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Abstract

Objective: To determine the current utilisation,
importance, trust and future preference for contem-
porary sources of health information in three differ-
ent socioeconomic groups.

Design: A pilot study including key informant inter-
views and direct observation was conducted in a low
socioeconomic community. From this work a survey
questionnaire was designed and implemented
across three different communities.

Participants and setting: Semi-structured key
informant interviews and focus groups capturing 52
respondents. Paper-based surveys were left in com-
munity organisations and local health practices in a
low socioeconomic (LSE) community on the out-
skirts of Ipswich, Queensland, a mid-high socioeco-
nomic (MSE) community in the western suburbs of
Brisbane, and at a local university.

Main outcome measures: Rank of current and
preferred future sources of health information,
importance and trustworthiness of health informa-
tion sources.

Results: Across all three communities the local
doctor was the most currently used, important,
trusted and preferred future source of health infor-
mation. The most striking difference between the
three communities related to the current use and
preferred future use of the internet. The internet was
a more currently used source of health information
and more important source in the university popula-
tion than the LSE or MSE populations. It was also a
less preferred source of future health information in
the LSE population than the MSE or university
populations. Importantly, currently used sources of
health information did not reflect community mem-
bers’ preferred sources of health information.

Conclusions: People in different socioeconomic
communities obtain health information from various
sources. This may reflect access issues, education
and awareness of the internet as a source of health
information, less health information seeking as well
as a reluctance by the e-health community to
address the specific needs of this group.
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THIS PAPER REPORTS the results of key informant
interviews, focus groups, and direct observations
of available health resources in a low socioeco-
nomic (LSE) community and a broader commu-
nity survey of adult respondents in an LSE
community in south-eastern Queensland (N =
262), a mid-high socioeconomic (MSE) commu-
nity in the western suburbs of Brisbane (N =256)
and a local university (N =200).

Previous contributors to Australian Health
Review have highlighted both the importance and
scarcity of patient-oriented health information
available in the wider community and at the point
of care. In 2001, the National Health Information
Management Advisory Council’s document Health
online: a health information action plan for Australia
identified the disparate sources of health informa-
tion within the community as paper-based
approaches, audio and video presentations, call
centres, personal clinical advice and electronic
information, and at the same time acknowledged
that the 1996 finding of the Taskforce on Quality
in Australian Health Care — that “At present,
access to health information is clearly inequitable

. [and] depends on the ability and willingness
of individual health care providers to give infor-
mation and on the resources available to consum-
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What is known about the topic?

Little data exist on the use of community sources of
health information across disparate socioeconomic
groups in Australia. The uptake of various sources of
health information and the preference of various
societal groups for particular sources of health
information should guide the development of
community-oriented health information strategies.
Previous research has relied heavily on online
surveys which may not be generalisable — in
particular these surveys under-represent low
socioeconomic (LSE) communities.

What does this paper add?

This paper starts with a pilot study of an LSE
community which identifies sources of health
information used by community members and their
attitudes towards them. The pilot case study data
inform the development of a survey which identifies
the differences between three very different
socioeconomic groups — an LSE and mid-high
socioeconomic (MSE) commmunity, and university
students and staff. This paper demonstrates the
differences (and similarities) between these groups
— a key difference being the utilisation of the
internet as a source of health information.

What are the implications for practitioners?

LSE community members have a greater burden of
preventable or modifiable health concerns and
access to accurate relevant health information is
very important for their health care. Yet, facilitating
access to such health information in LSE groups is
very difficult. Understanding this population's
current use of, trust of and preference for sources of
health information should aid the development of
appropriate health information strategies.

ers and their ability to access these resources” (p.
67) — may still have applied.!

Yet little formal research has been done to
assess community attitudes to various health
information sources — and in particular their
attitudes to these sources of health information
— and none comparing preferences for and
utilisation of these resources across different
socioeconomic communities. This paper
describes the currently used community health
information sources, ascribed importance and
trust of these sources and the preferred future
sources of health information across three socio-
economic communities.
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Methods

Phase One — key informant interviews and
direct observation

The first phase of research undertaken was a
series of semi-structured key informant inter-
views and focus groups capturing over fifty local
representatives that sought to determine current
community sources of health information as well
as community attitudes to these sources. A list of
available health information sources in the local
area was constructed from key informant
responses and supplemented by sources of health
information identified by direct observation. This
phase was conducted in the period from 7 June to
12 July, 2003 and informed the development of
the survey questionnaire utilised for the second
phase of the research.

