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“Emancipate yourselves from mental slavery.        

None but ourselves can free our minds.”  

– Bob Marley –
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Preface 
 

Between late 2017 and early 2020, I saw the inside of Dutch, international, and Belgian trains 
many times as I monthly made my way from Rotterdam, the Netherlands, to the university in 
Ghent. Oftentimes, due to train delays, missed connections, or altogether cancelled trains, I 
had plenty of time to admire the train stations of Rotterdam, Antwerp, and Ghent. But this 
preface is not about trains or train stations. Rather, it is about what one might encounter 
when travelling by train. In the cold months, billboards and posters at and around stations 
promoted all sorts of over-the-counter medication, supplements, and vitamins to relieve 
colds, sore throat, and other health issues. In the warmer months, advertisements appeared 
for sun lotion and other products to get through the summer healthily and happily. The 
magazines available at the train station kiosks often featured health stories. Men’s magazines 
extolled the virtues of a healthy life and a fit body and mind, while magazines aimed at a 
female audience promised tips to survive the winter or help readers to get their bodies fit for 
the summer. In the trains themselves newspapers were usually lying around, often featuring 
health news and stories about medical and scientific breakthroughs. In late 2019, those 
newspapers increasingly featured stories about a mysterious virus originating in China that 
was making its away abroad. Around the same time, a stiff and painful lower back regularly 
pestered me early in the mornings when I travelled to Ghent. Quite often it prompted me to 
whip out my smartphone and look for advice on the Internet. Late in the evening, after having 
returned home after a long day, I would often slump down on the couch and turn the TV on. 
Health was virtually always a topic of interest in the news and a conversation-worthy theme 
in current affairs and talk shows, particularly after the emergence of the COVID-19 virus in 
Europe.  
 

The above, a condensed version of my travels to Ghent and back, not only really 
happened, but also describes in a nutshell the ubiquity of health news and information in our 
time. Health news and information are all around us, whether we like or want it or not. It 
reaches us via mediated channels and sources such as magazines, newspapers, and television, 
it is a topic of conversation in everyday interactions with others, and we might actively look 
for it on the Internet. The above story also concisely tells what this dissertation is about: 
health information and the engagement with and use of it by audiences, that is, patients as 
well as health consumers. In this work, those patients and health consumers are middle-aged 
and older adults from Flanders. Much more about this, of course, in the following chapters. 
 

In the very first week of my PhD appointment in 2017, I travelled to Ghent to attend the 
two-day visit of Charles Briggs and Daniel Hallin, two professors visiting from California 
following the release of their book Making Health Public. I vividly remember how I was both 
surprised and overwhelmed by the theoretical discussions between the American visitors and 
my colleagues of the Health, Media & Society research centre, who were literally years ahead 
of me in terms of research and understanding of the matter. Now, a little over three years 
later, I do believe I have quite caught up, not just with regards to the link between media and 
health, but also the many themes and topics which appear in this dissertation. As I conclude 
this project, I take along the satisfying realisation of having significantly developed my skills 
and knowledge as a communication science researcher with a specialisation in health 
(information). Furthermore, I pride myself on these three years having been an incredibly 
productive time, both professionally and privately. Besides bringing the present research 
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project to a good end, I became father to a daughter in 2018 and a son in 2020 and released 
two books about my great passion: reggae music and Bob Marley. It was an amazing 
adventure and a pleasant time for which I am grateful, as expressed on the next page. 
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Chapter 1: Introduction 
 

Throughout history, health has been considered by the wise and the prudent to be a most 
precious possession. “The first wealth is health”, wrote the nineteenth century American 
essayist, philosopher, and poet Ralph Waldo Emerson (1860, p. 47), with which he meant that 
good health is not just essential for the prosperity of individuals, but also the foundation on 
which thriving communities and blooming societies are build. The physician and medical 
philosopher Hippocrates, who lived between 460 and 370 BC in Ancient Greece and is 
considered the father of modern Western medicine, perceived health to be of the utmost 
importance. He opinionated that people therefore have a responsibility to be versed in, and 
obtain knowledge about, personal health matters: 
 

