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Patient Participation: A Social Network Perspective 
 

Hulda G. Black, Illinois State University 

 

 
Patient participation is a vital component to 

the health care service industry. Patient participation is 

conceptualized as the active role a person takes in the 

management of his or her health care. An active patient 

is described as engaging in relevant conversation with 

the provider, asking questions regarding treatment, and 

collaboratively working with the provider to establish 

goals and a health care regimen. The patientsô active 

role in the service encounter has been empirically 

demonstrated to be linked with adherence to treatment. 

Since patients are embedded in a network that includes, 

but is not limited to, the provider, the support network, 

the insurance company and the employer, the social 

network perspective offers a useful paradigm for 

examining the content of these relationships. This 

conceptual paper examines the effects these 

relationships have on a patientôs level of participation. 

 

Introduction  

Access to health care services and health care 

spending are increasingly hot topics in the recent 

political debates. The candidates discuss whether it is a 

personôs right or privilege to have access to health care; 

however, public officials and managers have long 

recognized that access alone is not the problem. ñAccess 

alone does not determine the use of health care 

servicesò (Roth 1994, p. 115). As is the case with many 

services, patients must be involved with the actual 

service, yet the evidence suggests that patients are not 

involved. Reports have shown that noncompliance with 

cardiovascular disease treatment can be blamed for 

more than 125,000 deaths per year in the United States 

(Tanouye 1992). Additionally, over 100,000 people die 

annually in the U.S. from failure to take their 

prescriptions as directed by their doctors and 

pharmacists (Berger, Krueger, and Felkey 2004). The 

patientôs active role in the health service encounter has 

been empirically demonstrated to be one of the main 

contributors to successful adherence to treatment 

(Garrity 1981; Golin, DiMatteo, and Gelberg 1996). 

This research will conceptually examine the content of 

the patientôs relationships in the health care network and 

its subsequent effects patient participation.  

 

Social Network Perspective 

When examining the relational content among 

different actors or organizations, the social network 

perspective is a useful paradigm to couch the 

discussion. Several underlying concepts make social 

networks a distinct research area (Borgatti and Foster 

2003; Brass et al. 2004). First, the underlying, driving 

force in social networks is the focus on the 

relationships, not the attributes of the actor. 

Furthermore, the social network perspective recognizes 

that actors (people/ organizations) are embedded in a 

network; this network may constrain the actor or allow 

for opportunity. This social network perspective allows 

a researcher to examine the structure and pattern of 

relations surrounding the actors and how this structure 

affects certain organizational functions or individual 

behaviors. Since patients are embedded in a network 

that includes, but is not limited to, the provider, the 

support network, the insurance company and the 

employer, the social network perspective provides a 

unique opportunity to examine the content of these 

relationships. Figure 1 provides a hypothetical example 

of key actors in a patientôs social network.  

Most customers in health care settings are 

extremely reluctant. It is a ñrare service that people need 

but do not necessarily wantò (Berry and Bendapudi 

2007, p. 111). Most people do not want to spend the 

afternoon in a doctorsô office, and most would cringe at 

the idea of spending weeks recovering after a 

recommended surgery. Unfortunately, healthcare is a 

necessary endeavor that requires the active participation 

of customers in the service delivery. Patients must be 

able to openly communicate any illness or unusual 

symptoms, and patients must understand and follow 

directions given by doctors. This patient participation is 

vital to the success of the health service encounter and 

the central focus of this research. By understanding how 

a social network perspective can increase patient 

participation, patients may be less ñreluctantò to attend 

medical centers because they understand the benefits of 

engaging their network to improve their participation 

and hopefully their service quality. Furthermore, 

understanding the effects of networks on a patientôs 

participation will also help those patients that are not 

reluctant to visit doctors. This paper seeks to answer the 
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research question:  How does a patientôs social network 

influence his/her level of participation in the health care  

service encounter? 

Figure 1: Patientôs Hypothetical Network 

 

 
 

Customer Participation 

In the context of the production of goods and 

services, customer participation has been defined as ñthe 

degree to which the customer is involved in producing 

and delivering the serviceò (Bendapudi and Leone 2003, 

p.14; Dabholkar 1990, p. 484). Customers can 

participate at various contact points of the service 

process (Bowen 1986). For example, a medical patient 

in need of knee surgery will first discuss various options 

with the medical provider. Another contact would occur 

after the actual surgery during his/her rehabilitation. 

Last, the patient may need to contact the medical 

provider for follow-up visits and evaluations.  

   Health care services offer a unique case of 

customer involvement. In order for a customer to gain 

the benefits of the service, the customer must be 

completely involved in the process, and unlike many 

other services, health care is typically seen as a 

ñdreaded serviceò (Berry and Bendapudi 2007, p. 114). 

In some instances, the patient must participate in the 

health care service for weeks and months at a time. In 

this paper, patient participation will be conceptualized 

as the active role a person takes in his or her health care 

services. A passive, low patient participator might be 

described as a patient who asks no questions, feels little 

control over the situation, and accepts information 

disseminated by the doctor without question (Roter and 

McNeilis 2003). On the other hand, an active patient 

would be described as engaging in relevant conversation 

with the provider, asking questions regarding treatment, 

and collaboratively working with the provider to 

establish goals and a health care regimen (Garrity 

1981).  

 

Patient-Provider Dyadic Relationship 

Patient-provider interaction is essential to the 

health care service delivery process (Thompson 2003). 

In multiple empirical studies, patient-provider 
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communication has been identified as the key factor in 

determining patient adherence to treatment (e.g. Garrity 

1981; Kjellgren, Ahlner, and Saljo 1995). Since a 

patientôs level of participation will stem from the 

patient-provider interaction, this dyadic relationship is 

the core relationship in the patientôs network.  In 

general, the patient-provider relationship can be seen 

from a structure perspective, in that it is a relatively 

stable relationship that includes patterned, repeated 

interactions (Brass 1984).     

The patient-provider relationship has been 

characterized into four different relational styles (Roter 

and McNeilis 2003), depending on the level of power or 

control that the actor (patient and/or provider) 

demonstrates. In the first relational style, mutuality, 

both the patient and provider have relatively high levels 

of control or power. Since the power relationship is 

relatively balanced, the goals and agenda for the 

patientôs health are negotiated by both parties. The 

second style, paternalism, describes the majority of 

patient-provider interactions. In this style, the patient 

takes on a more passive role while the provider, who 

has the most knowledge about information and services, 

dominates the interaction. The next relational style, 

consumerism, is the inverse of paternalism and is 

relatively uncommon. In this relationship, the patient 

exerts high levels of control, while the provider has low 

levels of control (Roter and McNeilis 2003). Last, the 

default style, occurs when physician and patient control 

are both low. A default situation is characterized by 

ñunclear or contested common goals, unclear or 

neglected patient values, and an uncertain role for the 

physicianò (Roter and McNeilis 2003, p. 123). Figure 2 

summarizes these relational styles.  

 

Figure 2. Types of Physician-Patient Relationships 

(Roter and McNeilis 2003) 
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Tie Strength 

Tie strength is one of the most frequently cited 

network concepts in the literature. According to 

Granovetter (1973), tie strength is the combination of 

time, emotional intensity, intimacy (mutual confiding), 

and reciprocal services of the relationship. Based on this 

concept, the literature has further distinguished between 

strong ties and weak ties. Strong ties are associated with 

trust, ease of communication, established norms and 

support (e.g. Krackhardt 1992). Weak ties are non-

redundant, cost effective and valuable for diffusion of 

information (e.g. Granovetter 1973). According to this 

social network research on strengths of tie, a strong tie 

between the patient and provider, would involve 

increased frequency of office visits. A strong tie is also 

characterized by a relationship where the control or 

power is relatively balanced or reciprocated between 

both parties. In the typology of patient-provider 

relationships presented previously, the mutuality 

relationship would be characterized as a strong tie since 

the level of power and control is relatively balanced, 

while the default relationship would be characterized as 

a weak tie. In the paternalism and consumerism 

relationship, there is a lack of balance of mutual 

confiding (Roter and McNeilis 2003); therefore, the 

paternalism and consumerism tie will have stronger ties 

relative to the default relationship, but weaker ties 

relative to the mutuality relationship. Since the 

mutuality relationship is characterized as having active 

patient participation (Roter and McNeilis 2003) and this 

balance of control and power signifies a stronger tie, the 

social network perspective would lead to the following 

proposition: 

P1: Proposition 1. The strength of tie between 

the patient and provider will be positively 

associated with a patientôs level of 

participation      

 

Reciprocity and Symmetry 

Symmetry in a dyad refers to the flow of 

relationship in the dyad. In a symmetric or reciprocal 

relationship, information would flow from A to B, and 

from B to A. Communication and friendship networks 

are examples of symmetric relationships. Asymmetric 

relationships can occur when one actor in the dyad 

holds a status position; this person of status then has the 

opportunity to exercise power over the other actor 

(Brass, Butterfield, and Skaggs 1998). Since the 

physician is the source of specialized, medical 

knowledge, there will always be a certain level of 

asymmetry in the patient-provider relationship. 

However, to the extent that the patient and physician 

engage in interpersonal communication and ask 

questions of each other in order to set goals for the 

patientôs health, this relationship would be characterized 

as more symmetric. The mutuality relationship is 

characterized by joint decision-making and goal-setting, 

therefore it would be classified as more symmetric, 

while the paternalism style (Roter and McNeilis 2003) 
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would be asymmetric. Therefore, the social network 

research on tie symmetry would suggest that when the 

provider exercises increased levels of control over the 

patient, an asymmetric tie would exist and the provider 

would have an increased opportunity to exercise power 

over the patient. By failing to participate and take 

control in the patient-provider interaction, the patient is 

allowing the provider to dominate the flow of 

information. Therefore, this paper proposes:  

P2: An asymmetric patient-provider 

relationship is associated with low patient 

participation while a more symmetric 

patient-provider relationship is associated 

with higher participation. 

 

Multiplexity  

A multiplex relationship occurs when two 

actors have more than one type of relationship with each 

other (Brass 1995). For example, when a patientôs 

physician is also their neighbor, they would have a 

multiplex relationship. In a multiplex relationship, 

actors typically have more interactions, indicating 

increased time and potentially stronger ties; however, 

other researchers disagree that multiplexity is associated 

with strong ties, stating that just because actors have a 

close relationship at work does not always suggest close 

relationships outside of work (Brass et al. 1998). When 

a patient and provider have a relationship outside of the 

medical office, the patient may feel more comfortable 

bringing up health concerns with the physician. 

Therefore, in the context of the patient-provider 

relationship, a multiplex relationship would likely 

improve the flow of communication between patient 

and provider and potentially balance the power between 

the two actors. This balanced level of control in the 

relationship would also increase tie strength and 

symmetry in the relationship. For example, person A is 

concerned about a mole on his/her back. If person Aôs 

doctor is also a friend, they would be more likely to 

simply ask the friend/doctor for his/her opinion. On the 

other hand, if person Aôs relationship with his/her 

doctor is uniplex, they might delay in making the 

appointment to have the mole examined, indicating 

lower patient participation. Therefore, the social 

network research on multiplexity would suggest that 

when a patient and provider have increased contact 

points outside the medical office that patients would be 

more likely to exercise increased levels of control in the 

relationship. Therefore, this paper proposes: 

P3: Multiplexity in the patient-provider 

relationship leads to increased patient 

participation in the health care encounter. 

 

THE STRUCTURE 

The previous discussion has demonstrated that 

tie strength, reciprocity, and multiplexity all influence 

the patient-provider relationships that in turn influence a 

patientôs level of participation. However, a key benefit 

to the social network perspective is the ability to look 

beyond the dyad to the entire network (e.g. Borgatti and 

Foster 2003; Brass et al. 2004). The network 

surrounding a patient can have a significant impact on a 

patientôs level of participation. The following sections 

will provide a theoretical foundation and propositions 

for how the network surrounding the patient has an 

effect on his/her level of participation, specifically, the 

influence of a patientôs social support network, 

insurance plan and employer will be discussed.  

 

Social Support Network 

Social support is embedded into basic theories 

of communication. Engaging in social interactions with 

other people centers around a humanôs innate need for 

interaction with others; this is a fundamental basis for 

communication (Goldsmith, McDermott, and Alexander 

2000). The social support network can be viewed 

through the lens of Colemanôs social capital. Colemanôs 

social capital is based on the level of trust, reciprocity, 

sanctions, norms and monitoring in oneôs network 

(Coleman 1988). In times of a health care concern, a 

patient would need a support network that is high in this 

social capital. For Coleman, social capital is measured 

by density. Density refers to the proportion of dyadic 

ties in a network in relation to the maximum possible 

number of dyadic relationships. As this number 

increases, the network is said have higher density. In the 

context of the patientôs social network, a highly dense 

network would provide increased comfort, safety and 

assistance in times of extreme health concern (Albrecht 

and Goldsmith 2003; Coleman 1988).  

The theory of social resources proposes that oneôs 

social resources can exert an effect on an instrumental 

action (Lin 1999). In health care, if the patientôs social 

support network includes a medical professional, the 

patient could use this tie for access to medical 

knowledge or assistance. Furthermore, if the patientôs 

network is comprised of an increasing number of 

medical professionals (social resources), then the patient 

would have more working knowledge of health care, 

and therefore would be more informed to participate in 

the interaction. On the other hand, if the patientôs social 

support network is extremely dense with no medical 

professionals embedded in the network, then the dense 

network would not allow for access to novel 

information and would constrain the patient. In this 

case, a larger, sparse network would allow for more 

diverse information to assist the patient in gaining new 

information and knowledge (Burt 1992). Therefore, this 

paper proposes: 

P4a:  Density in a patientôs social support 

network that includes medical 
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professionals is positively related to a 

patientôs level of participation.  

P4b: When medical professionals are not 

embedded in the patientôs social support 

network, then a larger, diverse network 

will be positively related to a patientôs 

level of participation.  

 

Insurance Company 

Resource-dependency theory (Emerson 1962) 

provides the theoretical foundation when investigating 

the insurance companyôs effect on patient participation. 

The resource dependence model states that the power of 

A over B is equal to the extent to which B is dependent 

on A.  In the triad of the patient, provider, and insurance 

company, the patient and provider are dependent on the 

insurance company to provide financial resources; 

therefore, the power rests with the insurance company. 

The patient and provider both have weak, uniplex, 

asymmetric ties with the insurance company. The only 

interaction the physician typically has with the 

insurance company is to receive credentialing and 

payment from the specific insurance company. The 

patient typically only contacts the insurance company 

when a claim is not paid, and in that case the patient is 

usually met with an automatic telephone system. In this 

network triad, the insurance company has high 

centrality (degree) and plays the role of gatekeeper in 

terms of the financial resources. The patient and 

provider are dependent on the insurance company for 

financial resources, and their weak ties to the insurance 

company do not allow for much negotiation of terms. 

The insurance companyôs key position in the network 

gives the company the ability to moderate or mediate 

the patient-provider relationship, which can increase or 

decrease patient participation.            

In a situation where the patient and provider 

have a strong tie with each other (e.g. mutuality 

relationship), this strong relationship can be moderated 

negatively or positively by the insurance company. 

Negative moderation would occur in a situation where 

the patient and provider have agreed that Mayo Clinic is 

the patientôs best chance for fighting lung cancer; 

however, upon conferring with the patientôs health 

insurance provider, the patient and provider learn that 

the patientôs insurance will only pay for treatment at the 

local hospital. The insurance company has acted as a 

gatekeeper by dictating the directional flow of 

resources. As a result of this decision, the patientôs 

perceived control has decreased. He/she has gone from 

a high level of power by interacting and making 

decisions with the provider to a low level of power, 

whereby the patient must accept what the insurance 

company dictates. Therefore, this paper proposes:  

P5: When the insurance companyôs 

reimbursement protocol is different from 

the regiment determined by the patient 

and provider, the patientôs participation 

will decrease.  

 

 

Patientôs Employer 

While a patientôs health insurance plan is a key 

relationship that influences the patientôs level of 

participation, another key tie is the relationship of the 

patient with his/her employer. The strength of this 

relationship can have an influence on the patientôs level 

of participation. This relationship, similar to the 

insurance company, is a relationship between a person 

and an organization. While the patient may have many 

ties to people within the organization, it is the 

organizationôs culture that can influence a patientôs 

participation.  

With health care costs increasing rapidly, 

organizations should be motivated to encourage a health 

and wellness culture in their organization. Healthier 

employees result in fewer sick days and reduced health 

insurance costs. The employer can affect patient 

participation by encouraging or discouraging time off 

for doctorsô visits. If the patient is discouraged from 

taking time off to visit the doctor, then it will be 

challenging for the patient to take an active role in his or 

her health care. On the other hand, encouraging or 

offering paid time off for regular doctorsô visits would 

increase a patientôs level of participation. Furthermore, 

employers can encourage health promotion programs to 

increase their employeesô active role in the management 

of their health.  

A recent study in the New England Journal of 

Medicine found that obesity is actually an ñepidemicò 

that spreads in social circles. The study tracked more 

than 12,000 people over 32 years and found that a 

personôs social network had a powerful effect on a 

personôs chances of gaining weight/becoming obese 

(Christakis and Fowler 2007). One positive aspect to 

this study is that if social environments can promote the 

spread of a disease (obesity), then they can also 

influence the spread of the solution. Therefore, 

employers can begin to influence their employees by 

offering reward-based incentives for exercise, balanced 

nutrition, and well-person annual examinations 

(Hunnicutt 2007). Unfortunately, many organization-

wide health programs fail before ever catching on with 

employees. From a social network perspective, an 

organization could map their employeesô social 

networks and find central actors to influence the 

participation in health promotion programs. 

Krackhardtôs (1992) case study of a unionization 

attempt demonstrates how different key actors have the 

ability to influence the groupôs decision. His study 

found that employees central in the advice network had 

minimal influence on fellow employees; however, 
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actors central in the friendship network were better 

served to influence opinions.  Organizations can pick 

central actors with strong friendship ties spread 

throughout the organization to help influence fellow 

employeeôs opinions on health prevention behaviors. 

When people invest time, sweat, and energy in their 

health, there will be an increased incentive to be 

involved in future patient-provider interactions since 

they do not want this energy wasted. Therefore, this 

paper proposes: 

P6: When employers use their employeesô 

social networks to encourage employees 

to manage their health through a) paid 

time off for doctorsô visits; or b) 

incentives for participation in health 

promotion programs, the employeesô level 

of participation will increase. 

 

DISCUSSION AND IMPLICATI ONS 

The structure of a patientôs relationship with 

other actors and organizations can have a significant 

impact on the patientôs level of participation in the 

health service encounter. Furthermore, the other actors 

in the patientôs network also will benefit from a 

patientôs increased level of participation. The physician 

will benefit through the patientôs increased adherence to 

the health care regiment. The insurance companies 

reduce long-term health care costs through a patientôs 

increased participation in disease prevention programs. 

Finally, healthier employees save the employer health 

care costs and lost productivity costs (due to sickness 

and illness). This research has implications for each 

actor in the patientôs health care social network.  

Physicians can use the social network 

perspective to improve their relationship with the 

patient. Strong and symmetric relationships with the 

patient are associated with increased patient 

participation. Physicians can build this relationship by 

increasing time spent with the patient and showing care 

and concern (emotional intensity) during the interaction. 

Additionally, physicians can build reciprocity through 

increased flow of non-medical information to the patient 

as opposed to only technical, medical information flow.    

Health insurance companies also have a role in 

the patientôs participation level. It is in everyoneôs best 

interest for the patient to take control of his or her 

health. Patients that get annual cancer screenings, 

exercise, and eat properly will ultimately cost the 

insurance company less money (Goetzel et al. 1998). 

Insurance companies can influence their relationship 

with the patient by financially supporting health 

promotion programs and other health prevention 

behavior. Furthermore, the insurance company could 

attempt to build a stronger tie with the patient by 

increasing the amount of emotion and concern that 

flows from the insurance company to the patient.   

Employers also can have a significant indirect 

impact on a patientôs participation level. First, they can 

have an impact through the health insurance plan they 

negotiate. Employers can also encourage and reward 

disease detection and disease prevention behaviors. By 

rewarding their employees for annual check-ups, 

exercise, smoking cessation, etc., the employer is 

indirectly making the patient more responsible for their 

health, which should result in a more active patient in 

the physician-patient interaction. Finally, employers can 

increase patient participation by offering paid time off 

for health care services.  

Patients have the ultimate role to play in 

increasing their own level of participation in the 

management of their health care. While the previous 

pages have discussed the content of the patientôs 

relations with other actors, all of the preceding 

influencing factors are attenuated when patients take 

charge of their own health and engage their provider in 

a collaborative approach. That being said, not all 

patients take on that role, and the purpose of this paper 

is to examine the structural factors influence on the 

patientsô level of participation. Things that the patient 

can do to affect the structural factors mentioned 

previously include: developing strong, symmetric ties 

with their provider, choosing doctors similar to 

themselves, and making informed decisions when it 

comes to their health care plan. 

Patient participation is a crucial element in the 

health care service encounter. Active participation has 

been shown to increase adherence to treatment. 

However, as Berry and Bendapudi (2007) said, 

ñcustomers are reluctant.ò  This paper is a first attempt 

to distinguish what structural factors could potentially 

affect the patientôs participation in order to improve 

overall health care. Whether itôs the relationship with 

the physician, the social support network, the insurance 

company, or the employer, it is evident that the structure 

needs to change in order to encourage active 

participation and accountability for oneôs own health. 
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Summary Abstract 

      With the advent and increased prevalence of 

predictive genetic tests (PGTs), individuals now have the 

option to investigate their future risk of developing certain 

diseases, including Alzheimerôs disease (AD).  Even 

though genetic testing for AD is only recommended in 

certain cases
1
, the use of PGTS is almost certain to 

increase as technology and genetic marker identification 

continues to advance.  Thus, aligning the clinical practice 

of using predictive genetic testing for Alzheimerôs disease 

with consumer values and preferences is important in 

determining under what circumstances consumers would 

want to take a PGT for Alzheimerôs. However, little is 

known about consumer preferences for genetic 

Alzheimerôs disease (AD) testing.  Therefore, this study 

was conducted to elicit societal preferences and perceived 

values placed on predictive AD genetic tests by 

combining rating-based conjoint and open-ended 

contingent valuation in order to answer what attributes 

consumers value most when deciding to take a predictive 

genetic test for a disease with no cure.  

      In order to assess public preferences for a 

predictive genetic test for Alzheimerôs disease (AD), a 

rating conjoint analysis was conducted using an 

anonymous online survey distributed by Qualtrics® to a 

general population panel. The study design included three 

attributes:  

- Accuracy (40%, 80%, and 100%) 

- Treatment Availability (Cure is available / Drug 

for symptom relief but no cure) 

- Anonymity (Anonymous / Not anonymous).                                                                                                              

A total of 12 scenarios were used to elicit consumersô 

preference by adopting an 11-point scale. The respondents 

also stated their highest willingness-to-pay (WTP) for 

each scenario through open-ended questions. A total of 

295 responses were collected.  

 

                                                           
1
 Goldman et. al. 2011 

The most important attribute for the aggregate 

model was Accuracy, contributing 64.73% to the 

preference rating. Treatment Availability and Anonymity 

contributed 20.72% and 14.59%, respectively, to the 

preference rating. The median WTP for the highest-rating 

scenario (Accuracy 100%, a cure is available, test result is 

anonymous) was $100 (mean = $276). The median WTP 

for the lowest-rating scenario (with 40% accuracy, no 

cure but drugs for symptom relief, not anonymous) was 

zero (mean = $36). Four groups with differing attribute 

importance patterns were identified using cluster analysis.  

The results of this study highlight the attributes 

consumer find important when making the decision to 

obtain an AD genetic test. On average, respondents placed 

more importance on predictive accuracy (average 

importance: 64.73%) than either treatment availability or 

result anonymity. The aggregate and cluster results both 

showed predictive accuracy was the most important factor 

for the majority of study respondents when making the 

decision to obtain an AD genetic test.  Even without a 

cure for AD, respondents still placed a high preference on 

a predictive test with a 100% predictive value and were 

still willing to pay for it (median WTP was $50). These 

results suggest consumers find value in having a 

reasonable estimate regarding their future chance of 

developing AD, even without an available treatment.  

Value may arise from having an opportunity to make 

informed future plans or from a reduction in uncertainty. 