Phase Two — survey data

The sources identified by phase one of the research
were subsequently presented in the survey as pre-
coded alternatives, and respondents were asked to
rank these sources in terms of current utilisation
and preferred future sources of health information.
In addition, a semantic representation of impor-
tance and trust was used to determine community
attitudes to these sources. The survey was carried
out in August to September 2003.

Community selection

The geographical locations were selected on the
basis of Australian Bureau of Statistics census
statistics and the investigators knowledge of the
local area. The socioeconomic indices produced by
the Australian Bureau of Statistics (Census 2001)
demonstrate that the LSE community is in the
lowest tenth percentile for all indices and is signifi-
cantly more disadvantaged in terms of economic
resources and education than the MSE comparator
community which is in the highest tenth percen-
tile.> The university sample was selected to provide
a skewed comparator with a large number of
highly educated and young respondents.

Community placement
Surveys were placed in thirteen community-
based organisations (CBOs) which were spread
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throughout the LSE community — two churches,
two employment agencies, four community sup-
port groups, one medical practice, one physio-
therapy practice, one chemist, one community
health centre, and the electorate office of the local
State MP — and captured a wide range of cultures
and age groups. The MSE sample was obtained
from non-bulk billing practices in western Bris-
bane, while the university sample was obtained
from a local university health clinic which treats
students and staff.

Survey response analysis

Pre-coded responses from the paper surveys were
entered manually into an SPSS version 10.1 data-
base constructed by the investigator for this pur-
pose. Surveys with incomplete categorical data
were excluded before data entry. Unclear
responses, or responses which did not correspond
to the pre-coded alternatives, or multiple
responses to the one question were excluded and
not entered into the database. Survey responses
were analysed with the statistical software package
SPSS version 10.1 (SPSS Inc, Chicago, Ill, USA).

Dealing with non-exhaustive ranking

In the survey, respondents were presented with ten
alternative pre-coded sources of health information
and asked to rank their top five sources of current
and preferred future sources of health information.
The non-exhaustive ranking system thus ruled out
medians and means as accurate measures of popu-
lation-wide use of information sources as they may
misrepresent the utilisation of health information
sources. To overcome this, a statistic which repre-
sented the population-wide use of the health infor-
mation source was developed — the proportional
weighted average rank (PWAR).

Rankings were weighted such that a ranking of
one (most important) was attributed a value of 5
and a ranking of five was attributed a value of 1,
etc. The sum of the weighted ranking would thus
combine the number of respondents and the
weighted rank. The sum (Z) of the weighted rank
(X) for each health information source (eg, local
doctor) was divided by the number of valid
responses for each question (n) to give a propor-
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tional weighted average rank (X(x)/n). The
responses of attitude questions were summarised
using medians, means and standard deviations.
ANOVA and Scheffe post hoc analysis of means
was performed to determine statistical differences.

Ethical clearance

Ethical clearance was granted by the Human
Research Ethics Committee of the University of
Queensland. The identity of the communities
involved was kept anonymous in line with the
wishes of community members.

Results
Key informant data

Local health information sources

The key informant and direct observation phase
identified the commonly used sources of health
information, principally: health professionals —
allied health staff (physiotherapists, speech
pathologists, occupational therapists, psycholo-
gists, nutritionists, audiologists, social workers,
and pharmacists), alternative therapy practition-
ers, and doctors; pamphlets available from the
community health centre, three general practice
waiting rooms, the physiotherapist, the optome-
trist, two local chemists and several community
groups; the local library; the internet and other
media (newspaper, magazines, radio and televi-
sion); and family and friends. The sources men-
tioned in this community canvassing phase were
subsequently utilised in the community survey
where they represented the precoded alternative
sources of health information.