Any man who is intelligent must, on considering that health is of the utmost value to 
human beings, have the personal understanding necessary to help himself in diseases, and 
be able to understand and to judge what physicians say and what they administer to his 
body, being versed in each of these matters to a degree reasonable for a layman. (Potter, 
1988, p. 7) 

 

Hippocrates’ fellow countryman, the revered philosopher Aristotle (384-322 BC), begins his 
work Metaphysics with the words: “All men by nature desire to know” (Lear, 1988, p. 1). With 
this, Aristotle describes the human nature and innate desire to know and to gain knowledge. 
Finding and using information are therefore not only common, but also essential human 
behaviours (Case & Given, 2016). We seek out and use information on a daily basis, whether 
it is the news, about the weather, traffic, sports, health, or any other topic. Information 
seeking never stops as it is “the project of a lifetime” (Case, 2012, p. 39). 
 

Would Hippocrates and Aristotle be alive today, they would undoubtedly be surprised if 
not shocked. More information is produced and consumed in our time than in any previous 
era, not only because the technological tools to produce, record, and disseminate information 
have multiplied, but also because there are increasingly more people to create and share 
information (Dalrymple & Zach, 2015; Potter, 2016; United Nations [UN], 2019). Due to the 
proliferation of health information sources in the media-saturated and information-rich world 
of the twenty-first century (Ahmed & Bates, 2013; Briggs & Hallin, 2016; Case & Given, 2016; 
Hallin et al., 2020; McQuail, 2010; Potter, 2016), there is more health information available 
than ever before, much of it accessible through digital technologies and media by merely 
using a keyboard, mouse, or touchscreen. The two Greek philosophers would surely be 
bewildered not only by how far medicine and medical knowledge have developed since their 
time, but also to what extent lay persons (e.g., the public, non-medical experts) are able to 
inform themselves about matters of health and illness. The average person in the twenty-first 
century is exposed to more health news than at any point in human history (Briggs & Hallin, 
2016; Cameron et al., 2011) and encounters health information throughout the life-course in 
a wide variety of information channels and sources, both in the digital (including social 
networking sites, SNS) and traditional mass media (Briggs & Hallin, 2016; Hallin et al., 2020; 
Seale, 2002) as well as in interpersonal interactions (Case & Given, 2016; Cline, 2011, 2014a, 
2014b). 
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If Hippocrates and Aristotle would take the time to get used to and understand 
contemporary human civilization, they would be startled to learn about the important status 
accorded to health in modern societies as well as the individual pursuit of healthiness in 
everyday life (Clarke et al., 2010; Conrad, 2007; Crawford, 2006; Fox & Ward, 2006; Hallin et 
al., 2020; Power & Poltzer, 2016). Health consciousness has increasingly become part of our 
lives (Ayo, 2012; Crawford, 2006; Dutta-Bergman, 2004b, 2005; McKinley, 2014) as health has 
become a highly valuable asset in our culture (Conrad, 2007), according to some critics even 
to the point of being an obsession (Goldacre, 2008). Omnipresent at the individual as well as 
the societal level to an extent unseen in previous eras, health is “deeply engrained within our 
social fabric” (Ayo, 2012, p. 100) as “no area of everyday life remains free from health” 
(Kamin, 2007, p. 2). Particularly for middle-aged and older adults, who form the demographic 
target groups of this study and who are at increased risk of encountering and having to live 
with acute or chronic health issues (as discussed in Chapter 4), “health is constantly on their 
minds—health becomes their life” (Johnson & Case, 2012, p. 8). Furthermore, it would appear 
as if almost everyone in the modern epoch has something to say about health, from common 
people on the Internet and SNS to opinion leaders, influencers, celebrities, and other public 
figures (Offit, 2018), as well as, of course, politicians and presidents of countries1 (Brennen et 
al., 2020; Finset et al. 2020; Nguyen & Catalan-Matamoros, 2020). What most of the 
abovementioned persons or groups have in common is that they are not medical or scientific 
experts, nor are they qualified to give public health advice. And yet, they join and feed the 
public conversation and debates about health, sometimes to counterproductive and dramatic 
outcomes (Goldacre, 2008; Offit, 2018). Further, people from all walks of life and health 
states actively seek out health information, in sickness and in health – from patients 
diagnosed with acute or chronic health conditions to health consumers with an interest in 
health, who are also known as the ‘worried well’ (Dalrymple & Zach, 2015; Lupton, 2012). 
However, while we live in a time of unprecedented access to an unparalleled amount of 
health and medical information, this does not necessarily mean that individuals, communities, 
and societies are better and more accurately informed as well as more knowledgeable 
(Dalrymple & Zach, 2015; Schiavo, 2014), as evidenced by the COVID-19 pandemic and 
subsequent massive flow of health information. 