Further, when accuracy levels fell between 80% 

and 100%, most were willing to make a trade-off between 

ñtreatment availabilityò and ñaccuracy.ò Those who 

placed a low value on 80% accuracy level (Perfect Test 

Loyalists) only accounted for a small portion in the 

overall sample (6%). Moreover, the scenarios with 40% 

accuracy always received the lowest preference ratings 

and WTP, indicating that while important to consumers, 

the testôs accuracy may not need to be 100%, but higher 

accuracy is more highly valued.  Since few tests are 

perfect, the 80% accuracy level may be a good target for 

AD genetic test development and also consistent with 

physiciansô recommendations as the minimal predictive 

value of an AD genetic test. This is important because 
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development and/or production costs for a 100% accurate 

test may be prohibitive.   

Although anonymity remained the least 

important of the three attributes in average, 

Comprehensive Thinkers still placed 38.3% importance 

on anonymity. This group had the highest percentage of 

respondents who had ever heard of the Genetic 

Information Nondiscrimination Act of 2008. The 

awareness of this genetic related policy may lead to more 

attention to the anonymity issue in this group.  Anonymity 

may become a more important issue when the public is 

fully aware of the lack of potential usage of predictive 

genetic tests to discriminate against health insurance or 

employment.  Policy makers, healthcare organizations and 

healthcare providers should be prepared for consumers to 

express concerns associated with the issue of 

anonymity/privacy.   

Overall, these results should be of interests to 

policy makers, genetic test developers and health care 

providers.  

 

References available upon request 
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      A national sample of 1,031 United States 

residents aged 21 or older provided information 

regarding actions that fall within the realm of patient 

proactivity, that is to say efforts that are overtly designed 

to maintain or regain oneôs health.  An assessment of 

todayôs consumers revealed that they tend to engage in 

behaviors that would be deemed proactive.  Furthermore, 

there is a statistically significant relationship between 

some elements of patient proactivity and oneôs 

satisfaction with the health care delivery system.  

However, the correlation coefficients are small, thus the 

relationships provide little managerial insight.  And 

despite the fact that much has changed in the health care 

delivery system over the past 20 years, the observed 

relationship between proactive behaviors and satisfaction 

with the system is virtually unchanged. 

 

Introd uction 

      There have been monumental changes in the 

health care delivery system of the United States over the 

past 20 years.  These changes have occurred in three 

distinct areas: health care delivery; coverage for health 

care expenses; and increased mechanisms for consumers 

to gather information germane to their health and that of 

their loved ones.  Among the changes within the purview 

of health care delivery are more accurate diagnoses and 

improved treatments.  These changes have emanated from 

new technology, significant medical research, and the 

availability of more pharmaceutical products that address 

a litany of illnesses and other maladies.  As for coverage 

for health care expenses, there are now more options that 

are accepted alternatives to the traditional third party 

payer insurance as exemplified by companies such as 

Aetna and Blue Cross/Blue Shield.  Among this set of 

alternatives are Health Maintenance Organizations 

(HMOs), Preferred Provider Organizations (PPOs), and 

Point of Service (POS) plans.  While HMOs precede 

1991, they are much more widely recognized as 

alternatives by both consumers and employers in the 

American marketplace today.  In addition to the 

aforementioned changes, many employers have 

implemented wellness programs designed to help keep 

their employees healthy.  And of course, there is the 

omnibus health care reform act passed by Congress and 

signed into law by President Obama in 2010.  While 

much of that law is still under constitutionality scrutiny, 

parts of the law have begun to be enacted.  Finally, there 

is much more information available to curious consumers.  

While the venerable Physiciansô Desk Reference (PDR) 

has been around for many years, it has more recently 

begun to target consumers in that the publication is now 

available in less expensive paperback and electronic 

formats.  But beyond the PDR, there has been a 

significant expansion in the number of sources available 

to those so inclined to seek information pertinent to 

questions they have regarding illnesses and their 

treatment.  For example, Websites of health care 

providers such as Johns Hopkins, Mayo Clinic, and 

Harvard often provide such insight.  Blogs often provide a 

forum by which those seeking information about specific 

diseases and their treatment can communicate or just 

commiserate.  While some may question whether these 

blogs are a positive or a negative component of the health 

care system, they are relied upon extensively by many of 

those seeking to augment their knowledge.   When it 

comes to the dissemination of information regarding 

prescription drugs, there is certainly more direct-to-

consumer (DTC) advertising for pharmaceutical products, 

and it can be presumed that both the consumer and the 

manufacturer view these efforts to communicate as 

sources of pertinent information regarding oneôs health.   

In a similar vein, there has been an upsurge in consumer-
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oriented advertising for over-the-counter drugs.  Taking 

all of this into consideration, there are certainly more 

resources for todayôs patients, caregivers, and concerned 

consumers than they had just a few years ago.  In essence, 

we have witnessed a veritable explosion in the amount of 

information available.  Hopefully we have concurrently 

benefitted from information that is of higher quality than 

it was just a few years ago. 

 The aforementioned evolution of the health care 

delivery system means that consumers certainly have 

more opportunities today to engage in proactive behaviors 

that are undertaken in an effort to insure good health 

when healthy and to improve oneôs health when issues 

arise.  But this raises two questions.  Do consumers 

engage in proactive behavior in an effort to have a 

positive influence on their health?  How does a patientôs 

proactivity influence their level of satisfaction with the 

health care delivery system?  These are the questions 

addressed in the current study. 

Literature  

      While there is information on satisfaction, there 

is a dearth of information regarding patient proactivity.  

Several bibliographic databases, including three specific 

to health care, were searched.  The following overview 

provides details as to what was being said about these two 

issues some 20 years ago and what is being said today. 

      An array of factors related to patient satisfaction 

have been identified and studied, especially in the 

timeframe following the emergence of for-profit hospitals 

and an evolving paradigm that some argue places too 

much emphasis on the business side of health care.  In this 

regard, it seems to be a commonly accepted belief that 

patient satisfaction should be measured and improved, if 

possible, in order for a medical provider to succeed and 

flourish.  One of the biggest factors related to patient 

satisfaction with health care delivery appears to be 

treatment outcome.  If a patient experiences a positive 

health outcome from a medical treatment or procedure, 

then the patient tends to feel satisfied with the health care 

delivery system.  The inverse is equally true; when a 

patient experiences a poor outcome from a medical 

treatment or procedure, then the patient tends to be 

dissatisfied with the health care delivery system (Douglas, 

Mowen, and Hamm, 2000).  However, this is not the only 

factor that leads to a satisfactory or dissatisfactory 

assessment of the health care received. 

      During the past 20 years we have seen some 

major changes in the U.S. Health Care system.  One 

change identified is the introduction and acceptance of 

more varied provider systems (Home Health Providers, 

High-Tech/Online-Based Providers, Point of Service 

Provider Plans, etc.).  The Group Health Medical Home 

Model proposed, and introduced, by a Seattle-based 

medical provider was developed as a tool that would 

improve patient experience, improve health care quality, 

and improve the level of satisfaction associated with the 

provider.  An analysis of the results of this experimental 

medical delivery system found that the patients rated their 

overall experience and satisfaction with the system higher 

than did patients who were seen in the more traditional 

HMO-style model of health care delivery (Reid, Coleman, 

et.al, 2010).  Additionally, patients experienced fewer 

hospitalizations, emergency visits, and medical 

complications thereby leading to cost-savings for the 

medical provider.  One of the benefits of this Medical 

Home model seemed to be a more ñinvolvedò patient who 

actively communicated with health care providers and 

sought additional information from external sources (such 

as internet sites and blogs).  Thus, the assumption is that a 

more involved patient tends to be a more satisfied patient.   

      There are many names for this involved patient; 

they include: empowered, connected, proactive, active, 

educated, and more.  Regardless of the chosen synonym 

for ñinvolved,ò researchers agree that these patients tend 

to be more satisfied.  In addressing patient proactivity and 

engagement, five elements that exist in an ñempoweredò 

patient have been identified.  These elements include: 1) 

engaged, 2) informed, 3) collaborative, 4) committed, and 

5) tolerant of uncertainty (Johnson, 2011).  The author 

proposes that when these five elements are present, the 

patient will take more responsibility for his or her own 

health and will thus feel empowered.  This empowerment, 

in turn, leads to greater satisfaction with the health care 

system. 

      The proliferation of information sources has led 

to more informed patients.  Although there are some 

drawbacks associated with this information overload, 

there are also numerous positives.  In a 2009 study, it was 

stated that many physicians dread the internet-informed 

patient (Schrager and Gaard, 2009).  Many physicians 

believe that, although the patients are exposed to a 

multitude of information resources, they may misinterpret 

or misunderstand much of the information provided.  

Thus, even though these patients have a lot of 
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information, perhaps they should not be considered 

educated per se.  However, many other researchers have 

found that informed patients tend to feel greater 

satisfaction with the health care system.  In the 1991 

study on this topic, information access was identified as a 

key factor in patient satisfaction (Fullerton and 

Davidson).  However, the information sources that 

patients used in the early 1990s were more often personal 

references or recommendations and medical terminology-

laden reference books (PDR).  Today, 20 years later, more 

patients are seeking external information regarding 

illnesses, treatments, drugs, and more through websites 

such as WebMD, MedicineNet, eMedicine, and provider-

based websites such as MayoClinic.com, inteliHealth 

(Harvard), and johnhopkinshealthalerts.com (Talen, 

Muller-Held, et.al, 2011; Bowman, 2006; and Johnson 

and Ramaprasaad, 2000).  So, patients continue to be 

information-seeking, but the sources of this health-care 

information have certainly evolved since the early 1990s.   

      Researchers suggest that active communication 

with patients leads to more proactivity, and more positive 

attitudes by patients (Talen, Muller-Held, et.al, 2011).  In 

fact, the physicians at ñHello Healthò feel so strongly 

about the benefits of internet communications with their 

patients that they regularly ñblogò and ñtweetò with their 

patients (Hawn, 2009).  This pioneering medical practice 

has found that the internet-savvy U.S. population 

appreciates the quick feedback, the convenience of the 

internet communications, and the low patient-cost of their 

delivery system (Hawn, 2009).  As early as 2000, an 

increased use of the internet for health care information 

was identified.  A survey of over 1,000 individuals, found 

that more than 37% of the respondents indicated that they 

check the Web for health care and prescription drug 

information, and more than 90% of the respondents 

indicated that they were familiar with direct-to-consumer 

(DTC) advertising for prescription drugs.  Clearly, the 

informed patient is a growing trend (Johnson, and 

Ramaprasad, 2000).  Another, shift in health care delivery 

is an idea termed connected health whereby the patients 

play an active role in monitoring their own health and 

then communicating these results back to their health care 

providers.  This system is designed to lower costs, 

improve health care results, and enhance patient 

satisfaction (Lopez, 2007).  According to an analysis of 

the results of a patient- and family-centered model of 

health care delivery developed and implemented by 

Cleveland Clinic, a more positive patient experience, 

including better and more frequent communication with 

the health care provider, more involvement in health care 

decisions, and more information access has been found to 

increase patient satisfaction, reduce hospital stays, and 

decrease health complications (Meyers, 2009).   

      With a larger number of individuals paying a 

larger portion of their health care expenses, each of the 

aforementioned innovative medical delivery systems has a 

good chance to succeed.  Insurance premiums have 

doubled since 2000 and many middle-class families are 

spending over 20% of the annual income on health care 

expenditures (Center for Financing, Access and Cost 

Trends, 2002-2006).  Patients feel that since they are 

shouldering a greater amount of the financial 

responsibility for their health care, they should be more 

involved in health-related decision-making (Bartlett, 

1997).  As in the 1991 study on patient proactivity and 

satisfaction, ñlocus of controlò is still considered to be a 

relevant factor in patient satisfaction (Fullerton and 

Davidson).  Patients have a strong desire to actively 

participate and feel a sense of control over their 

healthcare decisions.  This sense of control is expected to 

lead to a stronger sense of satisfaction with the health care 

provided.  For example, in the area of breast-cancer 

treatment, researchers found that shared decision-making 

regarding treatment protocols and treatment facilities led 

to more positive psychosocial outcomes and greater 

satisfaction (Radinga, Ginter, et.al. 2011).  With the 

multitude of user-friendly health-related information 

sources, patients feel better equipped to participate or 

even lead the decision-making process regarding their 

personal health care treatments and wellness programs 

(Rooney, 2009).   

      So, although there are many factors linked to 

satisfaction, including but not limited to, access to care, 

physician and provider choice, availability of resources, 

and treatment outcome, patient proactivity is a factor that 

many providers feel is closely related to oneôs level of 

satisfaction with the health care delivery system, and it is 

a factor that is within their sphere of influence.  Thus, the 

literature seems to imply that by encouraging patient 

proactivity, instituting wellness programs, and providing 

greater information access to patients, then the desirable 

outcome of greater satisfaction with the health care 

provider may well be a result. 
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Research Objectives 

      The objectives of this research are fourfold.  

Foremost is that of determining American residentsô 

perceptions and actual behavior as it relates to patient 

proactivity.  Second is the objective of determining the 

relationship between patient proactivity and overall 

satisfaction with the health care delivery system of the 

United States.  As such, the research will allow for the 

testing of the sole research hypothesis for this study: 

H0: There is no relationship between oneôs level of 

proactivity and oneôs overall level of satisfaction with 

the health care delivery system in the United States.   

H1: There is a positive relationship between oneôs 

level of proactivity and oneôs overall level of 

satisfaction with the health care delivery system in the 

United States.   

      Objective three will look at the individual 

components comprising the patient proactivity scale so as 

to determine which behaviors have the greatest impact on 

satisfaction.  Finally, the results from 2011 will be 

compared to an earlier study by Fullerton and Davidson 

(1991) so as to determine what changes have transpired 

over the past 20 years.  Thus, the four objectives 

associated with this study provide both a cross-sectional 

and a longitudinal perspective of patient proactivity. 

Methodology 

      This part of a larger study focuses on the original 

set of questions used in the earlier study by Fullerton and 

Davidson (1991).  In that study, the authors assessed 

patient proactivity with a scale consisting of an array of 

items reflecting specific behaviors and attitudes.  It also 

included a global statement regarding oneôs overall level 

of satisfaction with the health care delivery system.  Each 

of these items was measured using a six-point Likert-type 

rating scale that was anchored by strongly agree and 

strongly disagree.  Each item in the earlier study was 

duplicated in the current study.  It should be noted that an 

additional number of items were also included in the 

current survey. 

      Data collection was achieved by using eRewards, 

an independent research contractor that uses an Internet 

protocol to contact members of its consumer panel.  A 

series of emails was sent to panel members who were 

consistent with the target market.  Those opting to 

respond were directed to the survey via a link that was 

embedded within the email.  Controls were implemented 

to assure that the sample was representative of the 

aggregate American adult population and that it only 

included respondents who were at least 21 years of age.  

Furthermore, since the invitations to participate were sent 

in batches, the composition of the sample was monitored 

throughout the data collection process.  When it became 

evident that female respondents and of those with 

graduate degrees were over-represented, subsequent 

invitations were adjusted.  This tweak to the data 

collection process helped assure that the final sample was 

reasonably representative of the American population on 

several key demographics.  Other demographics were 

monitored throughout the data collection process, but no 

additional modification was needed.   A series of 

additional safeguards were used to protect the integrity of 

the data.   A minimum time was established so that the 

surveys of respondents who did not take enough time to 

fully consider and respond to each question were 

discarded.  The veracity of the response process was also 

considered with any respondent who straight-lined the 

responses (e.g. all sixes) likewise excluded.  A total of 

1,031 completed surveys comprise the final database.  As 

a result of these safeguards, it was determined that the 

sample is representative of the American adult population, 

that the data are accurate, and that the results are 

generalizable to the target population. 

      The initial step in the data analysis process 

focused on the cross-sectional aspect of the sample.  Since 

Likert-scales are presumed by most to produce intervally-

scaled data, the best measure of central tendency to use to 

capture the character of the sample was the mean for each 

of the eight items employed in the assessment germane to 

the initial research objective.  Furthermore, by using 

frequency distributions, the sample was further classified 

into a dichotomy represented by either agreeing or 

disagreeing that they engage in a specific proactive 

behavior (or with the efficacy of the various actions under 

scrutiny).  To measure the relationship between 

satisfaction with the health care delivery system and 

patient proactivity, two methods were employed.  

Bivariate correlation identified those actions represented 

by the set of seven independent variables that were 

significantly correlated with overall satisfaction.  To look 

at the aggregate setôs contribution to satisfaction, multiple 

regression was employed.  The corresponding values of R 

and R
2 
provided the bases for assessing that relationship 

as delineated in the second research objective.  An alpha 

of .05 was used as the critical value for the rejection of 
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the null hypothesis.  Multiple regression was also used 

when addressing objective three.  By using stepwise 

regression, the relative importance of each of the 

independent variables on satisfaction could be 

determined.  The longitudinal assessment delineated in 

objective four presented a bit of a methodological 

dilemma. Since the data from the 1991 study were not 

available to the authors, a simple comparison of the 1991 

and 2011 results was used.  Thus, the observed 

differences provide anecdotal evidence regarding the 

changes that have occurred. 

 

Results 

      With any sample, there is always a concern 

regarding its representativeness of the target population.  

This is especially true for Internet-based samples.  So the 

process began with an assessment of the sampleôs 

demographic composition.  While no sample is a perfect 

microcosm of its target population, the generalizability of 

the results must be questioned if sample statistics deviate 

far from the population parameters for known 

demographics.  This sample produced a reasonably 

representative sample of American residents over the age 

of 20.  On the basis of gender, 52.9 percent of the 

respondents were female, a number close to the 2010 

population parameter of 50.8 percent (U.S. Census 

Bureau, 2010). In addition to gender, the sample closely 

approximated the population on the bases of age, 

education, and income. 

     The next issue of interest is the set of actions 

undertaken and the attitudes regarding behaviors that 

could be characterized as patient proactivity.  Table 1 

provides an overview by delineating the mean and the 

percentage of respondents who agreed (at any one of the 

three levels of agreement) with the item under scrutiny.  

To interpret Table 1, it should be recalled that a six-point 

Likert-type scale was employed with six representing 

ñstrongly agreeò. 

 

 

Table 1: Attitudes Regarding Specific Behaviors Reflecting Patient Proactivity 

Proactive Issue (abridged)                 Mean      % Agreeing 

Iôm responsible for my own health      5.52  98.1 

Important to recognize early symptoms and warnings   5.30  98.1 

Important to have regular primary care physician    5.28  96.6 

Important to know how to prevent diseases/illnesses    5.25  98.0 

I have physical exam on a relatively regular basis    4.47  75.7 

I read articles on health issues that help maintain health   4.21  75.8 

I only see doctor when Iôm really sick (-)     3.17  42.9 

 

Table 2: Correlation of Each Specific Behavior Reflecting Patient Proactivity to Satisfaction 

 

Proactive Issue (abridged)                         r   sig. 

Iôm responsible for my own health       .008  .793 

Important to recognize early symptoms and warnings    .066  .034 

Important to have regular primary care physician     .108  .001 

Important to know how to prevent diseases/illnesses     .036  .242 

I have physical exam on a relatively regular basis     .168  .000 

I read articles on health issues that help maintain health    .021  .500 

I only see doctor when Iôm really sick (-)                      -.093  .003 

 

      The next research objective was to determine the 

nature and strength of the relationship between each of the 

proactivity-based constructs and the respondentsô level of 

satisfaction with the American health care delivery system.  

To accomplish this, a simple bivariate (Pearson) correlation 

analysis was deemed appropriate.  Table 2 summarizes the 

results of this component of the analysis. 
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      As was the case in the original study by Fullerton 

and Davidson (1991), the overall relationship of the 

variables delineated in Table 2 with satisfaction of the 

health care delivery system was measured using multiple 

regression.  The objective of this component of the study 

was simply that of determining whether oneôs level of 

satisfaction could be predicted based on knowledge of their 

attitudes regarding the seven independent variables.  Given 

the small values for the correlation coefficients, a relatively 

weak model was anticipated.  The results of the stepwise 

multiple regression analysis confirmed this expectation.  

When stepwise entry was specified, only one variable was 

entered into the regression equation that represented an 

attempt to predict oneôs level of satisfaction with the health 

care delivery system.  As would be inferred from Table 2 

(because of its highest level of correlation with the 

dependent variable), that variable was the statement that the 

respondent has a physical exam on a relatively regular 

basis.  The relationship with that independent variable was 

significant at a level of .000.  But despite this fact, the 

Multiple Coefficient of Determination was a paltry 0.028.  

Thus, this model only explains 2.8 percent of the variation 

in the level of satisfaction with the health care delivery 

system.  As can be seen from these results, especially the R
2 

of .028, the model leaves much to be desired.  Still, the 

significant relationships documented in both the regression 

and correlation analyses allow for the rejection of the null 

hypothesis that no relationship between patient proactivity 

and satisfaction with the health care delivery system exists. 

     The final objective was that of determining some 

of the changes that have taken place since 1991.  

Specifically, the focus is on the replication of the multiple 

regression component of the previous study by Fullerton 

and Davidson (1991).  Based on the same set of variables, 

are we now better able to explain variation in the level of 

satisfaction?  In their study, four of the independent 

variables were entered into the regression equation.  As is 

the case in the current study, the statement regarding a 

regular physical was the most highly correlated item, thus it 

was the first variable entered.  However, the issues 

regarding the seeking of information, only visiting a doctor 

when actually sick, and bearing responsibility for oneôs 

own health were all entered into the equation.  All were 

significant at a level of .023 or better.  Yet the final value 

for R
2
 was only .054.  When compared to the current study, 

the 2011 R
2
 of .028 indicates that we are less able to predict 

satisfaction with the original set of predictor variables than 

we were with that same set of variables 20 years ago.  

Perhaps more disconcerting is the fact that three of the 

issues that were significant in their role as predictors are no 

longer providing additional meaningful information.    

Discussion 

      The sample is a reasonable representation of the 

target population.  Thus there are no significant concerns 

regarding the ability to extend these results to reflect the 

nature of that population.   

     When focusing on attitudes regarding behaviors 

that did not specifically address the respondentôs own 

actions, there was strong support for actions germane to 

patient proactivity.  For example, 96.6 percent of the 

respondents expressed some level of agreement with the 

statement that it is important to have a primary care 

physician.  However, when asked if they engaged in 

specific behaviors themselves, their affirmation was not so 

strong.  While 75.7 percent of the respondents did indicate 

that they tended to have a regular physical exam, somewhat 

paradoxically only a little over half indicated that they see 

doctors for routine visits.   

      Despite the large sample size of 1,031 

respondents, only four of the seven independent variables 

exhibited a statistically significant correlation with the 

dependent variable, satisfaction with the health care 

delivery system.  Though there are statistically significant 

correlations, the reality is that the correlations are small and 

offer minimal managerial significance in the quest to better 

understand satisfaction ï or dissatisfaction ï with our health 

care delivery system.  Still, the correlations are in the 

correct direction; the only negative relationship is with the 

statement that ñI only see a doctor when I am actually sick.ò  

The implication is that those who see a doctor on a more 

routine basis ï when they are not sick ï are more satisfied 

with the system.  Thus, when a significant correlation is in 

evidence, it supports the premise that there is a relationship 

between proactive behavior and satisfaction with the health 

care delivery system. 

      The resultant model derived from multiple 

regression also produced statistically significant results.  

However, when our focus shifts to practical or managerial 

significance, the model offers little aid in the effort to better 

understand what factors tend to produce a higher level of 

satisfaction.  Yet it does provide one valuable insight, 

namely that an increased propensity to have a regular 

physical exam is associated with a higher level of 

satisfaction.  It could be that these people are more satisfied 
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because their health care coverage allows them to have a 

regular physical with little or no out-of-pocket cost.   

      The disconcerting aspect of this research is the 

lower predictive capability of the resultant regression model 

that is used to predict the consumerôs level of satisfaction.  

Variables that were significant in 1991 essentially play no 

meaningful role today.  Since the value for R
2
 was low in 

the early study, it was hoped that we would see an 

improvement in the predictive validity of the model derived 

from the current study.  But that was not the case. 

