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Abstract 
 

Objectives: To measure rates of detection via screening, perceived self-imposed delays in 

seeking medical attention, and support seeking in a sample of regional and remote people 

with a cancer diagnosis and to test whether an association exists between these behaviours 

and minimising problems and resignation, a need for self-control and reliance and fatalism. 

Correlations and binary logistic regressions were conducted to test the associations between 

demographic characteristics, attitudes and behaviours. 

Results: Females were more likely to have had their cancer detected via screening (OR = 

10.02, CI = 3.49 – 28.78). Younger participants (r = -.103, p =.009) were slightly more likely 

to seek at least one form of support and online support was sought more often by younger 

patients (r = -.269, p < .001), females (r = .152 , p <.001),  those from higher socioeconomic 

(SES) areas (r = .100 , p = .012), and those with higher education levels (r = .247 , p < .001). 

Younger (r = -.161, p < .001), and female (r = .82, p = .013), participants were also slightly 

more likely to seek support specifically through cancer support groups. No significant 

relationships between minimising problems and resignation, needs for control and self-

reliance or fatalism and detection via screening, support seeking, or perceived self-imposed 

delays to seeking medical attention were apparent, with the exception that those with higher 

fatalism (predetermined health) were slightly less likely to report seeking support or 

information online (OR = 0.79, CI = 0.65 – 0.95) and slightly more likely to report using 

Cancer Council’s support services (OR = 1.24, CI = 1.02, 1.52). 

Conclusions: Strategies to improve the accessibility and appropriateness of support available 

for regional and remote cancer patients should consider interventions that remove barriers to 

access associated with age, gender, and education as opposed to those which address the 

attitudinal traits measured here. 
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Introduction 

 People living in regional and remote areas in Australia experience poorer cancer 

outcomes than those in metropolitan areas (1,2). Those living outside major cities show lower 

5-year survival rates for many cancers (1) and are more likely to report poor physical and 

mental health, lower quality of life and unmet supportive care needs (2,3) than those living in 

metropolitan areas. Several studies show that, compared to those living in major cities, 

people living in regional and remote areas tend to be 5 to 10% less likely to participate in 

cancer screening (4–6) and approximately 20% less likely to utilise primary medical care 

services (7). Early detection of cancer through participation in screening and the prompt 

seeking of medical attention upon noticing symptoms is key to increasing survival (8). 

Following diagnosis and treatment, maintaining mental and physical wellbeing also relies on 

seeking appropriate support and information. This not only involves seeking regular medical 

care, but also accessing appropriate information on self-management and general health, 

counselling and support services, and peer support (9).  

The reasons for geographical disparities in cancer outcomes are not well-understood, 

but are likely to include socio-demographic factors and challenges in accessing timely and 

appropriate health services and support in regional and remote areas (3). In addition, it has 

been suggested that those living in regional and remote areas tend to exhibit attitudes that 

reduce the likelihood that they will seek support and medical attention when required (2,10–14). 

Attitudes and beliefs including a lack of trust in the health system, a fear or underestimation 

of consequences, stubbornness, stigma and stoicism are often quoted as barriers to seeking 

help for symptoms of ill-health (15,16). In the context of rural health, it is commonly proposed 

that people living outside of major cities, have a greater tendency to accept poor health and 

minimise pain and hardship,  or endure it without complaint or emotion in an effort to remain 
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self-reliant and avoid potential stigma (2,10–13,17). These tendencies are proposed to be a 

significant barriers to health-related help-seeking in regional and remote settings both in the 

context of general health behaviour (11,13) and the behaviour of cancer survivors (2,5,10,12). For 

instance, fatalistic beliefs regarding health outcomes (the beliefs that one’s future health is 

predetermined by fate or destiny (18)) have been associated with poorer health-related help-

seeking behaviour in regional communities (14), with one study showing that people living 

outside major cities tend to report more fatalistic beliefs about health even after controlling 

for potential confounders such as ethnicity, education, or socio-economic status (19). 

Furthermore, interview and survey research involving health professionals and residents 

strongly suggests that attitudes such as a need for self-control and reliance or a tendency to 

minimise or resign to problems can delay health-related help-seeking in regional and remote 

communities, and impact preventative health behaviours, adherence to treatment and the 

seeking of appropriate physical and psychological support when it is needed (10,12,20). 