The principal categories of health information
pamphlets were pharmaceutical or natural rem-
edy sponsored information materials concerning
the treatment of common conditions (the vast
majority), brochures about government health
services, some Queensland Health health promo-
tion documents such as the positive parenting
program and child health pamphlets, as well as
miscellaneous advertisements for non-govern-
ment organisations and businesses. (See Dart> for
complete data.)
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Key informants frequently remarked on the
low number of general practitioners who
served the community and surrounding area.
Key issues identified were: difficulties in
obtaining appointments; local general practices
not seeing new patients; limited after-hours
care options; and the use of the Ipswich Base
Hospital Accident and Emergency Department
in lieu of general practitioners due to the
scarcity of bulk billing appointments available
in the area. Some respondents mentioned their
use of the health pamphlets present in the local
doctor’s waiting room, although they men-
tioned that these did not always provide them
with suitable answers. Several respondents
mentioned a difficulty in understanding health
information they received from their doctor
and stated that they sometimes felt too intimi-
dated to ask questions. Others considered some
questions too frivolous to ask the doctor. The
responses of many of the key informants inter-
viewed for this phase of the research indicated
dissatisfaction with the health information
quantity and quality they were receiving from
local general practitioners.

High local burden of preventable or
modifiable diseases

Key informants, many of whom were health
care professionals with the local Queensland
Health Community Health Centre, identified
preventable or modifiable health problems as
the most significant health issues affecting local
residents. Health professional informants
remarked that in many cases their clients had
extremely limited knowledge of health issues.
Local community leaders acknowledged that
understanding of health issues is extremely
limited\ in the area. A local political representa-
tive had this to say: “What we need is a local
education program run from the local shopping
centre which can teach local people how to
cook healthy meals. Many of them don't know
the basics of food preparation. Often their
cultural and family background also leads them
to value foods which are not very healthy”. (For
further information see Dart.”)
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I Respondent characteristics by studied
population

LSE MSE
community community University
N % N % N %
All 262 100 256 100 200 100
Male 74 282 76 297 58 29.0
Female 188 718 180 703 142 71.0
Age (years)
18-25 52 198 60 234 138 69.0
26-35 38 145 44 172 36 180
36-45 61 233 39 152 15 75
46-55 57 218 59 230 6 3.0
56-65 37 141 40 156 5 25
66-80 17 6.5 14 55 0

LSE =low socioeconomic; MSE = mid-high socioeconomic.

Survey data

Respondents were fairly evenly distributed across
age groups although there were much fewer old
(66-80-year-old) respondents. Seventy percent of
the respondents were female (Box 1). Box 2, Box 3,
Box 4 and Box 5 depict the aggregated results of all
age groups and both sexes, thereby representing a
sample of the community as a whole. Although
data were obtained relating to individual ages and
sex it is beyond the scope of this paper to include
these results. Where appropriate, age and sex-
related differences are identified in the results and
discussion. (For further detail see Dart.?)

Is there a community demand for more health
information? (Box 6)

The vast majority of respondents considered it to
be “important” or “very important” to have
greater access to health information. There was
no statistically significant difference between pop-
ulations and little difference in ascribed impor-
tance between age groups or sexes.

How important is it for individuals to be able to
ask questions about their health? (Box 7)

The vast majority of respondents (>73%) in all
samples and age sub-categories reported it was
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“very important” to be able to ask questions about
their health. The university sample, while still
considering it to be very important, ascribed less
importance to it than did the MSE sample
(Scheffe p=0.018) but did not differ significantly
from the LSE sample (Scheffe p=0.131). How-
ever, no significant age effect was observed. Male
respondents attributed less importance to being
able to ask questions about their health than did
female respondents in the LSE sample (p =0.014),
the MSE sample (p=0.005) and the university
sample (p=0.020).

There is a diverse range of community health
information seeking behaviour (Box 8)

While the largest group of respondents were
most likely to seek health information when
they were sick, significant numbers of respond-
ents sought health information when others they
knew were sick, “now and then” and “all the
time”, suggesting that there is a diversity of
health information seeking habits which may
not be met by consultation-based health infor-
mation seeking. The proportion of respondents

seeking health information exclusively when
sick was also lower in the LSE population than
either of the comparison populations. Respond-
ents in the age groups >36 years and < 66 years
were more likely to seek health information
when someone they knew was sick than the
younger respondents in both the MSE and LSE
samples. This may represent parents seeking
information relating to children or information
for sick partners/friends and suggests that proxy
information gathering may be an important
route for health information delivery for some
segments of the population.