On February 15, 2020, when the COVID-19 virus was rapidly spreading and turning from an 
epidemic into a global pandemic, the Director-General of the World Health Organization 
(WHO), Tedros Adhanom Ghebreyesus, stated: “We’re not just fighting an epidemic; we’re 
fighting an infodemic” (WHO, 2020b). Ghebreyesus not only hinted at the vital role of 
accurate and reliable health information for public health and well-being in times of a global 
crisis, but also gave expression to the challenges and potential dangers of health information 
in our time. In one of its COVID-19 status reports, the WHO (2020b) described the infodemic 
as “an over-abundance of information, some accurate and some not that makes it hard for 
people to find trustworthy sources and reliable guidance when they need it” (p. 2). While 
credible guidance and honest, reliable, evidence-based health information are key for people 
to protect and take care of themselves as well as others (Finset et al. 2020; Mian & Khan, 
2020; Mheidly & Fares, 2020; WHO, 2020b), the COVID-19 infodemic saw an upsurge in mis- 
and disinformation (respectively inadvertent and deliberate false information, such as 

1 Prime contemporary examples being the presidents of Brazil (Bolsonaro) and the U.S. (Trump), who in 2020 
during the COVID-19 pandemic put their ignorance and foolhardiness on display while politicising health and 
health information. 
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conspiracy theories, hoaxes, unfounded rumours, unsubstantiated hearsay) (Mheidly & Fares, 
2020; Schiavo, 2014; Stroobant, 2019; Tandoc et al., 2018) about the origins, symptoms, 
spread, and prevention and treatment of the virus as well as the response by governments 
and healthcare organisations to the virus (Brennen et al., 2020; Garrett, 2020; Mian & Khan, 
2020; Nguyen & Catalan-Matamoros, 2020; Ratzan et al., 2020; Wang et al., 2020; WHO, 
2020b). In fact, mis- and disinformation about COVID-19 spread faster than the virus itself, 
leading to public confusion, uncertainty, fear, panic (Cuan-Baltazar et al., 2020; Finset et al. 
2020; Garrett, 2020; Mheidly & Fares, 2020; Wang et al., 2020) and “information chaos in a 
time of an unprecedented crisis” (Nguyen & Catalan-Matamoros, 2020, p. 324). Credible and 
evidenced-based sources of information on COVID-19 were drowned out by questionable, 
unverified, and plain wrong sources (Mian & Khan, 2020), posing a risk not just for public 
health but also for political action and policymaking (Brennen et al., 2020; Cuan-Baltazar et 
al., 2020; Mheidly & Fares, 2020; Ratzan et al., 2020). Further, false information contributed 
to reluctance or outright refusal to engage in recommended health-protective behaviours 
(e.g., social distancing), mistrust in health experts and organisations, panic shopping (e.g., 
toilet paper), and the hoarding and unnecessary stocking of medical supplies and medicines, 
as well as taking medicines without prescription (Allington et al., 2020; Cuan-Baltazar et al., 
2020; Mheidly & Fares, 2020). 
 