Attitudes that promote self-reliance, dismissing or minimising symptoms, or a 

reliance on fate may prove detrimental to early detection, timely treatment and a healthy 

recovery from cancer. However, there is little quantitative evidence to corroborate the 

direction and magnitude of the relationship between these attitudes and cancer-related help-

seeking in regional and remote cancer patients, with conclusions mostly drawn from 

qualitative or theoretical work. Some studies have statistically linked problem minimisation 

and fatalistic beliefs to reduced efforts to prevent poor health (5,21), however, it is not clear 

whether they are also barriers to seeking assistance when faced with symptoms or a diagnosis 

such as cancer. Furthermore, a number of studies suggest that it is neither useful nor accurate 

to attribute geographic disparities in health outcomes to stereotypical, community-wide 

attitudinal traits and that doing so further impedes healthcare delivery in geographically 
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remote communities through misdirecting interventions and ostracising and typecasting 

patient needs (22,23). 

In order to deliver optimal interventions to support cancer patients living outside of 

major cities, it is important to understand their care and support-seeking behaviours as well as 

any attitudinal barriers that may exist. The current study aims to assess the proportion of 

cancer detected via screening, perceived self-imposed delays to seeking medical attention for 

symptoms, and support seeking in a sample of regional and remote people with a cancer 

diagnosis, and to test whether an association exists between these behaviours  and attitudinal 

barriers to health-related help-seeking including a need for self-reliance and control, 

minimising problems and resignation, and health fatalism. Findings will inform the 

development and delivery of interventions to increase the accessibility and appropriateness of 

support available for this population. 

Methods 

Participants 

Participants were guests who stayed at one of Cancer Council Queensland’s (CCQ) 

subsidised accommodation lodges in Brisbane (2), Townsville, Toowoomba, Rockhampton 

and/or Cairns, while receiving their cancer care. The details of the recruitment of a smaller 

proportions of this sample used in a different study also appear in another manuscript 

currently under review (24). Participants were eligible for this study if they were 18 years or 

older, able to read and understand English, and staying at a CCQ lodge for cancer treatment. 

There were 2194 guests who stayed at CCQ accommodation lodges between September 2017 

and June 2020. Of the 1620 who were eligible and invited to the study, 802 consented 

(49.5%), 382 (23.5%) actively refused to participate and 436 (26.49%) could not be re-

contacted (Figure 1). Of the 802 consenting participants, those who didn’t have a cancer 

diagnosis (n=10), lived in a major city (n=29), or completed either only the baseline 
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questionnaire (n=107) or the interview (n=8) components of the study were excluded, leaving 

648 participants for this sample.  

Procedure 

Lodge guests were invited to participate in the study and given a welcome pack which 

was distributed via two methods: 1) upon arrival at the lodge for their stay or 2) mailed to 

their home address following their stay. After receiving the pack, they were phoned to 

discuss the study in more depth and asked to mail back their completed consent form and 

questionnaire if they wanted to participate. Consenting participants completed self-

administered questionnaires at the following timepoints: baseline (at recruitment), 3 months, 

12 months and annually thereafter post recruitment. At baseline participants were also asked 

to take part in a structured interview either face to face at the lodge or by telephone. Each 

component took approximately 45 minutes to complete. All participants provided informed 

consent. Ethics approval was granted from a recognised institutional Human Research Ethics 

Committee (ref. H17REA152). 

 

Measures 

Demographics. Gender, age, country of birth, highest level of education, and household 

income were reported by each participant. Residential street address was geocoded and 

mapped to the 2011 Statistical Area Level 2 (SA2) boundaries using MapMarker® Australia 

Version 15.16.0.21 and MapInfo Pro® Version 15.0. Participants were classified by 

Remoteness Area and Socio-Economic Indexes for Areas (SEIFA) index of relative socio-

economic advantage and disadvantage according to their SA2 (25,26).  

Cancer diagnosis. Most recently diagnosed primary cancer site and date of diagnosis was 

obtained via self-report and verified where possible in the Queensland Cancer Register 

(QCR). The diagnoses could not be located in the QCR for a total of 50 participants where 
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the patient had non-melanoma skin cancer (which is not recorded in the Register), the 

diagnosis was too recent to have been notified to the Register, diagnosis occurred interstate, 

or consent to access QCR data was not provided. Participants were also asked whether they 

had ever been diagnosed with cancer in the past. 