 

Conclusions and Final Comments 

      Fullerton and Davidson (1991) posited that if we 

could increase the consumersô belief in the benefits and the 

propensity to engage in more proactive behaviors, then we 

could increase the publicôs level of satisfaction with the 

American health care delivery system.  But there are 

barriers to this objective.  The system has been under 

intense scrutiny in recent months.  The deficiencies of the 

ñoldò system as we have known it and of the ñnewò system 

as prescribed by the health care reform law have polarized 

the opinions of the American population.  This 

politicalization of health care may mean that opinions 

articulated in surveys do not reflect reality. 

      The health care environment has changed 

considerably over the past 20 years.  In this regard, there 

are a multitude of actions that reflect patient proactivity 

today that were not options in 1991.  As such, the current 

study has many more items germane to patient proactivity 

than did the original study.  Perhaps the model can be 

improved by incorporating them into the analysis.  It is 

anticipated that this broader assessment of patient 

proactivity will result in the identification of more actions 

that are deemed to be beneficial to oneôs health and that the 

resulting enhanced predictor variable set will lead to a 

better model in the effort to determine the antecedents of 

satisfaction with the American health care delivery system. 
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Malaria and Dengue (M&D) affect more than 1.5 

million people in India annually. Our study informs M&D 

prevention efforts by understanding knowledge, attitudes 

and practices related to preventive behaviors and health 

information-seeking patterns among a cross-section of 

Mumbaiôs middle-of-pyramid population. Our survey 

reveals low knowledge of M&D vectors and substantial 

discrepancies between perceived effectives and actual 

performance of preventive behaviors. We found that 

television and mobile phones offer opportunities for 

enhancing awareness and influencing beliefs and 

intentions. Implications for theory-based communication 

interventions using mobile social media are discussed. 

 

Introduction  

 Malaria and dengue (M&D) are mosquito-borne 

infectious diseases that affect nearly 36% of the tropical 

and sub-tropical population globally. India accounts for 

nearly 70% of all cases in Southeast Asia, with 2/3rds of its 

population living in Malaria zones (Jain and Chugh 2011). 

Indian health authorities have promoted awareness and 

preventive behavior through a combination of traditional 

mass media campaigns and health workshops. However, 

these programs are neither informed by an understanding of 

knowledge, attitudes and practices related to preventive 

strategies, nor of health information seeking behaviors 

among targeted audiences. Furthermore, efforts to evaluate 

the effectiveness of these campaigns are rare. Spiraling 

malaria figures even in urban residential zones with high 

media concentration like Mumbai (Times of India 2011) 

demonstrate the limited impact of existing health 

communication efforts and suggest the inadequate power of 

traditional media alone. In this scenario, the unprecedented 

penetration of mobile phones across India might offer cost-

effective and sustainable solutions. India is amongst the 

fastest growing mobile phone markets with a 210-fold 

increase in subscriptions from 2000 to 2010 and a 62% 

penetration rate (Trading Economics 2011).  

 

Study Aims 

1. Examine knowledge of M&D, and attitudes to 

M&D prevention among Mumbaiôs residents   

2. Identify the main sources of health information  

3. Examine mobile phone use in comparison to use of 

other traditional media.   

 

Methods 

We conducted two phases of cross-sectional surveys 

among Mumbaiôs middle-of-pyramid (or MOP) segment. 

This paper presents findings from preliminary analysis of 

Phase I. Our 46-item survey questionnaire comprised the 

following sections: Demographics, Media Use & Sources, 

General Health and M&D. The M&D section comprised 

questions on knowledge, attitudes towards M&D preventive 

strategies and behavioral intention that were adapted from 

Protection Motivation Theory (PMT) (Lwin and Saw 2007) 

and the Theory of Planned Behavior (Ajzen 1991). 

Cachement areas were based on M&D prevalence figures 

obtained from the city municipality. Face-to-face surveys 

lasted approximately 45-60 minutes each.  

 

Findings 

We collected data from 242 respondents comprising 

an equal number of males and females. The mean age of 

our sample was 36 years (SD=13.10). Nearly 53% of the 

respondents attended secondary school and 34% received 

primary education. The mean monthly income was INR 

11,006 (SD=8702.03) indicating that the respondents 

belonged to the target MOP category.   

Our analysis of M&D knowledge (Table 1) revealed 

that respondents were generally more knowledgeable about 

Malaria than Dengue. They were especially lacking in 

knowledge of vectors spreading M&D and incorrectly 

reported that they could not be affected with M&D if they 

did not experience any symptoms.  
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Table 1: Knowledge of Malaria and Dengue among 

Mumbaiôs residents (N = 242) 

Description Correct 

(%) 

Incorrect 

(%) 

Malaria  

I can get malaria by touching an 

infected person's blood 

I can get malaria when infected 

mosquitoes bite me 

The female Anopheles mosquito 

spreads malaria 

I can have malaria even if I don't 

have the symptoms 

Dengue 

I can get dengue by touching an 

infected person's blood 

I can get dengue when infected 

mosquitoes bite me 

The female Aedes mosquito 

spreads dengue 

I can have dengue even if I don't 

have the symptoms 

 

71.49 

 

95.45 

 

10.74 

 

34.71 

 

 

44.63 

 

66.94 

 

3.72 

  

17.36 

 

27.69 

 

3.72 

 

88.43 

 

62.81 

 

 

54.13 

 

32.64 

 

95.04 

 

80.99 

 

 

Analysis on attitudes (Table 2) towards preventive 

strategies revealed significant discrepancies between 

perceived effectiveness of preventive strategies and actual 

performance in all but two of the preventive methods listed.  

 

Table 2: Attitudes towards preventive strategies related 

to Malaria and Dengue (N=242) 

Description Perceived 

Effectiveness 

Actual 

Practice 

M (SD) M(SD) 

Mosquito nets* 

Drain stagnant water* 

Spray insecticides*  

Burn trash*  

Grow plants* 

Mosquito repellents 

Repellent ointments* 

Fumigation  

3.55 (  .76) 

3.83 (  .71) 

3.26 (  .93) 

2.91 (1.09) 

2.41 (  .98) 

4.05 (  .80) 

2.99 (  .91) 

2.86 (  .90) 

1.60 (1.09) 

2.77 (1.32) 

1.92 (1.20) 

1.81 (1.15) 

2.03 (1.47) 

3.93 (1.31) 

1.81 (1.20) 

2.75 (1.64) 

* Significant at p<0.001 level 

  

 In terms of health information seeking (Table 3), 

we found a strong reliance on television. However, when 

seeking medical advice, doctors were ranked highest. In 

terms of generic media use (Table 4), we found that nearly 

65% of respondents owned and used a mobile phone.  

 

Discussion 

 Our study revealed substantial gaps in M&D 

knowledge, and significant differences between perceived 

effectiveness and actual performance of preventive 

behaviors. These findings validate emerging arguments 

highlighting the poor reach and efficacy of existing health 

communication efforts and the need for creative and 

effective interventions. Findings related to preferences for 

TV, physicians and mobile phones point to future 

opportunities in this regard. Integrating the affordances of 

traditional and new media might expand the potential of the 

latter from solely diagnosis and tracking to creating 

awareness, promoting screening and encouraging civic 

engagement leading to an effective, integrated 

communication approach for M&D prevention in India. 

 

Table 3: Sources of information about Malaria/Dengue 

outbreaks (N=242) 

Channel Likely to hear Likely to seek 

medical advise 

TV 

Friends 

Family 

3.69 (1.36) 

3.67 (0.99) 

3.58 (1.10) 

2.81 (1.49) 

2.62 (1.32) 

2.87 (1.37) 
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Doctors 

Word of mouth 

3.31 (1.48) 

3.24 (1.49) 

4.44 (  .77) 

2.29 (1.48) 

 

Table 4: Media use among Mumbaiôs middle-of-

pyramid population (N=242) 

Description Frequency % 

Television 

Mobile phone 

Newspapers 

Radio 

Magazines 

89.26 

64.88 

55.37 

17.36 

   9.92 
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Summary Abstract 

The pharmaceutical firmôs detailing effort of 

a new drug plays an important role since detailing has 

positive and significant impact on the number of new 

prescriptions issued by a physician. However, a 

detailing visit typically lasts very short time and the 

sales people often find hard time achieving what they 

initially planned to deliver. In order for the 

pharmaceutical sales people to perform an efficient 

detailing effort for their new prescription drug, they 

will need to target their messages to the right group 

of physicians.  

In studying the physicianôs prescription 

intention of the new drug for the targeting effort, the 

pharmaceutical firm needs to understand the nature of 

interactions between doctors and the patients. 

However, the pharmaceutical firm would not know 

what is really going on between them since the 

release of such information is prohibited by the law 

for the patient protection. In order to obtain such 

information, a national survey is done on the 

physicianôs profile, their past prescription behavior 

and the future prescription intentions of the new drug. 

An econometric model is set up and estimated on this 

data and the study discusses the managerial 

implications to the pharmaceutical firm about 

targeting the right physicians to improve their 

detailing effort. 
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Abstract 

Nearly all consumer products are delivered to 

consumers within some form of packaging material. In 

most cases, this packaging material is not explicitly part 

of the product, though it may function as a delivery 

mechanism for the product (e.g., a Starbucks cup holds 

the consumerôs coffee, but is not itself consumed by the 

consumer). Once the packaging has performed its 

function, whether that be protecting the product during 

shipment, communicating with the consumer while on the 

shelf, or containing the product until it is completely 

consumed, the packaging is disposed of as trash by the 

consumer. In a set of three experimental studies, the 

present research evaluates consumer response to branded 

trash, in the form of consumer attitudes and intentions. 

 

Objective 

Most consumer products are delivered to 

consumers in some form of packaging, i.e., the product 

itself is contained within other material that is not, itself, 

part of the actual product. This is true with consumer 

goods like laundry detergent and shampoo, grocery 

products like cereal and bread, canned goods like peanut 

butter and peas, takeout food like McDonaldôs and 

Starbucks, and pre-packaged beverage products like 

Coca-Cola or Budweiser. In nearly every case, once the 

product itself is consumed, the packaging material is 

discarded as trash. At this point in the consumption 

process, an object that was once an integral component in 

the consumerôs interaction with the brand has served its 

purpose and is no longer of any use to the consumer. 

This research is intended to study the post-

consumption effects of the branded packaging material as 

it moves from relevant package to discarded trash, or as it 

will be called within the present study, branded trash. Our 

specific research question is whether this branded trash 

has a negative impact on consumer attitudes and 

intentions toward the brand. The existing literature on 

packaging has focused on utility, aesthetics, and labeling 

ï there is virtually no research present in the literature 

regarding the attitudes toward post-consumption branded 

trash. Our theoretical position is that the branded trash 

will have a negative impact on brand attitudes and 

intentions, and that this will be especially true for brands 

whose packaging is an integral part of the product up to 

and including the point of consumption (more details on 

this will be addressed below). Relevant managerial 

implications of the research findings will be addressed. 

 

Background 

Nearly all marketing efforts from brands are 

directed toward the pre-consumption process, i.e., 

marketing efforts are focused on getting consumers to 

consider the brand, purchase the brand, and consume the 

brandôs products. Very little effort is directed toward 

post-consumption disposal of packaging materials and 

other branded trash. As a result, very little research exists 

in the literature on post-consumption waste and its 

disposal. In our extensive literature review, we have 

identified only three studies examining the concept of 

branded trash, two in the United Kingdom (Roper and 

Parker 2006; Roper and Parker 2008) and one in New 

Zealand (Stevens 2008). These previous studies looked 

only at the presence of branded trash, with the Stevens 

(2008) study looking at the impact of branded trash on a 

single brand, McDonaldôs.  

While we are certainly interested in brands with 

packaging that commonly finds its way to trash cans (and 

is often littering sidewalks and public spaces), we are 

especially interested in brands where the packaging serves 

as the primary means of product delivery. In these cases, 

the package is a critical component of the product through 

the point of consumption ï examples include a Coca-Cola 

can or bottle, a Starbucks cup, or a Budweiser bottle or 

can. The packaging material for these products is 

essentially the mechanism of product delivery. We 

hypothesize that the negative effect of branded trash on 

consumer attitudes and intentions will be stronger for 
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brands of this type, compared to brands whose packaging 

is not a central component of the product delivery 

process. 

 

Methods 

Study 1. Participants will be exposed to a series 

of photographs and advertisements containing images of 

brands, branded products, and branded packaging. This 

series of photographs and advertisements will also contain 

images of the branded trash associated with focal brands 

under study (the focal brands will be determined via pre-

test). The attitudes and intentions of the participants will 

be compared to those of a control group that is not 

exposed to the branded trash images. This study will be 

conducted in the behavioral labs at University of Sydney 

and Indiana University, and on-line utilizing a sample of 

UNC-Charlotte students. 

Study 2. Participants will be incidentally exposed 

to branded trash within the research facility. The 

incidental exposure will consist of branded trash (e.g., a 

Coca-Cola can, a Starbucks cup, or a Snickers wrapper) 

lying on the research facilitatorôs desk, and this incidental 

exposure will act as a subconscious prime for the 

experiment. The different brands identified above will 

serve as conditions in the study. Participants will 

complete the research instruments at a computer terminal, 

and their responses will be compared to a control group 

that will not be subject to the incidental exposure. Given 

the lack of a dedicated research laboratory in the Belk 

College of Business, this study is expected to be 

conducted at Indiana University. 

Study 3. Recently, Sun Chips, a brand of snack 

chips from Frito Lay, introduced a packaging material 

that decomposes naturally, whether in a compost bin or in 

a trash landfill. This effort from Frito Lay exhibits 

strategic thinking regarding the post-consumption 

outcomes for the brand. The third study is intended to 

evaluate potential interventions available to brands 

regarding the disposal, recycling, or bio-degrading of 

their branded trash. The three post-consumption options 

(disposal, recycling, bio-degrading) will serve as 

conditions in the experiment as we test whether these 

post-consumption efforts have a positive influence on 

brand attitudes and intentions. This study can be run in a 

behavioral lab or on-line. 

 

Expected Results 

We expect to see consumer attitudes and 

intentions to be degraded by the presence of branded 

trash, whether this presence is in the form of a focal 

stimulus (photographs of branded trash or overflowing 

trash bins) or in the form of incidental exposure to 

branded trash. We also expect brands that take proactive 

measures to deal with the post-consumption branded trash 

will be rewarded with higher consumer attitudes and 

intentions than those brands that do not engage in 

proactive efforts. 

 

References available upon request. 
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Entrepreneurial Branding: The High West Distillery Case 
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Entrepreneurs face unique problems of establishing 

an identity, designing brand-based products and 

connecting with their potential customers with limited 

resources. Entrepreneurial branding has been linked to 

new venture growth and success. This paper studies 

entrepreneurial branding through the practices of one 

new venture, the High West Distillery located in Park 

City, Utah. The paper argues that High Westôs brand 

building practices, reflecting tactics identified in previous 

entrepreneurial branding studies, may account for some 

of High Westôs initial success in its market. 

 

Introduction  

While there is general consensus that successful 

entrepreneurs drive economic growth, the failure rate of 

new ventures remains particularly high (Hisrich, Peters 

and Shepard 2010, p.19), resulting in lost capital and 

personal tragedy. Good ideas and money simply are not 

enough. An emerging body of case-based research 

suggests that entrepreneurial branding (EB) is powerful 

factor, contributing to growth and long-term success for 

new ventures (Abimbola and Kocak, 2007, Krake 2005, 

Wong and Merrilees 2007, Merrilees 2007). Because the 

concepts of EB blend marketing and entrepreneurship, 

and are new, many terms remain ñfuzzy,ò with various 

interpretations. Our working definition states: EB is the 

creation of a strategic asset differentiating the new 

venture from its competitors through compelling products 

and a unique connection to target customers.  

Wong and Merrilees (2007) found that 

entrepreneurs on who placed EB at the center of their 

company strategies were more successful. Abimbola and 

Vallaster (2007) suggested that aligning brand, 

organizational identity, and reputation building, tools used 

by large company brands, could effectively create 

meaning and consistency in small companies. More recent 

research, such as Bresiani and Epplerôs (2010) study of 

Swiss start-ups, has begun to define and develop 

actionable techniques. We believe that EB has a potential 

to identify tactics that successful entrepreneurs can 

employ to their build brand. 

David Perkins, the founder of the fast growing 

High West Distillery, provided an opportunity to add to 

the literature specific examples of how an entrepreneur 

implemented branding tactics to create a successful 

enterprise in the highly competitive whiskey industry. 

Appropriately, branding began not in the cattle industry, 

but in the whiskey business. Before bottles became 

common in the 1890s, customers bought whiskey directly 

from the barrels to carry home in their jugs. Legend 

describes Col. E. H. Taylor, Jr. burning his product name 

and his signature into the face of his barrels with a red-hot 

iron to create point of sale advertising and the first 

ñbrand.ò 

 

Research Methods 

Because the research is still in its infancy, 

Abimbola and Kocak (2007) recommended that EB could 

be best studied with qualitative data, more specifically 

like Boyleôs (2003) pioneering case study of the 

entrepreneur, James Dyson. The authors selected a case 

methodology as the most the suitable approach for a 

holistic in-depth exploratory investigation (Feagin, Orum 

and Sjoberg 1991). The purpose of the study was to 

examine EB practices of David Perkins at the High West 

distillery. In the present study, we identified and 

described the branding practices of High West, a highly 

successful start-up, following the examples of Boyle 

(2003), Merrilees (2007), and others.  

While Boyle (2003) was limited to documents 

about James Dyson for her study of his entrepreneurial 

branding practices, one author was able to hold 

approximately a dozen semi-structured interviews with 

David Perkins from the early concept stage in 2004 

through the final months of 2011 and made five trips to 

Park City, visiting all of the companyôs facilities. He 

granted access to the initial business plan, selected 

advisory board discussion outlines, but did not attend any 

board discussions. He also collected published materials 
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about High West and received Investorôs Quarterly 

Reports. Finally, he observed David Perkins as he 

conducted an educational seminar and interviewed nine 

restaurant owners and bartenders in the Atlanta area about 

their perceptions. 

 

David Perkinsô Big Idea 

With no first hand knowledge of the spirits 

industry, David Perkins committed to his entrepreneurial 

dreamðto create, make and sell a new category of 

whiskey. In June of 2004 he quit his job as a product 

manager at a premier biotechnology company, one of 

Fortuneôs Top Companies to Work Forò and moved to 

Park City to make whiskey. 

Perkinsô path to Park City formed over many 

years. He began his education by earning a chemistry 

degree at the University of Virginia. While working on 

his MBA in marketing at Dartmouthôs Tuck School, he 

wrote an entrepreneurial business plan for a brewery in 

Aspen, Colorado called Aspen Brewing. For a young man 

it seemed like an ideal business--abundant beer and 

superb skiing--but another group of entrepreneurs beat 

him to it. 

A turning point came a dozen years when 

Perkins and his wife, Jane, visited Kentucky in the spring 

of 2002. They drove two hours to find the Makerôs Mark 

Distillery, in the middle of proverbial ñno-where.ò Since 

distilleries were hard to find, were often located in dry 

counties, they were typically unprepared for visitors. A 

pleasant Southern lady guided their ad hoc tour with a few 

spontaneous, folksy comments.  

ñFor me,ò Perkins remembered, ñthe most 

powerful experience took place in the aging warehouse. I 

inhaled the óAngelôs Share,ô the whiskeyôs perfume that 

slowly evaporates from the barrels as they mature. Rich, 

subtle aromas of caramel and vanilla and the scents of 

various spices hung the still air from barrels laid away to 

age so very long ago. The profound silence of the place 

was mesmerizing. Of course, Jane and I was the last to 

leave, very late in the evening.ò This event triggered 

Perkinsô passion for the whiskey business. Yet Perkins 

felt the visit was incomplete. He imagined a distillery 

more like the California wineries that would be easy to 

visit with a customer-centric experience, showcasing how 

the product was made and featuring informative tastings.  

While researching the spirits industry Perkins 

found that while whiskey sales had declined for thirty 

years and a few giants was dominated the market, there 

was growth in the premium segment, a market 

opportunity that might be met by a boutique distiller with 

a high quality product. Perkins envisioned something 

new, a Western whiskey. The category did not exist in 

2002, yet people easily appreciated the mythology of the 

Old West where whiskey and the saloon were the center 

of social life for cowboys, miners, ranchers, outlaws and 

marshals alike. He viewed High West as a mental 

destination that would deliver the emotional appeal of the 

mythic Old West. ñThe core of my vision was to capture 

peopleôs imagination about the whiskey their cowboy 

heroes drank. Anyone who connected emotionally with 

the American West was in my gun sight,ò he said. 

Perkins picked Park City, Utah as the place for 

his Western whiskey. Soon after the Civil War Park City 

became a prosperous silver mining town with countless 

saloons. Butch Cassidy, the Sundance Kid, and their Hole 

in the Wall Gang robbed and rustled nearby. Utah had it 

share of legitimate Western history too, including the 

Mountain Menôs annual rendezvous and the driving of the 

Golden Spike that united the country with a 

transcontinental railroad. The stateôs Mormons did not 

drink alcohol but they did distill and sell a whiskey called 

Valley Tan, which Mark Twain described as, ñThe 

traditional Mormon refresher. Tradition tells it is made of 

hellfire and brimstoneðimported, of course.ò 

 

Three Elements for Building a Brand 

The authors derived three concepts from the 

literature as a framework to organize the many tactics that 

entrepreneurs use to implement EB. The first element was 

the strategic vision to create an enterprise identity. Next, 

using the identity to design products in ways that support 

the brand. And third, developing unique connections to 

customers. These elements resembled three dimensionsð

history, product performance and interpersonal relation--

found in Lehman, Keller and Farleyô (2008) factor 

analysis of the structure of brand metrics. Beginning with 

tactics drawn from the EB literature, the authors identified 

examples from interviews with David Perkins, and from 
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High Westôs artifacts, website, documents and visuals. 

The tactics were then assigned to one of the authorsô three 

categories. Although industries and customers determine 

what tactics are appropriate, High West proved to be a 

robust example since the founder addressed each element 

using several EB tactics.  

 

1. Enterprise Identity at High West 

 ñWho are you? Iôve never heard of you,ò are 

standard questions that begin the customerôs dialogue 

with entrepreneurs and their start-ups. These lines will 

always precede the question, ñMay I buy your product?ò  

Asked his opinion of Krakeôs (2005) finding that 

half of entrepreneurs had no plans for branding, High 

Westôs David Perkins replied, ñThey do if they want to be 

successful.ò He saw EB as a central strategy in his 

business planning. Perkinsô vision for High West had 

three points: Create an iconic Western brand. Be known 

as THE leading boutique whiskey maker in the US. And 

to grow by sharing High Westôs passion and helping 

create appreciation for good whiskey through food and 

education. 

To examine how David Perkins built an identity 

for High West, we used a list of questions similar to those 

one might ask a new acquaintance at a cocktail party, or a 

professional convention. 

Whatôs your name? What do you do? (And what 

do you stand for?) Whereôs your home? And yes, whatôs 

your sign? How can I contact you?  

 

Company Name  

Bresciani and Eppler (2010) found some high 

tech Swiss entrepreneurs in their study had changed their 

company names as many as four times in the first five 

years of operation, a costly and potentially fatal problem. 

High West wasnôt the first name for Perkinsô new 

company. The first name was ñQuaking Aspen.ò He liked 

the name a lotðfor reasons known to him alone, but after 

too many people read the name as ñQuacking Aspen,ò he 

sought a new name. ñI chose óHigh Westô after watching 

Clint Eastwood once more in High Plains Drifter. It gave 

our brand a sense of place,ò Perkins said. ñSome people 

assume the ñhighò is a play on inebriation, but High West 

folks are whiskey sippers, not guzzlers. The High West 

distillery and Saloon is in the Rocky Mountains at 7,000 

feet of elevation. You can feel the altitude here in Park 

City. I would add that the word ñhighò reminds us of our 

fundamental commitment to high quality products.ò 

Having read about Valley Tan he recognized the 

value of that historical name, and quickly secured the 

rights to use it several years before he launched his 

ValleyTan product in the fall of 2011. 

  

What Do You Do? (What Do You Stand For?) ï The 

High West Value Proposition.  

