Copyright
by
Lama Soueissi
2010

The Report Committee for Lama Soueissi
Certifies that this is the approved version of the following report:

eHealth Effectiveness Model,
a focus on the Hispanic minority

APPROVED BY
SUPERVISING COMMITTEE:

Supervisor:
Michael Mackert
Brad Love

eHealth Effectiveness Model,
a focus on the Hispanic minority

by
Lama Soueissi, B.A.

Report
Presented to the Faculty of the Graduate School of
The University of Texas at Austin
in Partial Fulfillment
of the Requirements
for the Degree of

Master of Arts

The University of Texas at Austin
August 2010

Dedication

This report is dedicated to my family who has supported me throughout the years.

Acknowledgements

I would like to express my sincere appreciation to my supervisor Dr. Michael
Mackert, without his guidance this report would not have been possible.

August 5, 2010
v

Abstract

eHealth Effectiveness Model,
a focus on the Hispanic minority

Lama Soueissi, M.A.
The University of Texas at Austin, 2010

Supervisor: Michael Mackert

Health communications providers strive to increase the health literacy of patients
and care takers. Basic health literacy is a measure of a person’s ability to understand and
act according to appropriate health information. The rise in the number of people
attaining basic health literacy increases the amount of positive health behavior in the
aggregate. Therefore, health communication providers can create a direct impact on
tangible health results in a given population.
The introduction of new technology has led to new ways of distributing health
information, specifically through online media. Along with a new method of
communication comes a need for a new way of evaluating it. As new media emerge and
proliferate in the marketplace, different populations’ levels of health literacy become
shaped in previously unpredictable ways. Current research suggests that significant
vi

differences in wealth and pervasive cultural features account for why distinct populations
respond to these developments differently.

Thus, the task of determining health

communications’ success overall just got harder. It is now necessary to reassess health
communications providers’ efficiency and effectiveness with regard to particular
minority populations such as Hispanic/Latino adults. Throughout this paper, I refer to the
Hispanic/Latino population’s unique characteristics as a case study for the derivation and
application of universal health communication values.

Thus, the purpose of this

report is, based on current findings, to expose the primary values that describe and
prescribe the efficacy of online health communication geared towards minorities
such as Hispanic/Latino adults residing in the United States.
This report concludes that the effectiveness of health information online is a
function of three elements: access, quality, and communication strategy.

Access

represents the extent to which the intended user can search online for the sought-after
health information, employ techniques to locate the intended information, and benefit
from the search and comprehend the content. The quality prong of the health related
Web content represents the useful indicia of accuracy and completeness of the
information provided. The first two factors are a sine qua non for a robust health
communication campaign. The communication strategy determines the audience reach
and the relevance of the health message; both of which ultimately are the driving force
for achieving lasting health behavior modification.
Health information providers must periodically assess their services along the
model’s benchmarks in order to achieve the highest possible levels of health literacy in
their target populations and overall. Providers may engage in self-evaluation in order to
gauge their own effectiveness, make improvements wherever necessary, and thereby
ensure continued conformity to the aforementioned values. If/when these market players
vii

are unable or unwilling to adhere to this rubric, the public sphere may need to enforce it
as a last resort. This paper does not investigate the merits of either public or private
systems of governance; no matter how compliance is achieved, the modern promotion of
optimal health literacy in minority communities (and hence, overall) requires that all
three elements comprise a new, uniform model for online health communication
initiatives.
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Chapter 1: Introduction: Why do we need a new model?
According to Healthy People 2010, health literacy is “the degree to which
individuals have the capacity to obtain, process, and understand basic health information
and services needed to make appropriate health decisions.” (U.S. Department of Health
and Human Services, 2000, p. 20) Today, almost half of the U.S. population experiences
“difficulty understanding and acting upon health information”.(Institute of Medicine,
2004, p. 1) Since health information entails any communication relating to the subject of
personal health1, this datum shockingly signifies that aproximately 155 million people in
the United States lack a basic level of health literacy. (U.S. Census Bureau, Population
Division, 2010) The paucity of basic health literacy is a gloomy social indicator because
health literacy directly relates to positive adaptive health behavior in any given
population.2

These figures indicate that the current online health communications

evaluation models are ill-adapted to the task of promoting high levels of health literacy
(and therefore positive health behaviors) in the general population.
The market for health information in the U.S. currently lacks a uniform standard
for policing, both from within and without. This situation is further complicated by the
fact that health information lacks the typical features of many other products. For
example, depending on an individual’s personal health situation or perceived situation,
health information can be either elastic or inelastic that is to say; a pressured luxury good
or a perceived necessity. Since heath information providers rarely discriminate based on
price because many of them offer their services for free, it is difficult for providers to

1

Health information can range from doctor-recommended drug dosage to recognizing asthmatic symptoms
in adults and children.
2 Positive health behavior that follows from correctly interpreting correct/relevant health information can
take the form of administering self-exams for breast cancer or seeking professional medical help for a
possible disease symptom.
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qualify precisely what their target audiences demand.

Moreover, there are obvious

rational limitations on the average person’s health information research abilities. The
health information product itself is a moving target, since even relevant health
information routinely experiences updates and revisions.

As a result of built-in

obsolescence, health information is uniquely prone to creating economic waste. In order
to attain the optimum level of health literacy in the general U.S. population, online health
communications must be standardized somehow.
With these problems in mind, minority health literacy nevertheless recommends
itself to optimization.

Creating optimal positive health behavior among minorities

residing in the U.S. is an important way of optimizing the efficiency of health
communications (online and offline) to increase the overall amount of people with basic
levels of health literacy. Health communications regulation models, like all incentivemodifying systems, affect populations at the margins. For example, there is a tiny
segment of any given minority population for whom no amount of health information
regulation will benefit.

On the other hand, there are segments for whom a tiny

adjustment of available health information can have an enormous impact on overall
health. As expected with any normal distribution, most people in any given population
will benefit at least somewhat from increased positive behavioral adjustment. At this
point in time, the only way to legitimately discriminate among individuals who benefit
more/less from certain types of information is to employ psycho-socialogical data. In
other words, the only acceptable means of “dividing and conquering” the general U.S.
market for health information consumption is to consider various cultural segments that
are empirically shown to behave in similar ways. Thus, in order to attain the optimum
level of health literacy in the general U.S. population, online health communications must
be regulated according to a model that best describes, explains, and predicts how online
2

health campaigns impact all communities in the U.S. The regulation can take place either
through state or federal governments (an unlikely possibility due to bureaucratic
inefficiency and free speech rights on the Internet) or by market agents (including Health
Communications providers and end-users alike, non-governmental organizations and
non-profit organizations).

The bottom line: the constructed, optimal “E-Health

Communications” model must be based on current and up-to-date empirical research and
consider both the desired population segment audience and its special relationship to the
online medium.
The population segment that this report refers to in order to illustrate/apply its
findings is the self-identified Hispanic/Latino population of the United States. For the
purposes of this report, Hispanics and Latinos refer to: “those people who classified
themselves in one of the specific Spanish, Hispanic, or Latino categories listed on the
Census 2000 questionnaire -"Mexican, Mexican Am., Chicano," "Puerto Rican", or
"Cuban"-as well as those who indicate that they are "other Spanish/Hispanic/Latino."
Persons who indicated that they are "other Spanish/Hispanic/Latino" include those
whose origins are from Spain, the Spanish-speaking countries of Central or South
America, the Dominican Republic or people identifying themselves generally as Spanish,
Spanish-American, Hispanic, Hispano, Latino, and so on.” (U.S. Census Bureau, 2000,
p. 1) There are several reasons why this group functions as an effective case study and
basis for a new health communications model geared towards certain minorities. First,
the Hispanic population is a discrete and identifiable minority, so there is little ambiguity
as to the boundaries of this target audience. Second, as a practical matter there is
sufficient research on this segment due to its large presence in the U.S. Third, the
Hispanic population is a particularly illustrative case study as it is a vulnerable segment
due to the high occurrence of language and opportunity barriers for its members and also
3

due to its culture-specific health customs, which will be discussed in more detail later.
Fourth, and most distressing of all, this group suffers the most deficiencies in health
literacy, making it a salient indicator of how previous practices failed to help large
segments of the U.S. population. The 2003 NAAL study found among all U.S. races and
ethnicities, Hispanics have the highest percentage of the lowest level of health literacy,
Below Basic. In fact a little over 40 percent of Hispanic subjects fell within the Below
Basic category of health literacy. (Kutner, Greenberg, & Baer, 2003, pp. 8-9) [See Table
1] The NAAL’s model defined this level as “[lacking] skills necessary to perform simple
and everyday literacy activities”. (Kutner, Greenberg, & Baer, 2003, p. 5) As applied, this
literacy level means that population encountered significant difficulties “reading and
understanding information in short, commonplace prose texts and in simple documents,
[as well as] locating easily identifiable quantitative information and using it to solve
simple, one-step problems when the arithmetic operation is specified or easily inferred.”
(Kutner, Greenberg, & Baer, 2003, p. 5)
The large and disproportionate number of Hispanics/Latinos who have below
basic health literacy levels also calls into question the effectiveness of current health
information programs—including recent online initiatives. For instance, it is plausible
that this problem was the result of over-generalized target markets in the health
communications industry as a whole. Health communications professionals’ failure to
narrowly tailor newly developed online campaigns to specific population segments most
likely compounded the problem of information disconnect.
The time has come for health information providers to adhere to a new model
with standards with enough breadth to protect the entire U.S. population as a whole, yet
with enough depth to apply specifically to maximize a target population’s (such as the
Hispanic population) health literacy. Therefore, the purpose of this report is, based on
4

up-to-date research, to expose the primary values that describe and prescribe the efficacy
of online health communication geared towards minorities such as Hispanic/Latino adults
residing in the United States.
BACKGROUND: THE ONLINE MEDIUM
One of the major reasons why previous models of health information distribution
failed was for lack of accounting for the unique nature of online searching behavior. It is
an empirical fact that health information is increasingly being distributed and searched
for on the Internet. In 2005, as many as 79% of Americans who had access to the
Internet searched for health information online. (Liu & Wang, 2007, pp. 575-582)
Sixteen years before, this figure was 0%. The distribution of health information is no
longer limited to pamphlets and instruction manuals. New technologies have allowed for
new modes of delivery that not only include text, 2D and 3D graphics, but also podcasts,
video, weblogs (blogs), online fora, and games, just to name a few.
One example of these phenomena is e-mail discussion groups. To better
understand their effects, a study of 580 random subjects with chronic back pain was
conducted by the department of Health and Behavioral Science at Kalmar University.
The group received a subject-related book and videotape along with periodic emails.
After one year of e-mail distributions, 41% of the subjects were reported to have read
most or all of the emails. The patients also showed signs of significant medical
improvement. For example, the patients reported experiencing less pain, disability, and
distress.(Akesson, Nilsson, & Saveman, 2007, pp. 633-645) This study confirmed a
hypothesis that interactive methods alongside traditional methods of health information
increase the motivation that leads to positive health behavior. Although the study did not
distinguish results among minorities, it can be inferred that such results would apply
5

across the board. Increased use of communication online has helped not only in the
distribution of health information to the patient/care taker, but in distributing a more
patient-tailored version of that information.
UNDERSTANDING THE UNIQUE PROBLEMS OF AN UN-MODERATED ONLINE MEDIUM
The main differences between the online medium and other forms of written
media are the Internet’s ubiquity, its rapidity, and the fact that everything that exists on it
can be copied, distributed, and interacted with in astronomically large volumes without
diminishing the substance of the information (with some exception; e.g. if a server “goes
down” because of too much “traffic”).
As a result of these factors, and because of the aforementioned inherent problems
with health information in general, online health communications are particularly
afflicted with the problem of high rates of waste information. For health communications
to succeed online, waste information must be a primary concern for moderators and will
frequently come up as a consideration for the new model.
Waste information is defined as any kind of health information that is not
pertinent or helpful to the target market.