The frequency and duration of doctor visits (Box 9
and Box 10)

Interestingly, even though the LSE community is
served by predominantly bulk-billing medical
clinics, it did not differ from the comparison
samples in terms of frequency or duration of
visits. Most respondents visited the doctor on
average only once every 3 months and spent less
than 10 minutes discussing their health prob-
lems. Older respondents tended to visit more

2 Rank of current sources of health information by studied population

Where do you get most of your health information from now — what are the top five sources of health information
for you at the moment? Please place a 1 beside the source you get the most health information from, 2 beside the

source you get the next most information from and so on.

Ranking LSE community PWAR MSE community PWAR University PWAR
1 Local doctor 3.50 Local doctor 3.46 Local doctor 3.32
2 Television 2.11 Family and friends 2.06 Family and friends 2.55
3 Family and friends 1.77 Television 1.79 Internet 2.06
4 Health pamphlets from 1.61 Magazines 1.42 Television 1.7
doctor’s waiting room
5 Newspaper 1.15  Health pamphlets from 1.31 Magazines 1.34
doctor's waiting room
6 Magazines 1.13 Internet 1.21  Health pamphlets from  1.26
doctor’s waiting room
7 Allied health practitioner  1.08 Newspaper 1.16 Newspaper 117
Alternative therapy 0.90 Allied health practitioner  1.08 Allied health 0.68
practitioner practitioner
9 Internet 0.76 Alternative therapy 0.71 Alternative therapy 0.42
practitioner practitioner
10 Radio 0.43 Radio 0.52 Radio 0.34

LSE = low socioeconomic. MSE = mid-high socioeconomic. PWAR = proportional weighted average rank.
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frequently (66-80 years, median and mode =
once every month) and for longer (56-80 years,

median 11-15 minutes) and women tended

to

spend longer discussing their health issues with
the doctor than did male respondents. (For full

results see Dart.>)

Other Topics

How satisfied is the community with the doctor as a
source of health information? (Box | | and Box [2)
Again there was no difference between the pre-
dominantly bulk-billed LSE catchment and the
comparison populations. Most respondents were
“satisfied” that their questions were answered by

3 Community attitudes to importance of sources of health information

How important are these sources of health information for you?
Response options: 1=not at all inportant; 2=not important; 3=unsure; 4=important; 5=very important

LSE community MSE community University

Source Mean (SD) N Mean (SD) N Mean (SD) N
Local doctor 4.55 (0.93) 250 4.63(0.78) 250 4.60 (0.75) 191
Health pamphlets from doctor’s  3.84 (1.21) 234 3.79 (1.15) 231 3.78 (1.12) 188
waiting room

Family and friends 3.79 (1.10) 225 3.80 (1.09) 236 3.97 (0.97) 192
Allied health professionals 3.26 (1.41) 223 3.46 (1.35) 228 3.26 (1.29) 186
Television 3.20 (1.35) 240 3.09 (1.33) 234 3.14 (1.29) 197
Magazines 3.14 (1.20) 228 3.10 (1.22) 228 3.11(1.21) 184
Newspaper 3.13(1.23) 231 3.18 (1.17) 232 3.17 (1.16) 187
Internet 3.10 (1.32) 228 3.26 (1.34) 223 3.61(1.16) 191
Radio 2.91 (1.34) 224 2.80 (1.26) 221 2.52(1.14) 186
Alternative therapy practitioner  2.89 (1.41) 228 2.74 (1.44) 225 2.72(1.25) 180

LSE = low socioeconomic; MSE = mid-high socioeconomic.

4 Community attitudes to trustworthiness of sources of health information

How trustworthy do you believe these sources of health information are?
Response options: 1=not at all trustworthy; 2=not trustworthy; 3=unsure; 4=trustworthy; 5=very trustworthy