ñWe produce unique, hand-crafted whiskeys of 

the highest quality in the spirit of the Old Westò is the 

companyôs stated Mission. Strategically, High West 

defined its target market as the premium segment, which 

will pay a higher price for a top quality Western product 

and Perkins has earned ñproofsò of his product quality 

from whiskey experts. While the quality of booze on the 

frontier was not always the best, he emphasizes the 

importance of whiskey in the hospitality and daily social 

lives of the early settlers. The distillery has featured rye 

whiskey, asserting that rye was the preferred beverage at 

the heyday of the Wild West and is wrongfully neglected 

today. The Western whiskey heritage is reflected once 

more in the companyôs newest release, Old Monongahela 

(OMG) Silver Whiskey, that Perkins claims is similar to 

the Pennsylvania ryes of the 1800s and mentioned by 

Herman Melville in Moby Dick.  

 

Where is Your Home? ï The High West distillery and 

restaurant saloon.  

Perkins had an estimate from an experienced local 

chef, James Dumas, suggesting that fine restaurant could 

draw 50,000 patrons a year and the Park City Museum 

claimed to get 75,00 visitors annually. Therefore, he 

figured a distillery that was also historical attraction in the 

Old Town area would attract thousands of people. Two 

adjoining properties best fit High Westôs needs for an 

authentic Western site with easy accessibility to many 

people, a livery stable build in 1908 and the Beggs house, 

a two-story clapboard home build by Beggs himself in 

1914. 

After the city sold the historic buildings to High 

West, Perkins completely rebuilt them using an 

architectural design that would showcase the shiny copper 

pot stills in a glass hallway connecting the two structures. 
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Perkins felt the unusual sight might lead curious folks to 

venture inside for a tour by an ñmy enthusiastic staff that 

delights in explaining how High West products are 

made.ò 

ñI felt it was essential to have a place where 

customers could come and taste our products, but it was 

and still is illegal to have a tasting room in Utah,ò Perkins 

said. ñSo I settled on the idea of adding restaurant-saloon 

to the distillery. I really like the idea of pairing foods with 

our whiskeys. And my favorites are desserts together with 

a High West after-dinner drink. Vanilla ice cream and 

chocolate marry wonderfully well with the spicy caramel 

and vanillas in our old ryes.ò A fine dining restaurant 

features Western and Alpine inspired foods often using 

the flavorings of High West products. The saloon bar 

itself was crafted from the timbers salvaged from the old 

Salt Lake Railroad Trestle Bridge. Situated at the base of 

the popular ñHomeò ski lift,ò High West created the first 

ñski in, ski out distillery.ò Due to a change in the law the 

distillery store can now sell whiskey even on Sundays. 

 

Whatôs your sign? The High West logo 

While investigating potential distillery sites, 

Perkins found a red-rusted horseshoe in the Old Livery 

stable that is now the distilleryôs home. Hoping for good 

luck, he picked the horseshoe as the centerpiece for the 

High West trademarked logo. He decided every bottle 

should display the raised emblem of that horseshoe with 

the initials HW and an outline of mountains.  

 

How can I contact you? 

The High West Website ïWebsites are 

increasingly important as the initial contact point for 

marketing products. The High West site offers a rich 

mixture of photos, drink recipes, and information, as well 

as an ñunder construction, soon-to-be-developed 

ñCowboy Societyò aimed at continuing customer contacts 

with some form of loyalty program. 

According to Perkins, the website provides user 

information about the restaurant, its offerings and hours, 

the distillery and its products, and where to purchase the 

products. But in a larger sense, Perkins wanted the 

website to convey the High West ñbrand personality.ò For 

this reason he added other features, including photos, 

recipes and a history of the property. David Aacker 

(1996) contrasted the brand personalities of Jack Daniels 

and Black Velvet whiskiesðone sincere and comfortable, 

the other sophisticated and sleek.  High West website 

strives to reflect a ñsmart but genuineò personality. We 

present a sample of student perceptions of the High West 

personality in Table 1. 

 

2. Brand-Driven Product Design 

Our second element holds that brand must drive 

the design of the products in both smaller issues like 

labels and in the largest one such as product quality. In 

the High West case, the Western whiskey theme must 

infuse the total product in order to fully build the brand. 

The authorsô examined how Perkins has tried to fulfill this 

objective by examining four topics: the basic High West 

bottle, product quality, labels and innovation. 

 

The High West Bottle   

From his youth in Atlanta Perkins knew 

beverage bottles were important to. The iconic 1914 coke 

bottle remains without doubt the most recognized bottle 

on the planet. Liquor bottles are critical on the shelf, at 

the point of purchase. There are few vodka connoisseurs 

since vodkas are virtually identical, and therefore the 

shape of Absolut Vodka bottle became the centerpiece of 

a truly legendary ad campaigns in marketing history.  

Company legend holds that the Jack Daniels bottle is 

square because Jack said he was a square-deal guy. After 

looking at literally more than a hundred different options, 

Perkins said, ñFor High West I selected a simple bottle 

with a very tall, straight shape. A bottle that I could see 

Clint Eastwoodôs Pale Rider character drink from before 

he strode into the street to face the crooked sheriff and his 

gunfighters.ò The bottle and the High West logo are 

illustrated in Exhibit 1. 

Perkins also required a kind of glass that would 

reinforce the brandôs Old West image. He found a 

premium tequila brand used a glassblower in Guadalajara, 

Mexico who still made bottles by hand with the little 

imperfections that are seen in authentic bottles from the 

Old West. However, language barriers and artistic 

differences required another eight months to resolve. Each 

High West bottle is imperfect: it feels like the genuine 

article. 
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Product Quality  

Having observed customers were willing to pay 

a premium for the small batch, specialty bourbons that 

entering the market, Perkinsô vision was to create a 

Western whiskey of the highest quality. Since serious 

whiskey enthusiasts were High Westôs target market, 

Perkins had to set a very high standard of quality for his 

products. Independent ñProofsò are helpful if not essential 

to establish product performance. 

ñContest Awards and high ratings from industry 

experts drive sales in the whiskey business and we seek 

them out and we do like to win,ò Perkins said. His first 

offering, Rendezvous Rye, won the prestigious ñDouble 

Goldò prize at the San Francisco International Spirits 

Competition in 2008 and the Malt Advocate ranked it 

among the yearôs ñ10 Top Whiskeys.ò It was the only 

whiskey on the list priced under $100 a bottle. A parade 

of other awards has followed; for example, the new Silver 

Whiskey achieved a ñ94/Exceptionalò from the Beverage 

Testing Institute in 2010. The most recent product, 

Double Rye, was described as ñSuper/Outstandingò by the 

Sourmash Manifesto and was picked for two ñTop Tenò 

lists last year. 

The High West labels  

How important are labels? Very. In fact, 

psychologists have shown people are hesitant to drink 

from a cup labeled ñCyanideò even when they fill it with 

water themselves. In a memo in 2007, Perkins itemized 

his criteria for his labels. First, the text should as much as 

possible  ñpop outò and be easy to read from across the 

room. Next, the High West label must be distinctively 

different from competitors. The visual effect must tie to 

the historical feel of the Old West. And finally, it must 

not be ñcheesyò Western. He opted for a play on the old 

wanted posters as illustrated in Exhibit 2. High West 

labels feature large block letters in a font style from the 

19
th
 century on weathered-looking yellow paper. The best 

example is the recent Valley Tan label with the picture of 

a Mormon lawman, although he looks like public enemy 

number one. Porter was brave man and an admirer of 

Valley Tan, which he shared with the famous 19
th
 century 

English explorer, Sir Richard Burton. 

 

Innovation  

The EB literature has identified the power of 

constant innovation for building a new ventureôs brand. 

New products provide customers with a strong proof of a 

companyôs competitive strength and extending the 

product line helps the new venture capture and retain the 

attention of a fickle public.  

High West introduced six new and successful 

products in the last year with two other definitely planned 

for 2012. One, for example, was a barrel-aged Manhattan, 

dubbed The 36
th
 Vote, a tribute to Utahôs decisive vote to 

repeal Prohibition. On July 2, 2011 he Wall Street Journal 

wrote in its Weekend lifestyle ñThe Spirits in Americaò 

section, ñAged for 90 days, itôs smooth.ò The product 

soon sold out.  The Whiskey Advocate, a premier industry 

authority named Perkins ñPioneer of the Year.ò 

3. Unique Connection to the Customer 

Because entrepreneurs have limited resources, 

their effort must connect efficiently to their target 

customers, creating a bond, rather than simply 

ñcommunicating.ò via expensive mass media 

advertisements. Broadside transmissions such as the 

Super Bowl TV ads attempted by entrepreneurial dot com 

companies a decade ago generally prove to be very costly 

failures. Our third element centers on developing and 

strengthening relationships with messages aligned around 

the new ventureôs brand personality. We examined High 

Westôs methods to break through the clutter of marketing 

communications, building brand awareness with potential 

customers.  

 

Public relations not advertising  

Perhaps the most common recommendation in 

the EB literature is to avoid expensive mass media 

advertising and to substitute public relations. Effective 

public relations are those that build awareness and 

differentiate the entrepreneurôs product without cost, for 

example, Seidersô classic example of Makerôs Mark 

(1999) In the High West case the media assumed that the 

distillery would face strong opposition from the Mormon 

community in Utah, although the perception was largely 

inaccurate, yet reporters appreciated the oddity of a 

distillery among the abstaining Mormons. They caught 

the story and High West received favorable publicity 
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(Pacenza 2008), the unique location differentiating High 

West in a way that was memorable.  

The recent revival of interest in rye whiskey has 

stimulated general interest in rye distillers, including High 

West. For example, two weeks before Christmas in 2011, 

a Wall Street Journal Cooking and Eating section featured 

an article called ñDo the rye thing.ò It wrote that when 

tasting Double Rye ña gentle bourbon-like sweetness 

greets you, but then a raucous spice barges in, and before 

you know it, youôre back for more.ò The newspaperôs 

sophisticated audience matches the segment High West 

seeks as customers. Finally, ski magazines in their annual 

reviews of resorts have frequently noted the new 

attraction, along with to the powder on the slopes and the 

après-ski scene in Park City.  

Point of sale advertising  

Boyle (2003) noted that James Dyson connected 

with customers in a unique, low-cost, high impact way by 

writing point-of-sale literature that not only detailed the 

technical working of his vacuum cleaner, but also 

provided the basis for the Dyson brand personality. 

Perkins has used bottle hangers in a similar way for his 

Silver Whiskey and also for Double Rye. Old cowboy 

photos and pictures of historical heroes including Teddy 

Roosevelt and Amelia Earhardt decorated one side and 

advertising text the other. Here are selected lines: 

ñHigh West created Double Rye for folks who 

enjoy celebrating their inner cowboy. Do you have a 

pioneering spirit and a spirit of adventure? Cowboys 

know who they are. You donôt have to ride a horse or 

wear a hat to be one. At High West it is the cowboy spirit 

that matters.ò 

As did Boyle, this example illustrates the 

important role of brand personality and values in 

integrating customer messages.   

 

Events  

As cocktails return to fashion and high-priced 

liquors abound, bartenders have become the new 

sommeliers. They are eager to expand their knowledge of 

the Sazerac and cocktails, and of the finer points of 

whiskey. Perkins reported that he brings his passion to 

educating ñmixologistsò in industry seminars and in their 

bars, enjoying these contacts. 

While Boyle (2003) portrayed James Dyson in 

terms of a heroic archetype in his role as a spokesman for 

his brand, Perkinsô persona is the cowboy. A sample of 

half a dozen restaurant owners and bar managers agreed 

with that characterization. Rarely wearing business 

clothes, his style is casual, yet ñheôs someone you listen to 

and trust when he explains his products. Most of those 

guys are arrogant, but heôs easygoing and we like him. 

Perhaps Perkinsô model was Will Rogers, the humble 

cowboy humorist, who once observed, ñEverybodyôs 

ignorant, just about different things.ò 

Observing the success of the single malt scotch 

whiskey distillers who marketed their wares with food 

pairing, Perkins meets with top chefs to help them 

develop exciting whiskey dinners for their patrons. For 

example, one restaurant paired the following: First course, 

ñHeirloom tomato salad with sweet marjoram, white 

tomato mousse, High Westôs Silver Oat Whiskey;ò second 

course, ñSea Island Shrimp Creole, High West ñBouryeò 

Whiskey Old Fashioned Cocktail;ò and finally two 

courses later, came the dessert, ñVanilla Pound Cake with 

Sweet Corn Ice Cream and Cinnamon, Local 

Blackberries, accompanied by High Westôs 21 Year Old 

Rye Whiskey.ò 

 

Tours and visits to the distillery and restaurant-saloon  

Fortunately, the distillery is visible from the 

street and curious tourists often walk in, but the High 

West website also alerts many visitors to the tours, 

encouraging them to ñGo behind the scenes at High West 

to see just how our small-batch mountain-crafted spirits 

and Rocky Mountain whiskeys are made...in the 

ñtraditional 250 gallon copper pot stillò so very The final 

website line is inviting, ñWeôd love to show you around.ò 

High West offers two or three tours daily. 

Perkinsô primary criterion for High West guides 

is a passion for the product. They are so knowledgeable 

that Perkins said one of the guides probably knows more 

about whiskey than he does. Provided with basic scripts, 

the guides embellish do it with their own personalities. 

The tours last about forty minutes. From time to time, 

David Perkins and Brian Coyle, the Master Distillery, 

take a turn to keep close to customers and learn what 

questions their visitors are asking and how they are 

reacting and to set a positive example. A recent visitor, a 
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woman who leads the tours at a major distiller, gave High 

West a wonderful complement when she said, ñYour tour 

was better than ours.ò 

Unlike the Kentucky bourbon and Tennessee 

whiskey makers located in dry counties back east, High 

West worked successfully to change Utahôs laws so that 

the distillery can also offer guest a chance to sample their 

products on site, by choosing a drink at the saloon, and 

then buying a ñtake homeò bottle in the small store on the 

premises. 

 

Conclusion 

High Westôs progress has been excellent thus far. 

Perkins was recognized as one of the five ñTop Utah 

Entrepreneursò and The High West Restaurant and Saloon 

was judged the ñBest in Park Cityò by City Weekly 

magazine in 2011.  

In context, after four years High West sales 

volume is still a tiny fraction of any major brand. The 

Wall Street Journal (2011) reported that Jack Daniels sold 

over 10 million cases, Jim Beam sold 5 million, and even 

Markerôs Mark sold more than one million cases last year. 

With less than 20,000 cases sold, High West is David 

against the Goliaths of the spirits industry. Currently, 

High West products are available in only nine of the fifty 

states and since whiskeys compete in a national market, 

the company must continue to grow to reach additional 

customers. 

Limitations 

Although the initial studies of large company 

branding were primarily based on U. S. corporations, EB 

has already been studied in many different countries. 

Therefore, a frequent limitation to research, the ability to 

generalize the findings cross-culturally is less relevant for 

EB. A more fundamental limitations to the High West 

study is that much of the data is anecdotal, subject to 

interviewer bias and mistakes of judgment. Also, High 

West is a single one company, functioning in a segment 

of a highly regulated, consumer business. Like Dyson, 

Perkins is also a unique personality. What worked for 

these two founders might not for another entrepreneur. 

We may expect that different EB tactics will emerge as 

critical success factors (CSFs) from other industries and 

from companies driven by other personalities  

 

Practical applications 

In the years since Boyleôs study, the EB 

literature has advanced to the state where now we can 

recommend an EB strategy along with examples of 

successful tactics, if not the specific CSFs that can be 

used by each new venture and that can reliably improve 

the viability of that business. Appreciating that lists of  

ñbest tacticsò will vary, the centrality of EB to a new 

venture strategy remains a clear predictor of success and 

the core elements of enterprise identity, brand-directed 

product design, and unique connections to the customer 

can provide a clear direction for generating tactics that are 

analogous to those of High West, and that will be 

effective when adjusted for differences in the industry, the 

product and the customers. Academics who teach 

entrepreneurship and consultants advising start-ups now 

have an increasingly robust repertory of tactics that can 

make a demonstrable difference in the effectiveness of 

their students and clients. 

 

Further research 

Bresciani and Eppler (2010) followed their 

summary of EB insights by proposing a typology. Their 

dimensions highlighted the amount of branding expected 

in the industry sector and the companyôs attitude toward 

branding. In the High West case, the company would rank 

high on both dimensions. As more data is gathered from a 

variety of firms, a set of the best practices may emerge in 

ways that can make it easier to generalize across 

industries and to prescribe the tactics most appropriate 

and useful for a given business. 

Finally, we believe that because the failure rate 

of entrepreneurs has remained dauntingly high, this study 

and further developments in EB are encouraging and 

beckon for future research. By documenting best practices 

in case after case, we believe researchers can build a 

database of EB tactics successful entrepreneurs use. In 

time, researchers can then build a more general theory of 

situationally specific CSFs to guide entrepreneurs as they 

launch and build successful new ventures. 
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Summary Abstract 

Social media, new media or media 2.0 has allowed 

users to access health information and created forum to 

encourage interactions between each other. An analysis of 

internet based social media outlets will reveal how 

individuals engage in online health communications while 

identifying what information is being circulated. 

Understanding the effectiveness of a health campaign 

through social media will aid in gauging the future direction 

health communication. The individualôs belief in collective 

efficacy  ignite social change, therefore, play an integral 

role in of policy and public health perspective of health 

promotion and disease prevention (Bandura, 1998). Social 

networks are often used to help individuals inform, 

persuade, and teach about the underlying issues concerning 

vital health issues (Goldsmith, McDermott, & Alexander, 

2000). A study analyzed online breast cancer support 

groups discussions and activities and found that online 

interactions empowered the individuals to gather their 

ñcollective intelligenceò concerning breast cancer and help 

develop social policy (Radin, 2006).  

This study observed the online interactions 

between various breast health campaigns while applying the 

social cognitive theory (SCT), health belief model (HBM), 

and transtheoretical model (TTM) in order to illustrate the 

diverse representations of breast cancer health campaigns 

within the social network, Facebook. This study employed a 

qualitative analysis method in order to measure the public 

participation and activity within Facebook, a social media, 

concerning different breast cancer health campaigns. Frame 

analysis of Facebook interactions were subsequently 

categorized into one of 20 different health intervention 

frames (Doshi et al., 2003) in order to identify an inverse 

relationship between health interventions strategies and 

Facebook users. This study transformed the health 

strategies into health frames while inversely relating them 

to the qualitative post frames in order to measure the 

relationship between health campaign organizers and the 

general public.   
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  This study aims at understanding the role of 

eHealth literacy in consumersô utilization of health 

information on the Internet. Using survey data collected 

from retirees who spend winter months in South Texas on a 

yearly basis, this study tested the effect of eHealth literacy 

on consumersô trust in and attitude towards health 

information websites. The impact of consumersô Internet 

knowledge and health information orientation on eHealth 

literacy was also tested. 

 

Introduction  

  Consumers are increasingly turning to the Internet 

as an important source for health information. According to 

a recent report by the Pew Internet & American Life 

Project, 59% of U.S. adults seek health information online 

and 54% of Internet users have visited a website that 

provides information or support for people who are 

interested in a specific medical condition. These trends 

have given rise to the concept of eHealth literacy that is 

commonly defined as "the ability to seek, find, understand, 

and appraise health information from electronic sources and 

apply the knowledge gained to addressing or solving a 

health problem." (Norman and Skinner 2006, p2) This 

research examines the role of eHealth literacy in 

influencing consumersô trust in and attitude towards health 

information websites and by examining the impact of 

consumersô Internet knowledge and health information 

orientation on eHealth literacy. 

 

Research Framework 

  Building upon existing literature (e.g., Bodie and 

Dutta 2008; Dutta-Burgman 2005; Norman and Skinner 

2006; Rains 2007; Weaver et al. 2009), a research 

framework is proposed to explain the relationships between 

eHealth literacy, trust in and attitude towards health 

information websites, Internet knowledge, and health 

information orientation. Specifically, it is proposed that a 

consumerôs Internet knowledge and health information 

orientation will have a positive effect on eHealth literacy, 

which in turn will have a positive effect on the consumerôs 

trust in and attitude towards health information websites.  

 

Results 

  1138 retirees who come to South Texas annually 

to spend their winter months responded to the survey. 

Among the returned surveys, 459 were completely 

answered and thus retained for data analysis. Preexisting 

scales that have been validated were adapted and used in 

measuring major constructs of interest in this research. 

Confirmatory factor analysis (CFA) was performed to 

assess measure validity. CFA results showed that the model 

had a good fit, c2=856.43, df=461, c2/df=1.86, GFI=0.90, 

CFI=0.97, RMSEA=0.04. Structural equation modeling 

(SEM) was then conducted to test the hypotheses. SEM 

results showed that the data fit the model well, c2=418.32, 

df=240, c2/df=1.74, GFI=0.95, CFI=0.99, RMSEA=0.03, 

and that Internet knowledge and health information 

orientation positively affected eHealth literacy, which in 

turn positively affected trust and attitude. 

Discussion 

  Study findings demonstrate that eHealth literacy is 

a determining factor of a consumerôs trust in and attitude 

towards health information websites and that the 
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consumerôs Internet knowledge and health information 

orientation contribute to his/her eHealth literacy. These 

findings suggest that healthcare providers targeting seniors 

can be more assured of trust in and positive attitudes toward 

their websites by identifying computer savvy seniors with 

higher levels of online health literacy.  Conversely, 

healthcare website providers may work to raise the 

computer knowledge and health information capability of 

seniors to build trust in and positive attitudes toward their 

websites. 
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Knee Arthroplasty:  Shared Experience in a Virtual 

Community 
 

Michael D. Brookshire, University of Florida 

 

 

Information once obtained secondhand from family, 

friends and acquaintancesðthe two-step-flow of 

communicationðcan now easily be found via the Internet. 

This paper examines how opinion leadership, trust, 

credibility, and virtual community intersect in a 

confidential online health community formed around 

potential, pending, and completed knee replacement. Knee 

replacement surgery (knee arthroplasty) is the most 

commonly performed joint replacement procedure. This 

mixed-method case study utilized Social Network Analysis 

(SNA), an online survey, and phenomenological interviews 

to understand how members of one such online community 

used information they gathered there. 

Findings indicate that experiential proximityð

impressions that the ñotherò has been through similar 

circumstancesðgenerates perceptions of opinion 

leadership, trust, and credibility. Results show that how 

people use online health forums and what attracts people to 

them is related to how effective forums are in helping users 

cope with a particular health condition. Peer-based 

information exchange is valued because of the experiential 

information available through relationships formed online. 

 

Introduction  

There is no argument that the internet has become 

fundamental to living in contemporary society People are 

constructing and spending considerable time in new kinds 

of places on the internet, places not geographically 

boundðthey are occupying cyber landscapes where 

construction is achieved through social action (Carter 

2004). As a result, place may invite new definitions. The 

virtual community has become one such place where people 

actively seek social relationships, and these communal 

associations offer opportunity to create, negotiate and 

reproduce complex social places. Study of this particular 

type of place helps illustrate how people are extending 

themselves into cyberspace and how certain aspects of 

relationships constructed therein are being moved offline 

and incorporated into daily life. 

Ridings, Gefen, and Arinze (2002) offer a 

comprehensive definition of the term virtual community 

that embraces the attributes discussed above and which this 

research will follow: ñVirtual communities are groups of 

people with common interests and practices that [sic] 

communicate regularly and for some duration in an 

organized way over the internet through a common location 

or mechanismò (p. 273). 

Twenty years ago medical information was likely 

obtained (if at all) directly from health care professionals, 

or indirectly through friends or family members who were 

accessible and perceived to be opinion leaders (Case et al., 

2004). Now information about diseases, treatments, and 

prevention is readily available over the internet; consumers 

may bypass entirely some of the more traditional sources of 

health-related information. 

It is not just convenience that draws health 

information seekers to the internet, but the positive 

experiences they have with online research and interaction. 

The kinds of health information sought and found online 

are different from what people can glean from most 

traditional sources, and this translates into much more than 

doctor-patient communication (Fox, 2010). The internet is a 

medium that health seekers can tap into wherever and 

whenever they need it, connecting with whatever source 

they believe will help them at that moment. Today, that 

source is not always a doctor, or even a health professional.  