This term includes (correct or incorrect)

information that fails to reach its intended market, as well as incorrect information that
does reach its intended market. Waste information increases the quantity of information
but does not contribute to the good quality. As such, it dilutes the search yield on any
given topic. For instance, according to the Pew Internet and Life Project study in 2006,
more than half of online users from 2002 to 2006 searched for specific disease or medical
problems on the Internet. Also, high on the search list was information about certain
medical treatments or procedures, diet, nutrition, vitamins, or nutritional supplements.
Some of the least likely topics to be searched by online users were habitual issues like
6

problems with drugs and alcohol, how to quit smoking, and sexual health information.
(Fox, Online Health Search, 2006, p. i). [See Table 2] The finding here recommends that
online information providers who address in-demand health topics ought to prioritize the
order content is displayed on their websites according to the harmfulness of neglecting
the topic (or disease) and/or the frequency with which it occurs in the audience. It also
recommends that niche health websites identify themselves as such, so as not to be
confused by end-users with other, more general, websites that cast a wider net. These
cosmetic techniques are likely to reduce the amount of wasted information on the sites.
Waste reduction strategies must also consider what kinds of data the audience is
willing to search for online based on its search environment. For instance, limited access
to private Internet facilities may also limit the types and amount of research any given
person conducts in public or within their homes.
Based on the 2006 Pew Internet & American Life Project Poll, when asked “have
you ever looked online for…information about sexual health?” 89% of respondents said
“no.” (Pew Internet, 2010) While it can be presumed that privacy and social taboos are
major factors in explaining why, further research is needed to understand how sexual
health and related topics can be addressed. Further research on search trends can also
shed light as to whether or not such trends are generational or a fact of social life.
THE SOCIOLOGICAL DIMENSION OF ONLINE INFORMATION GATHERING
The way in which ordinary individuals from a community search for health
information online gives us clues about optimizing how we use the online medium.
Analyzing how users organize their topics and key terms can also help in the reduction of
waste health information. Why is there such a gap between general topics searches and
specific key term searches? (Fox, Online Health Search, 2006, p. i)
7

The answer comes from normative observations.

For example, one likely

explanation is: the Internet functions as a library for health issues that are mysterious to
online users both in diagnosing and in treating. Expecting a normal person to narrow a
search field from general topics to specific as one does using an encyclopedia ignores the
realities of how illnesses become diagnosed and remedies recommended. Having an
index of diseases categorized alphabetically rather than by relevance might be a useful
way of displaying information, but only for marginal searchers. Health information
providers can employ both organization strategies on a single database simultaneously in
a matter of a few keystrokes. By exploiting the Internet’s easy accommodation of
redundancies, a health information provider will more likely connect relevant information
to multiple types of searchers. Information about habitual issues may rot on the vine if it
is not “pushed” onto users using additional features such as advertisements triggered by
relevant searches, much in the way that Amazon.com successfully peddles related books
and genres to book buyers using complex user-specific algorithms. Internet
communications are an enormously powerful tool for health practitioners to use to
increase and improve upon patient health self-management because of their availability
and low-cost presentation capabilities. They can both respond to and shape the normal,
or even unusual predilections of users.
THE INTERNET’S RELATIONSHIP TO ACTUAL RISKS/SOURCES OF HARM
As with all tools, the Internet can be used for harm. Previous models failed to
account for and discourage harmful information.

The Internet is fertile ground for

misdiagnosis. A portion of self-medicating patients wields inaccurate or irrelevant health
information and misunderstands relevant or valid information. The harm from these risks
takes one or more of three forms: physical, emotional, or financial. A 2002 study
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examined “the number and characteristics of cases of harm associated with the use of
health information available on the Internet.”(Grocco & Villasis-Keever, 2002, pp. 28692871)

The study revealed instances of emotional and physical harm due to health

information found and used after individuals searched on the Internet.
An example of emotional harm is the case where a patient who, after visiting her
doctor, sought more information online and ultimately acted on irrelevant information.
The patient, a pregnant woman, was informed by her doctor that the fetus had borderline
cerebral ventriculomegaly. Rather than asking further questions about this term during
the doctor’s visit calling the doctor’s office or calling the doctor’s office, the patient
opted to search online for more information. She happened to search for
“hydrocephalus,” a word she remembered from the doctor’s visit. “The information [she]
found was related to aqueduct stenosis. Based on the irrelevant information [she] found
on the Internet, the family made arrangements to have a postnatal shunt placed by a
pediatric neurosurgeon.”(Grocco & Villasis-Keever, 2002, pp. 2869-2871) This mistake
caused the patient emotional harm that later required counseling sessions to manage.
Although this particular study found only a handful of documented instances of harm, it
is very likely that more instances occur but remain undocumented because of their
embarrassing results and other reasons. Although the authors of this study affirm that
there are, on average, more “positive” instances of rehabilitation that resulted from
Internet use, the “negative” cases represent a deleterious and largely avoidable casualty
of un-moderated online health communications. Avoidable problems should be avoided
in the aggregate if, at the very least, they can be done so by actors in an economically
efficient way.

The avoidable problems that arise from online health information

searching can be generally characterized as another form of economic waste, and
9

therefore should be minimized by the online communicators within the regulatory
scheme.
Additionally, medical professionals will have to face facts that more of their
patients will seek information online, instead of making follow-up appointments or
phoning their doctors. Although the relationship between online health information and
medical professionals is beyond the scope of this report, it is one that should be explored
further. Just as the pharmaceutical industry has effectively communicated with health
professionals through the use of representatives, providers could similarly educate
medical professionals on the benefit of “prescribing” patients certain websites for more
information. Material at health professionals’ offices could similarly function to point
towards certain websites.

10

Chapter 2: Model Theory Overview
A new, objective, and universal regulatory model must be theoretically sound; it
must be broad, yet adaptable to specific situations. It must synthesize current psychosociological research. It must strike at the core purposes and methods of online health
communications.

Thus, we must begin our assemblage by asking some very basic

questions in order to ferret out the essential values that a single regulatory framework
must seek to strengthen. The perils and successes of online health communications
practices will thus be functions of these elements. The first question is rather obvious
and deals exclusively with the health campaign’s desired audience’s (end-users’)
demographic information: WHO are the online health information users, WHAT kind of
information are users seeking, HOW are they seeking it, WHY are they seeking it, and
are they ABLE to get it (or substitutes)?3 The second question deals with both the endusers’ and the suppliers’ sides of the informational exchange: what are the precise indicia
of the quality of the information sought by users – how do providers/searchers tell how
reliable information is and how do providers/searchers prove it?4 The third question
deals exclusively with the information providers’ side: is the information being made
available by the providers to the users in the most efficient ways?

3

WHEN and WHERE are irrelevant questions since we are dealing with online services that are generally
available 24 hours, 7 days a week, 365 days a year, all over the U.S.
4 The truthfulness of medical information is a necessary consideration for health information regulation, but
it is outside the scope of this paper. Since medical science is in a state of almost permanent flux, it goes
without saying that involving highly experienced medical professional approval at every stage in website
design would be inefficient. The optimal balance of health information accuracy and auditing costs is a
question for future research. The “quality” prong of this analysis thus only focuses on the basic badges of
credibility/reliability for online health information. The motivation for proving these properties of
information may be for the benefit of the users, or the providers, or both.
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WHAT ARE THE NECESSARY CONSIDERATIONS OF EFFECTIVE HEALTH CAMPAIGNS AS
THEY APPROACH THE ONLINE MEDIUM OF COMMUNICATION?
The issue encapsulated in the first question can be summarized succinctly as the
health information seekers’ (end-users’ or audience’s) access to the Internet.

This

element comes equipped with analytical prongs that require the evaluation and
adjustment of Internet availability, seekers’ searching abilities, and seekers’
comprehension.
HOW DO EFFECTIVE HEALTH CAMPAIGNS ADDRESS THE DANGERS OF THE ONLINE
MEDIUM?
The factor at the heart of the second question is website quality evaluation. In the
Internet’s current state of un-moderation, the responsibility for assuming risks has fallen
almost entirely on the users, and to some extent, private communicators who selfevaluate or publish reviews of health information websites. It is elementary that only
qualified health information ought be acted upon. It is also elementary that marginal
users who are capable of qualifying their own health information may not need help
doing so. It follows that online health communications providers must qualify their own
content to benefit those users who (a) can be helped to qualify their own information or
(b) are not capable of doing so at all; and that this must be done in order to reduce waste
(since it is very difficult for health information providers to discriminate among users by
their ability to qualify health information). The HONcode is but one example of a
coherent system for assessing health website quality and enforcing high-quality health
websites, as I will demonstrate later.
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HOW DO EFFECTIVE HEALTH CAMPAIGNS ACHIEVE THE MOST RESULTS BY MEANS OF
THEIR DELIVERY THROUGH THE ONLINE MEDIUM?
The last inquiry into advancing effective online health communications deals with
the delivery of information via communication strategies.

This element requires

providers to analyze and optimize the degree to which the information is made relevant to
the end-user. Relevancy is the key to this factor because both diagnosis and prescription
achieve their maximum intended effects with minimal waste when the distribution of
information creates a higher tendency to relate to the intended user. At this point in time,
technology has advanced to allow health campaigns to include more “culturally
appropriate” (i.e. relevant) information by zeroing in on various segments-withinsegments that are empirically shown to behave in similar ways using psycho-sociological
data, even by tailoring messages to individuals through assessment techniques. Recent
advances in Web-based technologies enable tailored health communication to be
efficiently delivered to large numbers of individuals and groups at little or no expense,
excluding initial start-up costs.(Suggs, 2009, p. 279) However, there is still no “one-sizefits-all” technique for campaigns; although they have the potential of achieving high
degrees of “appropriateness” in individuals, health communications providers must apply
a rigorous cost-benefit analysis to judiciously apply a mix of broadly and narrowly
directed strategies in a single campaign.
Therefore, this paper proposes a model that contemplates three essential elements
of effective health communication campaigns: access, quality, and communication
strategies. All three elements must be strong in sufficient measures in each online
initiative in order to satisfy the model’s requirements. Adherence to this model by
private entities and/or public institutions will achieve the following results: it will
promote optimal health behavior in end-users, it will encourage widespread, effective
13

health communications practices online, it will moderate and limit the development of
harmful practices, and it will save health communications providers money by helping
them avoid economic waste.

14

Chapter 3: First Criteria: Access
Understanding the factors that describe, explain, and predict how people access
the information they seek through the online medium is a crucial component for
evaluating the delivery of that information. How can suppliers of information repond to
the users’ level of access in a way that both gives users the goods they require and
promotes the optimum level of health literate behavior? In other words, how do you
evaluate a service’s ability to connect something to people that they need, but may or
may not want, while at the same time giving them the tools to learn how to connect
themselves? This problem is a function of optimizing information along three key
dimensions: physical connectivity, skills of the user, and what we will call language. The
element of physical connectivity contemplates several issues: whether a user has
available / can afford an Internet connection, and if so, whether or not the connection is
dial-up or a variety of “high speed” or broadband connection (which affects
quality/amount of content), and what her communication hardware is (be it a mobile
phone or a computer screen at home or in a library). The skills of the user prong of this
analysis covers the level of education, aptitude, knowledge, and overall sophistication of
the user as applied to the task of health information research/use. A correlary to the skills
prong is language, and while this element touches on interpretation ability and
vocabulary word knowledge of the user, it differs from the skills prong in that it focuses
primarily on the problems associated with foreign language code-switching.
PHYSICAL CONNECTIVITY
The greatest single potential of an information utility might be the oportunity to
reduce the unit cost of education to the point where our society could afford to
provide open and equal access to learning opportunities for all members
throughout their lives. (Severin & Tankard Jr., 2001, p. 256)
15

The Knowledge-Gap hypothesis predicts that although everyone will gain
knowledge over time simply due to the increase of information available, those
individuals with a higher socioeconomic status will gain more knowledge than those in a
lower such status. Over time, the knowledge gap between the low and high
socioeconomic status increases such that access to certain information becomes a
predictable result of one’s current socioeconomic class. (Severin & Tankard Jr., 2001, pp.
245-261) The Knowledge-Gap hypothesis is one insight we have in describing the
current state of health communication use online. Ideally, the Internet would serve to
eliminate this gap through its capacity to distribute valuable health information across
most social strata.
The “digital divide” is an extension of the Knowledge Gap that focuses primarily
on the Internet access disparity. Audiences in the U.S. that suffer from this digital divide
are typically minorities such as the Hispanic/Latino adult population. However, studies
suggest that this divide is closing for Hispanics. In 2000, “the number of personal
computers in Hispanic homes rose from 25 percent in 1998 to 42 percent.” (Garcia, 2000,
p. 81) More recent 2008 data from the Terra.com Hispanic Syndicated Study, conducted
by comScore for Terra Networks USA, revealed that 85% of the Hispancis studied spent
at least 3 hours a week surfing the Internet and 30% of Hispanics spent more than 13
hours a week doing so. (Advertising Age, 2008, p. 39) Still, numerous barriers prevent
online access for the Hispanic/Latino community. The 2007 Pew Hispanic and Internet
Report reveals that main obstacles to this population’s access are: education, language,
and income. The study also showed that fifty-three percent of Latinos who do not go
online explain that their reason is because of they lack access. The other possible options
for barriers were: interest, difficulty, and time. (Fox & Livingston, Latinos Online, 2007)
16

