

3.55, SD = 1.50, r = .24, r2 = .058, p < .01). Another small correlation was found between the 

conservative-to-progressive score and if one would wear a face mask if asked by the federal 

government during a major disease outbreak (M = 3.35, SD = 1.51, r = .17, r2 = .029, p < .05). 

3.9.3 Conservative-to-Progressive Score and Gender  

A correlation existed in the data between gender and the conservative-to-progressive 

score.  This required a follow up of an independent sample t-test where the two samples did not 

have equal variances, so the authors performed a Mann-Whitney U-test. This test indicated that 

the conservative-to-progressive score was greater for females (median = 12) than for males 

(median = 11), U = 2,834.50, p < .05. 

3.10 Partisanship Score 

A small correlation was found between partisanship (M = 19.33, SD = 24.11) and the 

degree to which a participant felt he or she was familiar with all forms of government (M = 8.68, 

SD = 3.41, r = .21, r2 = .044, p < .01). Upon further investigation, the correlation only applied to 

state (M = 2.78, SD = 1.30, r = .17, r2 = .029, p < .05) and federal governments (M = .3.19, 

SD = 1.25, r = .24, r2 = .058, p < .01) but not to local government (M = 2.65, SD = 1.29, r = .14, 

r2 = .020, p = .08).  

A correlation was found between the partisanship score and apathy toward politics 

variables, including interest in politics, frequency of voting in national elections, and frequency 

of voting in local elections. A positive correlation existed between the partisanship score and 
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how often a participant voted in national elections (M = 4.07, SD = 1.20, r = .23, r2 = .06, 

p < .001). This indicated that as a participant agreed with a greater number of issues in one 

political party, the participant was more likely to report voting in national elections. The same 

relationship was found between partisanship and how often a participant reported voting in local 

elections (M = 3.30, SD = 1.17, r = .34, r2 = .12, p < .05). In addition, as a person’s score 

increased on the partisanship score, so did their reported interest in politics (M = 2.80, 

SD = 1.38, r = .28, r2 = .08, p < .001), as shown in Table 19. 

Table 19 

Correlation of Partisanship and Other Variables 
 

  
Familiar 

fed 
Credible 

fed 
Interest  

in politics 
Often vote  

local 
Often vote  

national 
Familiar 

total 

Partisanship .29** .16* .26** .34** .26** .21** 

Familiar fed – .17* .50** .19* 0.13 .88** 

Credible fed  – –0.05 -0.07 –0.07 0.14 

Interest in politics   – .51** .47** .56** 

Often vote local    – .74** .29** 

Often vote national     – .19* 

Familiar total      – 

*Correlation is significant at the 0.05 level (2-tailed). **Correlation is significant at the 0.01 
level (2-tailed). 
 

The researcher found no meaningful correlation between the partisanship score and any 

of the behavioral outcomes such as getting a vaccine, isolating oneself, or wearing a face mask. 

Also no relationship was found between partisanship and the perceived likelihood that a major 

disease outbreak would occur.  
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3.10.1 Interest in Politics 
 

Participants were asked to report their level of interest in politics on a sliding six-point 

Likert scale from zero to five (M = 2.80, SD = 1.38). The majority reported that they were 

registered to vote (N = 139, 71.6%). When asked how often they vote in local elections, only 

48.6% (N = 67) reported that they always or almost always voted. When asked how often they 

voted in national elections, the majority of respondents (N = 107, 79.6%) said they always or 

almost always voted in national elections. There was a correlation between the degree to which 

participants said they voted in local and national elections (r = 0.74, r2 = .55, p < 0.001). A 

relationship existed between interest in politics and partisanship, as described below.  

3.10.2 Partisanship and Interest in Politics 

There was a correlation between the degree of partisanship and interest in politics 

(r = 0.26, r2 = 0.067, p < .001), how often the participants voted locally (r = 0.34, r2 = 0.116, 

p < .001), and how often the participants voted nationally (r = 0.26, r2 = 0.067, p < .05), as 

shown in Table 20. No relationship was found between the number of conservative or 

progressive issues the participant agreed upon and any other variables. There was a correlation 

between the degree of partisanship variable and how familiar a person felt with government 

(r = 0.21, r2 = 0.044, p < 0.01). Upon further investigation, the relationship only existed between 

the degree of partisanship and individuals’ familiarity with the federal government (r = 0.29, 

r2 = 0.084, p < 0.001). 
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Table 20 

Correlation of Degree of Partisanship and Government Variables 
 

  Interest in 
politics 

Vote 
locally 

Vote 
nationally 

Familiarity with 
government score 

Familiar with 
federal 

government 
Degree of partisanship 
score 0.26 0.34 0.26 0.21 0.29 

Interest in politics – 0.51 0.47 0.56 0.50 

Vote locally  – 0.74 0.29 0.19 

Vote nationally   – 0.19 0.13 

Familiarity with 
government score    – 0.88 

Note.  All are significant at least at the p < .05 level, except correlation of the vote nationally and 
familiarity with federal government variables. 
 
3.11 Exploratory Multiple Regression 

Researchers conducted an exploratory multiple regression analysis to evaluate which of 

the variables in the study were the best predictors of following behavioral guidelines from the 

government during a major disease outbreak. As shown in Table 21, the two best predictors were 

concern that an outbreak of a major disease would affect the participant’s family (concern total), 

perceived credibility of government health information (credibility total), and how likely an 

individual participant would follow recommendations from the government about STDs (STD 

recommendation total). The selection of predictor variables occurred by performing a review of 

the current literature, measuring participants on the associated items, determining which 

variables showed a consistent relationship, and finally running multiple regression with a variety 

of items as variables and covariates to achieve the best predication equation (Barr et al., 2008; 
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Cook & Gronke, 2005; Fiorina & Abrams, 2008; Fiorina et al., 2005; Närhi, 2007; Pew Research 

Center, 2011, 2013; Teasdale & Yardley, 2011; Worsley, 1989, 1990).  