LSE community MSE community University

Source Mean (SD) N Mean (SD) N Mean (SD) N
Local doctor 4.47 (.90) 243 4.57 (0.67) 243 4.61 (0.70) 192
Health pamphlets from doctor’s 4.11(1.02) 230 4.27 (0.92) 229 4.46 (0.73) 185
waiting room
Allied health practitioner 3.58(1.17) 221 3.80 (1.06) 229 3.82(1.01) 185
Family and friends 3.51(1.12) 225 3.51(1.07) 228 3.57 (0.84) 189
Alternative therapy practitioner 3.35(1.16) 226 3.21(1.18) 224 3.27 (1.19) 184
Internet 3.16 (1.16) 223 3.11(1.08) 223 3.02 (1.04) 189
Television 2.97 (1.20) 235 2.71(1.06) 234 2.73(1.07) 192
Newspaper 2.95(1.14) 228 2.98 (1.05) 231 3.12(0.97) 187
Radio 2.88(1.17) 223 2.91 (1.06) 224 2.81(1.03) 183
Magazines 2.87 (1.10) 227 2.93 (1.09) 230 2.94 (1.02) 185
LSE =low socioeconomic; MSE = mid-high socioeconomic.
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5 Rank of preferred future sources of health information

Which of these sources would you like to receive more health information from — what are the top five sources
you would like to receive more information from? Please rank them in order of your most favoured source of
health information e.g. 1 for the source you would most like to receive more health information from and so on

Ranking LSE community PWAR MSE community PWAR University PWAR
Local doctor 3.53 Local doctor 3.23 Local doctor 3.02
2 Television 1.91 Internet 2.14 Internet 2.50
3 Health pamphlets from 1.51 Health pamphlets from 1.72 Television 1.62
doctor’s waiting room doctor’s waiting room
4 Allied health practitioner  1.35 Television 1.62 Health pamphlets from  1.54
doctor’s waiting room
Internet 1.29  Allied health practitioner  1.41  Allied health practitioner  1.39
6 Alternative therapy 1.09 Newspaper 1.30 Newspaper 1.38
practitioner
7 Newspaper 1.08 Magazines 1.04 Alternative therapy 1.06
practitioner
8 Family and friends 0.96 Alternative therapy 0.90 Magazines 1.04
practitioner
9 Magazines 0.74 Family and friends 0.68 Family and friends 0.81
10 Radio 0.69 Radio 0.64 Radio 0.52

LSE =low socioeconomic. MSE = mid-high socioeconomic. PWAR = proportional weighted average rank.

the doctor, with greater than 68% of all respond-
ents in all categories reporting to be “satisfied” or
“very satisfied”. Likewise, most respondents were
satisfied with the health information they
received from their local doctor, with greater than
70% of respondents in all categories reporting to
be “satisfied” or “very satisfied”. The results sug-
gest that younger respondents were less satisfied
that their health questions were answered and
with the health information they received than
older respondents, particularly those over 55
years. However, these differences only
approached statistical significance in the 18-25
years versus the 66-80 years age category in the
LSE sample. There were no significant differences
according to sex.

Discussion

The results across the three communities were
remarkably consistent with a few exceptions. In
all three communities, most respondents received
most of their current health information from the
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local doctor, whom they considered the most
important and trustworthy source, and would
prefer to receive health information from them in
the future. Health pamphlets and allied health
practitioners were consistently in the top five
sources of future preferred health information,
suggesting that the community desires informa-
tion produced and supported by the medical
system which they consider important and trust-
worthy. However, health pamphlets were less
utilised by the MSE and university sample than
their preference, suggesting that there is a mis-
match between community expectations and pro-
vision of information from this resource.
Likewise, allied health practitioners (defined in
the survey as physiotherapists, speech patholo-
gists, occupational therapists, psychologists,
nutritionists, audiologists, social workers, and
pharmacists) were infrequently used current
sources of health information, although they were
a preferred source. These preferences suggest that
while community members feel most comfortable
obtaining health information from their local
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doctor they would accept health information
from alternate validated sources. While “family
and friends” was a frequently used current and
important source of health information by all
communities it was not a highly trusted or pre-
ferred source of future health information in any
of the sample populations, suggesting that people
utilise family and friends as a source of health
information but would prefer to receive most of
their health information autonomously, and from
qualified sources.

The mass print media was used by many
respondents as a current source of health infor-
mation and represented a mid-range source of
health information across the three samples. The
radio, however, provided the least current health
information. Interestingly, the mass print media
were generally a less preferred source of health
information than its current use suggests, and
mass media in general were not considered par-
ticularly important or trustworthy by any of the
three populations.