While the barriers of time and interest are substantial concerns, they unfortunately fall
outside the scope of what an online health information provider can account for.
Geographic Barriers
Location is a decreasingly dispositive factor for high-speed physical connectivity
to the Internet at home. While numerous communities (particularly rural and dense urban
settings) persistently lack fiber optic cable connections, there are other reliable, less
expensive ways of connecting to the Internet, such as via basic coaxial cable service,
satellite, city/community-wide wireless network, or even World Area Network (WAN).
These “broadband” solutions have become competitive ways of securing high rates of
data transfer, which permit rapid, and virtually limitless access for browsing the largest
and most sophisticated websites.
Those who cannot afford such services and who choose not to search on highspeed public terminals might instead opt for mobile wireless devices. When it comes to
wireless device usage, U.S. Hispanics show no signs of suffering from a “digital divide”
from U.S. Non-Hispanics. Their usage percentage even seems to outshine U.S. NonHispanics on almost every usage activity; the most reported being listening to music and
playing games on mobile devices. On activities such as Messaging (IM, SMS, or MMS)
Hispanics lagged behind the rest of the population only by 1%. (Advertising Age, 2008,
p. 44) Still some Hispanics do use dial-up Internet service (using a phone line and a
modem). These consumers are not likely to either have the time, patience, or capability
for waiting for a large site to download. The average Internet user in the year 2000 was
only willing to wait about four seconds for a page to download before giving up trying to
access it. (Nelson, 2000) In a 2008 study by the Aberdeen Group, results indicated that a
mere one second delay in Web application response times “can result in a 11% reduction
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in page views and a 16% reduction in customer reduction in customer satisfaction.”
(Widman, 2010) Fortunately, there are many easy workaround solutions in the diligent
designer’s toolbox. Web protocols now support “alternative” text labels or smaller
images that replace large images while they download. These effects provide navigation
cues to the visitor and also give her the impression that the website is complete while it is
still loading. Much Web-design software also provides loading-time estimations based
on size, allowing health providers to empirically gauge the difficulty of accessing their
sites for streamlining purposes. There are other things that the cautious providers can do
to ensure their message isn’t lost in transmission: Using lower resolution images, using
universal fonts, providing Flash-optional versions, running dedicated servers for large
downloads such as videos or audio are all options. There are a certain number of people
in any given population who suffer from disabilities contrasting/disassociating different
colors from one another. Health information websites should accommodate this common
disorder by using black text on a white background. Library-goers might not have
computers at home, so having a “printer-friendly version” feature may be necessary for
this segment to be able to take information home. It is incumbent on online health
information providers to consider multiple tiers of their audience, and the general
limitations of the Web-browsing population.
Physical access on the provider side of the equation should also get its due
attention.

Because of the possibility of maxing out information “through-put,” or

exceeding the agreed-upon access limitations with Internet Service Providers (ISPs),
health info providers should conduct “stress-tests” with their ISP to assess high-volume
support during health emergencies such as pandemics, popular drug recalls, or
environmental disasters.
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Income Barriers
Income remains a dispositive factor for consumers’ reliable Internet connectivity.
The fact that “less than one-third of Latino adults have a broadband Internet connection at
home” is a significant indicator of Hispanics’ low-income status overall.

(Fox &

Livingston, Latinos Online, 2007, p. 12) Low income means fewer opportunities to
enroll in broadband Internet coverage.

Less opportunity for reliable, broadband

connections decreases the potential interactivity consumers have with the Internet, and
therefore with online health information. This datum predicts that an online health
information campaign would be much more successful if it incorporated a component
devoted to “getting Hispanics online.” Such a campaign could encompass addressing
Hispanics’ income disparities, organizing community lobbies for communications
companies to expand low-cost service into Hispanic neighborhoods, and providing other
low-cost Internet access solutions for Hispanics as a whole.
There is a silver lining: Due to the record numbers of minorities such as Latinos
who are still unable to receive broadband or online access in general from their computer,
many have begun to use alternative ways of getting connected: mobile phones running on
3G/4G networks and Personal Data Assistants (PDAs), and getting information from
more “wired” friends/relatives via Instant messaging and SMS common terminal devices.
In a recent Pew Research Center Survey, more Hispanics (59%) considered their mobile
phones and PDAs necessities as opposed to luxury items than non-Hispanics (49%). (Fox
& Livingston, Latinos Online, 2007, p. 14) Incidentally, “fully 59% of Latino adults have
a cell phone and 49% of Latino cell phone users send and receive text messages on their
phone.” (Fox & Livingston, Latinos Online, 2007, p. ii) Websites must be optimized for
both the computer screen and the Blackberry or iPhone screen. The increased use of
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mobile browsers in particular by Hispanics is a powerful prescription for more use of
stretchy borders, cascading style sheets, and other kinds of adaptible formatting.
SKILLS OF THE USER
Other preventable barriers to health information “access” can and do occur
in health information consumers’ minds. This paper refers to such issues collectively
under the umbrella of user search ability. Of principal importance in this discussion is
whether or not a given website is configured for the least-skilled members of a given
population: individuals with rudimentary (or less than) computer skills, basic education
levels, and vocabulary.
Educational Barriers
According to the Pew Hispanic and Internet Report, Latinos Online, almost 61%
of the adult Hispanic/Latino population used the Internet in 2007. In contrast though,
only 31% of Hispanics who did not complete high school went online that year. (Fox &
Livingston, Latinos Online, 2007) Those who have not completed high school make up
as much as 41% of the Latino community. In comparison, this is a much higher
percentage of this population than the non-Hispanic white (12%) or African-American
communities (21%) who have not completed high school. (Fox & Livingston, Latinos
Online, 2007) Presumably, high school nowadays provides basic computer training and
therefore introduces and familiarizes the student with going online. College and other
higher levels of education apply the Internet in more complex ways that perhaps better
prepare students for searching for health information. These institutions also encourage
the usage of public and private libraries (and sometimes computer borrow/rental
programs) as alternatives to purchasing computers and laptops for online use. A new
development is that Hispanic parents are starting to view the Internet as a means of
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advancement for their children. "They see it as an empowerment tool “for their children
to find better information and to get better educated." (Burns, 2005)
This fact pattern should narrow the concerns of online health information
providers vis-à-vis the skills of the user.

The presumed effectiveness of the

public/private and post-secondary education systems should mean that the online unskilled classes of online users consist largely of immigrant youth (who missed basic skills
courses) and adults (who did not or do not have the same education advantages as the
average American). A concerted effort is needed alongside any online health campaign
to bring these classes into the reach of health information.
Online health communications providers should familiarize themselves with the
education level of their intended and actual audience. For instance, the percentage of
adult Hispanics below basic literacy level (in any language) is the highest (40%) among
other U.S. race/ethnicities. (Kutner, Greenberg, & Baer, 2003, pp. 8-9) Online health
campaigns targeting Hispanics should thus budget a great deal (more than for other
populations) for educating Hispanics on how to use Internet technology for health
searching since this aspect of access is a uniquely weak factor for Hispanics. Bringing
baseline literacy up is a crucial component of basic Internet searching skills, since Web
browsing is nothing but active reading. On the other side of things, communicating health
information in plain language according to at least one source means the information
ought to be written at around a sixth grade reading level. (Osborne, 2005, p. 180)
(Osborne, 2005, p. 180).
On the other hand, “[y]ears of schooling tell what people have been exposed to,
not what reading skill they acquired. Surveys show that, on average, adults currently
read three to five grade levels lower than the years of schooling completed.”(U.S. Dept.
of Health and Human Services, 2006, p. 5) This empirical datum recommeneds instead
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that when addressing a target that is, at best bilingual in English and another language
like Spanish, it is preferable for websites to use a less rigorous standard than a sixth-grade
reading level – but rather, “plain language” – when communicating complicated health
information. The Center for Plain Language defines plain language as language that when
used, the “people who are the audience for that communication can quickly and easily
find what they need, understand what they find, and act appropriately on that
understanding.” (Center for Plain Language, 2008) The following are the key elements
to plain language writing, a check list for a plain language text document, and additional
tips for a plain language text document on the Web.
Key Elements to Plain Language Writing
•

organize information so the most important behavioral or action points
come first;

•

break complex information into understandable chunks;

•

use simple language or define technical terms; and,

•

provide ample white space so pages look easy to read. (U.S. Department
of Health and Human Services, 2000, p. 3)

Check List for a Plain Language Text Document
•

written for the average reader

•

organized to serve the reader's needs (material first, exceptions last; or
organize material chronologically)

•

has useful headings that capture the essence of all the material

•

uses "you" and other pronouns to speak to the reader

•

uses active voice

•

uses short sections and sentences

•

uses the simplest tense possible—simple present is best
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•

uses base verbs, not nominalizations (hidden verbs)

•

omits excess words

•

uses concrete, familiar words

•

uses "must" to express requirements; avoids the ambiguous word "shall"

•

places words carefully (avoids large gaps between the subject, the verb
and the object; puts exceptions last; places modifiers correctly)

•

uses lists and tables to simplify complex material

•

uses no more than two or three subordinate levels (The Plain Language
Action and Information Network )

Additional Tips for Plain Language Text Document on the Web
•

When writing for the Web, remember that people skim and scan. They
don't want to read much. They want to find the information they need
quickly and read only the answers to their immediate questions.

•

On the Web, break documents into separate topics.

•

Use even shorter paragraphs than on paper.

•

Use even more lists than on paper.

•

Use even more headings with less under each heading.

•

Keep the information on each page to no more than two levels. The Web
has little room for indenting or showing levels of headings.

•

Questions often make great headings because users come to the Web with
questions in mind. (The Plain Language Action and Information Network
)

An example of the difference between complex medical text and plain language
medical text can be viewed in the before and after images of an allergy drug label. [ See
Figures 2 & 3].
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COMPREHENSION ABILITY
In many ways, a Web browser is a self-explanatory tool with a low learning
curve. Once the basic features are explained in an introductory setting5, a user with basic
literacy should be able to pull up online health communication websites with little
problem. Basic adult education initiatives and school curriculum components should
adequately deal with this issue. The remaining problems come from cognitive concerns:
what should un-savvy users do with the information after they view it? These other skills
involve applying information in relevant ways. Recall the example of the pregnant
woman who misdiagnosed her baby’s condition because of a mistaken search term. It is
unlikely that a search term disambiguation feature for similar-sounding words would
have prevented this poor woman’s error. These other cognitive factors go to reasoning
and memory skills of the individual, which may be general correlatives of education
level. More qualitative research is needed to fully grasp what role health information
providers can and should play in reducing the risks of cognitive errors involving their
services.
Additional Income Barriers
Income is a corollary of education level, and like with physical connectivity, can
have a direct impact on skills and comprehension. Presumably, any campaign that also
addresses wealth is going to be more successful. The specifics of how to do this,
however, are outside the scope of this research project.
Language Barriers
Online users make up almost 60% of the American Hispanic population. (Fox &
Livingston, Latinos Online, 2007, p. 3) Approximately 75% are English-dominant or
5

such as refreshing the browser, going “backward” and “forward”, entering a URL, narrowing a search
field and using other forms, locating basic searching sites, and applying basic Boolean search skills.
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bilingual in Spanish and English. (Fox & Livingston, Latinos Online, 2007, p. 9)
According to Miniwatts Marketing Group’s Internets World Stats, the most common used
language on the Internet is English, Spanish being the third.”(Miniwatts Marketing
Group, 2010) English dominates probably due to its current status as an international
lingua franca and because of the widespread availability of English-speaking public and
private online health communicators. Understandably then, for the American Hispanic
Population use of the Internet depends on a minimum level of English proficiency.
According to the Pew Hispanic Center’s statistical analysis on the impact of
language on Internet usage, “if one neutralizes the differences in English proficiency,
then the differences in the rate of [I]nternet usage between Hispanics and non-Hispanics
disappear.”(Fox & Livingston, Latinos Online, 2007, p. 4)