Table 21 

Exploratory Multiple Regression 

Model SS df MS F p 

Regression 14,057.1 3 4,685.9 101.35 < .001 

Residual 7,120.4 154 46.2   

Total 21,178.4 157    
 

 
 The linear combination of the predictor variables (total concern score, t (154) = 2.80, 

Cohen’s d = 0.45, p < 0.01); credibility of government health information, t (154) = 6.10, 

Cohen’s d = 0.98, p < 0.01); and agreement to follow government guidelines about STDs, t (154) 

= 9.614, Cohen’s d = 1.55, p < 0.001) were all significantly related to the criterion variable—that 

is, agreement that a participant would follow government health recommendations during a 

major disease outbreak (F(3,154) = 101.35, p < .001). The adjusted R square was 0.66. This 

indicates that the linear combination of predictor variables accounts for 44% of the variance of 

the behavioral compliance criterion variable.  Table 22 shows the relative strength of the 

individual predictors. All correlations between the predictor variables and the behavioral 

compliance criterion variable are positive, and all are statistically significant beyond the p < 0.05 

level.  
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Table 22 

Regression Analysis Predicting Behavioral Recommendations 

Model b SE b* t p 

(Constant) 6.25 2.40  2.61 .010 

Total concern score 0.46 0.17 0.13 2.80 .006 

Total credibility score 1.26 0.21 0.34 6.06 < .001 

Total STD recommendation score 1.66 0.17 0.54 9.61 < .001 
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CHAPTER 4 
 

DISCUSSION AND CONCLUSION 
 
 

4.1 Hypothesis 1 

Hypothesis 1 is as participants’ perceived credibility of government increases, so will 

their reported willingness to cooperate with government suggestions during a public health crisis. 

4.1.1 Credibility of Government Health Information 

 The current research found that the perceived credibility of health information relates to 

the degree to which an individual follows behavioral guidelines. As the perceived credibility of 

the health information increases, the likelihood that someone will follow health 

recommendations presented by the same source increases as well.  This is strong evidence that 

health communicators need to consider perceived credibility when disseminating health 

information. For example, it may not be in the best interest of the public’s health to disclose the 

source of the health information promptly if the population receiving the information is likely to 

find that source incredulous. Still, in other settings, it may be beneficial to rely on the perceived 

authority that the government holds and simply present the source clearly. 

4.1.2 Credibility of STD Information 

As expected, the more an individual perceived the government’s STD information to be 

credible, the more the participant reported that he or she would follow its recommendations 

about STD prevention. This is evidence that the government and other health organizations 

should attempt to provide information in the most credible way. This may include tailoring the 

health information to increase the credibility to certain groups. The relationship found between 

credibility of federal health information and the conservative-to-progressive scale reinforces 

evidence that tailoring is important: the more progressive a participant scored, the more likely 
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the individual is to find government health information about STDs credible. There are a number 

of possible explanations for this relationship. One could be the perception that the current head 

of the federal government is a progressive. Perhaps if this study would have been performed 

when a conservative president were in office, the scores would have been reversed. This 

relationship was not present for all sectors of government. There was no relationship between the 

level of credibility of STD information from the local and state governments and an individual’s 

conservative-to-progressive score. The relationship only existed with STD health information 

disseminated from the federal government. State and local health departments do not suffer this 

deficit in credibility. 

Participants viewed STD information from each of the three sectors to be equally 

credible: the more likely a person was to accept the credibility of one sector, the more likely they 

were to accept the credibility of another.  The relationship between a participant complying with 

government health recommendations and perceived credibility of the government’s STD 

information (r = 0.62) was not surprising. Data appears to show a clear picture that if a 

participant accepts the credibility of government STD information or is willing to follow 

guidelines about STD prevention, then that individual is more likely to perceive the 

government’s information on health to be valid. The more a person feels the health information 

is not credible, the less likely they are to follow recommendations pertaining to those health 

concerns. This is clear evidence that healthcare professionals need to be concerned about which 

segments of the population may discredit government information. Any source of health 

information needs to consider perceived credibility as public health officials attempt to 

disseminate information to a diverse population. Although this research focuses on health 
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information, a main facet of the classic communication model is that the receiver must perceive 

the source as credible.  

4.2 Hypothesis 2 

 Hypothesis 2 is that the perceived credibility of government information will be 

positively associated with interpersonal trust. It is interesting to note that an individual’s 

interpersonal trust did not relate to any of the credibility variables or the degree to which a 

participant would follow health recommendations. This was contrary to what researchers had 

originally hypothesized. This may be because interpersonal trust is not the same type of trust that 

applies to large organizations or the government. Interpersonal trust is the trust between two 

people, and there may be another type of trust that is more closely associated with large 

organizations in which people have no personal interaction. Also, a very small non-significant 

relationship was found between a participant’s score on the conservative-to-progressive scale 

and her/his interpersonal trust scores. In addition, no relationship was found between 

interpersonal trust and the partisanship of a participant. The interpersonal score had such little 

impact that it was left out of the exploratory multiple regression analysis. 

4.3 Hypothesis 3 

 Hypothesis 3 is individuals whom the Pew Political Typology Survey identifies as being 

conservative are less likely to perceive government health information as credible, and 

individuals identified as progressive are more likely to perceive that information as credible. This 

study did not find evidence that the degree of a participant’s conservatism or progressivism 

related to whether a participant would find government health information credible. It is 

important to note that this only applied to the total score for following government health 

recommendations during a major disease outbreak. This conservative-to-progressive score 
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correlated with the degree to which an individual would get a vaccine if recommended by the 

state or federal government. A person’s conservatism to progressivism also had an impact on the 

likelihood of a participant wearing a face mask during a major disease outbreak if asked to do so 

by the federal government. There is a clear trend that the more progressive a person, the greater 

the affinity there is for the federal government. A common theme in conservatism is the notion 

that the only good government is a small government. A dissatisfaction with the largest level of 

government could be the cause of these findings. 

4.4 Other Exploratory Findings 

The results of this study are intriguing for a number of reasons. The sample reflected 

what had been found in previous literature, arguing that although individuals consistently report 

themselves to be conservative, their opinions on particular positions reveal a more progressive 

sample (Ellis & Stimson, 2007). Some have suggested this occurs because there is perception 

that being a progressive, liberal, or strong Democrat is seen as pejorative and has been since the 

reign of Napoleon Bonaparte (Applebaum, 2009; Richter, 1982).  Whatever the cause may be, 

this sample reflected the same trend. 