Detection via screening. During the interview, participants were asked “For this current 

cancer, how did you first become aware that you were unwell?” Nine response options were 

provided. Five reflected a scenario whereby symptoms were already apparent (e.g., “I was 

experiencing symptoms or I felt unwell” or “My GP noticed symptoms during a routine 

check-up” [in Australia, a GP is a general medical practitioner similar to a family physician]) 

and three reflected a scenario whereby symptoms were not apparent (e.g., “I took a screening 

test recommended to me (without symptoms)” or “I choose to take a screening test because I 

saw an advertisement or a letter in the mail prompting me to”). Participants also had the 

option to provide an open-ended response to the question. Open-ended responses (n = 41) 

were coded according to whether the participant’s cancer was detected via screening before 

or after symptoms were apparent. Following this, a binary variable was created for all 

responses, reflecting whether the patient had their cancer detected via screening before 

symptoms were present or not (coded 1 = cancer detected via screening, 0 = cancer not 

detected via screening). Note that this variable pertained only to the means by which 

participants’ current primary cancer was diagnosed as opposed to their participation in 

screening programs in general. Analysis of this variable included those participants (n = 251) 

with cervical, breast or bowel cancer who, at the time of diagnosis, were eligible to take part 

in the relevant population cancer screening program, that is, (women aged over 18 with 

cervical cancer, women aged 50 to 74 with breast cancer and men and women aged over 50 

with bowel cancer. We also included participants of any age who were diagnosed with skin 

cancer on the grounds that, while Australia has no recommended population skin cancer 
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screening program, whole-body skin screening for early detection of skin cancer has long 

been recommended as part of standard routine healthcare by authoritative bodies such as the 

Royal Australian College of General Practitioners (27).   

Delays in seeking medical attention. During the interview, participants were asked details 

regarding their first attempt to seek medical attention after they became aware that they were 

unwell. Interviewers asked “Did you feel like your seeking of medical advice was delayed in 

any way? If yes, why?” Responses were coded to reflect whether the participant had reported 

a self-imposed delay to seeking medical attention (i.e., the delay was within their control/by 

choice, as opposed to no delay or delay caused by external factors such as long waiting times 

or service availability). From this, a binary variable was created, coded 1 = “self-delay”, 0 = 

“no delay/or other delay outside of their control” (i.e., health service waitlists). 

Support-seeking (post-diagnosis). Participants were asked whether they had sought support 

or information through any service/source after their cancer diagnosis, including Cancer 

Council’s Information and Support Service, cancer support groups, a GP or other medical 

professional, from a psychologist, social worker, counsellor, etc., online, or from another 

cancer survivor. Those who had sought support through at least one these sources were 

allocated a code of 1 = “yes”, while those who had not sought any form of support were 

coded 0 = “no”.  

Attitudes to health-related help-seeking: Two subscales from Mansfield and colleagues’                    

barriers to help-seeking scale (BHSS) were administered to assess 1) the individual’s need for 

control and self-reliance (NCS); containing items that capture a desire to avoid being 

perceived as weak or vulnerable to others (e.g., “I'd feel better about myself knowing I didn't 

need help from others”) and 2) minimising problems and resignation (MPR); containing 

items that capture the tendency to ignore, suppress or accept discomfort (e.g., “Symptoms like 

this are part of life; they're just something you have to deal with”) (28). Participants were 
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asked to imagine a scenario whereby they were experiencing mild symptoms in their body 

regularly for a few days before reading a list of reasons why they may not seek help for these 

symptoms. Participants rated the degree to which each reason might stop them from seeking 

help on a 5-point Likert scale, ranging from 1 (“not at all”) to 5 (“very much”). Means for 

each subscale were calculated by averaging item responses, with higher scores representing 

higher levels of NCS and MPR. Cronbach’s alpha statistics in the current sample suggested 

the NCS (α =.90) and MPR subscales (α=.87) demonstrated good to excellent internal 

consistency. 

Fatalism. The degree to which participants held fatalistic beliefs about their health was 

measured using a 10-item predetermination subscale from Shen and colleagues’ health 

fatalism scale (18). The scale includes items such as “If someone is meant to get a serious 

disease, they will get it no matter what” and “My health is determined by fate”. Participants 

rated each item on a 5-point Likert scale, ranging from 1 (“strongly disagree”) to 5 

(“strongly agree”). Mean scores were calculated by averaging item responses with higher 

scores representing a greater belief that health outcomes are predetermined. Internal 

consistency in the current sample was good at α = .89. 