At first blush, this datum

appears to be damning evidence that education and other factors do not matter. However,
what distinguishes it for just the language comprehension factor is that language
comprehension is correlated with general education level, as I will demonstrate below.
An additional ground for proving that language comprehension is an independent factor
among others is the telephone survey conducted by AOL/Roper Public Affairs Hispanic
Cyberstudy in 2005. This study found that the lack of Internet usage among Hispanics
can be attributed to language barriers as well as the lack of Spanish language content.
Although most respondents rated themselves bilingual in speaking and reading both
Spanish and English, the report concluded that they pay more attention to advertisements
in Spanish. (Burns, 2005, p. 1) One possible solution that can be derived to optimize
health communications for this minority population is to provide accurate Spanish
translation for English-only content.
The markers that describe and predict the level of English language speaking are
education level, age of arrival, and length of residence. The more education a Latino
25

attains the more likely she is to also speak better English. “Nearly two-thirds of adult
Latino immigrants with college degrees say they speak English very well, compared with
a third of those with high school diplomas.” (Hakimzadeh & Cohn, 2007, p. 8) Those
who are more educated also tend to integrate the language more into their lives; i.e.
English-speaking Hispanics tend to us English not only at work when it is needed but
also at home when it is used as a preference. The age at which a Hispanic immigrant
immigrated to the United States can affect her level of English proficiency. A study of
English usage among Hispanics in the U.S. found that “three-quarters of foreign-born
Latino adults who arrived at ages 10 or younger report that they can carry on a
conversation in English very well. That compares with 30% of those who arrived at ages
11 to 17; 16% of those who arrived at ages 18 to 25; and 11% of those who arrived at
ages 26 or older.” (Hakimzadeh & Cohn, 2007, p. 10) Latinos who immigrated to the
U.S. at an older age though did not display such high English language aptitude.
Presumably, this gap occurs because younger children are still in development stage and
can retain more languages at their age. Alternatively, young children attending public
schools have more opportunities to learn and practice the English language. As the length
of time a Latino immigrant resides in the United States increases, the likelihood of her
speaking English well and at home and at work increases. “Among Latino immigrants
who have been U.S. residents the longest-for at least 26 years-43% report speaking
English very well. Among the most recent arrivals- those who immigrated less than three
years before taking the survey- just 14% report speaking English very well.”
(Hakimzadeh & Cohn, 2007, p. 7) A more extended length of residence also increases the
integration of the English language in the home and not just at work. In addition, those
U.S. Hispanics who indicated they “prefer speaking Spanish ‘only’” in the

2008

Terra.com Hispanic Syndicated Study were the most likely segment to describe
26

themselves as “strongly keeping up with technology.” (Advertising Age, 2008, p. 43) It
follows that those online health campaigns targeting recent and older immigrants should
exercise extreme caution in communicating in the English language.
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Chapter 4: Second Criteria: Quality
In many ways, quality is the most intuitive of the three online health
communication factors. The failure of health communicators to provide the elementary
cues for the general public to efficiently evaluate the credibility (and impliedly the
accuracy) of websites results in numerous forms of economic waste. This begs the
question: what are easily achievable behaviors that facilitate this auditing process on the
user’s end? These signals or badges of verifiability can be easily distilled from the basic
premise that corroboration requires multiple, independent attestations. In other words,
clear citation and frequency are two of the pillars of reliability. Being able to identify a
citation and place it within a “marketplace of information” context is a skill that can and
must be learned and mastered by rote.

Other context cues require more advanced

considerations. For instance, what is the purpose of a specific health communication?
Does the source have an ulterior motive? How can you know? Let’s say that the source
does have a motive, perhaps a religious one even. If the source makes an admission
against its own interests, a rational-thinker might conclude the admission is more reliable
than if it were not. The difference between someone with a basic grasp of this narrow
application of historical criticism is the difference between someone who believes e-mail
“spam” promising instantaneous health improvements (for a price of course) and
someone who does not.
To reach optimality, the user must therefore be equipped with some basic tools –
the ability to vet citations properly in order to conduct the necessary procedures to
demonstrate crude independent attestation (or otherwise, the user must be able to find and
trust an adequate authority who can do so for her). Additionally, she must have available
a laundry list of flexible factors that challenge and filter information.
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Health

communicators should have little problem applying these rules.

Broadly directed

campaigns must encompass efforts to educate the target audience in reading citations, and
in spotting the signs of questionable or authentic material. The next issue is identifying
and explaining these signs.
Since data transmission requires both a transmitter and a receiver, optimality
demands that the transmitters (providers) meet the receivers (users) halfway. Health
communicators should make it as easy as possible for interactive audiences to organize
and conduct their credibility/reliability inquiries. So, we must ask: In what measure
should providers employ these indicia to achieve the optimum cost/benefit ratio? This is
an empirical question, and until an answer can be ascertained, a baseline standard should
occupy its place. The question then becomes: What standards should be employed by
providers to ensure an adequate level of verifiability?

An adequate standard of

verifiability cannot simply describe. For the unlearned information-seekers, a purely
descriptive quality standard would be useless, if not paternalistic, since it would require
each health communicator to educate every single one of its users. To improve the users’
experience globally in the most efficient way, providers must tap into the potential of the
users (notwithstanding the problems of user cognition identified in the Access section).
A streamlined system of verifiability used by the providers must put the users to work by
prescribing itself through standardization and ease of use. A user-friendly system must
be robust enough to provide guidance, yet it must be capable of being self-taught. It must
be simple and intuitive enough to have a high learning curve. So the real question is:
what are the standards for providers to ensure adequate verifiability that also encourage
higher levels of health literacy?
Preexisting health communications quality evaluation models provide some
guidance to these inquiries. Every single one of them recommends a universal, objective
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standard for addressing the quality of health communications websites. In other words,
experience teaches us that quality websites can be achieved, certified, and monitored
through the use of online “codes of conduct.” It goes without saying that some form of
agency, whether it be public, private, or a combination of both, must act as an authority
for improving, applying, and advocating the “industry standards.” To explain how and
why these health communications codes arose, it is necessary to indulge in a brief history.
Before the Internet became available to the public, during the early 1990s, digital
health communication was accomplished exclusively by CD-ROM health information
databases made by a handful of publishers that were mostly encyclopedic in nature with
large indexes (although later versions developed basic search features). No other formats
large enough to convey detailed health information through computers to consumer
existed. These health communications were little more than books on CD – and lacked
the interactivity, attractiveness, and updating features that well-made modern websites
have. Health communicators would have to publish new versions of CDs to reflect
changes in medical science and make corrections, and as the CDs were expensive,
consumers would frequently opt not to buy the updated version. Worse for these health
communications, a large portion of Americans did not have access to computers—much
less—computers capable of reading CDs (or capable of recognizing the format of specific
CDs). Many of these CDs languished in public libraries, forgotten and unused, for many
library users did not know to access them. These facts of social life caused CD-ROM
health information to be a rather ineffective way to reach the public because of its narrow
marketability and built-in obsolescence problems. It is no surprise that the market for
these devices evaporated with the advent of the Internet, and so these high-cost, lowbenefit CDs were quickly replaced by health communications websites.
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Around the mid 1990’s, shortly after the beginning of the Internet’s public
availability, articles were written concerning the quality of the information on the Web
and the need for standardization. The following are E-Quality standards that authors have
proposed as check lists when evaluating the quality of information online. Virtual Chase
for example recommends the following criteria:
•

Scope of Coverage – topic exploration

•

Authority – expertise of source

•

Objectivity – bias or opinion expressed

•

Accuracy – based on fact and complete

•

Timeliness – currency of information (Virtual Chase, 2009)

Another version is Consumer Web Watch Web Credibility Campaign:
•

Identity

•

Advertising/Sponsorships

•

Customer Service

•

Corrections

•

Privacy (Consumer Web Watch, 2009)

The E-Quality and Consumer Web Watch health communications standards were
supposed to function as theoretical “how-to” lists for online health information providers
to achieve “Web credibility” with users. In theory, credibility is a quality that derives
from the audience’s perception.

Credibility can accordingly be distilled to two

components upon which providers should focus: “trustworthiness” and “expertise.” “The
trustworthiness component refers to the goodness or morality of the source and can be
described with terms such as well-intentioned, truthful, or unbiased. The expertise
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component refers to perceived knowledge of the source and can be described with terms
such as knowledgeable, reputable, or competent.” (Experts vs. online consumers)
The E-Quality and Consumer Web Watch standards were total failures for several
obvious reasons: complete vagueness, over-breadth and over-ambitiousness, a lack of
theoretical structure focusing on the distinct components of communication, lack of
enforcement, and a paucity of achievable, material goals. Users had no idea that these
standards even existed as evaluation guidelines when researching and interacting online.
Still worse for these standards, neither of them had any empirical underpinnings from
observations of user behavior, so what little prescriptive power they had lacked relevant
context.
Four years of research at The Stanford Persuasive Technology Lab filled the
empirical/observational void, leading to the breakthrough of Prominence-Interpretation
Theory. The theory simply describes the stages through which users evaluate the
credibility of a website. They first notice something (prominence) and then make a
judgment about it (interpretation) (Fogg, Marable, Stanford, & Tauber, 2003, p. 85) This
process may happen several times throughout the Web browsing process; it is necessary
but not sufficient to make an accurate assessment of website credibility. “ ‘Prominence’
is the likelihood that a Web site element will be noticed or perceived.” (Fogg, Marable,
Stanford, & Tauber, 2003, p. 85) Ultimately, the least-noticed features of a website will
have little, if any, impact on a website’s credibility (from the user’s perspective).
Therefore, the large, bolded headline will be taken into perspective more than the small
print modification date. The Theory identifies five main factors that affect content
prominence: Involvement of the user, Topic of the Web site, Task of the user, Experience
of the user, and Individual differences. Just like two users may not notice the same Web
elements due to the varying presence of the five major known factors (and countless
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others), the credibility interpretations also vary based on the user’s Assumptions,
Skill/Knowledge, and Context (expectations/norm/environment).
In 2002 “2,684 people assessed the credibility of two live websites randomly
assigned from one of 10 content categories (e-commerce, entertainment, finance, health,
news, nonprofit, opinion or review, search engines, sports, and travel.)” (Fogg, Marable,
Stanford, & Tauber, 2003, p. 10) From the 2440 comments based on 100 sites assessed in
the study, 18 types of credibility issues were found. One of which, Design Look, was
mentioned 46.1% of the time. [See Table 3] Why Web Design has been popularly
associated with Web Credibility by the users in this study can be explained with the Basic
Human Processing Bias that “looking good is being good”. “Since at least the 1940s,
social psychology research has shown that physically attractive sources (usually people)
have been perceived to be credible sources.”(Fogg, Marable, Stanford, & Tauber, 2003,
p. 58) It can also be deduced that design look is highly noticeable, and therefore based on
The Prominence-Interpretation Theory, will lead to a greater impact on credibility
assessment. However, trusting a site mostly based on “visual appeal” occurred less
frequently, though, when the users in the study assessed health sites—that is, only 41.8%
of the time. [See table 4] Perhaps health sites are judged less with visual bias because
they are more content-driven.
Information Focus was commented on 25.1% of the time, making it the thirdranking credibility issue and the most prominent when evaluating health sites. This
feature represents how the type of site affects the user’s expectations. In this case, health
sites are expected (more than other sites) to offer information depth and focus on
whatever topic is being discussed. Although it is possible and even likely that the Web
user may not read through the in-depth information and investigate its accuracy, “simply
having it available seemed to produce a sense of credibility, suggesting the site is
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authoritative.”(Fogg, Marable, Stanford, & Tauber, 2003, p. 30) Other expectations for
health sites included Information Usefulness, Information Clarity and affiliations with
trusted organizations. See [Table 5] for a list of the 10 health sites evaluated.
Another eye-opening datum from this study was that only less than one-in-six
(14.3%) of all site evaluations commented on the accuracy of site information. Not
surprisingly, it occurred relatively more frequently when health sites were reviewed
(18.7%). When evaluating Accuracy, the users’ comments mainly focused on matching
the information to their past knowledge from other sources (often what they had read or
heard on television). Although only 13.8 % of the comments were related to advertising,
it is important to note that such comments were almost always negative and occurred
more frequently in health sites than others (21.3%). Pop-up or banner ads on a health site
led many users to suspect that the site was trying to sell a product or promote a certain
type of health remedy over another.