4.4.1 Familiarity with Government  

 Participants were much more familiar with federal government than either state or local 

government, and local government was the least familiar sector of government. There was a 

positive relationship between familiarity with the different sectors of government and interest in 

politics, indicating that perhaps individuals who are interested in politics have an interest in 

politics at the local, state, and federal levels.  There was also a strong correlation between the 

degree to which a participant would follow guidelines from the different sectors of government 

to improve her or his life. In other words, if an individual followed advice from one level of 
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government, they were more likely to say they would follow recommendations from other levels 

of government.  

4.4.2 Partisanship and Interest in Politics 

 The relationship found between a participant’s degree of partisanship and interest in 

politics was another interesting finding.  This may occur because individuals with a high interest 

in politics hold a stronger partisan interest, or it may occur because those individuals that do not 

accept the entirety of the progressive or conservative political stances feel disaffected from the 

political process. There is a rich history of research into the voting habits of people with no 

interest in politics. Some individuals believe their participation will have no impact. In the 

literature, the consensus is that these “disaffected” voters are not likely to vote (Franklin & 

Hobolt, 2011; Gidengil, 2012; Miller, 1980; Park, 2013). The relationship found between 

participants’ degrees of partisanship and the degree to which they said they voted in local and 

national elections most likely reflects the same underlying cause as the positive correlation 

between a participant’s degree of partisanship and a participant’s familiarity with federal 

government: the more they agree with a variety of conservative and progressive statements, the 

less invested they are in one side of the political spectrum. One reason this may not apply to 

local and state government is that there is less political polarization in these two sectors. This 

may be because increased reinforcement from sources holding a like view compels people to be 

more motivated to take an interest and active part in politics. 

 The results also confirmed the work of Worsley (1989) and Freed et al. (2011), which 

found that doctors and healthcare workers are seen as the most credible sources of health 

information. More individuals considered the Internet to be their primary source (28.1%) of 

medical information than friends or family (16.9%). However, the younger sample may use the 
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Internet more frequently as a source of health information than an older generation. Older 

generations may ask friends and family when they do not have access to doctors or medical 

professionals. Government entities such as the National Institutes of Health, Institute of 

Medicine, state and local health departments, and Centers for Disease Control and Prevention all 

gather evidence that informs the medical and scientific community. As long as the deficit in the 

credibility of government health information does not apply to doctors or healthcare 

professionals, the general population should still have access to information they perceive as 

accurate. However, the high number of people without medical insurance is decreasing 

(Broaddus & Park, 2012; Long et al., 2014; Zuckerman, Waidmann, & Lawton, 2011), and those 

that do not have regular access to a healthcare professional may not get as rich health 

information since they do not have the resources to visit a doctor regularly (Berkman, Sheridan, 

Donahue, Halpern, & Crotty, 2011).   

4.5 Exploratory Multiple Regression 

 As mentioned above, the strongest predictors of following behavioral guidelines during a 

major disease outbreak were concern that an outbreak would affect the participant’s friends or 

family, how credible the participant perceived health information from the government, and the 

level of agreement that the participant would follow government recommendations to prevent 

STDs. The concern item relates to the level of salience a participant has for this type of scenario. 

Participants that care about negative outcomes are more likely to say they would take action. The 

calculation of risk and actions that follow can be best explained by risk aversion theory (Arrow, 

1971) and risk compensation theory (Bjørnskau, 1994). Some people may perceive a greater risk 

to themselves or ones they care about from a chronic illness, while others may not see a major 
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disease outbreak as a risk. The other possibility is that some people may perceive the likelihood 

of a major disease outbreak as more likely to occur. 

 The strength of credibility as a predictor of behavioral actions is indicative of the power 

of credibility. Most people would not follow recommendations if they did not believe them to be 

credible. The final predictor, agreement to follow guidelines to prevent STDs, was the best 

predictor. Although the reasoning behind why people would follow STD recommendations may 

be different from following other health recommendations, they are very similar variables. The 

more that participants endorsed following recommendations to prevent STDs, the more likely 

they were to follow guidelines during a major disease outbreak. Research should be undertaken 

to examine the relationship between following health recommendations during an outbreak and 

other healthy behaviors such as medication adherence. Perhaps people that would not follow 

guidelines during an outbreak would not follow other health guidelines in their everyday lives. 

4.6 Limitations 

This study has a number of possible limitations that may have affected the results. First, 

participants may not have been interested in political parties and so there might have been a lack 

of salience towards government information. Second, an individual who affiliates with a political 

party other than the current majority party may have had an additional negative bias about the 

health information. Third, the current measure for following government recommendations 

during a major disease outbreak was a self-report and may not have given an accurate 

representation of the degree to which one would actually follow the recommendations. In 

addition, due to the recent Ebola outbreak in Africa, salience of dangerous diseases has likely 

increased. Finally, since this was a university population, its political beliefs and demographics 

were not characteristic of the United States general population. One may assume that a university 
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population would be more progressive than the population at large. However, this study’s 

Midwestern sample population may be slightly more conservative leaning than other, more 

progressive areas of the country.  

The interpersonal trust variable may not have had a meaningful relationship because the 

measure used to arrive at an interpersonal trust score was only one way to measure it. Perhaps if 

researchers had used a variety of interpersonal trust measures, then there would have been a 

relationship. The psychological concepts that make up the connections that individuals perceive 

with other people are not the same as the type of trust an individual has towards a government. It 

is possible that people scrutinize and trust large organizations in a different manner than they do 

another person. It may also be possible that the findings are accurate, and a relationship does not 

exist between interpersonal trust and credibility of government information. Another limitation 

of the interpersonal trust measure could be that a plurality of participants answered “depends” on 

each of the three items in the measure. When summing the items in the interpersonal trust 

measure an answer of depends gave the participant a score that was neither high nor low. Enough 

participants answering this may make findings relationships with other variables difficult.  

Finally, since the response rate of six percent is very low, it is very possible that non-

response bias, a form of selection bias, has effected the results of the study. Those participants 

that responded to the survey could be very different from those that did not participate. This may 

result in the data being biased in some unknown way. It is for this reason that the low response 

rate makes it difficult, if not impossible, to assume that the results are generalizable to the rest of 

the population.  