Data Analysis 

 Scale means were aggregated using available data unless more than 50% of items per 

scale were missing (n = 17). Participants with missing data on key variables were excluded 

from the main analyses in a pairwise manner. The frequencies and percentages were 

calculated for participants diagnosed via cancer screening, those who reported self-imposed 

delays to seeking medical attention, and those who sought support after diagnosis. Pearson 

correlations were used to assess relationships between demographic variables and outcomes. 

Binary logistic regression analyses were conducted to calculate odds ratios (OR) and 95% 

confidence intervals (CI) to test the relationships between each attitudinal variable and the 
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likelihood of reporting pre-symptom detection, a self-imposed delay to seeking medical 

attention, and seeking each form of support after diagnosis. ORs were adjusted for age and 

gender. An a-priori power analysis, using GPower 3.1 was conducted to calculate the sample 

size required to detect a small to medium effect. Assuming 1-β = .80, α = .05, a sample of 

230 participants was sufficient to detect an effect of OR= 0.66. This OR is based on the 

smallest effect in a recent study linking attitudes to likelihood of cancer screening in a 

regional sample (5).  

Results 

Participants ranged from 26 to 92 years (M = 64.45, SD = 11.20) and 53% identified 

as male. Most participants were born in Australia (80.3%), with the remainder born in the 

United Kingdom (9%), New Zealand (5.1%), and other countries (5.6%). Inner regional areas 

were under-represented (i.e., 46.8%) in comparison with the Australian population (i.e., 

63.0%)(7), with 45% of participants living in outer regional areas, 3.9% in remote areas and 

4.3% very remote. The sample was marked by high levels of socio-economic disadvantage. 

(i.e., 68.4% were in the lowest socio-economic quintiles). Primary cancer diagnoses were 

breast (18.4%), head and neck (15.6%), skin (11.7%), and prostate (11.4%) cancer. Details of 

sample characteristics are presented in Table 1. Based on available data, those who did not 

respond or consent to participate in the study did not differ significantly according to gender 

(χ2 = 1.91, p =.167), socio-economic status (t = .95, p = .345) or remoteness category (χ2 = 

1.53, p =.667), when compared to the participating sample. 

Table 1. Characteristics of sample (n=648) 
 
  n %^ 
Gender     

male 343 53.0% 
female 304 47.0% 

   
ATSI   

yes 24 3.7% 
no 600 92.6% 
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not reported 24 3.7% 
Born   

Australia 563 80.3% 
UK 63 9.0% 
NZ 36 5.1% 

Other 39 5.6% 
Language spoken at home   

English 630 97.2% 
Other 18 2.8% 

Education   
up to year 9 (primary school) 89 13.7% 

year 10 (middle school) 194 29.9% 
year 12 (senior school) 95 14.7% 

tertiary or trade cert. 260 40.1% 
   

Relationship   
In a relationship 427 67.6% 

Not in a relationship 204 32.4% 

Cancer site   
Breast 119 18.4% 

Head and Neck 101 15.6% 
Skin 76 11.7% 

Prostate 74 11.4% 
Colorectal 46 7.1% 

Cervical 10 1.5% 
Other 222 34.3% 

   
SES Quintile     

1st (lowest) 241 37.4% 
2nd 200 31.0% 
3rd 134 20.8% 
4th 63 9.8% 

5th (highest) 7 1.1% 
Level of remoteness     

   
inner regional 302 46.8% 
outer regional 290 45.0% 

remote 25 3.9% 
very remote 28 4.3% 

^Valid percentage calculated from sample excluding missing/unknown 
SES = socioeconomic status 
ASTI = Aboriginal or Torres Strait Islander 

 

At the time of baseline questionnaire completion, time since diagnosis ranged from 0 

days to 33 years, with the exception of three participants who received their diagnosis after 

completing the questionnaire. The majority of participants (73%), however, had been 

diagnosed in the 18 months prior to completing the baseline questionnaire (5% trimmed 

Mean= 15.25). Fifty-six percent of participants had been diagnosed with cancer before. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved.  