Therefore, advertising created a perceived

information bias and ultimately hurt sites’ credibility. “The comments [in the study]
make clear that some users are fully aware of potential sponsor influence. They expect a
clear line between the content and advertisements so that sponsors do not compromise the
site’s information.” The study did not indicate that users made (or attempted to conform
with) large information quality checklists or even applied the PIT’s recommended
evaluation standards one by one. Rather, it can be inferred from the study and from the
basic facts of social life that people, by-and-large, do not engage in such academic critical
processes when assessing websites for credibility and interpreting them. This credibility
study thus became the first step in examining the factors that affect the interpretation of
health sites.
To analyze how correct consumers are when assessing website credibility, Sliced
Bread Design, a usability and interaction design agency, asked experts in two content
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categories, finance and health fields, to assess sites in their respective domains of
expertise using precisely the same methodology as the Stanford study. Sliced Bread
Design’s mission was discovering optimal online experiences that convey credibility to
the end user. The study paralleled the consumer study conducted by the Stanford
Persuasive Technology Lab (Stanford PTL) and Consumer WebWatch that asked over
2,600 people to rate the credibility of Web sites in 10 content areas (Fogg, Marable,
Stanford, & Tauber, 2003, p. 5). Of all the topics in the Stanford Study, Sliced Bread
Design, chose to focus on health and finance from the Stanford Study. The reason being,
that “bad [health] information and unreliable [financial] sources”(Fogg, Marable,
Stanford, & Tauber, 2003, p. 9) The eight health experts and seven finance experts hired
were asked to describe how they evaluated each site, and to rank each site’s credibility in
relation to the other sites provided. For the purpose of this paper, I will focus on only the
health-related results.
The health experts ranked Reputation and Source as the best indicators of
credibility. 43.9% of the comments mentioned Name/Reputation/Affiliation and 25.8%
were about Information Source. [See Figure 1] A site was awarded credibility if the
source was well-known and praised, such as this review of InteliHealth: “…material
written/reviewed by Harvard Medical School docs. Some info from standard source (like
USP for patients).” (Consumer Web Watch, 2002) Those websites that lacked sourcing
and reputation received a low credibility score. For example, here is one expert’s review
of Dr. Koop.com: “Authorship of individual articles difficult if not impossible to
ascertain. Leadership heavy, using Dr. Koop’s name, only 2 other MDs on panel listed as
‘authors and experts,’ none of the three appear to be practicing clinicians.”(Consumer
Web Watch, 2002) It seems that the experts were highly influenced by the perceived
knowledge and skill of the source itself. If the source did not exist, the experts assumed
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the worst. “Sources develop a good reputation in the health field by having a history of
providing quality information.” (Consumer Web Watch, 2002) The assumption is that the
website would not have received its reputation if not for the quality information it had
been producing in the past and its current efforts to keep up that reputation. On the other
hand, as mentioned before, consumers valued name/reputation/affiliation and information
source significantly less than health experts (19.3%, 27.4%, respectively).
Reputation and Source may have been high indicators of credibility for health
experts but Company Motive proved sometimes to outweigh the effects they had. Of all
the comments on credibility, Company Motive was mentioned 22.7% of the time. For
example: “Dr. Weil is credible, but the site is more commercial -- i.e., trying to sell you
upgrades, vitamins, etc.” (Consumer Web Watch, 2002) Experts frowned upon Motives
that went against the interest of the health seeker, especially when the reputation was not
there to back the company up. WebMD for example was excused for being for-profit,
“Good overall site, but I’m always cautious about publicly traded companies
underwriting health Web sites and any possible ulterior motives to the content.”
(Consumer Web Watch, 2002) But in the case of Dr. Weil, the lack of source and
reputation coupled with company motive resulted in low credibility. Here is one expert’s
assessment, “Mostly, this site is about selling vitamins. There’s no research that I can
find.” (Consumer Web Watch, 2002) When placed side-by-side Company Motive had the
least difference in Experts Vs. Consumers comment reporting percentage (22.7%, 17.8%,
respectively). Both consumers and health experts seemed to see a company motive as
acceptable if the website had won them over on a different credibility factor.
The biggest difference between expert comment reporting and consumer
comment reporting occurred in the comments on design look and information design
(34.2% and 25.3% more, respectively). Instead of focusing on the visual design of the site
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as positive like the consumers did, the experts were instead deterred by it. Moreover,
experts saw a lack of proper English writing as a sign of low credibility. Here is an
expert’s comment on Health Bulletin: “Besides suffering from poor editing (which makes
me further question their [the source’s] education and authority), this site seems to
present material in a sensationalized manner. Their reviews under the ‘fountain of youth’
are ‘PROVEN’ and from ‘peer-reviewed journals’ ... but no citations are provided.”
(Consumer Web Watch, 2002).
By reproducing the Stanford Study and replacing consumer subjects with experts,
the Sliced Bread Design Study provided clear showings of how regular consumers
fundamentally differed from experts in assessing websites, and (because of what experts
presumably represent in the population) where consumers fell short of hypothetical,
ideally “informed” consumers’ expectations. When evaluating health websites, experts
focused more on reputation and content accuracy while consumers focused more on
Visual Design, Information Focus, Information Usefulness, and Information Clarity. The
research data gives great insight to the type of health website a health seeker is most
drawn to: “A stimulating visual website that provides useful in-depth information in a
clear manor.” (Consumer Web Watch, 2002) It also revealed that health seekers need to
focus on not assuming content accuracy and need to look for trusted sources that indicate
whether a website has a “good” reputation in their field or not. The question remains:
how do we get them to do so?
With the joint studies as a factual and theoretical underpinning, online health
communicators began to develop User Guidance Tools to assist the user in “check[ing]
for him or herself if a site and its contents comply with pre-set criteria.” (eEurope, 2002)
Such a tool can take the form of a printable evaluation form or link to an online form.
The problem with User Guidance Tools is that they relied entirely on the user by
37

expecting the user to take the time to evaluate each recommended evaluation element.
The system cannot and did not work when only one party to the communication is/was
expected to come through on the task of insuring quality information on viewed sites.
Unlike in print publication, the Internet does not have a built-in editorial system to
evaluate the quality of information and restrain false or misleading information. Nor is
there a legal framework that governs the quality of health information online. Because of
the Internet’s current (mostly) open-source nature, it would be difficult to implement
such regulations on online information. Since the early 2000s, companies and
organizations have used these basic evaluation tools as springboards for developing more
holistic, innovative tools that assist the online health information seeker in the credibility
evaluation process while also engaging the online health information providers.
The first such tools were Health Website Ratings. The mission of each rating
system is to arm consumers with reputable certifications of health websites’ credibility
while simultaneously empowering consumers to be more vigilant health website users.
These tools have the dual purpose of policing health websites through peer pressure—in a
sense, keeping them honest and accountable for what they produce and post online. For
example: http://www.healthratings.org . Healthratings.org rates the health websites based
on 10 evaluation standards: Identity, Advertising & Sponsorships, Ease of use,
Corrections & Currency, Privacy, Design, Coverage, Accessibility and Contents. Each
standard is scored as excellent, very good, good, fair or poor. Rather than using numerical
numbers to represent each score, the organization preferred visual cues instead. Ratings
are based on the results of a survey questionnaire, or instrument, developed jointly by
Consumer Resorts WebWatch and the Health Improvement Institute. This tool is well
intentioned and purely benefits the end user of the site. For the rating system to be
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successful it has to apply a wide range of health topics and maintain currency. This could
prove challenging due to the in-depth nature of the rating system.
Another method is a Filtering tool, which provides a searchable database of
quality information filtered through a rigorous accreditation process. (eEurope, 2002)
“The fundamentals of this approach are that Internet resources are selected for their
quality and relevance to a particular target audience.” (eEurope, 2002) For example:
http://www.Healthfinder.gov. “Healthfinder.gov is a government website that maintains
a database of over 6,500 resources plus a growing collection of useful prevention
information and tools developed for Healthfinder’s Quick Guide to Healthy Living
section. The purpose of the website is for users to find information and tools to stay
healthy.” (Healthfinder.gov Mission Statement) The benefits of such a filtering tool are
high, in the sense that it cuts corners for the health seeker in finding a credible health site;
the evaluation is made for them. The costs for this tool, however, can be prohibitively
high; it takes a larger number of experts to assess and filter health website information.
(eEurope, 2002) Also, it is quite a responsibility and a potential liability to administer
such enormous projects since they can run the risk of wrongly sorting information and
misleading the health information seeker.
Next, health communicators developed Simple Codes of Conduct, which offer a
set of rules with which other health information providers would self-assess. One way of
implementing a code arose by offering “membership” in a community – a form of
certification, and requiring that all joining members meet the terms. (eEurope, 2002) For
Example: The eHealth Code of Ethics. “The eHealth Code of Ethics was adopted by the
Internet Health Coalition which convened in Washington DC on 31 January 2000 - 2
February 2000.” (eEurope, 2002) The goal of the e-Health Code of Ethics is to improve
people’s overall e-health literacy. Its eight guiding principles are candor, honesty, quality,
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informed consent, privacy, and professionalism in online health care, responsible
partnering and accountability. This tool assists the end user by assisting the health site
provider first. However, the simple code though lacks effectiveness if not enforced (and
since enforcement occurs through membership and membership, is largely voluntary for
organizations, this Code lacks “bite”). (eEurope, 2002)
Last but not least came Self Applied Codes of Conduct or Quality Label tools, “in
such a case a third party organization develops a code of conduct and allows those who
undertake to abide by the terms of the code to display a label, seal or logo which certifies
compliance with the code.” (eEurope, 2002) For Example: the Health on the Net
Foundation Code of Conduct (HONcode). The Health on the Net foundation is a not forprofit organization dedicated to guiding the dissemination of online medical information.
The foundation was a product of The Use of the Internet and World-Wide Web for
Telematics in Healthcare 1995 conference in Geneva, Switzerland where 60 telemedicine
expert participants from 11 countries including the United States convened. In the late
1990s, the Health on the Net foundation (or HON, for short) developed a Net Code of
Conduct which “addresses one of [the] Internet's main healthcare issues: the reliability
and credibility of information” out of a need to help end-users properly distinguish
between quality and non-quality health websites online. (Health on the Net, 2008, p. 1)
The HONcode was not originally intended to be a quality rating system for website
information. Rather, it was intended to hold websites to basic ethical standards of the
distribution of health content and to alert users of the source and purpose of the health
content with which they interact. According to the HONcode, the end user is ultimately
responsible for reviewing health website information content and analyzing its accuracy
and relevance. A website can apply for the HONlabel and must abide by the eight HON
code principles. If the site’s application is accepted, it can proudly display an active HON
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code seal (hyperlinked to HON’s website). Although HON employs a team of checkers
and carries out random checks on approved sites it cannot realistically assure prevention
of false uses of the seal (even if it has legal recourse). HON instead invites health site
users to report any sites displaying a HON seal that do not comply with the HONcode’s
principles. If HON agrees the sites do not conform, HON recommends that they report
the site to http://www.Quackwatch.com . “Quackwatch is now an international network
of people who are concerned about health-related frauds, myths, fads, fallacies, and
misconduct. Its primary focus is on quackery-related information that is difficult or
impossible to get elsewhere.” (Mission Statement from Website) If the user attributes
value to such a label, then the incentive for websites to maintain certification will
strengthen. If not, then the benefit of the HONlabel is lost.
Over the past few years, Health on the Net Foundation has offered so much more
than a self-applied code of conduct known as the HONcode – it has offered other usertools such as HONsearch, a filtering tool made up of medical search engines that result in
reliable and trustworthy medical sites. HONsearch can also assist users in looking up rare
diseases, accessing information about eye conditions, reading up on the latest health
news, finding the nearest health conference, and browsing through the HONimage
database. Another recently added feature is HONtools, a webpage that allows the end
user to easily download a HONcode toolbar (for Firefox and Internet Explorer), which
“automatically checks the certification of the website being viewed. The HONcode seal
appears in color if the website is in compliance with the HONcode.” (Health on the Net
Foundation, 2008) Additionally, the toolbar has a health search function that will direct
the end user to the HONsearch results. The toolbar makes the search and credibility
evaluation process much easier for the end user. Lastly, HONtopics “provides links to
various courses on online medical information at the undergraduate level, a list of
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trustworthy medical websites and various news and press releases about HON.” (Health
on the Net Foundation, 2008) In addition to all the new features HON provides the end
user, HON has also updated its website accessibility by implementing Voice-on-the-web
capabilities. The site now provides additional access “to sight-impaired and dyslexic
users, language learners, and anyone who prefers to listen rather than read.” (Health on
the Net Foundation, 2008)
HON’s benefit substantially outweighs its cost unlike with other previously
developed user evaluation tools. It provides the health seeker with a “quick quality
identifier, raises awareness of Internet self-regulation and fosters individual
responsibility.” (Health on the Net Foundation, 2008) By January 2000, HON had
already registered connections to the code from 5,559 external servers and 20,631
external Web pages. HON’s use and influence is only growing. The most important
element of HON’s success is the code adherence from and promotion by trustworthy
sources such as The American Diabetes Association and The US Food and Drug
Administration (FDA). Having such big names on board has made HON reputable among
many others in the health industry as well as the public. HON now has to maintain and
consistently improve upon the services it provides.
In 2008 the FDA and WebMD decided to team up for a new Consumer Health
Information resource. “Consumers can access information on the safety of FDAregulated products, including food, medicine and cosmetics, as well as learn how to
report problems involving the safety of these products directly to the FDA. In addition,
WebMD will bring the FDA public health alerts to all WebMD registered users and site
visitors that request them. The cross-linked joint resource will also feature FDA's
Consumer Updates — timely and easy-to-read articles that are also posted on the FDA's
main consumer Web page.” (U.S. Food and Drug Administration, 2008) This recent
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merger may do away with the need for evaluating health websites altogether. It may be a
central spot for all health seekers to go when researching health information. Only time
will tell if it generates demand and popularity, or if it results in more stringent
enforcement of online health information quality standards.
Because the HONcode and FDA/WebMD sites do not address policing the
accurateness of health information, there is a potential demand in the quality process for a
special type of online review database known as “crowdsourcing” sites6. One good
example of this phenomenon is Yelp.com, a website whose mission is to offer an “easy
way to find, review and talk about what’s great – and not so great, in your area” (website
mission statement). In March of 2010 “31 million consumers turned to the site.” (Yelp,
2010) In fact from 2008 to 2009, “Yelp has nearly doubled its U.S. audience, while
incumbent CitySearch has remained flat.” (Schonfeld, 2009) Even more recently, Google
Trends shows CitySearch steadily decreasing in Search Volume while Yelp steadily
increasing from January 2008 to July 2010. [See Tables 6 & 7] So why is Yelp so
successful?
The answer is in the user friendliness of the website design, and the fact that Yelp
offers competitive services such as mobile phone “apps” in keeping with each stage of
technological advancement. Another distinguishing trait the database software it runs,
which contains a highly sophisticated algorithm (called a “Review Filter”) that sorts and
screens the reviews on the site, thereby maintaining a high level of authenticity for the
information Yelp publishes online. “User trust is the foundation on which Yelp is built.”
(Yelp, 2010) In order to maintain that trust, Yelp database administrators continually