The credibility of health information about STDs was highly correlated to following the 

recommendations about STDs. The same psychological mechanisms may play a role as those 
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between following behavioral guidelines for a major disease outbreak and the credibility of 

government health information. More research needs to be done to investigate which 

sociological or psychological traits may help predict the likelihood of following these types of 

recommendations. Perhaps researchers need to take into account religious affiliation, academic 

status, or sexual orientation in a more complex manner than was done in this research.  

4.7 Future Directions 

Further research needs to investigate how the government can present health information 

to conservative individuals in order to increase the information’s perceived credibility. This 

could be done by presenting government health information about STDs through different 

channels (medical professionals, the Internet, or friends and family members). It would be 

unreasonable to attempt to change the receiver of the message, and trying to hide or obfuscate 

the source would be close to if not unethical. 

 In an attempt to address the concern that progressives report a higher credibility of 

government STD information because the president is a progressive, it would be advantageous to 

perform this study again when a perceived conservative political candidate holds the office of 

president. It may also be worthwhile to examine how trust of organizations such as religious or 

community organizations differ between conservative and progressive individuals. If the same 

health information distributed by the government would be seen as more credible if disseminated 

through churches or local non-profit organizations, then perhaps those are avenues that should be 

explored by more health advocates. Finally, The low response could be addressed in the future 

by incentivizing completion of the survey.  

4.8 Conclusions 

 From previous research, described above, there are variables hypothesized to be 
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influential in determining the likelihood a participant will follow behavioral guidelines. The 

ability to predict which members of the population follow government recommendations during 

a public health crisis is useful for a number of reasons.  In emergencies like a life-threatening 

outbreak of a novel type of influenza, it may be necessary for the government to propose 

guidelines for the public to decrease the spread of the disease. As this research demonstrates, 

there are certain segments of the population that would not follow those government 

recommendations.  

In the current Ebola crisis, many of the recommendations have been voluntary; 

nevertheless, in these isolated incidences, it has been difficult to get individuals to follow 

government-recommended guidelines, sometimes because those guidelines are not based on 

credible evidence (Aegerter, 2014; Hsu, 2014). If health guidelines were mandatory and forced 

on the entire population in the future, then it would be important to know which groups will have 

an aversion to following behavioral recommendations. This would allow healthcare professionals 

to determine preemptively how to reduce barriers to following recommendations. This study 

presents evidence that the strongest predictor of someone following government health 

recommendations during an outbreak is their willingness to follow guidelines from the 

government about STDs and perceive that information as credible.  

 These results have many implications for healthcare workers disseminating health 

information in tailored interventions.  Individuals who declare themselves strong conservatives 

are less likely to perceive the government’s information on STDs as credible; meanwhile, those 

who identify with progressive stances on social issues are more likely to be receptive to this 

information. Billions of dollars are spent by the state and federal governments, universities, and 

research institutes to collect evidence and promote healthy behaviors. If people discount this 
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valuable and time-consuming research and evidence simply because of the information’s source, 

then the value of the information drops dramatically. Healthcare workers from federal public 

health associations (e.g., National Institutes of Health, Centers for Disease Control and 

Prevention, and Institute of Medicine) need to try to convey the information in a variety of ways 

until researchers identify an evidence-based practice that minimizes the loss of credibility. With 

increased perceived credibility of government health information, more members of the 

population would be willing to follow government health guidelines, which would increase the 

effectiveness of any health campaign.  
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APPENDIX B 
 

DESCRIPTIVE STATISTICS FOR ALL ITEMS 
 
 

Table B1 
 
Descriptive Statistics for All Items 

Statistic n % of total Minimum Maximum Mean SD 

Familiar_Local 209 83 0.00 5.00 2.65 1.29 
Familiar_State 193 76 0.00 5.00 2.78 1.30 
Familiar_Fed 184 73 0.00 5.00 3.19 1.25 
PrimarySource 231 91 1 5 1.75 0.96 
PrimarySourceCred 228 90 .90 5.00 3.77 0.98 
Credible_Local 212 84 0.00 5.00 3.15 1.18 
Vaccine_Local 208 82 0.00 5.00 3.64 1.40 
Isolate_Local 208 82 0.00 5.00 3.27 1.46 
Mask_Local 207 82 0.00 5.00 3.33 1.42 
STDCredLocal 207 82 0.00 5.00 3.64 1.08 
STDRecom_local 207 82 0.00 5.00 3.85 1.49 
Likely_Local 202 80 0.00 5.00 1.72 1.15 
Concern_Local 210 83 .40 5.00 3.68 1.27 
Credible_State 195 77 0.00 5.00 3.14 1.29 
Vaccine_State 192 76 0.00 5.00 3.64 1.39 
Isolate_State 189 75 0.00 5.00 3.23 1.46 
Mask_State 193 76 0.00 5.00 3.24 1.47 
STDCredState 197 78 .40 5.00 3.63 1.12 
STDRecom_State 192 76 0.00 5.00 3.80 1.41 
Likely_State 194 77 0.00 5.00 1.86 1.24 
Concern_State 200 79 0.00 5.00 3.45 1.33 
Credibile_Fed 186 74 0.00 5.00 3.30 1.39 
Vaccine_Fed 184 73 0.00 5.00 3.55 1.50 
Isolate_Fed 183 72 0.00 5.00 3.28 1.52 
Mask_Fed 183 72 0.00 5.00 3.35 1.51 
STDCredFed 186 74 0.00 5.00 3.66 1.31 
STDRecom_Fed 183 72 0.00 5.00 3.73 1.41 
Likely_Fed 185 73 0.00 5.00 2.64 1.40 
Concer_Fed 186 74 0.00 5.00 3.14 1.37 
Interest_in_Politics 187 74 0.00 5.00 2.80 1.38 
Registered 194 77 1 3 1.34 0.57 
Often_Vote_Local 138 55 1 5 3.30 1.17 
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Statistic n %  Minimum Maximum Mean SD 