 

 
Literature Review 
 

Joint Replacement 

The knee is the largest joint in the human body as 

well as one of the most vulnerable. Normal knee function is 

required to perform most everyday activities; the knee joint 

must bear the weight of the upper body as well as the 

stresses and shocks carried upward through the feet when a 

person walks or runs (Righthealth.com, 2010). Knee 

replacement surgery, or knee arthroplasty, the most 

common joint replacement procedure today, is a surgical 

procedure most often performed to relieve the pain and 

disability from degenerative arthritisðmainly 

osteoarthritisðbut it resolves other arthritides as well 

(Kurtz et al., 2007). Knee arthroplasty has two primary 

purposes: pain relief and improved functioning of the knee 

joint.  



 

 

BoneSmart.org is an orthopedic implant and joint 

replacement consumer awareness website established in 

2002. The primary goal of the BoneSmart® Community 

Forum is to ñfoster communication between persons who 

may need joint replacement surgery and those who have 

had one or more of their own joints replaced.ò The site 

encourages experienced users to help mentor new patients, 

and provide a nurturing environment of support and 

knowledge through the community forum (BoneSmart.org, 

2010). While the site also supports a Hip Replacement 

Forum, BoneSmartôs Knee Forum, claiming 2,481 

members, offers comprehensive information regarding knee 

pain, injury, replacement and surgery recovery, and 

provides a network for its members to discuss a variety of 

on-topic issues. Only members can post information 

(registration is required). 

 

Social Support 

To give and receive support is an important aspect 

of social interaction, and since the internet and World Wide 

Web have become so integrated into modern-day life, it is 

no surprise that social support is increasingly exchanged 

online (Preece, 2000; Tanis, 2008). While features of digital 

communications media affect how people interact onlineð

how they compose and receive messages, form and 

maintain relationships, organize and structure groupsð

online communities formed to help others with specific 

issues or problems offer members some unique 

characteristics compared with face-to-face groups in 

dealing with the topic at hand. The anonymity and text-

based nature of community exchanges allow for physical 

place and time independent interactions that increase the 

possibilities for members to expand these supportive 

connections (Wilson & Peterson, 2002).   

 

Opinion Leadership 

The importance of personal influenceðthat close 

social ties play a part in the flow of information from media 

to massðbecame apparent to social scientists after several 

mid 20th century studies revealed that people received a 

great deal of their information from other people. Katz and 

Lazarsfeld (1955) originally defined opinion leaders as ñthe 

individuals who were likely to influence other persons in 

their immediate environmentò (p. 3), and this definition 

remains in use, more or less unchanged (Shah & Scheufele, 

2006). In an environment that proffers reduced social cues, 

other psychological comparisons, such as an inclusive 

mind-set (Blanton, 2001) or shared group identity (Brewer 

& Webber, 1991) are more important to enhancing 

communication effects than is structural similarityðthe 

shared social characteristics such as gender, age, ethnicity, 

physical similarity, occupation or socioeconomic status 

(Wellman, 1997; Kollock & Smith, 1999). Most vital to 

enhancing communication in an online health community, 

however, is experiential proximityðthe knowledge or 

perception that those with whom one engages have a certain 

degree of experience or understanding of their own 

situation (Maloney-Krichmar & Preece, 2005; Tanis, 2008).  

As flows of information and opinion leadership are 

inarguable mechanisms of social structure, these concepts 

can be analyzed in terms of the relational ties and the 

patterns of ties that link members of a social structureðin 

this research, a social structure in the form of a community 

created and maintained in virtual space. 

The concept of opinion leadership has generally 

been researched within the context of traditional forms of 

community and social interaction (Nisbet & Kotcher, 

2009). The customary view holds that individuals sharing 

geographical space engage in primarily face-to-face 

communication discussing news, politics, consumer 

products, popular culture, or behaviors. Yet in todayôs 

networked society, personal interaction is no longer 

dominated by physical proximity, relatively strong 

interpersonal ties, and face-to-face conversation, but rather 

is shared with geography-spanning digital interactions that 

involve many loose ties (Boase et al., 2006).  

The increasing use of internet sources for 

information can be seen as a mutation of the two-step flow 

hypothesis. It is obvious the internet and World Wide Web 

have changed the nature of information seeking, as the 

internet is often the first choice to inquire about a host of 

topics, and serves as a conduit for discussing those topics 

with other internet users (Fox, 2010; Hesse et al., 2010; 

Kaye & Johnson, 2003). A more accurate depiction of 

modern communication flow, then, would include the 

recognition of a multi-step process. 

 

Trust, Credibility and Homophily 

Virtual communities are sources of and for 

information and are typically emergent, they arise as a 

natural consequence of people coming together for any 

number of reasons; e.g., to discuss a common hobby, 

medical affliction, personal experience, or to develop 

relationships around a lifestyle or consumer product 

(Ridings et al., 2002). The rapid growth of virtual 

communities on the internet and accompanying surge in 

interest by researchers (Hine, 2000; Kozinets, 2002; Preece 

& Ghozati, 2001; Rafaeli & Raban, 2005; Wellman, 1997; 

Wellman & Gulia, 1999) raises questions as to what 

encourages members to interact in virtual communities; 

what makes them initiate contact, attend and respond to 

messages, revisit, and in many cases, remain in these 

communities. This study suggests that trust, credibility, and 

homophily (similarity) are elements generated by individual 

perception that help promote voluntary online cooperation 

among strangers in virtual communities.  

Differences between online and offline 

communication are important because member trust in 

electronic communities must accordingly be made in most 

cases on the basis of written communication only. Face-to-



 

 

face interaction is fundamentally different from written 

communication in that it allows for an exchange of verbal 

and non-verbal information (Hiltz, 1984; Rheingold, 1993). 

Additional meaning perceived in face-to-face 

communication and carried via inflections of voice, 

gestures, dress, tone, posture, and other indicators, is 

missing in written communication so that messages remain 

open to multiple interpretations (Sproull & Kiesler 1991).  

Trust determines, at least to some degree, the nature 

of interpersonal relationships (Blau, 1964; Jarvenpaa et al., 

1998), and thus influences the desire to exchange 

information. When trust exists among individuals, they are 

more willing to partake in shared activity. In a virtual 

community environment, this shared activity is in the form 

of cooperative information exchange, and is usually text-

based (Ridings et al., 2002).  

In qualitative accounts of face-to-face support 

groups, participants have reported that knowing others in 

the group have faced similar problems and circumstances 

lends credibility to advice and support offered by those 

members (Balk, Tyson-Rawson, & Colleti-Wetel, 1993; 

Wright, 1997; Young & Tseng, 2008). In online 

environments, credibility assigned to support providers also 

largely derives from experiential proximityðthe perception 

that the provider has been through similar circumstances, 

has had similar problems and engaged in similar behaviors, 

and has similar attitudes and beliefs about the condition he 

or she is facing 

Homophily is the degree of perceived similarity a 

receiver ascribes to a message source. Homophily affects 

persuasion and perceptions of otherwise unknown 

individuals, both offline (McCroskey, Richmond, & Daly, 

1975; Suitor & Keeton, 1997; Wheeless, 1974) and online 

(Campbell & Wright, 2002; Wright, 2004). When people 

share common meanings, beliefs, and mutual 

understandings, communication among them is more likely 

to be effective, and they are more likely to develop and 

maintain supportive relationships with others to whom they 

are similar on important social dimensions (Lazarsfeld & 

Merton, 1954). 

 

Social Network Analysis 

One of the most potent ideas in the social sciences 

is the notion that individuals are embedded in thick webs of 

social relations and interactions. Social network theory and 

analysis provides answers to questions that have occupied 

social philosophy since the time of Plato, namely, the 

problem of social order: how autonomous individuals 

combine to create enduring, functioning societies (Borgatti 

et al., 2009). Social Network Analysis (SNA) has the 

potential to provide explanations for numerous social 

phenomena, from individual creativity to corporate 

profitability (McCarty & Bernard, 2003). 
Social network analysts seek to describe networks 

of relations, tease out prominent patterns in such networks, 

trace flows of information (and other resources) through 

them, and discover what effects these relations and 

networks have on units of analysis (Garton, 

Haythornthwaite, & Wellman 1997). The use of computer 

software (Ucinet6® in the current study) allows the 

researcher to generate various social network maps visually 

depicting communicative relationships among members of 

a social system, providing realistic rather than probabilistic 

results. These maps illustrate not only the direction of 

relationships, but their strength as well. 

 

Research Questions 

           Both the potentiality and the experience of knee 

arthroplasty envelop a number of constituent elements. 

Looking to explore lived experience in this context, seven 

research questions were developed. Some sought to 

discover how people describe the experience of being a 

member of an online health community, what significance 

the internet has for members as it relates to his or her knee 

condition, and how members use the health-related 

information they gather in these online communities. Others 

looked to discover if trust, credibility and homophily are 

developed here, and if so, how, and if this online 

community generates opinion leaders.  

 
Methodology 

This research utilized a mixed methods approach to 

answer the research questions. Fundamentally a case study, 

this investigation examined in-depth a singular social 

phenomenon: the encompassing experiences of members of 

a virtual community in which these members gather 

information and make decisions regarding knee 

replacement (for themselves or others).  

While this investigation utilizes both quantitative 

and qualitative data, qualitative data is given priority in that 

the experiences of respondents can be more fully accessed 

and understood via interviews. Looking to describe not only 

what is common and patterned among community 

members, but also what is individual and variable within 

this network, this study utilized purposive sampling, 

selecting the BoneSmart® Knee Forum community due to 

the large number of active members frequently conversing 

on the topic of knee arthroplasty.  

After approximately 18 months of periodically 

reading posts (no registration, no interaction, unknown to 

all except the forum administrator) in order to determine 

how research worthy the BoneSmart® community was with 

regard to this studyôs objectives, the investigator secured 

permission to survey and interview members with owners 

of BoneSmart.org and the administrator of BoneSmartôs 

Knee Forums. Recruitment for the questionnaire occurred 

through a letter of introduction from the forum 

administrator of the BoneSmart® community and a call to 

action posted on the main page of the Knee Forums, which 

then led to an explanation of the studyôs general objectives 



 

 

and a consent form. Recruitment for online interviews 

occurred via an invitation to participate at the end of the 

questionnaire.   

After collecting selected postings on the 

BoneSmart.org website (the subject of this investigation) 

from both the Pre-Op and Recovery Forums, Social 

Network Analysis (Wellman, 1983; Scott, 2000) was 

employed to observe if certain individuals were central to 

communication processes in the community. Using 

sociometric methods (Katz & Lazarsfeld, 1955) to, in part, 

identify opinion leaders in the community, an online 

questionnaire was disseminated which also included 

measures of trust, credibility, and homophily. In addition, 

results from the questionnaire revealed a wide array of 

knee-health experiences as they related to demographic 

variables, which aided in the selection of interview 

respondents who represented the widest possible range of 

conditions and circumstances in the community. Systematic 

analysis of online phenomenological interviews with 

consenting respondents extracted the individual, 

interpersonal and cultural logics that these respondents 

employed in their communication processes within this 

community.  

Results from these procedures shed light not only on 

membersô notions of the online other, but also revealed 

membersô perceptions of leadership in an online 

environment and delineated the physical and emotional 

experiences common to those suffering this condition. 

Results 

 

SNA Observation 
In an effort to initially determine if certain members 

of this virtual community were central in the interactions 

among membersðwhich may indicate opinion 

leadershipðobservational techniques common to SNA 

were employed. After observing postings in the BoneSmart 

forums and using the NetDraw function within 

UCINET6®, valued data stemming from social ties in both 

the Pre-Op and Recovery Forum  were used to generate 

sociograms that illustrated the direction and type of tie for 

each forum. Directed ties among sampled and coded 

members of the Pre-Op and Recovery Forums are shown in 

Figures 4-1 and 4-2. Interactions were based on Balesôs 

(1951) Interaction Process Analysis:  

1 = general comments 

2 = thanks/well wishes 

3 = support 

4 = seeking advice/information 

5 = giving advice/information 

6 = experiential proximity 

       7 = giving advice/info + experiential proximity (5 + 6) 

 

 

 

 

Figure 4-1. Sociogram of Pre-Op Forum members 

 

Note: Line thickness/color aid tie type recognition. Direction of arrow indicates direction of relation. Location of node is 

          arbitrary. 



 

 

 

Figure 4-2. Sociogram of Recovery Forum Members 

 

 

Note: Line thickness/color aid tie type recognition. Direction of arrow indicates direction of relation. Location of node is 

           arbitrary

 

Figure 4-1 illustrates social structure in this sample 

of the Knee Pre-Op Forum. Summing outgoing ties by tie 

strength for each member shows that PRBX76, PRBN66, 

and PRCS97 are clearly central in this sample, signified 

by high out-degree centrality. Note that while PBW75 and 

PRAE31 have fewer ties than the three members 

mentioned above, they also demonstrate high out-degree 

based on stronger tie strengthðstronger value of their 

outgoing advice. PRBX76 exhibits both high out-degree 

and high in-degree centrality (summed incoming ties by 

tie strength), indicating an influential member in this 

community. Note that while PER148 has high in-degree 

based on the strength of the advice he/she is receiving, 

this member displays no out-degree. 
Figure 4-2 illustrates social structure in this sample 

of the Recovery Forum. Again, PRBX76 and PRBN66 are 

central, along with, to lesser degrees, RCU99, RFG163, 

and PRFZ182. Also note that while RBD56 has high in-

degree based on the strength of the advice he/she is 

receiving, this member displays no out-degree ties.  

In the flow of information, the structure of a social 

network helps determine the network's usefulness to its 

individuals. Observation of this social network suggests 

that the attributes of individuals may be less important 

than their  

relationships and ties with other members within the 

network. 

 

Online Questionnaire 

A 54-item online questionnaire was disseminated 

in the community after the investigatorôs identity was 

revealed as a researcher. Accessible to members for three 

weeks, the questionnaire asked for demographic data and 

included measures of general internet use (Papacharissi & 

Rubin, 2000), community knee health-related information 

gathering, trust (Ridings et al., 2002), credibility 

(McCroskey & Richmond, 1996), and homophily 

(McCroskey, Richmond, & Daly, 1975). The 

questionnaire also asked respondents to name (via screen 

names) who in the community they seek out for general 

information, and who they go to in the community for 

information about their own particular circumstance. E-

mail addresses were solicited for follow-up interviews.  

Descriptive characteristics of survey respondents 

revealed that overall, respondents were primarily older, 

college-educated Caucasian women, who were small-

town U.S. residents, employed full-time in professional or 

technical occupations, and members of the BoneSmart 
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community for three months or less. Several respondents 

lived in other English-speaking countries. Results showed 

that trust among members is fairly high and that the 

information exchanged in the community is believed by 

these participants to be credible. In addition, opinion 

leaders evident through SNA observation were confirmed 

through a ñnominate a leaderò write-in item on the 

questionnaire. 

Fourteen trust-related questions (based on Ridings 

et al., 2002) were measured on a 5-point Likert scale (1 = 

Strongly Disagree, 5 = Strongly Agree) and assessed 

specific trust-related items such as perceptions of othersô 

willingness to divulge personal information, concern for 

other members, and ability to know the topic under 

discussion. Mean for all trust responses was 4.02. 

Credibility was assessed by seven questions using a 5-

point semantic differential scale, e.g., Unreliable = 1 é.. 

5 = Reliable. Means for credibility measures here were 

fairly high (4.13), supporting the notion that credibility in 

this community largely derives from the perception that 

the source of information has been through similar 

circumstances, has had similar problems and engaged in 

similar behaviors, and has similar attitudes and beliefs 

about the condition he or she is facing. 

Homophily was assessed with nine questions based 

on bipolar scales developed by McCroskey et al. (1975), 

e.g., 1 = Others here donôt think like meé. 5 = Others 

here think like me.) Mean across all measures for 

homophily was 3.45. Most participants perceived that 

they were communicating with people like themselves, as 

evidenced by the relatively high mean scores for these 

measures. 

Also critical to this research were nominations of 

certain community members by other members based on 

these othersô perceptions of leadership in the community. 

Given the opportunity to list four distinct leaders in the 

Knee Forumða main-source knee contact/leader, then 

three additional leaders distinct from other nominations 

(ñWho are leaders in this community?ò), participant 

response paralleled SNA observations, as depicted in 

Figures 4-1 and 4-2 above. For main knee contact, 

PRBX76 garnered 46% of nominations, with PRBN66 

second at 6%. For Leaders 1, PRBX76 accrued 54% of 

nominations and PRBN66 19%. PRBN66 also claimed 

54% of nominations for Leaders 2. RGG189 was a distant 

third for Leaders 3 at 6%. 

Results from the online questionnaire suggest that 

people in this forum do recognize that certain members 

among them are leaders in the ways that they present 

themselves online. These findings also show that 

members perceive others with whom they communicate 

here to be similar to them in many ways and that the 

information offered is credible and trustworthy. 

 

Online Interviews 

At the conclusion of the 54-item online 

questionnaire, participants were presented with an 

opportunity to take part in online interviews by offering a 

valid e-mail address through which interviews could be 

conducted. By means of e-mail exchange in response to 

semi-structured questions, interviews were conducted to 

not only understand the experience of potential and 

performed knee arthroplasty, but also to confirm or deny 

the existence of opinion leaders in this community in 

respondentsô own words. Moreover, interviews were 

structured to extract respondentsô beliefs regarding trust 

and credibilityðwhether or not these concepts are present 

here and if so, how they develop and are maintained. 

Textual analysis revealed underlying themes associated 

with the physical aspects of this phenomenon, and direct 

responses to questions indicated that trust and credibility 

are developed and maintained through thematic 

consistency in any one individualôs postings. These 

interviews confirmed that opinion leaders in fact do exist 

in this communityðand are almost exclusively the same 

ones who became apparent both through SNA observation 

and nomination in the questionnaire. 

So as not to intimidate interviewees with an 

overwhelming amount of information at one time, 

interview questions were sent in three rounds. Round one 

consisted of four multi-part questions addressing online 

trust, opinion leadership, and credibility of information; 

round two focused on what being a member of this online 

community was like and how individuals used the 

information they gathered; round three consisted of 

several questions seeking to understand how the physical 

changes and accompanying anxiety affected the 

participantôs emotional state on the way from problem 

recognition until this written reflection. 

 

Textual Analysis 

Participants were coded and thematic categories 

emerged from the online interviews. Repetition is one of 

the easiest ways to identify themes; some of the most 

obvious themes in a body of data are those topics that 

occur and reoccur. The more the same concept occurs in a 

text, the more likely it is a theme (Ryan & Bernard, 

2003). 

 

Research Questions Resolved 

This research offered some evidence for how 

people experience a specific phenomenon, and how they 

gather, share, and act on information regarding that 

phenomenon. Using research questions designed to 

explore these experiences, this study expanded on a 

particular set of circumstances involving online networks 

in order to advance understanding of relationship 

development in cyberspace. While SNA observation and 

responses compiled from the online questionnaire help 
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provide a practical framework for understanding this 

phenomenon, analysis of themes extracted from 

interviews illuminate its experiential aspects. For each 

Research Question, selected quotes from respondents that 

best illuminate the concept of inquiry appear. 

RQ1: How do people describe the experience of 

being a member of an online community? 

 M9: Being a member of an online forum is a great 

experience. I meet people all over the world who share 

very similar problems as I do. Since it is on my computer, 

I donôt even have to change clothes ï if I want to stay in 

my pajamas, I can. BoneSmart fits into my life easily, 

since I can go online anytime and read other memberôs 

posts or write my own. I do socialize and keep up with 

what is going on in the óSocialô section. I already feel like 

I am part of BoneSmartôs extended family and look 

forward to checking on many of the members to see how 

theyôre doing every few days. 

A peripheral of RQ1 asked members what they 

perceived BoneSmart to be: Is it a ñcommunity?ò Is it a 

ñplace?ò A majority of members queried for this research 

experience the BoneSmart® Knee Forum as community. 

These members feel that this online forum not only shares 

a common interest, but members care about each otherôs 

knee-health progress and about each otherôs lives in 

general. They claim this is what qualifies BoneSmart® as 

a community. This view was not overwhelming however. 

Others felt BoneSmartÈ was merely a ñplace to goò to 

solve a problem, and what they perceived to be the 

transient nature of membershipðmember comings and 

goingsð prohibited BoneSmart from being a community.   

RQ2: What significance does the internet have for 

these community members as it relates to his or her 

physical (knee-related) condition? 

D13: The Internet was virtually my sole source for 

knee related information. My consultant asked me to go 

away for 6 months and lose some weight. I was very 

disheartened that I would have to spend a further 6 months 

in a great deal of pain and limitation. I published this 

online and was óencouragedô to appeal against this 

decision, [he then rescinded] and there was no 

consultation about my expectations, possible outcomes, 

possible complications, so my only source for any 

information was the Internet, hence I óstumbledô upon 

Bone Smart. I consider the Internet to be óa way of life.ô I 

turn to the computer for the answers to any questions.  

RQ3: Does this online community generate 

opinion leaders? If so, how? 

B12: BoneSmart opinion leaders are gifted with the 

ability to use words in such a way as to build relationships 

and gain the trust of members. These leaders have also 

experienced similar experiencesépain prior to surgery, 

prep for surgery, surgery, recovery and then return to a 

ñnormalò life.  Experience is a great relationship builder. 

They are genuinely concerned for the member...that they 

have the best possible experience in their journey. 

PREQ147 sees the replacement process from an athleteôs 

point of view. He can relate well to those (men & women) 

who have been athletic all their lives and are facing 

replacement. He can by example help these folks to see 

that at the end of the tunneléthere is light. One can return 

to a normal lifestyle. He is very intelligent and by his 

participation over the years has gained much knowledge in 

the physiological aspects of the replacement. In real life he 

is a referee for football and baseball as well as a teacher. 

RGG189 sees the replacement from experience. She never 

offers medical advice, but offers experiential advice. Yet 

her manner is that of a caretakeréone who has genuine 

concern for others. 

RQ4: How is trust developed and maintained in 

this online community? 

V3: I look for consistency in repliesé if the 

answer to a question today is generally the same in a few 

days or weeks, I begin to place more weight on the 

personôs opinion and advice. If you get a big enough 

sample of contributors you are bound to get someone who 

has experienced similar problems (or successes) to what 

you are experiencing. 

RQ5: How is credibility accorded to sources and 

messages in this community? 

D13: It was only after exploring the whole site 

further and reading the vast range of information available 

assured me of peopleôs credibility in there. Also the fact 

that the site was not asking for money or subscriptions 

gave me confidence in the site. I explored various 

Orthopaedic sites and forums but felt comfortable with the 

people on Bone Smart. 

RQ6: Is information gleaned from the community 

otherwise verified, or taken as fact? 

W8: Once I knew that I was going to have my 

knees replaced, I read a great deal about the surgery, both 

online and in print sources. I donôt consider information 

from the internet to be less trustworthy than print sources. 

Websites sponsored by major hospitals, for instance, seem 

to be pretty reliable. Having a bit of an in with healthcare 

professionals, I could talk to nurses, nurse practitioners, 

etc. My orthopedic surgeon was also a source of 

information for me. I took information I read on 

BoneSmart to be trustworthy and believable when I could 

verify it. Some things did not have to be verified (i.e., 

how to prepare the house for recovery, what sort of 

clothes would be easiest and most comfortable in rehab). 

Trusting those postings was a matter of common sense. 
RQ7: How do community members use the 

health-related information they gather in these online 

communities? 

D13: I was bought up not to question a ódoctorô so 

reluctantly I just accepted his decision. The ókick in the 

teethô for me was that on leaving I heard him say to his 

understudy óhopefully she will have turned 50 by then and 
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I wonôt feel as guilty replacing her kneesô. When I got 

home I posted on Bone Smart what had happened and the 

response was unanimous, why wait 6 months? The 

operation is inevitable so why suffer for a further 6 

months, It was suggested that I contact him and ask him to 

reconsider and to go ahead with the operation, my 

ófriendsô online had given me the courage to say what I 

had wanted to say all along. I would say the information I 

have received has given me more courage to not always 

accept everything as absolute just because it comes from a 

healthcare advisor, I feel more confident to ask questions 

if I have even a limited understanding of what is 

happening.  

Conclusions 

This research used mixed methods to answer seven 

research questions. After collecting selected postings on 

the BoneSmart.org website, Social Network Analysis 

demonstrated that certain individuals were central to 

communication processes in the community. This finding 

was confirmed not only by sociograms generated through 

observation, but also by responses from members who 

participated in the online questionnaire, and from answers 

to semi-structured questions posed to questionnaire 

respondents who agreed to be interviewed via e-mail. 