6

A portmanteau for “crowd” “outsourcing”
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tweak the code to limit the removal of legitimate reviews and to enhance the rejection
rate of false or biased reviews. (Youtube, 2010)
The genius behind the Review Filter is that, overtime, repeat users become more
or less trustworthy sources depending on their continued contributions (and in part of
other users’ reviews of the reviews) and therefore repeat users’ reviews are filtered
accordingly. However, the exact formula for becoming a trustworthy user remains a
proprietary secret to Yelp system administrators, since the unknown factors are part of
what makes the filter so useful. By not revealing its source code, Yelp maintains its
competitive advantage and also acknowledges that the keys to reliability and credibility
can also be the keys to fraud and deception. A rating site for online health information
may require more sophistication in its filter than Yelp’s because of the differences in the
two audience’s abilities to evaluate the different subjects. Perhaps the online health
information version of Yelp could focus on helpfulness and relevance of websites, and/or
could have a separate tier for medical professionals to provide more robust feedback.
Another interesting fact is Yelp’s philosophy is “the best word of mouth is
organic and unsolicited” and therefore advises businesses to avoid asking for reviews to
be posted. (Yelp, 2010) Also, coincidentally, Yelp was founded because one person,
Jeremy Stoppelman (CEO), felt overwhelmed once when he sought to find a trustworthy
doctor. So health website reviews for quality health information is not a far stretch based
on Mr. Stoppelman’s and Yelp’s experiences in make online review information easier to
manage for service providers and consumers alike.
QUALITY STATUS OF SPANISH LANGUAGE HEALTH WEB-SITES
What is the current state of the quality factor as applied in online health
communications geared towards Hispanics? RAND collaborated with the California
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HealthCare Foundation to Design and implement the evaluation of English and Spanish
Health Information on the Internet Project. 26 English and Spanish language health and
condition-specific websites were chosen in this study. The website evaluations focused
on coverage of the health topic and accuracy. The study found that “the deficiency of
important health information on Spanish-language Web sites was particularly striking.
Coverage is much less extensive than it is on English-language sites. Over half of the
selected condition-related topics were not addressed. Only one-sixth of the Spanish
materials have dates and authors, and nearly half of the materials have neither” compared
to “nearly two-thirds of the English materials list an author and date.” Most health sites
provided basic coverage of the topic presented: “only four of the English-language Web
sites (oncolink.com, cancernet.nih.gov, webmd.com and nimh.nih.gov) and none of the
Spanish-language Web sites provided more than minimal coverage for at least 80% of the
condition-related topics.” For example, “less than half of the Spanish-Language materials
explained that mastectomy and lumpectomy plus radiation are equivalent treatments for
early state breast cancer.” (RAND, 2001) In summary, the quality situation is dire in
online health communications for Hispanics.
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Chapter 5: Communication Strategies
The third element in our analysis is the choice of communication strategy an
online health campaign employs to drive home its messages. Modern online health
communications strategies derive from effective print communications strategies. The
rationale for doing so is as follows: what works in the world of general print media
applies also in the online medium. This premise may be flawed, however, on several
accounts. For one, information consumers allocate much less time and patience for
reading/absorbing material through online media than other “traditional” print media (see
Widman, 2010 supra). Second, online media do not yet occupy the same “real estate” in
the average consumer’s life quite as pervasively as print media. The typical examples of
online-free “holdouts” used in newspaper industry parlance are the three B’s: “bedroom,
bathroom, beach.” But online media is catching up – mobile phone technology has filled
many gaps. Third, through the use of RSS feeds, site-aggregators, sophisticated Web
browsers, and other Web 2.0 technologies, consumers are able to quickly re-interpret and
re-envision information distributed by online information providers (such as news
sources and other authorities). The ability to control precisely what the end-user “sees” is
rapidly diminishing for information providers online. Imagine the ability to take 1000
print newspapers and slice and dice them into scrapbooks containing only relevant
headlines for an end-user; this has become the routine norm in online news
communications.
Thus the online medium differs substantially from print communications media.
So why should we nevertheless employ this more “traditional” media’s communications
strategies?

There are several reasons.

First, many of the traditional print

communications strategies operate precisely the same in the online domain. For example,
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personalization, the use of an end-user’s name and other demographic information,
remains an effective technique both in mail solicitation and popular e-mail solicitation
schemes (such as “phishing advertisements”).

Second, traditional communications

strategies have a long track record of producing effective results. Third, if traditional
strategies are best adapted to traditional print media simply because such media are the
most “dominant” forms of written communications, then once online forms of
communication become the more “dominant” forms, the traditional models should apply
at least equally well. Fourthly, there is an even greater potential for achieving success
using the traditional models for online media. For instance, tailoring strategies (see infra)
can be much more quickly and cheaply fine-tuned because of the availability of
sophisticated database technology.
With these factors in mind, we begin our foray into modern print communications
strategies. There are four different types of these communication strategies currently
recognized (and they are based on the degree of the information’s relatedness to the
audience): Generic, Personalized-generic, Targeted-generic, and Tailored. Keep in mind
that the strategies are not mutually exclusive – for instance, multiple versions of the same
type of strategy can be combined with other strategies in any number of ways (and such
combinations most likely depend on budgetary resources and the objectives of the
campaign).
“HEY, YOU! HERE’S SOME INFORMATION ABOUT OVARIAN CANCER.”
Generic health material provides “one comprehensive set of information about a
topic.” (Health Communications Research Laboratory, 2010) One common example of
such material that appears in health campaigns would be a pamphlet about ovarian cancer
displayed in a doctor’s office waiting room. An online example would be an article
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entitled “Allergies Overview” appearing on the “Allergies” homepage of WebMD.com.
The primary purpose of such material is definition, demystification, or instruction aimed
at informing a hypothetical “generic” consumer about a specific procedure, condition, or
preventative health behavior.
The benefits of such broadly-aimed strategies are that, since the nature of the
content is generic, meaning non-personal, it can be mass-produced and distributed to
large numbers of people at once during a health campaign or intervention program and
therefore Generic is considered the least costly of the four strategies. At the same time,
however, because the information is distributed to everyone with access to it, it will not
have a high degree of relevance to many consumers. Thus, health campaign organizers
run the risk of creating considerable waste material. Therefore, the use of this strategy
assumes that online users (or patients at the waiting room) will be able to distinguish
between the information that applies to them or not. The most that can be said of this
strategy is that it can be an excellent way to increase information awareness.
“HEY, MARIA! HERE’S SOME INFORMATION ABOUT OVARIAN CANCER.”
Personalized-generic material employs the exact same generic content as the
previously mentioned category, with the addition of a more personalized context,
heading, or labeling technique. The addition could be as simple as including the name of
the person to whom the information is directed. This strategy does not seek to completely
resolve the problem of waste; rather its goal is to increase the message reach7 to those
who are more likely to benefit. One example of this strategy could include labeling a

7

Reach can be defined as the range of any given population for whom a message is accessed – if a message
literally “passes underneath your eyeballs” you have been reached – regardless if you understand or
interpret the message.
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food diary with a person’s name, or e-mailing a listserv on a weekly basis about health
topics while including personalized introduction lines such as “Dear Mrs. Jane Doe.”
The benefits of this strategy are an increased message reach – but not relevance –
and only marginally so.

The costs are more than a generic strategy because a

personalized strategy requires finding some credible person who can facilitate a
connection to the information, mail-merging or database technology, and involves
heightened costs of acquiring information used to personalize material.
“¡HOLA, MARIA! MIRA ESTA INFORMACION SOBRE EL CANCER DE OVARIO.”
Targeted-generic material is a strategy meant “for a defined population subgroup
that takes into account characteristics shared by the subgroup’s members.” (Kreuter &
Skinner, What's in a name?, 2000) This strategy assumes that population segments have
similar problems, similar reasons for having such problems, and similar reasons for
behavior needed to correct such problems. One example of such a strategy could be an
HPV awareness campaign for adolescent girls since many of the teenagers are dealing
with the same sexual desires, have life dreams of going to college and becoming
successful, and share the fear of one day loosing it all to ovarian cancer.
The benefits of a Targeted-generic communication strategy are that through the
use of research and by closely following demographic trends, a campaign’s information
material can be made more relevant to the intended audience. At the same time, waste is
largely avoided because the information scope is narrowed in relation to the reach.
Behavior modification consequently is more easily achieved through such campaigns
because they have the potential to connect at least as strongly with the audience as with
the personalized-generic strategy.
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“HOLA MARIA, COMO ESTAS? IT’S BEEN OVER 1 YEAR SINCE YOUR LAST PAP TEST.
HERE’S A LIST OF NEARBY OB-GYN DOCTOR’S OFFICES NEARBY… FOR MORE
INFORMATION ABOUT THE PROCEDURE AND APPOINTMENT-SCHEDULING PLEASE SEE
THE FOLLOWING INFORMATION…”
Tailored materials are “intended to reach one specific person, based on
characteristics that are unique to that person, related to the outcome of interest, and have
been derived from an individual assessment.” (Health Communications Research
Laboratory, 2010) This method provides individuals with specific feedback that is not
unlike that which a consumer encounters at a one-on-one counseling session. They “both
consist of an assessment phase, a data processing phase, and a feedback phase, but that’s
where the similarities end.” Tailored communication can now be done on a larger scale
thanks to improved assessment technology. The process is not limited to one session per
person, but rather can be offered to unlimited individuals online at any hour of the day
through online questionnaire forms (also known as “wizards”). This process requires that
questionnaires and feedback be pre-constructed with all possibilities having been
contemplated. Despite this strategy’s virtues, it is only capable of “approximating the
interactivity, intimacy, and immediacy of interpersonal communication.” (Health
Communications Research Laboratory, 2010) A computer cannot assess emotional
reactions to certain questions, for example. Also, certain cultures may find that one-onone experience more comforting and therefore will be less likely to be receptive to
tailored information given to them online.
The benefit of using a tailoring strategy is that it takes into account personal
motivational factors that can achieve health behavior change. For example, alcoholics
who give up a little personal information can be motivated to quit for many personal
reasons; for some it might be financial and for others it might be the risk of liver failure.
Still others might be motivated by the thought of the death of a close family member or
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the loss of a job.