Often_Vote_National 138 55 1 5 4.07 1.20 
Aware_Ebola 184 73 0.00 5.00 2.33 1.39 
Concern_Ebola 175 69 0.00 5.00 1.87 1.31 
Income 191 75 1 15 4.41 3.54 
Conservatism Score 170 67 0.00 19.00 11.03 4.41 
Behav_Local 204 81 0.00 15.00 10.27 3.28 
Behav_State 186 74 1.00 15.00 10.15 3.30 
Behav_Fed 180 71 1.00 15.00 10.19 3.70 
Vaccine Total 178 70 .00 15.00 10.79 4.01 
Isolate Total 175 69 .00 15.00 9.89 4.07 
Mask Total 175 69 .00 15.00 10.03 4.00 
Behav Rec Total 171 68 2.00 45.00 30.77 9.36 
Polarization Score 170 67 .00 121.44 19.33 24.11 
STDCred_total 178 70 2.00 15.00 11.02 2.98 
Familiar_total 180 71 0.00 15.00 8.68 3.41 
Concern_total 183 72 1.90 15.00 10.32 3.35 
Interpersonal Item 1 190 75 1.00 3.00 2.03 0.71 
Interpersonal Item 2 189 75 1.00 3.00 2.02 0.78 
Interpersonal Item 3 188 74 1.00 3.00 1.95 0.73 
Interpersonal Total 187 74 3.00 9.00 5.99 1.81 
STDRecom_Total 179 71 0.00 15.00 11.52 3.78 
Likely_Total 177 70 .00 15.00 6.23 3.28 
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CORRELATION MATRICES FOR ALL VARIABLES 
 
 

Correlation Matrix 1 

  

Correlation Matrix 1

Age
Aware
_Ebola

Behav_
Fed

Behav
_Local

Behav_
State

Behavi
oral_T

otal
Conce
r_Fed

Concer
n_Ebol

a
Concern
_Local

Conce
rn_Stat

e

Conc
ern_t
otal

Conserto
Progress

Credibi
le_Fed

Credibl
e_Loc

al

Credib
le_Stat

e
Credibl
e_total

Educa
tion

Familiar
_Fed

Familia
r_Local

Familia
r_State

Familia
r_total Gender Income

Age 1 .156* .059 .130 .116 .087 .133 .207** .073 .079 .096 -.085 .005 .100 .076 .065 .499** .017 .129 .127 .091 .021 .004
Aware_Ebola 1 .075 .117 .064 .110 -.114 .102 -.106 -.042 -.130 -.007 -.022 .044 .035 .019 .050 .193* .068 .128 .146 .089 -.076
Behav_Fed 1 .714** .827** .914** .294** .243** .153* .245** .240** .219** .681** .410** .503** .630** -.041 .122 .004 .048 .064 .100 -.025
Behav_Local 1 .879** .918** .311** .177* .313** .318** .329** .010 .380** .414** .439** .488** .084 .065 .118 .034 .093 -.013 .068
Behav_State 1 .964** .305** .139 .308** .309** .315** .048 .499** .463** .530** .590** .063 .043 .092 .059 .099 -.016 .025
Behavioral_Total 1 .327** .192* .215** .274** .304** .082 .571** .467** .545** .622** .025 .070 .094 .049 .088 .046 .034
Concer_Fed 1 .276** .500** .671** .839** -.106 .176* .142 .252** .213** .018 -.032 -.030 .002 -.030 .009 .075
Concern_Ebola 1 .217** .272** .274** -.061 .028 .094 .092 .079 .028 .032 -.069 .033 -.007 .117 .098
Concern_Local 1 .752** .850** .005 .124 .205** .220** .191* .083 -.020 .020 -.012 .010 .037 -.047
Concern_State 1.916** .002 .166* .223** .245** .239** .142 -.003 .016 -.025 -.006 .040 -.006
Concern_total 1 -.074 .167* .195** .272** .239** .085 -.014 .037 .025 .014 .033 .009
ConsertoProgress 1 .221** -.009 .029 .083 .032 .079 -.102 -.088 -.038 .224** -.145
Credibile_Fed 1 .454** .651** .836** -.053 .171* .069 .132 .144 .127 -.068
Credible_Local 1 .676** .814** .059 .039 .069 .013 .060 .027 .026
Credible_State 1 .909** -.012 .100 .111 .112 .126 .104 -.065
Credible_total 1 -.006 .130 .081 .111 .131 .115 -.053
Education 1 .135 .150* .195** .179* -.126 .164*

Familiar_Fed 1 .615** .763** .877** -.187* .159*

Familiar_Local 1 .775** .885** -.225** .016
Familiar_State 1 .938** -.227** .070
Familiar_total 1 -.227** .083
Gender 1 -.139
Income 1
*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).
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Correlation Matrix 2
Interest_
in_Politi

cs

Interpers
onal_tot

al
Isolate_

Fed
Isolate_
Local

Isolate_
State

Isolate_t
otal

Likely_F
ed

Likely_L
ocal

Likely_S
tate

Likely_T
otal

Mask_F
ed

Mask_L
ocal

Mask_S
tate

Mask_t
otal

Often_V
ote_Loc

al

Often_V
ote_Nati

onal
Partisans

hip
PartyAffi

liation

Poltical_
Affiliatio

n

Primary
SourceC

red
Age .086 -.145* .105 .156* .182* .154* .042 .082 .083 .039 .116 .203** .124 .143 .198* .115 -.051 .120 .111 .074
Aware_Ebola .194** -.034 .030 .074 .021 .063 .075 .052 .020 .072 .101 .137 .074 .134 -.118 -.068 -.022 -.020 -.022 .039
Behav_Fed -.010 .047 .858** .539** .670** .731** .140 .013 .043 .079 .871** .582** .664** .750** .004 .002 .122 -.190* -.153 .068
Behav_Local .018 -.016 .649** .812** .750** .779** .212** .112 .127 .149 .640** .848** .729** .778** .095 .082 .010 .016 -.008 .117
Behav_State .059 -.065 .731** .689** .842** .795** .103 .046 .086 .072 .748** .745** .851** .824** .157 .170 .125 -.028 -.041 .063
Behavioral_Total -.011 .027 .807** .722** .802** .828** .151 .023 .066 .107 .806** .758** .797** .841** .075 .060 .075 -.055 -.054 .059