 

 

 

 

 

 

 

Cancer-related help seeking in regional and remote Australian cancer survivors 
   

 

13

Overall, participants scores ranged from 1 to 5 on the need for control and self-

reliance scale (M = 2.32, SD = 0.90); the minimising problems and resignation scale (M 

=2.35, SD = 0.99); and the fatalism scale (M = 2.67, SD = 0.90). 

Detection via screening 

Of the 251 participants who at the time of diagnosis were eligible for screening for 

their cancer, 60 (23.9%) reported that their cancer was detected before symptoms were 

apparent through a screening test (see Table 2). Of all the participants who provided a valid 

response to this question (n = 607), 69% (n = 420 ) reported seeking medical attention after 

being aware of symptoms and 12.7% (n = 77) reported that their cancer was detected by a 

health professional before they were aware of any symptoms. In the sub-sample of 

participants who were eligible to have their cancer detected via screening, female were more 

likely to have done so (OR = 10.02, CI = 3.49 – 28.78). That is 33.9% of females in this 

group had their cancer detected via screening and only 4.9% males in this group had their 

cancer detected via screening. There were no significant associations between need for 

minimising problems and resignation, self-control, or fatalism and the likelihood of reporting 

detection via screening. 
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Table 2. Percentage of participants reporting pre-symptom screening, delays to seeking 
medical attention, and seeking information or support through each source. 

 
 n (%)^  Odds Ratios 
   Age Gender SES Edu.  Rel. 
Detection via screening (n=247) 60 24.3% 1.00 10.02** 1.00 1.04 1.02 
Delays in seeking medical 
attention (n=626) 

64 10.2% 1.00 1.20 1.01 1.11 0.70 

        
Support Seeking (n=645)        

GP or medical professional 301 46.5% 1.00 0.99 1.00 0.83** 0.78 
Other cancer survivors 296 46.7% 0.99* 1.47* 1.00 0.96 1.33 

Online 251 39.6% 0.95** 1.87** 1.01* 1.61** 1.19 
Cancer Council support service 167 26.1% 0.99 1.19 1.01 0.93 0.80 

Cancer support groups 140 22.1% 0.97** 1.49* 1.00 1.10 0.97 
Psychologist, counsellor, social 

worker 
183 28.7% 0.97** 1.25 1.00 0.91 0.74 

Any of the above 500 77.5% 0.98* 1.56* 1.01 0.98 .874 
^Valid percentage calculated from sample excluding missing/unknown 
Gender (1= male, 2 = female), SES = socioeconomic status percentile, Edu. = Education level (1-4), Rel. = Relationship Status (0 = no 
partner, 1 = partner), OR = Odds Ratio 
** = p <.01, * = p <.05 

 
 
Table 3. Results of logistic regression analyses testing associations between attitudes and pre-
symptom screening, delays to seeking medical attention, and seeking support  
 
 Minimising problems 

and resignation 
Need for control and 

self-reliance Fatalism (n =244) 
 n OR^ 95% CI n OR^ 95% CI n OR^ 95% CI 
Detection via screening 244 0.82 0.60, 

1.12 
245 0.80 0.56, 

1.04 
245 0.92 0.65, 

1.28 
Delay seeking medical attention 613 1.20 0.93, 

1.56 
614 1.25 0.95, 

1.64 
618 1.11 0.83, 

1.49 
Support seeking (any) 634 0.99 0.82, 

1.20 
635 1.19 0.96, 

1.45 
637 1.07 0.88, 

1.332 
Specific support seeking:          

GP or medical professional 624 0.95 0.81, 
1.12 

625 1.08 0.91, 
1.28 

627 1.07 0.90, 
1.28 

Other cancer survivors 624 0.95 0.80, 
1.11 

625 0.94 0.79, 
1.11 

627 1.03 0.86, 
1.23 

Online 624 0.98 0.82, 
1.16 

625 1.07 0.90, 
1.28 

627 0.79 0.65, 
0.96 

Cancer Council support service 629 0.87 0.72, 
1.04 

630 0.97 0.80, 
1.18 

632 1.24 1.01, 
1.51 

Cancer support groups 623 0.84 0.69, 
1.03 

624 1.05 0.86, 
1.29 

625 1.02 0.82, 
1.28 

Psychologist, counsellor, social 
worker 

627 0.87 0.72, 
1.04 

628 1.06 0.88, 
1.29 

630 1.11 0.91, 
1.36 

          
^ ORs adjusted for age and gender. 