The message achieved through interacting with this personal

information ought to be just as personal. On the other hand, tailoring strategies are the
most expensive, require the most research, and typically have the smallest reach
(segments-within-segments). Thus, they can be prohibitively costly. Nevertheless, for
that reach, the relevance is the highest. Also, by putting the consumer to work in selfidentifying valuable personal information useful to the campaign, this strategy avoids
having to make some costly research. Moreover, the increased advent of open-source
algorithm and wiki technologies could be driving forces behind making this strategy a
more economically feasible one for health communication providers.
The Elaboration Likelihood Model (ELM) explains why tailored communications
are preferable in the online health communications context (or any print media
generally). ELM concludes, based on psycho-social research, “that people are more
likely to process information thoroughly if they perceive it to be personally relevant”.
(kreuter, 2000, p. 25) Applying the ELM, Strecher & Kreuter summarized the rationale
for using a tailored approach to health communication in the following five-step, logical
sequence:
•

By tailoring materials, superfluous information is eliminated.

•

The information that remains is more personally relevant to the recipient

•

People pay more attention to information they perceive as personally
relevant.

•

Personally relevant information that is attended to is more likely to lead to
more thoughtful consideration of factors that could facilitate or hinder
behavior change.

•

When information specifically tailored to the unique needs of an
individual is attended to and thoughtfully processed, it will be more useful
than non-tailored information in helping the person enact desired
behavioral changes.” (kreuter, 2000, p. 26)
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This model, however, presupposes that humans behave as information processers,
meaning that they receive information, they relate the information to what they already
know, and they consider how it relates to their lives. Because tailored communication
does what human information processing theories require, it promotes more issuerelevant thinking among consumers, increased self-assessment among consumers, and the
likeliness of consumers’ modifying intentions to take action. (kreuter, 2000, p. 26)
EXAMPLE OF STRATEGIES APPLIED
To illustrate how a health campaign can utilize some of the communication
strategies, here is a summary of a sun protection intervention program aimed at educating
and motivating adolescents and their parents to exercise better skin protection methods
from the sun. (Reynolds, 2008) The study takes into perspective that, during the
adolescent period, children take on more personal responsibility and develop long-term
tanning norms. The adolescents were randomly assigned to either take the summer
intervention program or not (the control study) in order to test how the tailored
communication fared vs. no health communication. Of the 288 selected to receive the
program, 161 completed the survey at the end of the summer and of the 311 students that
did not receive the newsletters, 180 were surveyed again at the end of the
summer.(Reynolds, 2008)
The intervention material included a mix of personalized, generic, and tailored
communication directed at both the parents and their children. The newsletters given
were personalized with their names and addresses. The parents were given a tailored
introductory letter that included material about their children’s sun sensitivity and the
children were given tailored messages on their newsletters. Prior to the summer program,
the parents and students were surveyed, and based on their responses, “a message library
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was developed and scoring algorithm created to insert the appropriate tailored message
into predetermined field within a Quark graphics design file for each newsletter” and
introductory letter. (Reynolds, 2008) The rest of the data about sun protection that was
distributed was generic.
The result showed that the intervention caused little significant effect on sun
protection behavior among the students who participated compared to those who did not.
Instead there was slight improvement on the parents’ part when it came to their own sun
protection as well as their involvement in their children’s sun protection behavior. As I
mentioned before, tailored material is more likely to modify intentions to take action. It
is possible that the messages given as feedback did not match up to the students’ factors
of motivation. Also, in this case, it is probably more cost-effective to simply use the
targeted-generic strategy on the newsletters for the students since adolescents are a
segment experiencing similar peer-pressure and image concerns. In the case of the
parents, it is clear that the tailored material about their children’s sun sensitivity
motivated them to become more active in educating their children about skin health.
HISTORY OF TAILORING – ADDITIONAL ADVOCACY FOR INCREASED TAILORING
STRATEGIES

Conducting individual assessments and providing relevant feedback in not a new
concept. (Laboratory, 2010) In fact many professions (i.e. travel agents & financial
advisors) beyond health communication and education historically used this strategy to
better identify their client’s needs and to better provide customized products and services.
Professionals used informal practices such as consultation meetings or simply
observation research. Large-scale health message tailoring began during the 1970s with
the invention of health risk appraisals or HRAs. HRAs required the completion of an
assessment regarding one’s health-related habits and practices, one’s current health
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record, and one’s personal characteristics (e.g. sex, age, etc.). “This information [was] fed
into a computer-based risk estimation algorithm that weight[ed] each of these factors
according to its relative contribution to different disease states, establishe[d] a health
profile for each participant, and then look[ed] at population mortality rates experienced
by others of the same age and sex with a similar profile.” ( Health Communication
Research Laboratory, 2010) The result was an individualized risk appraisal that aimed to
improve one’s health behavior. “By 1986, as many as 15 million Americans had
participated in HRA or HRA-like programs in worksites, universities, community
wellness programs, health fairs, and health care organizations.”( Health Communication
Research Laboratory, 2010)
Although early HRAs made great risk assessment tools they failed for one main
reason: the feedback they provided lacked “information about how to make the behavior
changes [the feedback] recommend[ed].” Instead, feedback only provided individual risk
information, which “alone is seldom sufficient to help people change complex lifestyle
behaviors.” ( Health Communication Research Laboratory, 2010) Better technology was
required to advance HRAs to modern day tailored health communications. “Computer
automation allows for the rapid processing of individual responses to an assessment and
interpretation of those responses to determine which health messages from a large preexisting library are most appropriate for each individual.”( Health Communication
Research Laboratory, 2010)
The Internet now “stands out as an optimal technology for implementing realtime, tailored communication interventions because of the relative low cost and
widespread flexibility that it provides.” (Suggs, 2009, p. 3) In the present day, a content
analysis study evaluated the status of purportedly “tailored” online sites today based on
similar criteria to what appears in the introduction of the strategy section. “Of the 497
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sites examined in this study, 406 were classified as providing standardized content, 41
provided personalized information, 37 were targeted to specific groups of users, and 13
provided tailored feedback. A total of 15 sites collected individual data, and 13 delivered
tailored feedback.” (Suggs, 2009, pp. 5-6) The conclusion of the study was that “tailored
communication” is still a work in progress. If previous tailoring techniques were not
effective at achieving maximum health literacy in audiences, then health campaigns must
use more specific techniques to address this source of disconnect.
CULTURALLY APPROPRIATE VARIANTS OF TARGETING AND TAILORING STRATEGIES
Addressing this problem requires returning to an issue that was glossed over
earlier in this section. Targeting and Tailoring strategies require that there be preconstructed material exclusively relating to the individual audience (contexts and
feedback respectively). Such features require a great deal of sensitivity on the part of the
campaign administrators because they relate to topics that may be unfamiliar to the
adminstrators themselves (because they are designated for segments-within-segments).
These features also run the risk of offending the audiences if health communications
providers miscalculate their audience’s deeply held beliefs or presume incorrect
ascriptive characteristics.
Thus, when addressing minority populations, targeting and tailoring may be
necessary, but are most likely insufficient to achieve maximum persuasion/behavior
change.

Instead, we look to a more specific type of communication: culturally

appropriate tailoring and targeting. “Social scientists generally agree that culture is
learned, shared, transmitted generationally, and reflected in a group’s values, beliefs,
norms, practices, patterns of communication, familial roles, and other social
regularities.”(Kreuter & McClure, The Role of Culture in Health Communication, 2004,
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p. 440) The practices derived from one’s culture can highly influence one’s health
behavior.
Identifying an audience’s cultural category, however, is becoming more and more
a difficult task. According the Pew Research Center’s latest study on intermarriage,
“rates of intermarriages among newlyweds in the U.S. more than doubled between 1980
(6.7%) and 2008 (14.6%).” (Passel, Wang, & Taylor, 2010, p. ii) Not only have
intermarriages increased, but they have also become a cognizable trend for those 25 and
younger getting married. (Passel, Wang, & Taylor, 2010, p. 4) These trends will also
follow into increased numbers of “interracial” (multi-ethnic, etc.) children; one person
may identify with more than one culture making it more difficult to have ready-made
health messages targeted to specific, discrete cultures. For practical purposes, any
assessment made about a person’s cultural tendencies should be considered as a “starting
point,” rather than as a formula on how a person will behave regarding to her health.
Culturally appropriate communications attempt to further comprehend “how
individuals perceive their own culture, the extent to which they identify with it, and the
specific cultural values that are important to them.” (Kreuter, Lukwago, Bucholtz, Clark,
& Sanders-Thompson, 2003, p. 137) “Individuals within a given culture can have varying
levels of certain cultural beliefs.” (Kreuter, Lukwago, Bucholtz, Clark, & SandersThompson, 2003, p. 137) An example of this lack of homogeneity is the differing
religiosity levels among Hispanic adolescents today. A 2008 study based on the National
Survey of Family Growth study conducted in 2002 found a significant indirect correlation
between religiosity (measured by the frequency of attendance at religious services) and
sexual activity among Latino/a adolescents. “Adolescents who viewed religion as very
important were 23.4% less likely ever to have had sex compared with adolescents who
viewed religion as not important.” (Edwards, Fehring, Jarrett, & Haglund, 2008)
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This means that the strategies and messages applied toward a Hispanic adolescent
who is religious should not be used on a similarly-situated Hispanic adolescent who is not
religious; instead the message could be construed as stereotypical or religious/nonreligious peer-pressure.
CULTURAL APPROPRIATENESS TACTICS
The following is a description of five common tactics for enhancing cultural
appropriateness; created by Kreuter et. al on how to merge culture and health
interventions to promote improved health behavior. They are: Peripheral, Evidential,
Linguistic, Constituent-involving, and Sociocultural. (Kreuter, Lukwago, Bucholtz,
Clark, & Sanders-Thompson, 2003) Kreuter et. al emphasized that “these categories are
for organizational clarity only and are not necessarily mutually exclusive.” (Kreuter,
Lukwago, Bucholtz, Clark, & Sanders-Thompson, 2003, p. 135)
•

Peripheral tactics bear on how a message or material appeals to a group’s visual
senses. Such tactics can be initially disarming if successfully used, but do not
avail significant results. (Kreuter, Lukwago, Bucholtz, Clark, & SandersThompson, 2003, p. 135)

•

Evidential tactics refer to epidemiological data regarding “the perceived relevance
of a health issue for a given group.” (Kreuter, Lukwago, Bucholtz, Clark, &
Sanders-Thompson, 2003, p. 135) This specific tactic derives from Weinstein’s
Precaution Adoption Model, which explains that “the perception that a problem
affects others like you can stimulate thinking about the problem, deciding to take
preventive action, and making plans to do so.” (Kreuter, Lukwago, Bucholtz,
Clark, & Sanders-Thompson, 2003, p. 135)
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•

Linguistic tactics involve catering material to members of a specific sub-group in
the most effective linguistic register. Users of this tactic seek to incorporate more
easily identifiable cultural references and slang/jargon that the audience is
accustomed to; the goal is not to teach the audience English or Spanish. (Kreuter,
Lukwago, Bucholtz, Clark, & Sanders-Thompson, 2003, p. 135)

•

Constituent-involving tactics are those that incorporate the specific members of
the audience segment itself in the campaign as the communicator. (Kreuter,
Lukwago, Bucholtz, Clark, & Sanders-Thompson, 2003, p. 135)

•

Sociocultural tactics recognize and incorporate a culture’s practices, beliefs, and
values. The previous case study concerning Hispanic adolescent sexual activity
and religiosity, supra, would recommend using such a tactic. (Kreuter, Lukwago,
Bucholtz, Clark, & Sanders-Thompson, 2003, p. 135)