In short, whether going through a global health crisis or while living in calmer times, health 
information is paramount to the modern human condition. Although COVID-19 is not the 
thematic focus of this work, it is relevant to this dissertation, for the global pandemic, still 
ongoing at the time of writing with no end in sight, has made the importance of and need for 
accurate and credible health information abundantly clear. The COVID-19 crisis has also, as 
further discussed in Chapter 3, exposed the ‘dark side’ and challenges of health information, 
that is, the infodemic and the rapid rise of mis- and disinformation. Echoing the above, Briggs 
and Hallin (2016, p. XIII) insightfully explain why studying health information and news is so 
important in the present time: 
 

One reason that questions of the production, circulation, and reception of knowledge are 
so important is that producing knowledge also creates nonknowledge: what counts as 
ignorance or superstition instead of facts; where biomedicine ends and alternative forms 
begin; and the dangers associated with illegitimate actors pretending to produce health 
knowledge, resulting in resistance, noncompliance, self-medication, and misinformation. 

 
By extension, Offit (2018) argues that a lack of appreciation of how popular culture (e.g., 

mass and digital media, politicians, celebrities, activist groups, representatives of industry, et 
cetera) shapes our knowledge of the world, particularly health, leads to uncertainty and 
unnecessary suffering and, in some cases, even death. For these and other reasons discussed 
elsewhere in this dissertation, health information is a pertinent and relevant topic of inquiry.  
 

1.1. Research objectives 
Health information, as Chapter 3 makes clear, comes in many forms and shapes. However, 
both ‘health’ and ‘information’ are, in fact, difficult constructs to describe and define (Case & 
Given, 2016; Victor, 2005). While an exposition of this issue is beyond the scope of this work, 
it is important to recognise that there is no consensus on definitions for ‘health’ and 
‘information’, although everyone likely has an idea of what these terms mean. In this 
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dissertation, health information refers broadly to any type of information which pertains and 
relates to matters of health, ranging from medical information (e.g., diseases, treatments, 
medicines) to lifestyle (e.g., diet, fitness) and general well-being (Dalrymple & Zach, 2015; 
Johnson & Case, 2012; Stroobant et al., 2016), as well as other themes and topics discussed in 
Chapter 3. Although ‘health(-related) and medical information’ might more fully describe the 
information under study herein, for the purpose of readability, this dissertation opts for the 
more straightforward label of ‘health information’ and, in the case of health information on 
the Internet, ‘online health information’ (OHI). Importantly, a distinction is and should be 
made between information and knowledge, for while they are similar, they are not the same. 
Wilson (2000) explains that “knowledge is knowable only to the knower. It cannot be 
transmitted – only information about the knowledge I have can be recorded and accessed by 
another person, and that information can only ever be an incomplete surrogate for the 
knowledge” (p. 50). Thus, health information in this work denotes what everyone can access 
as it exists somehow in a concrete (recorded) form and shape, while (health) knowledge is 
what people possess internally and is only known to them. 
 