Overall, survey results indicated that members 

sense other community members to be trustworthy, 

credible, and similar to themselves, although mean scores 

measuring how informed and how ñexpertò respondents 

perceived fellow members to be were lower than means 

scores for other trust and credibility measures. While 

scores measuring these elements were generally high, 

members still claimed to verify knee-related information 

through outside sources, although experiential proximity 

was the most noteworthy generator of trust and 

credibility. Survey results also showed these participants 

to be more interested in gathering knee-related health 

information from BoneSmart® and other online sources 

than from traditional media. 

This study argues that peer-based information 

exchange is generally an ongoing positive experience for 

those suffering a potentially incapacitating physical 

condition. People here feel rewarded in the sense that 

peers connect with them more deeply than others who are 

not faced with the physical and mental challenges this 

condition engenders. Online peer-based health 

information exchange fills an informational gap in the 

lives of those suffering distressing knee conditions.  

The internet is now established as both a primary 

source of information and a social environment, thus the 

concept of opinion leadership is applicable to online 

activity. Findings, particularly through interviews, suggest 

that an association exists between online opinion 

leadership and the ability to effectively communicate, 

leading one to conclude that opinion leadership in this 

environment involves the perception of possessing 

convincing knowledge, the ability to influence others, and 

a tendency to be empathetic to others. While these traits 

are also present in traditional opinion leaders, what is 

different here is that the perception of these traits occurs 

in a text-only environment where traditional social cues 

are absent.  

Several conclusions can be drawn from 

recognition of experiential proximity, a ubiquitous 

concept in this research. While trust, credibility and 

homophily certainly occur (or fail to occur) in offline 

face-to-face interaction among people who share a health 

(or any other) condition, these factors are also present in 

virtual communities and are fostered by experiential 

proximity. BoneSmart® members are willing to exchange 

information and advice, and interaction in this community 

is only marginally based on like mind, attitude, and 

background; most important is experience, as that 

experience relates to knee-health concerns. Some features 

of traditional community are attained, including 

relationships, common purpose, sense of identity and 

belonging, various norms, along with unwritten rules and 

the potential for rejection. This virtual community offers 

possibilities for motivated and interactive communication 

based on experiential proximity that are not available 

from mass media or oneôs immediate physical 

environment.  

The diversity of information and experience found 

in BoneSmart® about injuries, treatments, recovery, and 

specific conditions within the fairly narrow domain of 

knee-related health are primary attractions to the 

community, and as interaction occurs on these topics it 

expands into social and personal matters, creating 

conditions for  communal interaction on other levels. 

Experiential proximity appears to be a factor in why 

people join online forums, why they remain, and is an 

important generator of community in the online world. 

Empowerment is also an emergent theme in this 

research. Interacting with others in the community 

appears to give members a sense of empowerment that 

helps them communicate more competently with their 

healthcare professionals. They feel they can go to their 

physician or specialist fortified with information about 

many aspects of the condition they suffer, from diagnosis 

through therapy and pain management, and discuss them 

intelligently. Through community interaction they are 

also able to assess the quality of care they receive 

compared to other members and, in some cases, seek 

second opinions based on that interaction. 

This study contributes to what is known about 

health-related online forums by examining in more detail 

what motivates people to make use of forums, and 

empirically linking this to how effective people perceive 

these forums to be. It also extends previous research by 

showing that peer-based information exchange is valued 
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because of the experiential information available through 

relationships formed online. Results indicate that how 

people use online health forums and what it is that attracts 

people to them is related to how effective forums are 

believed to be in helping users cope with a particular 

health condition. These findings are important as they 

specify what it is that makes these forums conduits to 

improving quality of life for users. 
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The purpose of this study is to investigate, from 

the userôs perspective, what patient-oriented e-health 

interactive tools on hospital Web sites are considered 

useful. Two rounds of online surveys among 242 qualified 

participants from diversified backgrounds have revealed 

that the users highly appreciate core business tools, 

especially access to medical records and lab results, 

while discounting hospitalsô efforts to connect to social 

media. The data show that hospitalsô e-health 

implementation on their Web sites has greatly lagged 

behind the usersô needs for interacting with hospitals 

online. It is concluded that, while continuing to provide 

traditional functional tools, hospitals should expedite 

their development in providing core e-business tools and 

emerging functional tools in order to accomplish multiple 

objectives, including service, education, and marketing. 

Introduction  

Studies have found that, by enhancing customer 

attraction, delivering service, and facilitating transactions, 

a hospital can turn its Web site into an essential marketing 

tool to influence and assist users in their healthcare 

decision-making (Catallo, 2008; Nguyen, 2004; Song and 

Zinkhan, 2008; Taylor, 2005). Hospital online marketing 

is best implemented when providing users with the ability 

to interact with the hospital system and encourage 

consumer involvement (Buckley, 2007; Peter, 2006; 

Wylie, 2006). E-healthðthe combined use of electronic 

information and communication technology in the health 

sector for clinical, educational, research, and 

administrative purposes, both at the local site and across 

wide geographic regions (Mukherjee and McGinnis, 

2007, p. 350)ðis highly based on the interactive online 

technology so that all its functions, such as e-billing, e-

payment, e-prescription, e-supply, and e-records, are 

made possible (Varshney, 2009, p. 17). 

Healthcare is increasingly becoming an 

important part of peopleôs online content consumption 

(Romano, 2003; Shaman and Pralgever, 2004; Taylor, 

Gombeski, and Dillon, 2005). According to the 2002 

PEW Internet Project survey, the online healthcare 

content that people search for most were specific disease 

or medical problem (63%), certain medical treatment or 

procedure (47%), a particular doctor or hospital (21%), 

and experimental treatments or medicines (18%) (Taylor 

et al., 2005, p. 33). In 2004, when people were using a 

hospital Web site, 33% looked for hospital information, 

19% for medical information, 18% for other health 

information, 14% for a physician, and 9% for directions 

or parking Information (Ibid., p. 35). It is clear that 

interactivity can greatly help with such tasks and more. 

Today, hospitals that settle with traditional 

ñread-onlyò information fed from glossy brochures and 

flyers are way behind the technology curve (Randeree and 

Rao, 2004). Catallo (2008) argues, ñOnline marketing 

instead must incorporate more interactive, customer-

controlled capabilities that serve to attract new patients 

who logically expect to óconverseô online with hospitals 

in the same manner that they do with schools, financial 

institutions, and other major service providers in their 

livesò (p. 24). After the e-health concept was introduced 

at the turn of this century (Mukherjee and McGinnis, 

2007) and as the Web 2.0 technology, which is 

characteristic of interactivity and multimedia, has become 

increasingly mature, new interactive e-health tools have 

begun to emerge on some hospital Web sites, where users 

can schedule an appointment with a physician, view their 

own medical records, pay bills, reorder prescriptions, 
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choose and buy new-baby photos, generate patient 

greeting cards, send flowers to hospitalized loved ones, 

and so on (Catallo, 2008, p. 27). Palomar Pomerado 

Health in San Diego, assisted by its partner Cisco 

Systems, went as far as moving the whole hospital to 

Second Life, a wholly interactive virtual environment, to 

explore the hospital of the future (Zensius, 2009). After 

analyzing the data regarding the implementation of 

patient record system in all nonfederal hospitals in the 

nation, Dave Garrets, president and CEO of HIMSS 

Analytics, said, ñThis [e-health] is the most 

transformational thing a hospital will ever doò (H&HN, 

2009). 

While many interactive e-heath tools are 

scattered on many hospital Web sites (see Table 1 for 

examples), it is not clear what users perceive as highly 

necessary and useful. Thus, this study was conducted to 

investigate what are the patient-oriented interactive e-

health tools on hospital Web sites that users deem 

essential. The findings of this study will provide empirical 

evidence for strategic planning for e-health development 

on U.S. hospital Web sites. Specifically, this study aims 

to answer the following two research questions:  

RQ1: What interactive e-health tools do users 

perceive as the most useful to them? 

RQ2: Are hospitals focusing on providing the e-

health tools that users want most?  

 
Literature Review 

Blattberg and Deighton (1991) define 

interactivity as individuals and organizations 

communicating directly with one another regardless of 

distance or time. The importance of interactivity in online 

presentation for marketing purpose has been most 

effectively conveyed by the flow theory, which has been 

developed by multiple scholars over time (e.g. 

Csikszentmihalyi, 1975; Ghani and Deshpande, 1994; 

Hoffman and Novak, 1996; Pace, 2004; Trevino and 

Webster, 1992; Webster, Trevino, and Ryan 1993). Flow 

represents ña state of consciousness where a person is so 

absorbed in an activity that s/he excels in performance 

without consciously being aware of his or her every 

movementò (Finneran and Zhang, 2005). According to 

Hoffman and Novak (1996), telepresenceðsimulated 

perception of direct experienceðoccurs in a flow 

experience and it has two components: interactivity and 

vividness. Many studies have demonstrated the role of 

vividness, often represented by a multimedia presentation, 

in such a flow experience (e.g. Akagi, 2008; Hermann, 

2002; Huang, 2009; Huang 2010; Johnson, 2007; Poller, 

Ljung, and Gonda, 2009). Interactivity, on the other hand, 

facilitates a seamless sequence of responses that 

characterize network navigation so that the flow is made 

intrinsically enjoyable, accompanied by a loss of self-

consciousness and self-reinforcing (Novak et al., 2000, p. 

23). In the flow experience, interactivity, together with 

vividness, causes increased learning, perceived control, an 

exploratory mindset, and positive experience (Hoffman 

and Novak, 1996).  

A few studies provide examples regarding the 

relevance of interactivity on Web site effectiveness. In an 

experiment examining interactivity and vividness on Web 

sites, Coyle and Thorson (2001) found that perceptions of 

telepresence grew stronger as levels of interactivity and 

levels of vividness in Web sites increased. In addition, 

respondents who saw sites high in vividness developed 

more positive and more enduring attitudes toward those 

sites. Further, based on the observation of world-class 

Web sites, Wylie (2006) suggests that enhancing 

interactivity, customization and the use of rich media, 

among other techniques, makes a Web site more 

engaging. Lin (2007) demonstrates that interactivity, site 

design, informativeness, security, responsiveness, and 

trust all bring about customer satisfaction with a Web site. 

Empirical studies regarding hospital Web sites 

are rare. Gallant, Irizarry, and Kreps (2006) advocate a 

user-centric design in order to enhance user adoption in 

the context of hospital Web sites. Specifically, through 

usability testing and in-depth interviewing, their study 

indicates, ñWeb site users want personalized information 

geared to their health needs presented in a seamless and 

easy-to-use mannerò (p. 20). In addition, perceived 

usefulness of the Web site and quality information are 

instrumental in establishing institutional trust and 

credibility of the Web site.  

Studies that measure e-health in a systematic 

manner did not exist until 2011. In a recent study that 

investigated how U.S. hospitals implemented e-health 

interactive tools on their Web sites, Huang and Chang 

(2011) identified 21 interactive e-health tools in six 

categories (see Table 1). In addition, they also noted 

whether a site had an online service menu or provided a 

secure Web site for personalized e-business. These 

identified tools and the findings from Huang and Changôs 
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study will be compared with the usersô perceptions 

revealed in the current study. 

 

Table 1: Interactive tools on U.S. hospital web sites (by 

category and feature) 

 

Interactive tools Adoption 

Rates 

Traditional functional tools  

Online search 66.6% 

Interactive map 60.8% 

Finding a physician 56.7% 

Contact us 46.1% 

Interactive calendar or event 

finder 

42.8% 

Virtual tour 8.6% 

Core e-business tools  

Paying bills online 40.2% 

(Pre)registration online 19.4% 

aŀƪƛƴƎ ŀ ŘƻŎǘƻǊΩǎ ŀǇǇƻƛƴǘƳŜƴǘ 

or communicating with a doctor 

online 

15.3% 

Accessing health record, medical 

record, and lab results 

10.1% 

Refilling prescriptions online 9.7% 

Patient support tools  

Interactive patient education or 

health risk assessment 

47.0% 

Patient caring and support 

through CarePages, blog, or chat 

room 

16.2% 

Visitor-related tools  

E-card or email for a patient 28.2% 

Online nursery for 

viewing/purchasing baby photos 

27.7% 

Online flower/gift shop 9.3% 

Public relations-related tools  

Presence on social media, such as 

Facebook and Twitter 

35.7% 

Online caregiver recognition 3.9% 

Emerging functional tools  

ER wait time 5.6% 

Interactive cost estimator 3.5% 

Site or application for mobile 

devices 

2.0% 

  

Online service menu* 11.0% 

Personalized account* 10.7% 

Source: Huang and Chang (2011) 

Note: Percentage calculations are based on 712 sampled 

hospitals that had a Web presence. 

* These are interface designs that promote some of the 

interactive tools. 

Methodology 

Because there is no fixed list of patients to 

represent a large patient population, coming up with a 

systematic probability sample of patients is impossible. 

Therefore, traditionally, almost all the healthcare-related 

surveys have relied on a purposive sample. To overcome 

the poor representativeness of a convenience sample, this 

study drew respondents from multiple sources: one 

listserv for a universityôs staff and faculty, one university 

class, one listserv for patients who previously volunteered 

in healthcare research projects, personal invitations to 

patients from two hospitals, two community 

organizations, and three online healthcare forums. 

Snowball sampling method was applied; many of the 

initial contacts were requested to invite other qualified 

respondents to join the study. A qualified participant was 

defined as anyone living in the United States who was at 



 

47 | 2012 AMHCR Conference Proceedings  
 

least 18 years old and who had visited either a 

hospital/clinic or a hospital Web site in the preceding 12 

months. 

Although the sample in this study is not a 

systematic probability sample, with many respondents 

drawn from a specific geographic area, the diversity of the 

backgrounds of the participants from all over the nation 

helped offset the homogeneity of a typical convenience 

sample, such as a student sample or patients from a 

specific clinic/hospital. The findings and conclusions 

from this study can only be applied to these respondents, 

but they might hint at a pattern for a larger population. 

Data collection was conducted from June to 

August in 2011 in two stages. The procedure was a 

simplified model of Delphi technique as described by 

Allen (1978). Data collection in each stage was 

accomplished by an online survey questionnaire. Since 

the questionnaires were designed in such a way that 

skipping required questions was impossible, missing data 

were minimized. The survey questionnaire in the first 

stage presented 21 e-health interactive tools, and each tool 

was illustrated by a typical, live example from a hospital 

Web site. The respondents were asked to evaluate the 

usefulness of each interactive tool on a 5-point scale with 

5 being the most useful. Demographic data were collected 

at the same time. In the second stage, a follow-up survey 

questionnaire was sent to those first-round respondents 

who left an email address (almost all did). Both close-

ended and open-ended questions were used for the 

respondents to answer questions related to the major 

results from the first round of survey. Consequently, the 

statistics from the first round of survey received 

explanations by the respondents themselves. For the open-

ended questions, after extensive exchanges of ideas, two 

coders encoded the answers independently by clustering 

themes in answers to each question. The average value of 

Scottôs Pi for the coding of three open-ended questions 

was 0.86. 

 

Findings 

In total, 242 respondents successfully 

participated in the two rounds of survey. A typical 

participant was a White (74%) female (76%) with a 

bachelorôs degree (43%), who was 46-55 years old (22%) 

and who visited a medical institution 3-5 times (33%) and 

visited a hospital Web site with a broadband connection 

(94%) once or twice (38%) in the preceding 12 months. 

In the preceding 12 months, 26% of the 

respondents never visited a hospital Web site for the 

following reasons: (1) no or little need; never thought of 

using it; not aware of the presence of the Web site of their 

frequently visited hospital (63%) and (2) little useful info 

on a hospital Web site; difficult to find info; no or few 

useful interactive tools; info not current (30%). A few 

respondents said that theyôd rather call a hospital for any 

info (5%) or that they were concerned about the security 

of using hospital sites (2%). In addition, the more a 

participant visited a hospital, the more he or she tended to 

visit its Web site (Pearson r=.459, p<0.001).  

Chart 1 lists the interactive e-health tools in the 

order that the respondents perceived as the most useful to 

the least useful. The numbers shown represent the 

percentages of respondents who considered the tools to be 

useful (selecting 4 or 5 on a 5-point scale). At the same 

time, the data from Huang and Changôs 2011 studyð

specifically, the percentages of U.S. hospitals that have 

implemented these tools on their Web sitesðare 

displayed side by side to provide a context to the current 

data. The user preference data and hospitalsô adoption 

rates of interactive e-health tools are certainly two 

different things. But a comparison between the two can 

demonstrate where each partyôs passion is and highlight 

the discrepancies between usersô preferences and 

hospitalsô implementation efforts. 

Chart 1 reflects four major discoveries from this 

study. First, the respondents highly desired access to their 

medical records and lab results on their hospitalsô Web 

sites (83.7%). Unfortunately, only 10.1% of the hospitals 

were providing such a service. The discrepancy is huge. 

The follow-up survey shows that 59% of the respondents 

had no such access and 34% of them were not sure 

whether they had such access. Only 7% were enjoying the 

access to their medical records. The respondents provided 

five reasons in their own words why they craved such 

access on a hospital Web site:  
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1. It will be convenient and quick to access the 

information about their health for free. (38%)  

2. It will help track and monitor health 

conditions; research, remember, understand, 

and verify health conditions and services; 

and reduce unnecessary procedures (24%) 

3. It will be convenient to transfer records, 

share information, and ask for a second 

opinion. (18%) 

4. It will make users feel empowered and 

informed to take care of their own health. 

(14%) 

5. It will be easy to check for accuracy for 

insurance and other purposes. (6%) 

One participant probably best stated the reasons: 

My doctor does not send me my lab values, just a 

comment if the levels are normal or abnormal. I'm an 

RN (registered nurse) and advocate for my own 

healthcare. I like to keep my information to follow 

trends of improvement or decline of my health status. 

It is a motivator to maintain my health. Also, when 

seeing other specialists, I have the medical 

information readily available and accurate. I don't 

have to rely on memory. That is the purpose of the 

electronic medical record. 

Second, having a presence on social media, such 

as Facebook, Twitter, and YouTube, has become a trend 

for hospitals in the last three years or so, and many 

researchers and practitioners have promoted such a 

presence as a way for hospitals to market themselves 

(Hawn, 2009; Jain, 2009; Terry, 2009). For example, 

Ackerman (2010) suggested that ñmany doctors see social 

media as a way to strengthen the patient-physician 

relationship, interact with their peers and publicize their 

opinions on key issues.ò Huang and Chang (2011) found 

that 35.7% of the U.S. hospitals have made an effort 

connect to their patients/users via social media. The 

respondents in this study, however, showed the least 

interest (10.4%) in seeing such a tool on a hospital Web 

site. Again, the hospitalsô emerging passion for a presence 
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Chart 1: User Preference Rankings and Hospital Adoption Rates of 

Interactive E-health Tools 

User Rankings Hospital Adoption Rate

Note: The data regarding the hospital adoption rates are from Huang and Chang (2011). 
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on social media and these usersô extreme indifference 

constitute a stark contrast. As a matter of fact, these users 

believed that it was even less important for hospitals to 

have links to social media Web sites than to have an 

online gift shop/flower shop (16%). The follow-up survey 

showed that 80% of these respondents never visited or got 

information about a hospital on a social media Web site. 

The respondents listed three reasons why they 

did not like to access a hospital via social media: (1) 

never thought of using it; no need; no interest; not aware 

of hospitalsô presence on social media; would visit a 

hospital site directly if necessary; no specific hospital to 

connect to; no interest to ñsocializeò with a hospital 

(52%), (2) not appropriate, professional, credible, or 

secure to interact with a hospital via social media; privacy 

concern; hospitals doing nothing but self -promoting on 

social media (35%), and (3) having no social media 

accounts (13%). One participant commented, ñI don't feel 

that hospitals are social; therefore I wouldnôt be interested 

in interacting with them via social media.ò Another 

participant noted, ñI just feel social media is not the place 

for my personal health issues. I do not want everyone or 

at least ómy friendsô to see what is going on unless I want 

them to know.ò 

Third, Chart 1 shows that a little more than half 

of the respondents loved to have a dedicated menu (52%) 

on the homepage of a hospitalôs Web site so that they 

could immediately see what interactive e-health tools 

were available. The respondents actually felt an even 

stronger yearning for the personalized functions (61%) on 

a secure section of a hospital Web site so as to be engaged 

in sensitive data processing, such as accessing medical 

records, (pre)registering, making a doctorôs appointment, 

refilling a prescription, paying bills, etc. In both cases, 

hospitals had only an 11% adoption rate. Again, what is 

offered and what is desired has yet to be aligned. 

Fourth, when the usersô top ten preferred 

interactive tools are compared with the top ten interactive 

tools provided on hospital Web sites, it is found that the 

respondents considered all the core business tools to be 

highly useful, including accessing medical records and lab 

results, refilling prescriptions, (pre)registering, making 

doctorôs appointment, and paying bills. None of these 

except for paying bills is among the hospitalsô top ten 

choices. In contrast, some top interactive tools available 

on hospital Web sites, including patient education, online 

calendar, a presence on social media, e-card, and online 

nursery, are not among the respondentsô priorities. One 

participant commented on the calendar function, ñI find 

that the calendar of events and classes is often inaccurate 

or difficult to find.ò 

When these 21 tools are clustered into six 

categories (see Chart 2) as Huang and Chang (2011) did, 

two noteworthy discrepancies between user preferences 

and hospital implementation emerge. First, what the 

respondents needed most on a hospital Web site was the 

core-business tools (73%, the most preferred category of 

tools), but the implementation rate (51%) was way below 

user expectations. In contrast, U.S. hospitals were largely 

staying on the level of implementing traditional functional 

tools, such as online search, online maps, and finding a 

doctor (90.6%, the most implemented category). Second, 

the respondents were very interested in seeing emerging 

functional tools on a hospital Web site, including ER wait 

time, interactive cost estimator, and site and applications 

developed for mobile devices (46%, the 3
rd
 most preferred 

category), but only roughly 9% of the hospitals provided 

such new tools (the least implemented category). Among 

these emerging tools, the respondents were most 

interested in using an interactive cost estimator (see Chart 

1). One participant wrote: 

Depending on the accuracy of the óestimate,ô the 

interactive cost estimator could become a powerful 

tool in the future. Rising health care costs, coupled 

with an uninsured/under-insured population, means 

people will be looking for ways to get the best care 

for the lowest cost. This tool could even be used with 

the óFind a doctorô tool to compare providers, 

services, and costs across hospitals/facilities 

(assuming other hospitals/facilities have an estimator 

tool). 

 

 

Discussion and Conclusions 

The two rounds of online surveys in this study 

have investigated the usefulness of 21 patient-oriented e-

health interactive tools currently available on U.S. 

hospital Web sites, from the usersô perspective. The 

findings based on the responses of 242 qualified 

participants recruited from multiple sources have 

provided many valuable lessons for hospital 

administrations. The findings can be readily applied to a 

hospitalôs planning of e-health implementation on its Web 

site, which is an important contact point between a 

patient/user and the hospital. In contrast to prior research 

on general user behavior (e.g. Gallant et al. 2006; Taylor 
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et al. 2005), this study has highlighted specific patient-

preferred interactive tools that hospitals should consider 

adopting on their Web sites to provide a flow experience 

so as to better serve their patients/users. 

The study found that 62% of these respondents 

used a hospital Web site from zero (26%) to once or two 

times (38%) in a year while 78% of them visited physical 

hospitals at least three times in a year. It is obvious that 

hospital Web sites have been very much under-used, quite 

possibly for the various reasons the users stated. It was 

found that the more a participant visited a hospital, the 

more he or she tended to visit its Web site. This finding 

suggests that, when users have to visit a hospital, they do 

like to use a hospital Web site. In other words, there is a 

strong need for patient/userôs telepresence on a hospitalôs 

Web site. Therefore, a hospital should seriously consider 

moving some of its interactivity-based services online so 

that users are interested in using a hospitalôs online 

services.  

The results from this study take on a new layer 

of meaning when compared with the hospital 

implementation data with the same set of interactive tools 

in Huang and Changôs 2011 study. The current data show 

that hospitalsô development in interactive e-health tools 

has greatly lagged behind the usersô needs and 

expectations across the board. What the participants 

needed most on a hospital Web site are the core-business 

tools, including accessing medical records and lab results, 

refilling prescriptions, (pre)registering, making doctorôs 

appointment, and paying bills, but U.S. hospitals are still 

largely staying on the level of implementing traditional 

functional tools, such as online search, online maps, and 

finding a doctor, etc., which the users do also need. 