Concer_Fed -.011 -.073 .272** .306** .295** .307** .059 .170* .160* .142 .294** .212** .210** .259** -.008 .008 -.092 -.004 .017 .061
Concern_Ebola .171* -.009 .238** .202** .162* .208** .329** .347** .395** .392** .248** .186* .165* .211** .169 .059 -.095 -.009 .044 .038
Concern_Local .027 -.050 .103 .190** .246** .150* .163* .353** .289** .296** .160* .270** .273** .195* .034 .050 -.004 -.089 -.086 .149*

Concern_State .057 .004 .161* .217** .255** .202** .133 .281** .264** .250** .240** .261** .254** .230** -.011 .027 -.109 -.119 -.119 .157*

Concern_total .022 -.045 .204** .258** .289** .252** .105 .291** .241** .237** .241** .253** .264** .261** .002 .023 -.069 -.055 -.042 .117
ConsertoProgres
s

-.081 .014 .093 -.087 -.057 -.038 .027 -.007 -.004 -.013 .170* -.048 -.014 .017 -.067 .033 .063 -.701** -.664** -.179*

Credibile_Fed -.048 .016 .482** .169* .312** .358** .025 -.027 -.031 -.020 .523** .261** .347** .403** -.074 -.074 .160* -.175* -.141 .091
Credible_Local -.026 -.080 .285** .200** .284** .272** .036 .034 .074 .026 .322** .280** .334** .335** .083 .013 .103 -.016 -.011 .066
Credible_State -.096 -.117 .338** .250** .360** .350** -.046 .017 .020 -.007 .375** .264** .352** .361** -.018 -.086 .111 -.045 -.014 .168*

Credible_total -.064 -.062 .451** .259** .389** .399** -.005 -.020 .010 -.008 .477** .324** .406** .426** -.004 -.064 .150 -.083 -.057 .118
Education .197** -.104 -.085 .015 .038 -.007 .101 .155* .146* .147 -.023 .107 .074 .043 .195* .119 -.036 .012 .006 .049
Familiar_Fed .503** -.174* .041 -.061 -.044 -.033 .214** .073 .095 .148 .107 .102 .056 .079 .186* .129 .285** -.096 -.143 .095
Familiar_Local .436** -.092 -.009 .061 .046 .048 .145 .017 .038 .068 .033 .128 .105 .122 .279** .203* .103 .062 -.010 .199**

Familiar_State .560** -.140 -.035 -.077 -.021 -.052 .176* .033 .086 .113 .078 .081 .081 .089 .311** .192* .146 .048 -.010 .246**

Familiar_total .556** -.136 -.010 -.024 .018 -.002 .183* .019 .072 .122 .084 .138 .125 .123 .293** .189* .210** .023 -.044 .190*

Gender -.239** .060 .075 .007 -.029 .037 .048 .157* .131 .124 .049 -.082 -.087 -.027 -.109 -.049 -.056 -.089 -.081 -.022
Income .033 -.173* .012 .039 .032 .043 .153* -.014 .014 .043 -.079 -.011 -.008 -.034 .101 .053 .016 .129 .125 -.040
*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).
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Correlation Matrix 3

STDCred_t
otal

STDCre
dFed

STDCre
dLocal

STDCre
dState

STDRec
om_Fed

STDRec
om_local

STDRec
om_State

STDRec
om_Total

Vaccine_
Fed

Vaccine_
Local

Vaccine_
State

Vaccine_
total

Age .076 .022 .131 .100 .027 .100 .020 .050 -.065 -.040 -.059 -.074
Aware_Ebola .059 -.020 .063 .048 -.010 -.004 .059 .026 -.006 .015 .019 .007
Behav_Fed .570** .619** .333** .491** .504** .442** .503** .521** .718** .527** .564** .634**

Behav_Local .460** .340** .305** .428** .327** .323** .441** .421** .445** .646** .507** .557**

Behav_State .501** .420** .348** .487** .407** .365** .452** .425** .523** .585** .609** .605**

Behavioral_Total .551** .510** .382** .498** .465** .435** .515** .513** .614** .617** .599** .647**

Concer_Fed .152* .122 .097 .149* .146 .147* .148* .167* .146* .194** .195** .181*

Concern_Ebola -.025 .017 -.078 -.005 .094 .081 .057 .073 .106 .035 .011 .038
Concern_Local .083 .053 .068 .126 .142 .053 .084 .094 .101 .270** .165* .150*

Concern_State .168* .132 .141 .150* .194** .146* .138 .142 .179* .253** .216** .191*

Concern_total .132 .096 .103 .139 .157* .102 .110 .138 .126 .241** .149* .179*

ConsertoProgress .157* .262** .034 .124 .151 .104 .043 .079 .235** .153 .172* .186*

Credibile_Fed .694** .776** .416** .549** .607** .504** .518** .587** .650** .463** .519** .568**

Credible_Local .562** .381** .574** .517** .312** .363** .356** .342** .384** .491** .447** .458**

Credible_State .646** .547** .514** .619** .504** .430** .477** .500** .497** .509** .529** .532**

Credible_total .745** .668** .582** .651** .560** .506** .523** .560** .601** .562** .581** .608**