The other two of the top five preferred sources
of future health information were the internet and
the television. In the MSE and university sample
the internet was the next most desired source of
future health information to the local doctor. It
was also a more currently used source of health
information in the MSE than the LSE and in the
university than either comparison populations. In
the LSE sample, the television remained second
to the local doctor as a current and preferred
future source of health information, however the
internet was a more preferred source of health
information (fifth) than its current use would
suggest (ninth). Although the internet and televi-

8 Health information seeking behaviour
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sion were frequently used current and preferred
future sources of health information the three
communities did not consider them important or
trustworthy, suggesting that the convenience and
potential for remote access to these sources of
health information is what appeals to them. Of
note, the university sample with its large propor-

6 Community demand for more health
information

How important is it to you to get more information
about health issues?

Response options: 1=not at all important; 2=not
important; 3=unsure; 4=important; 5=very
important

Sample Mean SD
LSE community (n=239) 4.45 0.85
MSE community (n=240) 4.28 1.03
University (n= 186) 4.32 0.89

LSE =low socioeconomic; MSE = mid-high socioeconomic.

7 Community demand for opportunities
to ask health-related questions

How important is it to you to be able to ask
questions about your health?

Response options: 1=not at all important; 2=not
important; 3=unsure; 4=important; 5=very
important

Sample Mean SD
LSE community (n=244) 4.83 0.52
MSE community (n=247) 4.87 0.42
University (n=191) 4.74 0.54

LSE =low socioeconomic; MSE = mid-high socioeconomic.

When are you most likely to look for health information? (Please tick ONE answer)

LSE community (N [%]) MSE community (N [%]) University (N [%])
When sick 70 (32.7) 95 (42) 93 (50.5)
When someone | know is sick 27 (12.6) 42 (18.6) 18 (9.8)
Now and then 55 (25.7) 33(14.6) 45 (24.5)
All the time 62 (29.0) 56 (24.8) 28 (15.2)
LSE =low socioeconomic; MSE = mid-high socioeconomic.
Australian Health Review February 2008 Vol 32 No 1 193
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9 Frequency of doctor visits

On average how often do you visit the doctor?
(Please tick one).

Response options: 1=once or more per week; 2=
once every two weeks; 3=once every month; 4=
once every 3 months; 5=1-3 times per year

Sample Median Mode
LSE community (n=244) 4.00 5.00
MSE community (n=249) 4.00 4.00
University (n=190) 4.00 5.00

LSE =low socioeconomic; MSE = mid-high socioeconomic.

10 Duration of doctor visits

On average how much time does the doctor spend
with you talking about your health problems?
(Please tick one)

Response options: 1= 1-5 minutes; 2=6-10
minutes; 3=11-15 minutes; 4=15-20 minutes; 5=
more than 20 minutes

Sample Mean Mode
LSE community (n=242) 2.00 2.00
MSE community (n=246) 2.00 2.00
University (n=191) 2.00 2.00

LSE =low socioeconomic; MSE = mid-high socioeconomic.

tion of young, educated respondents did consider
the internet to be a much more important source
of health information than either the MSE (p=
0.021) or the LSE (p=0.001) communities. The
differing use of the internet as a source of health
information across different socioeconomic com-
munities poses questions as to how useful e-
health in its current form would be for LSE
communities. More research needs to be con-
ducted into the requirements of LSE communities
regarding potential e-health strategies.

The advent of online health information and the
use of other such “new media” to deliver health
information has led to renewed interest in deliver-
ing community-oriented health information. How-
ever, it is important to recognise the current
utilisation of health information sources and the
community’s preference for a delivery medium.
This survey demonstrates that actual utilisation of
information sources does not necessarily reflect
their preference and is likely a product of availabil-
ity. For example, in this low socioeconomic com-
munity family and friends were a frequently used
source of health information but not a preferred
one, whereas the internet was a more preferred
source of health information than its current use
would reflect. Community consultation is crucial

Il Community satisfaction with the doctor as a source of health information

How satisfied are you that your questions are answered by the doctor? Sub samples represent age and sex within

each population sample.
Response options: 1=not at all satisfied; 2= not satisfied; 3=unsure; 4=satisfied; 5=very satisfied
LSE MSE University