The data also show that there has been huge 

misalignment between what the hospitals believe the 

patients want and what the patients actually want. Many 

hospitals have made much effort in connecting to patients 

via social media, but the respondents have shown the least 

interest in ñsocializingò with any hospital. Instead, the 

respondents showed effusive enthusiasm in accessing 

medical records and lab results on their hospital Web site, 

and they have also showed conspicuous interest in 

emerging interactive tools though extremely few hospitals 

are providing such services. Some scholars have argued 
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that the mere presence or absence of certain interactive 

features on a Web site matters only if these features affect 

how consumers navigate and use the site (Lee et al., 2004; 

Song and Zinkhan, 2008). To make a hospital Web site 

relevant to the patients/users and to make them willing to 

use such a site, hospitals should design user-centric Web 

sites as Gallant et al. (2006) advocated. 

This study has its limitations. White females 

self-selected to be included in this study and constituted 

the significant majority of the sample; in addition, 22% of 

the sample was between 46-55 years old. The significant 

proportional change of either group may change the 

results of this study. 

Based on the findings from this study, here are the 

recommendations to U.S. hospitals for building a user-

centric hospital Web site for the future: 

1. Build a highly interactive Web site. Almost all the 

reasons that the respondents put forward for 

accessing medical records and lab results can be 

summarized as providing convenience and 

empowering. This finding supports Reichheld and 

Schefterôs argument that ñthe largest single segment 

of online customers seeks convenience above all 

elseé They want to do business with a site that 

makes their lives easierò (Reichheld and Schefter , 

2000, p. 110). Wylie (2006) suggests that enhancing 

interactivity and customization make a Web site more 

engaging. Interactivity helps make a user lose self-

consciousness and self-reinforcing in a flow 

experience (Novak et al., 2000, p. 23). Therefore, 

hospitals need to enhance interactivity on their Web 

sites by first being aware of the 21 interactive e-

health tools and then implementing as many of those 

as possible that the patients/users care for. When a 

hospital enables its users to conveniently do and not 

just watch things on its Web site, the site will become 

much more valuable to the users. As Catallo (2008) 

pointed out, when hospitals promote Web 2.0-style 

interactivity, they can ñquickly establish brand 

images of convenience, caring, and responsiveness 

for their institutionsò (p. 26). In this rapidly moving 

and changing world where many people are short on 

time, the remarkable convenience of a well-

developed hospital Web site that provides what the 

patients need will instantly make the hospital more 

appealing than competing institutions and will 

empower people to take responsibility for their own 

health. 

2. Develop more sophisticated and emerging interactive 

tools. The respondentsô top ten preferred tools fall 

exclusively into the traditional functional tools and 

core e-business tools categories. While hospitals 

continue to provide traditional functional tools and 

continue to explore how to connect to its 

patients/users via social media, they should focus on 

developing core business interactive e-health toolsð

especially accessing medical records and lab 

resultsðas their top priority. At the same time, 

hospitals can consider implementing emerging 

functional tools, including ER wait time, interactive 

cost estimator, and site and applications developed 

for mobile devices, to cater to patients/usersô 

contemporary, fast-paced lifestyle. 

3. Promote interactive tools. Once hospitals have 

implemented an extensive array of interactive e-

health tools, they should promote the tools to their 

users by designing a dedicated interactive tools menu 

on the home page so that more patients/users will do 

business with a hospital online. More important, 

more hospitals need to create a personalized and 

secure Web space for convenient and carefree 

transactions of sensitive data and for easier access to 

up-to-date user-specific information on a hospital 

Web site.  

4. Customize interactivity to a specific population. The 

findings show that a respondentôs sex, education, and 

age all had an impact on the preference of interactive 

tools, whereas race did not. For example, female (vs. 

male) respondents considered the features of online 

search, virtual tour, online gift shop, online nursery, 

and a presence on social media to be more useful (all 

pôs < .05). Respondents with higher (vs. lower) 

education levels considered the features of finding a 

doctor, paying bills online, and accessing medical 

records to be more useful, but a presence on social 

media to be less useful (all pôs < .05). In all, it is 

likely that a hospital may match patient population 

demographics or the nature of the hospital (e.g. 

womenôs hospital or other specialty hospital) with the 

design of the interactive tools on its Web site. While 

the present study provides an overview of usersô 

preferences, individual hospitals may further cater to 

their specific profile of patients/users and adapt their 

Web sites and provision of interactive tools 

accordingly. Since those patients/users who 

frequently visit a hospital tend to be the ones who 

visit its Web site the most often, identifying this 

group of users/patients will be helpful as they can 

provide tracking data and feedback to better the 

design of the Web site and its features. They can also 

serve as the target of word-of-mouth campaigns to 

bring in more potential users to the Web site. 

 

Hospitalsô e-health development efforts have 

been behind the usersô expectations at large. Future 

research should explore whether such lagging has resulted 
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mainly from the lack of technical know-how, lack of 

funding, governmental regulations, and/or lack of vision 

on the administrative level. Nevertheless, the importance 

of understanding usersô needs and preferences for e-health 

interactive tools cannot be overemphasized. Various 

discrepancies uncovered in this study serve as a practical 

starting point for hospitals when they attempt to 

implement e-health on their Web sites by providing useful 

interactive features. Taken together, hospitals cannot 

overlook the opportunity to shape their relationships with 

their patients/users and to enhance their reputation and 

credibility by adopting useful patient-oriented interactive 

tools; such successful implementation will make a 

hospital truly stand out by serving multiple objectives, 

including service, education, and marketing. 
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Primary practice redesign creates many changes.  

These changes often impact work flows and the way care 

is delivered.  Changes impact patients both directly and 

indirectly and may have both intended and unanticipated 

consequences.  In a series of 10 patient focus groups we 

explore the experiences of our patients with our 

transformation to a new healthcare delivery model. 

 

Introduction   
The University of Utah Community Clinics 

(CC), a network of 10 primary ambulatory care clinics, 

has redesigned its care delivery with aspects similar to a 

Patient-Centered Medical Home.  Several key aspects of 

our redesigned model which we call Care by Design Ê 

(CBD) include each patient having a primary care 

provider, care delivered by a care team including a 

provider and a medical assistant, and  an advanced 

electronic medical record (EMR) into which patient visits 

are recorded as they occur.  CC recently implemented a 

patient portal to its EMR (MyChart) with the intention of 

increasing patient engagement in their care. MyChart was 

rolled out in summer of 2010.  In this research we sought 

to assess patientsô experiences with their primary care 

provider, the care team, and the new patient portal.  We 

hoped to understand both the intended and unintended 

impacts on patients of our redesigned care model. 

 

Method   
We conducted ten focus groups (n=63).  Patients 

were recruited based upon having had multiple visits to 

CC over 1+ year.   Groups ranged in size from 3 to 12 and 

were held at each of the 10 Community Clinics. One 

session was conducted in Spanish so that we could obtain 

feedback about our new delivery model from our patients 

for whom English is not their first language. Sessions 

were conducted by trained facilitators and lasted 

approximately 1 ½ hours.  The facilitator or a research 

assistant took notes on a flip chart using the notes as a 

confirmation check with participants.  The sessions were 

audio recorded and notes were taken by an 

observer/research team member.  Audio recordings were 

transcribed by a professional transcriptionist. In total 225 

pages of transcript were generated.  Transcripts were 

entered into NVivo software for analysis. 

The focus group protocol included questions 

about our patientsô experiences with the changes 

implemented in care delivery, specifically the use of care 

teams and the implementation of the EMR.  Questions 

were asked about what changes patients noticed, how the 

changes had impacted their relationship with their 

primary care provider, and their sense of coordination and 

integration of care with the new model of care. 

 

Findings   
Preliminary analysis revealed several key 

themes: Partnerships, Enhancement of Patient/Provider 

Relationships, Patient Empowerment, and Social Support.  

Insights about these themes came as participants talked 

about their providers, their care teams, and their use of 

MyChart, our patient portal. 

 

Partnerships 
Primary care has been described as a ñteam 

sportò in part because it takes the cooperation of many 

players to accomplish all that is delivered in a primary 

care visit.  Implementation of care teams is an important 

means by which Community Clinics deliver care.  Our 

care teams include the primary care provider, nurses, 

medical assistants, care managers, pharmacists, 

receptionist, and call center staff, among others. Primary 

care is also a team sport in the sense that to achieve the 

best outcomes, the patient and provider must work 

together in a close partnership. Both of these aspects were 

revealed by patients when asked about their care teams.  

Patients related that their team ñcares about meò saying 

that their care team members ñlisten to meò and ñmake 

me feel important.ò  Participants report that having a care 

team makes the clinic run more smoothly and that team 

members work well together.  They feel there is good 

communication between members of the team, especially 

between providers and medical assistants.   
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There were mixed perceptions of who captains 

the care team.  Some patients reported that the primary 

care provider ñleads the paradeò while other patients were 

emphatic that ñthe patient is the most important person on 

the team.ò   

One participant related his storyé 

ñI am a very proactive patient, Iôm in charge of my 

healthcare, nobody else, I work with these guys and I 

tell everybody up front, Iôm in charge, not you.ò 

Later in the discussion that same patient saidé 

ñéwhen you make that connection like these two 

guys (he is seeing now), it works.ò 

Despite these different perspectives, it was clear 

that most patients felt that their care plan was developed 

with their provider not by their provider. Participants 

often referred to the team as ñwe,ò reflecting the fact that 

they were an integral part of the care team. 

 

Enhancement of Patient/Provider Relationships 

Several of the changes made as CC has 

implemented CBD have potential impacts on the 

patient/provider relationship.  Care teams must be 

introduced carefully so that they are perceived as adding 

value for the patient rather than driving a wedge between 

the patient and the provider.  MyChart must be used 

sensitively in conjunction with sufficient person-to-person 

communication so that patients donôt feel removed from 

the human connection that epitomizes quality primary 

care.  In our focus groups patients spoke positively about 

their providers saying that they were ñproactiveò on their 

behalf, that they were ñadvocatesò for patientsô needs, and 

that they were resourceful problem solvers.  One patient 

who had been dealing with serious health issues for about 

10 years commented: 

ñIôm a doctorôs advocateétwo different doctors have 

basically saved my lifeéI have changed my 

thoughtéI have decided that the doctorôs time is so 

valuable that I donôt ever see a doctor without my list 

and I go in with a written list or an I-Pad and I 

actually cover everything they want and write down 

the answers, that way the doctor, I use his time to get 

everything I can out of himéò 

Participants were very appreciative of the caring 

they felt from their providers.  One related an incident in 

which he was in and out of the emergency department 

multiple times: 

ñSome one contacted him (primary care provider) on 

the team, he called me from vacation and was 

accessing the information on his laptop, calls me on 

the phone and says you go back up there and you tell 

them you are not leaving until the pain is gone.  Iôm 

going to call ahead so when you get there, they know 

you are coming and you donôt leave until the pain is 

not there.  So I went up and the third time, my whole 

treatment changedéif he hadnôt made the phone call 

I would have gone back home a fourth time.ò 

One patient who was dealing with migraines 

reported that as she and her provider trialed various 

medications to treat her headaches, she could report 

through MyChart after each dose how she was feeling and 

how the new medication was working. The ability to 

share her experiences with her provider in real-time meant 

that medication adjustments could be made quickly and 

the patient experienced relief sooner. 

Another patient reviewed his own past history on 

MyChart (at home) and then discussed observations with 

his provider (during a visit).  Together they could see 

graphs of his health status over time (back years), 

providing a better idea of how he was progressing. With 

this information the provider and patient were able to 

formulate a plan of care together. 

Although MyChart has the potential to 

depersonalize care, some patients noted that it actually 

bolstered their relationship with their provider, especially 

if they already had a close relationship with their 

provider. 

ñI think it (MyChart) enhances, I used it with (my 

primary care doctor), I donôt use it with (my 

specialist), but then (my specialist) has a real close 

relationship with me because of everything Iôve gone 

through, so it enhances it (the relationship with my 

physician), but it is not the primary part, it is the 

relationship with the actual physician.ò 

 

Patient Empowerment 
We implemented our patient portal in large part to 

enhance communication with our patients.  It was viewed 

by management as a way to create efficiencies for 

providers and medical assistants in communicating test 

results to patients reducing the need for them to make 

telephone calls or send letters to patients with the results. 

It was also anticipated that in the future patients would be 

able to schedule appointments and send secure e-mails to 

their providers and care team through the portal.  We 

found that these functional capabilities did far more than 

improve the efficiency of communications between 

patients and their providers, the portal stimulated patient 

engagement and ñput the patient in the driverôs seat.ò 

Several patients talked about their use of 

MyChart to look up test results.  They liked the 

convenience of getting lab results on-line.  

ñI have my blood tests done and Iôm going to see the 

doctor on Friday and I have blood tests Wednesday, 

éhe posts it on Thursday so I can see it before I go.ò 

Some patients liked the ability to track their 

health status over time, noting that they could search their 

health record back for several years.  The historical 

information could then be used by their provider to 

formulate treatment plans.   
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In addition to MyChart, patients appreciated that 

their information from various providers was all available 

in the electronic medical record.   

ñThe reason I stay at the University is like you said 

about the blood tests, I go to the dermatologist, I go 

to the orthopedist and all of them, they can go in and 

pick up all of my informationéLike the last time I 

went to (my clinic) and saw (my doctor), he was able 

to go in and pick up everything and avoided having 

me get another blood test because it was all there 

from like a week or so before from another doctor.ò 

Other patients used MyChart for reminders. 

ñéToo I can check when I forget, instead of trying to 

keep the appointment card, I just go on there and I 

make sure of when my appointment is.ò 

Participants like the reminders they were sent 

through MyChart and noted that they helped patients keep 

on track with recommended screenings. One patient 

reported that when she tried to schedule a routine 

preventive screening, she found by looking at her records 

in MyChart that it wasnôt yet time for that exam.  She was 

able to avoid an early test that would not have been 

covered by her insurance. Access to her medical record 

on-line gave her more control over her healthcare and a 

feeling of enhanced self-management. 

Participants also reported that having all their 

health information available through MyChart made 

application for social service benefits easier. 

ñWhen I was applying for disability all those records 

and the medicines and the drugs was available to me 

to list onto the internet for Social Security.ò 

 

Social Support 

To our surprise many participants had been on 

our patient portal; nearly all of them had been looking up 

their health benchmarks after an appointment to check the 

posted results. What surprised us was that patients wanted 

to share their experiences, even small successes, with 

friends: "I got my blood pressure under control!" or "my 

average blood sugar is lower," or "I lost five pounds!" 

They looked forward to getting encouragement from their 

peers.  That ñpat on the backò was more meaningful to 

them coming from other patients who understoodd the 

particular situation they were in better than their doctor 

does. 

Five of six participants in one focus group were 

avid users of MyChart and the other one was an admitted 

technophobe. The five users repeatedly asked how they 

could help the non-user ñget upò on MyChart so he could 

start seeing the benefits. 

Patients were not dependent on healthcare 

providers for support; they wanted to be there to support 

each other. One patient raised the possibility that patients 

with similar conditions could start a peer support group. 

The information shared in such a group was perceived to 

be vital.  For example, one patient said, "I wish my care 

team didn't ask me what meds I was on every visit." 

Another member of the group responded, "That's because 

you only see one doctor; I see seven!" So the light bulb 

came on for the one who was objecting to the medication 

reconciliation; she said, "Now I get it!"  They are able to 

explain to each other in understandable terms why things 

are happening with their conditions and their care. That's 

really powerful. That's the whole basis of social 

networking. 

 

Issues for Improvement 

Overall feedback from patients about how our 

CBD model is working was positive.  Patients generally 

reported improvement in communication with patients, in 

appointment processes, and in visit efficiency (e.g., wait 

times).  Participants in our focus groups pointed to several 

issues that deserve managementôs attention. 

 

MyChart  

Although patients were enthusiastic about the 

use of MyChart, the focus groups revealed a number of 

issues that management must address.  Even though 

MyChart had been available for about a year, not all 

patients were aware of the portal or what they could do 

through it.  They wondered who was responsible for 

educating patients about the portal.  Some providers 

actively encourage their patients to use MyChart and this 

appears to positively impact patientsô utilization of the 

tools. Some who were aware of it had sought assistance 

from the staff (receptionists, MAs) in getting started: 

ñ(my doctor)éone of his assistants, I said yeah, Iôd 

like to do it so she came in and signed me up for it 

and did my thing and my password and off we went.ò 

But others found that the staff did not always 

know how the system worked or what patients needed to 

do in order to use the system.  Some patients who had 

used MyChart found test results posted there so quickly 

that their provider had not yet reviewed the results.  For 

some this was disconcerting and they preferred to have 

their doctor interpret results for them rather than just 

receiving ñreportsò through MyChart.  Several opined that 

they would rather have their provider or MA call them 

with results, especially if the results were ñnegativeò or 

ñabnormal,ò as such reports heightened patientsô anxiety.  

ñI know I can go on (the) computer on MyChart and 

look for the results of my blood tests, but I like 

listening to their voices and if I was too worried, I 

will go to the computers.ò 

For some patients, an aversion to computers appears 

to underlie their lack of use of MyChart. 

ñIôm supposed to use MyChart, but Iôll tell you I am 

computer illiterate and I donôt like computers.  I 

know now a days you cannot survive without a 

computer, but Iôm the old fashion wayéò 
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Some patients expressed concern about the 

security of their personal health information in MyChart.  

This concern was linked to the recent security breach 

encountered by University Health Care that got a lot of 

local press.  Others noted that not everyone could afford 

Internet access and some did not feel comfortable 

accessing MyChart via public computers. 

 

Care Teams 
An issue raised by many participants was the 

perception that patients were asked the same questions by 

multiple members of the care team.  Although visit 

protocols may direct both the medical assistant and the 

provider to ask the same questions, it is not always seem 

clear to the patient why redundant questions are asked.  

Patient education should include explanations of the 

safety benefits to them of verification of important 

information by both the MA and the provider such as 

medications the patient is taking. 

Participants also expressed a wish that they 

could have the same medical assistant at every visit.  

Some said that they would like to build a relationship with 

their medical assistant, just as they do with their provider.  

One participant said that he tries to schedule his 

appointments when he knows a particular MA will be 

working.  Another participant said he would like to take a 

care team member home as she reminds the participant of 

his daughter. 

 

Communication 

Most participants reported improvements in the 

CCs communication with patients.  However, some 

reported frustration with not being able to speak to their 

providers by phone. 

ñI wish I could use the old fashion way just go 

and talk to a nurseéwhat upsets me the most is that when 

you see the doctor, he says do you have any questions and 

like I told him three hours later I might remember, but not 

at that time and so if I want to call and I want to talk to 

the doctor, you never talk to the doctor, never ever, they 

say well if you remember the question just give me a call. 

When?  It is easier to talk to President Obama than talk to 

my doctor.ò 

 

Primary Care Provider  
Although most patients spoke very positively 

about their primary care provider, some expressed 

disappointment in providersô familiarity with their 

personal situations.  One complained that although her 

provider also saw her children the provider never 

remembered their names or anything about them.  Several 

participants expressed displeasure with how short a time 

they had with the provider and wished that they had an 

opportunity to ñvisit with their providerò in order to relay 

all the concerns they had.  Some said their providers ask 

them why they were there (for a visit) and then would not 

discuss any other concerns, saying the patient would need 

to make an additional appointment in order to discuss 

more issues. 

ñéthe doctor has to say what brought you here today 

and you try to say something else (the doctor will 

say) well if you came specifically for your headache, 

we cannot treat anything else, you cannot let me 

know of any other problems, we are going to have to 

schedule another appointment to talk about other 

problems because we donôt have time for you to talk 

about other problems.ò 

One of the things patients most appreciate about 

their primary care providers is the sense that the provider 

ñknows them as a personò.  Continuity with the same 

provider enhances confidence and trust and ultimately can 

contribute to more positive outcomes.  Some patients 

liked the fact that when they called for an appointment 

and their primary care provider was not available that 

they were offered an opportunity to see another provider.  

Others, however, didnôt like seeing whoever was 

available and would rather wait to see their own provider.  

Some participants expressed frustration with the 

availability of primary care providers at the faculty 

residency clinic.  One participant who had just moved 

from out-of town and who had had three different 

providers in the last year commented: 

ñI say well I wish I could have one doctor you 

(see) all the time, like a personal doctor, Iôm tired of 

if you can get attached to your doctor and then you 

have to go to another doctor and then they said well 

Iôm here only three times a week, Iôm like I canôt see 

you all the time? I say oh well, there we go again.ò 

 

Discussion 

Those patients who participated in our focus 

groups were highly engaged.  Although this may reflect a 

selection bias, in that engaged patients may have been 

more willing to join the focus groups, we believe that our 

participants represent a subset of patients for whom there 

are a variety of opportunities.   

First, these engaged patients revealed a sense of 

peer support that health care providers should deliberately 

facilitate.  Some of our participants had already been 

active in peer support groups, but they were anxious to do 

more.  Peer support specialists are emerging as a new type 

of health care worker, particularly in the provision of 

mental health care services.  These workers are selected 

because of their similarity to the patients with whom they 

work (e.g., personal experience dealing with substance 

abuse).  Primary care practices may want to explore ways 

in which such ñsimilar othersò could be enlisted to assist 

other patients, particularly those dealing with chronic 

conditions. 
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Second, the patient-physician relationship is seen 

as the foundation of primary care.  As the delivery model 

shifts away from a single provider toward team delivery 

of care, it is important to understand patientsô 

relationships with all of the members of the care team.  In 

our analysis we found that in addition to their relationship 

with their primary care provider, participants also valued 

their relationships with their medical assistant, 

pharmacist, and even lab tech.  If practices are to truly be 

patient-centered and provide ñpersonalized careò through 

ñpersonalized care teamsò they should consciously work 

to ensure that patients have a sense of a personal 

relationship with each of their care team members.  This 

may require some changes in the deployment of care 

teams so that patients are able to interact with the same 

team members over time.  This team continuity may do a 

lot to enhance patient (and care team) satisfaction, 

improve quality of care, and reduce cost. 

Third, the themes of patient empowerment and 

partnership appear to be closely related.  Our participants 

expressed a strong sense of partnership with their 

providers and care team.  This partnership means that 

patients have an important role to play in their care.  

Tools provided by our clinics such as our patient portal, 

self-management education, and group visits for those 

with chronic conditions, empower patients and facilitate 

their involvement in their own care.  This appears to 

heighten patientsô sense of responsibility and 

accountability for their own health, encouraging them to 

be active in decision-making about their care and to be 

conscientious about using the limited time with their 

providers in effective and meaningful ways. 

Our patient focus groups revealed both intended 

and unintended consequences from our practice redesign.  

Careful analysis of patientsô experiences with our 

transformation is not only helping us fine tune our 

practice model, it also highlights new opportunities 

continuing to improve our patient-centeredness. 
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Summary Abstract 

The last few years have seen an increasing 

number of studies investigating public perceptions of 

healthcare-acquired infections or healthcare-associated 

infections (HCAIs or HAIs), reflecting the growing 

importance placed on this issue among governments and 

policy makers, healthcare organizations and providers, the 

media and patients worldwide. According to 

Congressional testimony on behalf of the Infectious 

Diseases Society of America (2010), these infections 

constitute ña serious public health, patient care and safety, 

and national security issueò that results in ñtremendous 

pain, suffering, and disfigurement in adults, children and 

infants, and have caused millions of deaths worldwideò 

(p. 2). Similarly, the World Health Organization (2000) 

warned as far back as the turn of the millennium that that 

the problem of bacterial resistance to antibiotics was at 

crisis point.  

A significant cause of these HAIs is methicillin-

resistant Staphylococcus aureus (MRSA), a potentially 

deadly infection whose incidence has risen substantially. 

The infection is most commonly seen in hospitals and 

other healthcare settings, but its growth has been 

especially rapid in community settings among people with 

no exposure to the healthcare system (Mozzillo, Ortiz, 

and Miller, 2010). MRSA results in several significant 

and costly consequences, including more than doubling 

the hospital death rate (2.1% vs. 4.7%), more than 

doubling the average length of a hospital stay (4.6 days 

vs. 10 days), and nearly doubling the average cost of 

hospitalization ($7,600 vs. $14,000) (Elixhauser & 

Steiner, 2007).   