Education -.010 -.062 .046 -.013 -.049 -.043 -.046 -.041 .022 .077 .038 .035
Familiar_Fed .174* .165* .075 .159* .153* .029 .130 .116 .154* .107 .125 .143
Familiar_Local .176* .134 .154* .121 .175* .082 .092 .159* .000 .077 .058 .056
Familiar_State .141 .130 .081 .109 .121 .024 .048 .092 .078 .089 .097 .108
Familiar_total .176* .152* .136 .150* .185* .070 .130 .155* .089 .102 .100 .107
Gender .134 .128 .175* .061 .035 .103 .092 .075 .100 .031 .075 .068
Income -.047 -.023 -.055 -.078 .047 -.043 .050 .009 .024 .122 .039 .073
*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).
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Correlation Matrix 4
Interest_i
n_Politic

s

Interpers
onal_tota

l
Isolate_

Fed
Isolate_
Local

Isolate_
State

Isolate_t
otal

Likely_F
ed

Likely_L
ocal

Likely_S
tate

Likely_T
otal

Mask_F
ed

Mask_L
ocal

Mask_St
ate

Mask_to
tal

Often_V
ote_Loc

al

Often_V
ote_Nati

onal
Partisans

hip
PartyAffi

liation

Poltical_
Affiliatio

n

PrimaryS
ourceCr

ed
Interest_in_Politics 1 -.102 -.036 -.044 -.002 -.090 .139 .036 .004 .079 .003 .045 .060 .009 .507** .473** .261** -.024 -.080 .126
Interpersonal_total 1 .064 .036 -.034 .054 -.002 .147 .079 .087 -.005 -.035 -.126 -.015 -.039 -.123 .003 .038 .066 -.065
Isolate_Fed 1 .743** .849** .920** .148* .036 .061 .087 .728** .512** .571** .641** -.006 -.007 .068 -.098 -.084 .027
Isolate_Local 1 .871** .931** .183* .164* .197** .180* .478** .642** .536** .585** .039 .040 -.082 .081 .056 .061
Isolate_State 1 .968** .120 .103 .124 .106 .597** .630** .706** .669** .086 .114 .044 .047 .037 .027
Isolate_total 1 .163* .084 .120 .143 .633** .623** .637** .675** -.010 -.017 -.019 .032 .024 .022
Likely_Fed 1 .503** .642** .839** .187* .240** .150* .198** .163 .081 .148 .015 -.017 -.059
Likely_Local 1 .844** .866** .023 .103 .044 .039 .051 .001 -.074 .013 .011 .011
Likely_State 1 .934** .072 .134 .105 .097 .069 -.032 -.087 .016 .019 -.037
Likely_Total 1 .103 .156* .095 .135 .113 .020 -.009 .013 .002 -.055
Mask_Fed 1 .730** .822** .913** .019 .016 .126 -.124 -.107 .116
Mask_Local 1 .864** .924** .133 .109 .034 .077 .039 .120
Mask_State 1 .959** .156 .162 .146 .067 .041 .098
Mask_total 1 .102 .080 .090 .031 .014 .098
Often_Vote_Local 1 .739** .340** .104 .096 .075
Often_Vote_National 1 .261** -.048 -.066 .138
Partisanship 1 -.014 -.110 .021
PartyAffiliation 1 .925** .089
Poltical_Affiliation 1 .044
PrimarySourceCred 1
*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).
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Correlation Matrix 5 

  

Correlation Matrix 5

STDCre
d_total

STDCre
dFed

STDCre
dLocal

STDCre
dState

STDRec
om_Fed

STDRec
om_local

STDRec
om_State

STDRec
om_Total

Vaccine_
Fed

Vaccine_
Local

Vaccine_
State

Vaccine_
total

Interest_in_Politics -.027 -.094 -.025 .035 -.005 -.033 -.004 -.004 .020 .062 .083 .083
Interpersonal_total -.060 -.034 -.078 -.087 -.104 -.056 -.007 -.053 .075 -.040 .002 .031
Isolate_Fed .390** .398** .214** .366** .360** .360** .397** .421** .354** .243** .235** .305**

Isolate_Local .229** .144 .178* .242** .166* .266** .297** .289** .097 .209** .132 .147
Isolate_State .312** .226** .229** .345** .287** .295** .369** .338** .170* .222** .207** .211**

Isolate_total .336** .285** .240** .321** .319** .349** .407** .403** .230** .214** .201** .234**

Likely_Fed .064 .086 -.018 .016 .085 .129 .183* .150* .015 .062 -.017 -.005
Likely_Local -.070 .002 -.074 -.073 .018 .057 -.017 -.002 -.017 .002 -.031 -.053
Likely_State -.092 -.006 -.101 -.079 .025 .079 -.003 -.001 -.012 -.033 -.022 -.056
Likely_Total -.022 .028 -.074 -.046 .055 .103 .074 .069 .007 .008 -.030 -.031
Mask_Fed .429** .496** .232** .367** .421** .401** .410** .439** .398** .271** .298** .322**

Mask_Local .282** .178* .158* .291** .198** .278** .319** .313** .167* .296** .174* .201**

Mask_State .288** .244** .190** .295** .289** .297** .301** .303** .206** .258** .224** .232**

Mask_total .354** .343** .225** .322** .328** .372** .370** .390** .271** .263** .230** .267**

Often_Vote_Local -.106 -.135 -.051 -.051 -.086 -.015 -.160 -.104 .038 .095 .088 .115
Often_Vote_National -.048 -.085 -.037 .002 -.060 .034 -.077 -.025 -.021 .070 .079 .074
Partisanship .097 .049 .100 .150 .032 .061 .136 .088 .102 .140 .122 .139
PartyAffiliation -.123 -.189* -.017 -.089 -.071 -.069 .058 -.024 -.201* -.118 -.159* -.168*

Poltical_Affiliation -.116 -.145 -.035 -.089 -.049 -.055 .061 -.012 -.146 -.113 -.146 -.143
PrimarySourceCred .212** .197** .052 .240** .140 .007 .127 .128 .022 .107 .042 .021
*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).
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Correlation Matrix 6 

 

  

Correlation Matrix 6

STDCre
d_total

STDCre
dFed

STDCre
dLocal

STDCre
dState

STDRec
om_Fed

STDRec
om_local

STDRec
om_State

STDRec
om_Total

Vaccine_
Fed

Vaccine_
Local

Vaccine_
State

Vaccine_
total

STDCred_total 1 .861** .821** .893** .658** .587** .665** .685** .546** .550** .544** .563**

STDCredFed 1 .513** .645** .666** .507** .561** .611** .583** .460** .488** .528**

STDCredLocal 1 .634** .412** .476** .495** .499** .360** .384** .390** .408**

STDCredState 1 .517** .469** .596** .572** .448** .485** .495** .490**

STDRecom_Fed 1 .684** .742** .886** .440** .366** .398** .404**

STDRecom_local 1 .772** .899** .317** .191** .279** .279**

STDRecom_State 1 .924** .410** .376** .406** .393**

STDRecom_Total 1 .405** .344** .363** .370**

Vaccine_Fed 1 .767** .843** .927**

Vaccine_Local 1 .875** .933**

Vaccine_State 1 .960**

Vaccine_total 1
*. Correlation is significant at the 0.05 level (2-tailed).
**. Correlation is significant at the 0.01 level (2-tailed).