 

Delays to seeking medical attention 
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Of the total sample of 648, perceived self-imposed delays to seeking medical attention 

were reported by 64 (9.9%) participants (n = 21 missing). Within those who sought medical 

attention after noticing or experiencing symptoms (n=420), 13.6% (n=57) perceived self-

imposed delays to seeking medical attention. There were no significant associations 

identified between these delays and the need for self-control, minimising problems and 

resignation, fatalism or participant characteristics (see Table 3). Post hoc tests on a sub-group 

consisting of only those participants who sought medical attention after noticing or 

experiencing symptoms also yielded null results (all p’s >.05). 

Support Seeking 

Seventy-eight percent of the sample reported seeking support or information through 

at least one of the listed sources. The most common sources of support reported in this 

sample were GP or medical professionals (n = 301, 46.5%) and other survivors (n = 296, 

46.7%) with cancer support groups the least common (n = 140, 22.1%). Overall, females (OR 

= 1.56, CI =1.07 – 2.27) and younger (OR = 0.98, CI =0.96 – 0.99) participants were slightly 

more likely to seek at least one form of support  and online support was sought more often by 

younger patients (OR = 0.95, CI =0.94 – 0.97), females (OR = 1.87, CI =1.35 – 2.58), those 

from higher socioeconomic (SES) areas (OR = 1.01, CI =1.00 – 1.02), and those with higher 

education levels (OR = 1.61, CI =1.38 – 1.89). Younger (OR = 0.97, CI =0.95 – 0.98), and 

female (OR = 1.49, CI =1.02 – 2.17) participants were also slightly more likely to seek 

support specifically through cancer support groups (see Table 2). No significant associations 

were identified between need for self-control and minimising problems and resignation and 

the likelihood of seeking each form of support. Those with higher fatalism (predetermined 

health) were slightly less likely to report seeking support or information online (OR = 0.79, 

CI = 0.65 – 0.95) and slightly more likely to report using Cancer Council’s support services 

(OR = 1.24, CI = 1.02, 1.52) (see Table 3). Given the gender differences in support seeking, 
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post hoc interaction analyses were conducted whereby a gender by attitude effect were 

included in each model tested. No interaction effects were evident (all p’s >.05). 

 
Discussion 

 Within the health literature it has been suggested that unique attitudes towards health 

and healthcare may have a detrimental impact on the health- related help seeking behaviours 

of people living in regional and remote communities (2,10–13). Furthermore, portrayals of stoic 

and fatalistic rural individuals who downplay or dismiss health concerns and resist seeking 

help have also been heavily propagated in popular media (11,29). However, our findings do not 

support an association between minimising or resigning to health problems, a need for 

control and self-reliance or a fatalistic outlook  and  screen detected cancers, perceived self-

imposed delays in medical care seeking, and various forms of support- seeking in regional 

and remote cancer survivors.  

Attitudes such as a need for self-reliance and control, minimising problems and 

resignation and fatalism have been shown to influence preventive health behaviours in 

general regional and remote samples, but evidence from the current study does not support a 

strong link between these attitudes and support seeking through health professionals, support 

services and peers after a confirmed diagnosis (30,31). Potentially, these attitudes may 

influence behaviour differently in contexts where the health issue of concern is a potential 

risk as opposed to an actuality. According to the Health Beliefs Model, ‘cues to action’ and 

cognitive factors such as perceived threat can interact to impact behaviour (32). Participants in 

this study were asked to respond to items about their attitudes to help seeking while 

imagining a hypothetical scenario in which they were experiencing mild symptoms. After 

receiving a confirmed cancer diagnosis from a medical professional, the effect of any 

tendency to downplay health threats, may be tempered by the reality of their current situation 

leading the person to seek information or support (33).  In addition, very few participants in 
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the current sample reported self-imposed delays to seeking medical attention, suggesting that 

this group of regional and remote cancer patients attended to their health and well-being in a 

timely manner. This does not support the theory that people living in non-metropolitan areas 

tend to ignore poor health in an effort to prioritize and maintain productivity (11). It is 

important to acknowledge that a wide range of attitudinal barriers to support seeking in 

regional and remote cancer survivors that are not measured here may exist. For example, fear 

of stigma and an avoidance of local mental health professionals have been identified as 

barriers to seeking psychological support in rural communities (17) and warrant investigation 

in future studies.   