            In response a number of prevention messages have 

been suggested, including the CDCôs recommendation 

that patients should take on the responsibility themselves 

for making sure their health care providers do not spread 

the disease.  One method is for the patients themselves to 

ask their health care provider to properly wash their hands 

an examination involving physical contact. 

            This study investigates the efficacy of such a 

recommendation by exposing subjects to video depictions 

of physiciansô hand washing protocol, patientsô requests 

for the physician to wash and the physicianôs reaction to 

that request.  Dependent measures include perceptions of 

the safety of the examination, attributions for the hand-

washing request, and beliefs about the physician's attitude 

toward the patient.  Additional independent variables 

include two personality traits likely to influence 

perceptions of the interaction: authoritarianism and social 

anxiety. 

References available upon request. 
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Summary Abstract 

 This study investigated the role of self-efficacy 

and the stages of behavior change as related to physical 

activity levels of adults that attend senior centers. The 

participants included 358 adults (ages 51 to 97) that 

attended 11 selected senior centers. The data were collected 

via a questionnaire in which cumulative self-efficacy was 

examined through the use of three physical activity self-

efficacy sub-scales: self assessment, confidence, and 

outcomes.  

 The findings demonstrate that physical activity 

self-efficacy scores significantly differed at the various 

stages of change in overall self-efficacy and the three sub-

scales. Overall self-efficacy showed significant differences 

between the maintenance and the precontemplation, 

contemplation, and preparation stages. Of the three self-

efficacy sub-scales analyzed, the self assessment sub-scale 

was the strongest for predicting overall self-efficacy at the 

various stages of change. A significant positive relationship 

was shown between physical activity cumulative self-

efficacy scores and stage of change.  

 

 References available on request. 
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Summary Abstract 
 College students undergo life transitions that can 

be stressful, often leading to the use of unhealthy 

consumption behaviors as coping mechanisms. This study 

explores the mindfulness construct, which is a burgeoning 

area of research in psychology and clinical behavioral 

sciences (Baer 2003). We propose a theoretical framework 

for the integration of mindfulness research in marketing 

scholarship. Additionally, the study provides an empirical 

investigation of the role mindfulness plays in college 

studentsô lifestyle choices. 

 Mindfulness is ñpaying attention in a particular 

way: on purpose, in the present moment, and non-

judgmentallyò to what one is doing (Jon Kabat-Zinn 1990). 

Such a simple and obvious action has proven to be a 

powerful antidote to breaking bad habits, overcoming 

stress-related afflictions, bringing psychic clarity to better 

decision-making, and enhanced well-being (Brown and 

Ryan 2003). However, mindfulness has not been explored 

with respect to consumer behaviors, despite its potential to 

positively contribute to consumer well-being through better 

consumption lifestyles  

 Mindfulness is both a technique and an acquired 

trait that allows for reflectiveðrather than reflexiveð

response to stimuli. Even though mindfulness is grounded 

in Buddhist philosophy, it is being used as a secular 

practice to overcome disorders and develop healthier 

lifestyles.  Mindfulness can help individuals overcome 

suffering from poor habits by helping the individual 

identify the roots of affliction and promote new habits that 

will allow the individual to reach his or her long term goals 

(Hanh and Cheung 2010). In this paper, we propose an 

eight-step theoretical framework based on Buddhist 

psychology supported by neuroscientific conception of 

mindfulness. This theory acknowledges the philosophical 

and psychological notions that mind is the basis for all 

actions. Thus, all actions arise from the mind consciousness 

comprising individualsô conscious thoughts. The mind 

consciousness is informed by conditioned tendencies and 

habits shaped by past experiences that reside in a portion of 

the mind called store consciousness. Our theory unfolds in 

eight steps: 

 First, individualsô actions are derived from mind 

consciousness. Second, individualsô past habits reside in 

their store consciousness. Third, the store consciousness 

contains both habits of affliction (eating disorders) and 

mindfulness (awareness in present moment). Fourth, mind 

consciousness draws from store consciousness to respond to 

external or internal stimuli. Fifth, affliction results in a 

reactive, narrow response when accessed by mind 

consciousness; however mindfulness creates psychological 

space for the individual to consider choice. Sixth, store 

consciousness habits get reinforced when the individual is 

drawn into mind consciousness, but atrophy from lack of 

use. Seventh, an affliction habit will be enacted when the 

stored habit of affliction is stronger than the stored habit of 

mindfulness. On the other hand, a mindfulness habit will be 

enacted when the stored habit of mindfulness is stronger 

than the stored habit of affliction. Lastly, the action will 

reinforce the relevant habit in the store consciousness. 

 In discussing mind and store consciousness, it is 

also pertinent to distinguish the mental models associated 

with mindfulness and other dual mode processing and 

differential theories used in marketing. Training in 

mindfulness programs has been shown to cultivate the 

ability in participants for a wider awareness encompassing 

sensory and conceptual processing (Williams 2010). As 

such, mindfulness points to a way of being that is broader in 

scope than mere analyzing and central processing. This 

formulation of mindfulness theory presents an interesting 

supplement to the existing information processing and 

decision marketing literature. 

 We therefore focused our exploratory research 

around whether the trait of mindfulness had an impact on 

eating disorders in the college environment. Specifically, 

we questioned if mindfulness in studentsô store 

consciousness reduces the propensity to overeat and or skip 

meals. To answer this question we investigated whether the 

overarching construct of the mindfulness trait and the 

dimensions that comprise this construct explained 

variations in levels of unhealthy habits. 

 A survey of 302 college students, coupled with 

structural equation analysis, was used to examine the 

psychometric properties, and validity of existing 
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mindfulness scales. The survey instrument incorporated 

previously used scales in the psychology literature on 

mindfulness. Additionally our survey instrument included 

scales that measured perceived stress, life satisfaction, and 

social desirability. Confirmatory factor analyses found a 

preferred second-order factor model consisting of four first-

order dimensions: acting with awareness, non-reactivity to 

inner experience, non-judging of experience, and describing 

with words. 

 Poisson regression analysis was then used to relate 

the construct of mindfulness and other predictor variables to 

student propensities to engage in unhealthy and healthy 

behaviors. Due to the count data (number of days per week 

respondent engaged in activity last week), a Poisson 

distribution was estimated for these models. The 

mindfulness construct was found to have a significant 

negative impact on the bad habits of drinking more than 

four drinks in a row, eating too much, and skipping meals. 

Males were more likely to engage in drug and binge 

drinking, and less likely to overeat. 

 This paper introduced the concept of mindfulness 

to the context of addressing college studentsô bad habits. 

We found that the levels of mindfulness have an impact on 

some bad habits. The exploratory findings suggest that 

mindfulness makes students more aware and make better 

choices. Future research is encouraged to explore the 

impact of mindfulness in supporting long-term changes for 

better health and over all well-being. 
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The introduction of health care marketing into 

the business school was an exciting development 

é.decades ago.  The health care industry was exploding 

with increasing demand, innovative R&D, organizational 

change, and competition and required new tools to 

harness and capitalize on the growth.  At the time, popular 

MBA and executive programs offered much promise in 

training practitioners and management personnel in a 

progressive and profit-oriented way of thinking.   The 

field of health care marketing held promise for changing 

the industry in positive ways.   The special session will 

explore where health care marketing is now, as a subject 

taught in business schools (and elsewhere on campus), the 

contributions it has made and the prognosis for its 

relevance and usefulness in the future. 

The session presenters will be Anne L. Balazs, 

Ph.D., Eastern Michigan University and Tammy 

McCullough, Ph.D., Eastern Michigan University. Amy 

Rule, MBA candidate, Eastern Michigan University is a 

co-author of the presentation. 
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Sustaining Quality in Health Service Delivery: Strategies 

for Reducing Health Service Failure 
 

Bruce E. Perrott, University of Technology Sydney 

 

This paper is intended to stimulate discussion on 

the issue of health service delivery. Some of the underlying 

characteristics of services are reviewed from a health 

service perspective. The nature and implications of health 

service failure on sustainable health care operations are 

discussed. Key findings from a recent Australian study of 

practice in open disclosure of service failure in public 

hospitals will be reviewed for the purpose of examining the 

impact of service failure in a health care setting. The paper 

then goes on to explore the process and nature of health 

service delivery in terms of potential shortcomings and 

flaws with its implications for service quality. To begin the 

debate on potential solutions, a matrix table is developed to 

highlight the key areas of health service failure, suggested 

causes, and finally  go on to suggest possible prescriptive  

measures to help manage the risks involved in the health 

service delivery process.  

 

Introduction  

Health services are a critical component of any 

modern society. They are concerned with maintaining and 

improving an individualôs physical and mental well being. 

On the demand side; the range, quantity and quality of 

health services required continues to increase over time as 

standards of expectation and acceptance advance (Perrott 

2008, p 62). The supply side is also going through constant 

change as advancing knowledge and technologies allow 

improved health services to be produced and consumed 

(Perrott 2008, p 64). The advancing demand for health 

services in modern societies presents challenges in terms of 

funding and adequacy of service supply. Some academics 

see health care as a fertile field for future service research 

(Berry and Bendapuri 2007). 

Health service characteristics 

Although services come in many forms, they are 

seen to possess several core characteristics (Lovelock and 

Wirtz 2004, Zeithaml and Bitner 2003,). All services are 

intangible. This means that the consumer will not be able 

see, touch or smell the service either before or after 

acquisition. In contrast to tangible products, a service 

cannot be inspected before it is acquired. This makes the 

task of evaluation more difficult and subjective. For health 

services, the consumer relies on the expertise and standing 

of those who are qualified and licensed to deliver a 

particular health service.  Confidence in what the particular 

service is said to deliver is sublimated with physical cues 

such as hospital and surgery settings, staff uniforms and 

badges.  

Any service is perishable as it cannot be stored for 

later consumption. A window of time is available for a 

service to be delivered and experienced. Once this time 

zone has passed, so too is the opportunity to experience the 

service in that particular sequence in time. This is a lost 

opportunity and has implications both for the supplier and 

consumer of a service. The time zones when the service can 

be produced must be matched against the time zones where 

the consumer is able and willing to consume the service. If 

a mismatch exists, strategies need to be implemented in an 

attempt to align supply and demand to levels that are 

acceptable to suppliers, consumers and key stakeholders. 

This characteristic is a critical factor in the instance of 

health services. A constant challenge exists to ensure that a 

health service can be supplied in sufficient quantity and 

quality at a particular place when needed. Health care 

workers are relatively costly with inflexible budgets and 

often in short supply. Sometimes a need exists for 

arbitration and compromise regarding the shortfall of 

supply over demand at critical times. Some manifestations 

of this are hospital waiting lists for certain procedures and 

long waiting times for consultations with specialists who 

experience strong demand. 

     A service is tied with its supplier. This presents 

issues regarding personal service delivery. The service has 

the potential to vary according to the person and the 

occasion when each delivery takes place. This characteristic 
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is that of variability. In health services, this is both an 

opportunity and also a potential threat. The opportunity is to 

vary the service delivery according to the particular 

circumstances and needs of each patient. The threat is that a 

service may not be delivered each time as intended which 

may lead to a breach of standards in service delivery. One 

strategy used to help address this issue is the 

implementation of total quality standards (TQM) and 

management processes. (Perrott 2002). The implication of 

this characteristic in health is that a service may vary each 

time delivered by a health care worker. Some health 

organizations look to instigate formal risk management 

processes to ensure that such potential variability is kept 

within acceptable parameters (Perrott, p 529). This presents 

challenges for example when and if the health procedure is 

delivered in emergency conditions where time pressures 

may compromise the assurance of adequate conditions and 

standards being followed.   
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   Figure A illustrates how a health service is 

delivered to an individual. The health care worker may use 

one or several of the alternative media available for 

delivering the service. The basic options are to deliver a 

 

 

 FIGURE  
A: 

HEALTH CARE SERVICE DELIVERY 

 MENTAL PROCESSES 

 PHYSICAL PROCESSES 

 MACHINE 
PROCESSES 

HEALTH WORKER PATIENT 
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health service by offering advice (mental process), by 

executing a physical procedure (physical processes) and by 

delivering the service through or with the aid of a machine 

or device. Any one channel or combination of channels may 

be used in the delivery of a health service. The service 

environment is shown as the dotted oval in Figure A. This 

provides the important context in which the service is 

delivered. For example, a patient may be taken to an 

operating theatre where a surgeon performs an operation 

using arthroscopic devices to expedite the procedure.   

Other staff and support equipment are at hand to increase 

the probability of a quality outcome for the patient, health 

workers and the institution providing the facilities. After the 

operation, the patient may be taken to a hospital ward 

where other health services are provided during the 

recovery period.  

   Another concept drawn from the marketing 

literature is useful when analyzing the structure of health 

services. This concept suggests that a central core service 

provides the primary benefit to the patient (Solomon et al 

2008). In the example given in the preceding paragraph, 

this would be the operation performed to rectify a 

complaint using the arthroscopic procedure. Some authors 

categorize the core service according to the extent of 

customer involvement in the service delivery system; high, 

medium and low. They classify health and medical services 

in the high contact category (Lovelock, Patterson and 

Walker 2004).  In addition, there are a number of 

augmented services that need to be provided to support this 

core service such as anaesthesia, nursing, transport, 

pharmaceuticals, physiotherapy, food etc. The augmented 

services should be arranged to complement and support the 

core service which is the primary objective of this provider-

patient encounter. 

 

Service quality 

Because services are not produced until the time of 

consumption, the quality of a service cannot be assessed in 

advance. Hence the quality of a health service cannot be 

guaranteed even though performed many times previously 

(Lovelock, Patterson and Walker 2004). Satisfaction can be 

seen as a consumerôs post purchase feeling or emotion that 

expresses the degree to which the consumerôs needs, desires 

and expectations have been met or exceeded (Rust and 

Oliver 1994).  Quality management in service can be seen 

as a focus on providing customer satisfaction and delivering 

the service to established standards that are accepted by the 

provider. One author observes that customer expectations 

may be difficult to satisfy as they can be influenced by 

stories people hear from friends and family and may not be 

realistic or achievable in reality (Webster 1991). 

     In health services, customer satisfaction may be 

relative or difficult to assess (Sim and Mackie 2007).  For 

example, an operation may be performed to minimize the 

advancement of a serious disease. The patient may be 

grateful but not realize satisfaction. Hence customer 

surveys are rarely used to assess customer satisfaction 

levels of core health services. Quality of a health service 

usually relies on delivery performance compared to 

accepted professional practice standards. Included in these 

standards may be the stipulation of the absence of negative 

outcomes occurring during or after the health service 

delivery. A consumer of a health service may not be in a 

position to assess the quality or adequacy of the service 

provided. The assessor of the quality and adequacy of the 

service may be the responsibility of the health care worker 

or provider rather than the patient or consumer of the health 

service. One study conducted in a public health care 

delivery system found that employee assessments of service 

delivery were lower than those of their customers (Young, 

Meterko, Mohr, Shwartz and Lin 2009). In the future, 

health care quality management is likely to move from 

predominately an operational discipline to a more strategic 

focus (Perrott 2002, p 163).  

Service quality is sometimes measured 

longitudinally. The Servqual scale is a popular measure that 

can be used to assess changes to the levels of consumer 

satisfaction over time (Parasuraman, Berry and Zeithaml 

1988, Parasuraman, Berry and Zeithaml 1991). Numerous 

attempts have been made to adapt this scale so as to be 

appropriate and suitable for different types of service 

quality assessment (Sullivan and Estes  2007, Mc Fadyen 

2001, Parasuraman, Zeithaml and Berry 1985). Five 

dimensions of service quality make up the Servqual 

assessment. Each of these dimensions could be used to 

assess the quality of health service delivery. 

Tangibles; Gaining impressions of the physical dimensions 

surrounding the delivery of the service including 

surrounding, equipment and appearance of service staff 

Reliability; Perceptions of the ability to provide the service 

in line with what was promised or inferred 

Responsiveness; Staff ability and willingness to assist the 

customer and provide the service effectively and 

efficiently 
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Assurance; The ability to convey trust and confidence in 

service delivery 

Empathy; The degree of caring and customer attention 

actually delivered 

 

Service Failure 

    Recent times have seen an increased focus 

regarding the reporting and accountability of health service 

failure. For example in Japan, the public is reported to 

begin to pay attention to medical errors in 1999 

(Schoenberger 2007). This focus was triggered with the 

reporting of two key cases. The first case was when 

Yokohama City University doctors mixed the treatment of 

two patients, providing lung surgery to a heart patient and 

heart surgery to a lung patient. Shortly after this, the public 

hospital in the Tokyo suburb of Hiro reported the death of a 

patient that had been mistakenly injected with a full syringe 

of disinfectant. As newspapers searched for similar cases 

and found that the number of civil suits brought against 

doctors had doubled in the decade preceding 2004.  

In Australia, malpractice insurance premiums are 

reported to have doubled to twice the 1995 level. In South 

Korea, angry families have been seen to stage sit-ins at an 

accused doctorôs office or hospital. Tia Joon Moon as head 

of the Korean Medical Association traces the upswing in 

law suits to the increasing consumer awareness of health 

care procedures partly made possible by access to 

information on the Internet (Schoenberger 2007, p 90). 

Some research has shown that providing service 

customers with logical explanations for service failure and 

compensating them in some way can substantially reduce 

dissatisfaction levels (Bitner 1990). This process is known 

as open disclosure (OD) in health services. If the wrong 

service is delivered or a health service is not delivered in 

the way  intended, then the supplier of a health service can 

be said to have breached contract and understanding with 

the patient and other interested stakeholders. An error may 

occur during the delivery of a service that may result in an 

adverse outcome for the patient and their family. These are 

the circumstances that make way for open disclosure. 

Open disclosure is seen to cover the domain of 

communications the clinicians engage in when signalling 

that an error has occurred to the patient and /or the patientôs 

family during the process of delivering a health service 

(Buchman 1992). Although this practice is not completely 

new, formalizing the OD process in open discussions with 

patient and family is a recent practice. The principle of OD 

is said to have originated in the US following pay outs of 

US$1.5 million at the Veterans Affairs Centre in Lexington 

in the late 1980ôs (Kraman, Cranfill, Hamm and Woodward 

2002). Administrators at the Centre decided to adopt a more 

proactive policy with cases that had the potential to 

progress to litigation (Woods 2007). Since this time, OD 

has been adopted by numerous health organizations across 

the United States. Some research has suggested that OD 

practices can reduce litigation pay outs (Kraman and Hamm 

1999). OD was addressed in the UK through the National 

Health Serviceôs National Patient Safety Agency policy 

entitled, Being Open- Communicating patient safety 

incidents with patients and their carers (UK Department of 

Health 2005). 

In Australia, OD entered the national policy 

agenda as an important dimension of improving clinical 

incident management in a climate of rising public 

awareness of complaints and litigation (AHMAC 2002). 

The National Open Disclosure Steering Committee was re 

appointed by the Commission in April 2006. Its brief was to 

provide national leadership and policy direction for the 

implementation of an Australian OD strategy. This 

Committee targeted 21 sites in order to conduct an 

evaluation of the OD pilot. The research approach was 

qualitative and involved both semi structured and open-

ended interviews with 131 clinical staff together with 23 

patients and family members. All interviewees had 

participated in one or more OD meetings (Iedema, Mallock, 

Sorensen, Manias, Tuckett, Williams, Perrott, Brownhill, 

Piper, Hor, Hegney , Hermine and Jorm 2008). Analysis of 

the data collected involved mapping of discursive sub-

themes across the transcripts. 

The main findings of the Australian OD research 

project were that OD is met with approval and support by 

both health professionals and health service consumers. 

Under an OD protocol, staff has the opportunity to review 

and discuss matters that had often seen as difficult to 

discuss. Consumers are pleased to have an explanation of 

the circumstance of a service failure. OD also creates 

uncertainty and confusion regarding such matters as which 

incidents trigger OD, the full impact of an OD event on the 

reputation of the health care organization, and the 

uncertainty of whether colleagues will support those 

involved in OD processes. Both staff and consumers 

expressed a desire to have OD more firmly established in 

everyday clinical practice.  

 

Health Service Management 
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Service failure has implications in a number of 

areas of a health care delivery system, namely the 

psychological, sociological and economic dimensions. 

Consumers, their families and health care workers often 

suffer mental anguish when service failure results have 

harmful outcomes. One study showed that consumerôs react 

negatively when they believe the service provider could 

have easily prevented the service failure. Conversely, when 

consumers feel partly responsible or are ambiguous about 

the cause of failure, the negative effects of poor 

performance are somewhat mitigated (Choi and Mattila 

2008). Societyôs confidence in their health care institutions 

and systems may suffer image and reputation damage. 

Service failure also has economic implications as scarce 

health resources are wasted on enquiries and investigations 

to find the underlying causes.  

An important challenge in the debate of health 

service failure is to build a better understanding of where 

and why failure occurs, and then develop strategies to 

minimize the occurrence, impact and severity of service 

failure. The pilot research project in OD outlined above 

provided useful insights into some of the shortcomings that 

can occur in the processes and workings of a health service 

delivery system.  

 

As an early contribution to the service failure 

debate, a tentative health service schema is proposed in 

Figure B. The concepts presented in this model have also 

been inspired by the earlier work of other service 

theoreticians (refer Parasuraman et al 1985). The objective 

of proposing this draft model has a number of dimensions, 

Firstly to identify key players and the functions or events 

they perform in interpreting health service delivery. The 

second dimension identifies potential gaps between what is 

expected and what is delivered. The intension is to then 

postulate possible causes of failure at the key health care 

delivery event points identified in Figure B, and finally to 

propose some initial prescriptive solutions which  can be 

reviewed and further  developed by both theoreticians and 

practitioners (see Table A). 
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Figure B shows each of the critical points in the health 

service specification, delivery and evaluation sequence. 

Key events in the service delivery process are as follows; 

Event A Specification of the health service to be delivered 

Event B Health care workerôs interpretation of the health 

service specification 

Event C Actual health service delivery 

Event D Health care workerôs perceptions of the health 

service actually delivered 

 

 

 

 

 

          

 
  

 
  

 

  

   

 

 

 

 

     
 

 

 

   
 

 

 
 

 

 
  

 

   

  

   

 
 

  
  

 

 
 

 

   
 

   

FIGURE B Health Service Delivery Schema 
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Event E Patientôs perception of the health service actually 

delivered 

Event F Patientôs expectation of the health service to be 

delivered 

 

The first step is to specify the service to be 

delivered (point A). This may be compiled from best 

practice information sources and contain input from 

respected research centers. In the steps that follow, a 

number of interpretations and perceptions of  the health 

service and how it should, and was delivered is possible.  

Each location holds its own risks in service specification 

interpretation and delivery.  

Event B is where the health worker will interpret 

the specification within their scope of understanding and 

experience. Event F is the point where the patient will form 

expectations of the service to be delivered following 

communication from the health worker.  

Event C is the actual delivery of the service as 

planned and interpreted. Event D is the health workers 

perception of the actual service delivered. Event E is the 

patientôs perception of the service actually delivered.   

Figure B also shows the potential gaps that may 

occur between perceptions of the health service expected 

and what is actually delivered. These potential gaps are 

outlined as follows; 

 

Gap 1 A potential gap between the health workers 

perception of what they believe the health service is to be 

delivered, and the patientôs expectation of the service to be 

delivered 

 

Gap 2 A potential gap between the health workers 

perception of the health service actually delivered and the 

patientôs perception of the service actually delivered 

 

Gap 3 A potential gap between a patientôs expectation of 

the service to be delivered and what is actually delivered. 

Gap 4 A potential gap between the health service 

specification and the health workerôs interpretation of the 

service to be delivered 

 

Gap 5 A potential gap between the health service 

specification and perceptions of the service actually 

delivered.  

A number of occasions exist where service faults 

or failures may develop. Table A attempts to summarize the 

risks of health service failure at each of the six service 

process event points (shown as events A to F in Figure B). 

The first column in Table A identifies the six health service 

event points. Risk of health service failure is shown in the 

second column. Possible causes of health service delivery 

fault or failure for each event is shown in the third column. 

Column four sets out a number of possible prescriptive 

measures that can be taken to minimize or eliminate health 

service delivery failure that occurs in the health service 

specification, delivery and evaluation processes.  
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