90 

APPENDIX D 
 

ORAL DEFENSE PRESENTATION 
 
 

1

Perceived Credibility of 
Government Health Information

Chris Voegeli, M.A, M.P.H 

Wichita State University

09-28-15

 
 
 

1

What will we be talking about?

• Why is the perceived credibility of government 
health information important?

• What variables are associated with individuals 
perceived credibility of government health 
information?

• What variables best predicted a participants 
agreement that they would follow government 
health recommendations during an major 
disease outbreak?
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Introduction

• Credibility of health information is a tiered system: highest to 
lowest - formal sources (doctors), informal sources (friends 
and relatives), commercial and media sources (Worsley, 1989) 
but critics have found different order of importance (Närhi, 
2007).

• We will have a better understanding of perceived credibility in 
government health information by exploring variables 
associated with them and we can better tailor the 
government’s dissemination of health information.
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1

Hypotheses

• Hypothesis 1: As a participant’s perceived credibility of 
government health information increases so will their 
reported willingness to cooperate with government 
suggestions in an outbreak.

• Hypothesis 2: Perceived credibility of government health 
information will be associated with interpersonal trust.

• Hypothesis 3: The more an individual is identified by the Pew 
Typology survey as being conservative the more likely they 
will not perceive government health information as credible.

 
 
 

1

Hypotheses

• A multiple regression was performed to test the predictive 
value of the following predictor variables on agreement a 
participant would follow government health 
recommendations during an major disease outbreak.

– Total concern

– Credibility of government health information

– Agreement to follow government guidelines about STDs
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Methods and Materials

• Participants were obtained by randomly selecting students 
attending classes at an urban university in the Midwest. 

• Individuals were emailed an invitation to participate in the 
study.

• The participant must have had access to a computer and 
were able to complete an online survey.

• The participants had to consent that they were over the age 
of 18 to complete the survey.

• International students were excluded.

 
 
 

1

Methods and Materials

• Participants each answered an 68 item 
questionnaire
– Credibility of government health information (3 

items)

– Barr et al.’s (2008) Perception of Threat and 
Willingness to Comply questionnaire (5 items)

– Both were adapted for STDs
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Methods and Materials

• Pew Research Center (2011) Political Typology 
survey (21 items)
– Twenty items were a position and an opposing position on 

a political issue as developed through an iterative process 
by Pew Center researchers

– Important issues include; government regulation, 
government assistance, racial discrimination, efficacy of 
government, military support, personal financial situation, 
corporatism, immigration, homosexuality, personal 
responsibility, religion, morality, and environmental policies

• Demographic items were included at the end.

 
 
 

1

Statistical Analysis

• Correlations were calculated between all items

• A multiple regression was performed to predict the 
degree to which a participant would follow 
behavioral health guidelines from the government
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1

Results

• Hypothesis 1: 
– There was a relationship between the credibility of 

government health information and the likelihood that a 
participant would follow health recommendations from 
the government during an outbreak of major disease (r = 
0.66, r2 = 0.44, p < 0.001). 

• Hypothesis 2: 
– There was no meaningful correlation between an 

individual’s interpersonal trust and the credibility of 
government health information (r = -0.06, p = 0.41). 

 
 
 

1

Results

• Hypothesis 3: 
– The correlation between a person’s conservative score and 

the credibility given to health information was not 
meaningful (r = 0.08, r2 = 0.006, p = .300). 

– There was a correlation between the conservative score 
and the credibility given to health information from the 
federal government about STDs (r = 0.26, r2 = 0.067, p < 
.001) but not the government when all levels of 
government are included (r = 0.16, r2 = 0.026, p = 0.05).
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1

Results

• Multiple Regression:
– The linear combination of the predictor variables (concern, 

credibility of government health information, and 
agreement to follow government guidelines about STDs) 
were related to agreement a participant would follow 
government health recommendations during an major 
disease outbreak

• F(3,154) = 101.35, p < .001., adjusted R square was 0.66

Model b SE b* t p 
(Constant) 6.25 2.40   2.61  .010 
Total Concern Score 0.46 0.17 0.13 2.80 .006 
Total Credibility Score 1.26 0.21 0.34 6.06 < .001 
Total STD Recommendation Score 1.66 0.17 0.54 9.61 < .001 
 

 
 
 

1

Discussion

• Interpersonal trust was not related to any of the 
credibility variables or the degree to which a 
participant would follow health recommendations
– Interpersonal trust or organizational trust

• As expected, the results also confirmed the work 
of Worsley (1989) and Freed et al. (2011) that 
found doctors and healthcare workers are seen 
as the most credible source of health 
information. 
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Discussion

• The more an individual perceived the 
governments information to be credible the more 
the participant reported that they would follow 
the government recommendations during an 
major disease outbreak.

• An individual was more likely to find government 
health information about STDs credible the more 
progressive a participant scored.

 
 
 

1

Discussion

• Predictors of following government health 
recommendations during an outbreak

– Concern an outbreak would effect the participant

– Credibility of government health information

– Agreement to follow government guidelines about 
STDs
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Discussion

• Limitations:
– Measurement of trust

– Response rate 4000 emailed, 253 Responded 
giving a response rate of 6%.

– Lack of interest in politics

– Measurement of perceived credibility

– Political Priming

 
 
 

1

Conclusions

• Political ideology is a complex variable
– Exists as a combination of experiences, 

environment, and personality

• Compare multiple ways to disseminate health 
information to increase credibility
– Through churches, CBOs, or family/friend 

champions

• Perceived agreement to follow guidelines during an 
major disease outbreak can be predicted from other 
variables
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Future Directions

• Use multiple measures of trust
• Experimental design
• Perhaps explore a different political 

typology survey
• Collect an international sample
• Misunderstanding of political ideologies
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Thank you!!!

If you can’t reward you should thank –
Arabic Proverb
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Questions?

The End

 