Female participants were more likely to have had their cancer detected through 

screening; a finding that reflects documented gender differences in both bowel and skin 

cancer screening behaviour (6,34). This tendency for males to be underscreened may reflect 

masculinities and their effect on accessing health and cancer care highlighting the importance 

of a gendered approach to health promotion and service provision (35).  

 In seeking information and support after a cancer diagnosis, participants showed a 

clear preference for GPs and online sources as well as the desire to access support from other 

survivors. Hence, there is a need for supporting the capacity of rural healthcare providers' 

capabilities to deliver appropriate survivorship care, and for communities to supplement this 

care through peer support and online resources. Younger participants were slightly more 

likely to seek some form of support and seeking support and information through online 

channels was more likely for younger participants, females, and those with higher SES and 

education levels. Age and education effects may reflect that younger and more educated 

people are often more experienced and perhaps better skilled at locating and accessing 

support services, particularly those with an online component (36,37). Virtual access to support 

and information is increasingly important for cancer survivors living outside of major cities 
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(38) and demographic differences in online service utilisation are an important consideration 

when designing digital cancer survivorship care interventions. Such interventions may need 

to be better designed to accommodate older males with less education and resources or 

alternative sources of support made accessible to these groups. 

Clinical implications 

Clinicians and those involved in health service delivery should be aware that older 

male cancer survivors are less likely to actively seek support and information after a cancer 

diagnosis and facilitate and encourage help-seeking for those in need in this population 

group. Nevertheless, gender and age factors only explained minimal variance, suggesting that 

the key drivers of variance in help-seeking behaviour remains unknown. Importantly, a 

tendency to minimize or resign to problems, a needs for control and self-reliance and 

fatalistic beliefs did not appear to affect help seeking behaviour. This in line with existing 

research suggesting that restricted access to health services, and a lack of resources, social 

support or awareness act as greater barriers to cancer screening than individual traits (39).  

Study strengths and limitations 

The strengths of the current study include a large sample of a well-described, non-

metropolitan cancer patient population. It is one of very few studies to quantitatively assess 

the role of attitudes and health behaviour in a regional and remote sample, however, with 

several limitations are worth noting. Data pertaining to detection and the seeking of medical 

care and support were self-reported and were not able to be verified against administrative 

records. Despite a satisfactory response rate of 45%, it is important to consider any bias that 

may arise from self-selection to participate as well as potential bias linked to the social 

desirability of responses pertaining to health behaviour. Further to this, all participants were 

already utilizing a cancer support service (i.e., staying at the Cancer Council accommodation 

lodge) when recruited meaning that rates of support seeking may be overestimated in 
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comparison with the broader regional and remote cancer population. Finally, including 

participants with varying cancer types, histories and treatment statuses improves the diversity 

and representativeness of the current sample, however, future research may benefit from 

focusing on or comparing populations with specific disease characteristics. For example, 

some patients had already had a previous cancer diagnosis and many were surveyed 12 

months after diagnosis which may have affected their support seeking behaviours and ability 

to recall them. 

Conclusion 

Our findings provide some support for recent calls to challenge and re-construct 

common beliefs about rural health attitudes (22). Our results suggest that tendencies to 

minimise problems and be self-reliant, or to take a fatalistic outlook on health may not play a 

role in cancer screening or help-seeking in regional and remote cancer survivors. Those 

developing strategies to improve the accessibility and appropriateness of support available for 

regional and remote cancer patients should consider health systems limitations and develop 

interventions that help remove barriers to access associated with age, gender, and education 

as opposed to those which address the attitudinal traits measured here. 
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Figure 1. Recruitment flowchart 
 
 
 
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Invited Guests N=1620 

Guests checked-in to lodge N=2194 

199 ineligible (< 18 years of age, 
couldn’t read and/or understand 
English, arrived at lodge but 
consequently inpatients) 

Eligible Guests N=1995 

382 Active refusals 
436 Passive refusals 

375 could not be sent study packs 
(non-contactable) 

Not eligible for this study: 
10 Didn’t have a cancer diagnosis 
29 Lived in a major city 
107 completed SAQ only 
8 completed Interview only 

Consented N= 802 

Completed Interview and 
Questionnaire  

N=648 