Mean (SD) N Mean (SD) N Mean (SD) N
All 4.00 (1.09) 242 4.06 (0.86) 247 3.95(0.88) 189
Male 3.95 (1.04) 65 4.04 (0.89) 73 4.09 (0.81) 54
Female 4.02 (1.11) 177 4.07 (0.85) 174 3.89 (0.90) 135
Age (years)
18-25 3.74 (1.12) 50 3.98 (0.87) 58 3.90 (0.90) 132
26-35 3.88 (1.20) 34 3.90 (0.82) 42 4.12(0.84) 34
36-45 3.80(1.18) 60 4.05 (0.79) 39 3.92 (1.04 13
46-55 4.22 (1.03) 55 4.04 (1.02) 57 3.83(0.41)
56-65 4.28 (0.75) 29 4.26 (0.72) 39 4.25(0.50)
66-80 4.71(0.47) 14 4.50 (0.67) 12 - 0

LSE = low socioeconomic; MSE = mid-high socioeconomic.
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12 Community satisfaction with the local doctor as a source of health information

How satisfied are you with the information you receive from your local doctor? Sub samples represent age and

sex within each population sample.

Response options: 1=not at all satisfied; 2=not satisfied; 3=unsure; 4=satisfied; 5=very satisfied

LSE MSE University

Mean (SD) N Mean (SD) N Mean (SD) N
All 3.98 (1.09) 234 4.02 (0.93) 246 3.94 (0.90) 191
Male 3.92 (1.09) 66 4.07 (0.94) 72 4.09 (0.84) 55
Female 4.00 (1.09) 177 4.01(0.92) 174 3.88 (0.92) 136
Age (years)
18-25 3.64 (1.16) 50 3.84 (1.01) 58 3.90 (0.96) 134
26-35 3.82(1.19) 34 3.81(0.97) 42 4.09 (0.71) 34
36-45 3.90 (1.08) 60 4.10 (0.82) 39 3.85(0.99) 13
46-55 4.11(1.13) 55 4.07 (0.96) 57 3.83(0.41)
56-65 4.33(0.71) 30 4.29 (0.80) 38 4.50 (0.58)
66-80 4.64 (0.50) 14 4.33 (0.65) 12 -

LSE =low socioeconomic; MSE = mid-high socioeconomic.

to guide the development of meaningful commu-
nity health information resources.

In general, these results suggest that there is a
diverse range of patterns of health information
seeking in the community. Some commentators
have suggested that the rapid rise of health infor-
mation seeking on the internet is a result of its
capacity to address the information needs of popu-
lations groups who fall outside the traditional
health professional-information seeker dyad.

Traditional consultation-based means of
resourcing health information seekers may strug-
gle to address the needs of opportunistic or proxy
health information seekers. Overtaxed local gen-
eral practitioners have difficulties fulfilling the
health counselling role currently, without
addressing the needs of opportunistic and proxy
health information seekers. This problem is fur-
ther compounded in low socioeconomic areas
where the community is under-resourced with
local doctors.* Yet, is this a role general practi-
tioners should be fulfilling? Or does the current
transition in health information seeking habits
necessitate the development of an alternative
system with new professionals similar to commu-
nity health workers or health counsellors who
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would address solely the educative component of
a health-related consultation?

While the majority of respondents were satis-
fied with the health information they received
from their local doctor these results demonstrate
that greater than 25% of respondents are unsure
or dissatisfied that their health questions are
answered and with the health information they
receive from their local doctor. In particular, it is
the younger respondents, less than 45 years old,
who are most likely to be dissatisfied, suggesting
there is a shift in the expectations of the type,
quality and extent of health information desired
by these individuals.

If indeed there is a shift in the demands for
health information it raises certain questions as
to: whether the current health system can accom-
modate these health information demands;
whether the current reliance of the community on
local doctors is out of necessity due to a scarcity
of alternative choices or due to a true preference;
what the restrictions to health information deliv-
ery within the current medical system are; and,
whether the increased health information require-
ments of the community and the accompanying
transition from passive recipients to involved
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health actors is compatible with a health system
which has previously evolved with a passive
constituency.

This research was conducted to inform the
development of a community e-health model to
address the health information needs of a low
socioeconomic community as part of a doctoral
research program. It is the author’s view that an
integrative community health strategy, mediated
by information and communication technology
and adequately linked to treating health care
professionals would be a valuable community
resource. The local doctor has for long been the
most important source of health information for
the community and still remains so, however, the
evolving health information environment may
necessitate a revision of the health education role
of the local doctor.
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