CULTURAL APPROPRIATENESS TACTICS EXAMPLE
To illustrate how a health campaign can utilize culturally appropriate
communication tactics, here is an example of how linguistic and sociocultural tactics
were utilized is a Catholic-tailored obesity intervention study conducted in 2007. This
study is important because, up-until-now, most studies regarding faith-based obesity
intervention programs were conducted on participants from African-American Protestant
churches only. There were 34 participants clustered randomly into two groups, the 17
who fell into the Standard Behavior Weight Program were the control and the 17 in the
Catholic-Tailored Weight Program were used to study the effects of culture-specific
tailored communication in regards to obesity intervention. (Krukowski, Lueders, Prewitt,
Williams, & West, 2010, p. 383) In addition to the comprehensive obesity treatment
program’s weekly one-hour group session, the participants who attended the Catholic58

tailored sessions experienced integrated elements of the Catholic faith during the hour.
These Catholic-themed elements included:
1. Starting the Catholic-tailored group each week with a group prayer.
2. The inclusion of Catholic texts and references to Catholic traditions in
each session and throughout the lesson materials. The sacrament of
reconciliation was encouraged in discussions of body image and relapse
prevention as a process of forgiving oneself after not meeting expectations
or goals, in order to move forward with healthier behaviors.
3. Saints were discussed as role models who have overcome similar
problems and who can intercede on one’s behalf in prayers, and they were
selected for discussion paired with appropriate lesson content.”
(Krukowski, Lueders, Prewitt, Williams, & West, 2010, p. 384)
Beyond the one-hour session, the program also included a self-monitoring journal,
the Catholic-tailored version contained “several Catholic elements as well, including a
daily reflection exercise and verses from Catholic texts.” (Krukowski, Lueders, Prewitt,
Williams, & West, 2010, p. 384) The group was also “encouraged to say the Rosary or
pray while engaging in physical activity to help maintain motivation and increase
enjoyment of exercise.” The participants were also “responsible for writing special
intentions to be read in mass and also shared special intentions within… group sessions.”
(Krukowski, Lueders, Prewitt, Williams, & West, 2010, p. 384)
“Six months following termination of treatment, the Catholic-tailored group had
regained about 1.0 kg. In contrast, the standard behavioral group regained twice as
much.” (Krukowski, Lueders, Prewitt, Williams, & West, 2010, p. 386) Although there
was not a significant difference in results, the study showed a slightly better weight
maintenance on the Catholic-tailored program participants’ part. Although the program
did not achieve its original goals of weight loss, it did show signs of message recognition.
“Individuals in the Catholic-tailored condition attended a greater proportion of group
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sessions and completed more self-monitoring journals.” (Krukowski, Lueders, Prewitt,
Williams, & West, 2010, p. 387) The 17 participants who received culturally appropriate
health communications were more devoted to the program’s success and appear to have
experienced a clear change of behavior and intent. Since this was a pilot study and only a
small number of participants were observed, more research is needed to verify the results.
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Chapter 6: Final Discussion
Health information providers achieve optimal results by employing uniform
techniques that are based on empirical research in formulating and evaluating health
campaigns. Increases in a population segment’s health literacy directly impacts health
behavior in a population overall.

A corollary to this premise is that when health

communicators optimize campaigns that seek to benefit population segments with low
health literacy levels (such as the Hispanic population in the U.S.), this undertaking has a
dramatic impact on health literacy in the general population. This report identified and
explained how health campaign providers can achieve higher levels of online health
literacy with their desired audiences by focusing on three specific elements. These
elements represent the three stages of the communication process: the audience side
(communication access), the provider side (communication strategy), and the nexus
where the two parties meet (communication quality).

To achieve maximum

effectiveness, online health campaigns must achieve competency in all three elements.
The first key element (Access) concerns the Internet’s availability to a population
segment and the population segment’s ability to receive information, effectively search
for information, and possibly comprehend the information.

Thus, Access has three

dimensions: physical connectivity, skills of the user, and comprehension ability.
The physical connectivity dimension turns on whether/how a user is able to
receive the health information (or any information) that the providers might supply. The
Knowledge-Gap hypothesis predicts that physical connectivity to knowledge (or in this
case, health information online) is determined by socio-economic status. While this
premise might be true for a great deal of online information, recent research has
challenged this conclusion, especially regarding the Hispanic population. Empirical data
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demonstrates that income disparities and geographic distribution have become less
determinative of physical connectivity to online health information given the increase in
mobile device usage throughout the general population and especially among Hispanics.
The skills-of-the-user component focuses on the user’s intellectual ability to
browse for the health information online. This component is highly correlated with
education level. This component can be cheaply and effectively addressed through
online health communication providers’ use of “plain language,” especially when dealing
with an audience that is (at best) bilingual (such as the Hispanic population).
The last component of Access is comprehension ability, which concerns the user’s
cognitive abilities to sort through extant online health information and apply relevant
information in meaningful ways.

While income and education are critical for

comprehension ability, this component chiefly problematizes the audience’s experience
of language barriers (note, language barriers are contrasted from “language preferences,”
which are discussed under communication strategies). According to this report’s casestudy on the Hispanic population, the markers that describe and predict the levels of
English language comprehension are education level, age of arrival, and length of
residence.
The second key element (Quality) concerns the ways in which health information
providers give users the tools to verify the credibility of health information online. The
Internet has neither a built-in editorial system to evaluate the accuracy or credibility of
information thereon, nor a legal framework that governs the methods of online health
information providers. Furthermore, because the Internet is (mostly) open-source by
nature, and because of the limitations on prior restraint in the U.S., we should not expect
governmental intervention to solve this problem in the future. Because of this lack of
oversight, modern online health communications providers and other interested non62

profit projects recognized the need to create a standardized practice of involving endusers as well as campaign providers in this critical element of communication.
The history of health communication quality evaluation models is relevant to
ferreting out the optimal quality techniques.

Before online health communications

existed, digital health communications were practically encyclopedic in nature. The
advent of online health communications led to a wide spectrum of health information
sources. This created a demand for verification systems, which led to interested groups’
experimentations with checklists directed at either health communicators or users. These
early techniques for achieving optimal information quality were total failures, however,
because they lacked empirical backing and were not executed in practical ways to be
useful for either health information providers or end-users.
A Stanford study addressed one part of the problem by observing how end-users
actually behaved when evaluating the credibility of health websites.

Based on its

findings, the Stanford study concluded that website credibility for end-users is
explainable through the Prominence-Interpretation Theory. This theory provides that
users first notice (or do not notice) a health website (“prominence”) and later determine
its credibility by how relatable content is to their own subjective experiences
(“interpretation”).
Sliced Bread Design analyzed the other side of the coin in a parallel study (using
the same methodologies as the Stanford study) how health experts behaved when
evaluating the credibility of health websites.

Presumably, the findings embody

aspirational principles for consumer evaluation techniques (despite the fact that experts
and consumers ultimately have different goals).

The Sliced Bread Design study

concluded that experts focused primarily on content accuracy, reputation, and academic
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citation techniques. As a contrast, (according to the Stanford study findings,) consumers
focused on content focus, perceived content usefulness, and content clarity.
These studies highlighted the real disconnect between how users should approach
website credibility and how they actually did.

This empirical foundation created a

demand for technological innovations to bridge this gap. The demand led to the creation
and implementation of user guidance tools, which directly addressed the impracticability
of expecting users to conform to health experts’ rigorously refined evaluation standards.
Such tools take the form of Health Website Ratings, Filtering Tools, Simple Codes of
Conduct, and Self-Applied Codes of Conduct or Quality Label tools. Of the four types of
User Guidance Tools, Self-Applied Codes of Conduct, like that of the Health on the Net
Foundation’s code of conduct, when used in conjunction with Filtering Tools are the
most successful in providing the end-user with optimal quality indicators.

This is

because Self-Applied Codes and filtering software achieve quick results, are easy to use,
and (through labeling and incentive systems) promote providers to self-regulate.
However, because such devices do not address the problem that the end user is ultimately
responsible for reviewing health website information content and analyzing its accuracy
(and relevance – which is addressed in the third key element), there is a continued
demand for result-oriented evaluation techniques. An existing model for how to provide
real-world feedback can be found in a rating site like Yelp. A similar user-review-driven
(or expert-review-driven) engine for health websites/campaigns could accomplish results
for the accuracy and relevance of health communications similar to those Yelp
accomplished in the service industry. One possible concern for such a solution would be
whether or not health information consumers would, in the aggregate, provide helpful
feedback (since lower literate persons might prefer easy-to-read-but-false content over
complex-but-accurate content, thus skewing the results). Additional research is needed to
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prove/disprove this concern and to demonstrate the viability of different varieties of
health website review systems.
The final key element (Communication Strategy) is the choice of strategy an
online health campaign provider utilizes to deliver messages to its intended audience
using appropriate degrees of reach and relevance. Although the online medium differs
significantly from print media, using print communication strategies is the theoretical
basis for developing implementing strategies because the online medium’s technological
advancements offer even greater potential for achieving both reach and relevance using
traditional print strategies than in print media.
The print communication strategies are, in order of least costly/least
relevant/widest reaching to most costly/most relevant/narrowly reaching: Generic,
Personalized-generic, Targeted-generic, and Tailored. The use of each strategy is not
mutually exclusive in a single campaign; thus, varying levels of reach and relevancy can
be achieved through mixing and matching strategies. Generic health material provides
broad content about a health topic. Personalized-generic material utilizes the exact same
generic content as the previously mentioned strategy, with the addition of a more
personalized context, heading, or labeling technique.

Targeted-generic material is

designated specifically for a segment-within-a-segment. Tailored material is calculated
to apply to an individual user.
The Elaboration Likelihood Model (ELM) explains why tailored communications
are preferable in the online health communications context; audiences are more receptive
to information that relates to them personally. While a cost-benefit analysis is invariably
necessary to identify on which strategies an online health information campaign needs to
concentrate its firing power (and budget), the costs of applying more relevant
communications strategies have declined dramatically in recent years. For example,
65

innovations in database software and traffic-monitoring/filtering techniques provide lowcost, active and passive solutions for campaigns to increase use of tailored and targeted
material, and thereby achieve greater relevance while maintaining a wide reach.
The history of health information tailoring and targeting (for instance, past use of
Health Risk Assessments) suggests that previous models of health information tailoring
failed to achieve their desired degrees of relevance because they were not specific enough
to achieve health literacy in their audience. This datum recommends the use of more
refined, “culturally appropriate” tactics. Use of culturally appropriate tactics requires
reference to empirical research to identify, describe, and predict how information will
relate to individuals on all sides of cross-cutting cleavages within population segments
(such as sub-groups of Hispanics who self-define as “religious” or not). One study
involving Catholic-tailored communications demonstrates the potential value of using
religiously-themed culturally appropriate tactics within certain population subgroups,
such as Catholic Hispanics who self-define as “religious.”
The E-Health Effectiveness Model is not a formula but rather a compilation of
three elements for health communications providers/administrators to consider when
creating and evaluating an online health campaign. Conformity with these three elements
ensures success for messages directed at minorities such as Hispanic Americans, which
has collateral effects of increasing overall health literacy across the board.
FUTURE RESEARCH
This model is not without limitations. The following are beyond the scope of this
report and should be explored further:
•

The merits of either public or private systems of governance with regards to
implementing online health communication standards.
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•

Additional study of online user preference trends with regards to health
information. (I.e. health search topics, health website accuracy perception, the use
of secure health databases for health search topics in public locations.)

•

New theories on how online health information providers and medical
professionals can work together to improve health literacy and health behavior.

•

More qualitative research is needed to fully grasp what role health information
providers can and should play in reducing the risks of cognitive errors involving
their services online.

•

The creation and the evaluation of a Yelp-like review site for health information
online (used either by industry experts or consumers). Such a project could propel
the effectiveness of eHealth to a new generation of quality.

•

Reviews of additional studies of culturally appropriate health campaigns using
any or all of the 5 main print communication strategies. Also, additional research
of such campaigns using the online medium whether on a website, online kiosk,
or mobile “app.”

•

The merits of pre-testing campaigns for success projections.

•

How effective education systems are in providing basics online skills for users.
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Appendix A
TABLE 1

(Kutner, Greenberg, & Baer, 2003)
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TABLE 2

(Fox, Online Health Search, 2006)
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TABLE 3

(Fogg, Marable, Stanford, & Tauber, 2003, p. 23)
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TABLE 4

(Fogg, Marable, Stanford, & Tauber, 2003, p. 25)

TABLE 5

(Fogg, Marable, Stanford, & Tauber, 2003, p. 70)
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TABLE 6

(Google, 2010)

TABLE 7

(Google, 2010)
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Appendix B
FIGURE 1

(Consumer Web Watch, 2002)

FIGURE 2

(The Plain Language Action and Information Network, 2009)
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FIGURE 3

(The Plain Language Action and Information Network, 2009)
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