Previous work has established that most people are ‘health information omnivores’ (Chen 
et al., 2014) as they obtain health information from various channels and sources (Case & 
Given, 2016; Chen et al., 2014; Dutta-Bergman, 2004a; Johnson & Case, 2012; Lupton, 2012; 
Seale, 2002; Stroobant et al., 2016; Van Slooten et al., 2013). Given the ubiquity of health 
information and the broad panoply of channels and sources through which it is disseminated 
(as discussed in Chapter 3), it is not possible, nor desirable in order to maintain focus, to 
investigate all health information channels and sources available to Flemish middle-aged and 
older adults. Briggs and Hallin (2016) note in this context that the “contemporary media 
system is increasingly fragmented and decentered, and media study today is inevitably limited 
in its ability to capture the full complexity of the information and discourses that circulate 
across its different components” (p. 14). Highly relevant to our contemporary digital 
information society as discussed in Chapter 2, this dissertation for the most part zooms in on 
online health information (OHI). OHI has become the dominant ‘subspecies’ of the totality of 
health information and is increasingly sought after by patients and health consumers (as 
discussed in Chapter 3). The relevance of studying OHI is emphasised by Harrington and Head 
(2014) who note that “it’s important that health communication scholars understand what 
people are searching for online, who is doing this searching, why they are using the Internet 
to find health information, and where they are searching” (p. 340-341). After all, by gaining an 
understanding of OHI behaviour, health communicators and others involved in educating the 
public about matters of health and illness can tailor health information to the information 
behaviours, needs, and wishes of the public and the (demographic) groups and individuals it 
comprises of. This does not mean, however, that other sources of health information are 
ignored or neglected herein. On the contrary, by employing three perspectives, a broad range 
of information channels and sources is covered. While the first perspective, which might be 
dubbed the ‘channel perspective’, focuses largely on the Internet, the ‘disease perspective’ 
approaches health information from the view of a specific health condition, namely 
Alzheimer’s disease (AD). Chapter 12 illustrates how study participants draw from a multitude 
of online and offline information sources to construct their knowledge and perceptions of AD. 
Third, this work employs an information behaviour perspective (as discussed in Chapter 3) 
with Chapter 10 and 11 zooming in on the social aspects of health information, that is, if and 
how respondents share health information in everyday life in informal interactions. Thus, 
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while this dissertation by no means studies the full range of health information channels and 
sources, it takes on the most pertinent (OHI) as well as some of the most understudied and 
underdeveloped (sharing behaviour) types of information behaviour and use. 
 

The present work takes an audience perspective to health information by studying 
everyday life information seeking (ELIS) (Savolainen, 1995) in the context of health. That is to 
say, how study participants engage with and use health information in a non-occupational 
way outside of formal contexts and interactions (e.g., the patient-physician clinical 
encounter). Given that the majority of the empirical work herein looks at the use of the 
Internet for health purposes – health-related Internet use (HRIU) (Hong & Cho, 2017) – and 
that the demographic focus of this study are middle-aged and older adults – who are often 
classified, as explained in Chapter 4, as ‘digital immigrants’ who did not, contrary to younger 
generations, grow up with information and communication technology (ICTs) and digital 
media – this dissertation in part looks at the use of ICT and digital media adoption and use. 
For as Robinson et al. (2015) conclude, “Digital inequality research is important to understand 
how existing inequalities contribute to differential access, use, and benefits derived from 
emerging eHealth systems” (p. 577). Thus, as elaborated upon in the next section, this thesis 
combines various areas of study, including digital inequality research, to understand how 
middle-aged and older adults use the Internet for health information purposes. 
 

Research into health information seeking and use is not new, of course, nor is digital 
inequality research. However, previous research has amply demonstrated that individual 
health management, (health) information attitudes, behaviours, needs and uses, as well as 
ICT and digital media adoption and use are shaped and influenced by age (Anderson & Perrin, 
2017; Anker et al., 2011; Chesley & Johnson, 2014; Friemel, 2016; Hall et al., 2015; Haluza et 
al., 2017; Hargittai & Dobransky, 2017; Hargittai et al., 2018; Hong & Cho, 2017; Hunsaker & 
Hargittai, 2018; Huxhold et al., 2020; Miller & Bell, 2012; Quan-Haase et al., 2018; Robinson 
et al., 2015; Smith, 2014; Van Boekel et al., 2017; Van Deursen & Helsper, 2015a; Van 
Deursen & Van Dijk, 2019; Van Dijk, 2012, 2020; Wang et al., 2020; Xie, 2009; Yu et al., 2016). 
Digital inequality research has found that people tend to use ICTs and digital media differently 
according to their life course and the life-phase they find themselves in (Chesley & Johnson, 
2014; Van Dijk, 2020). In other words, people in different life-phases have different needs and 
desires which media might fulfil. For instance, older adults are more likely to use digital media 
for the purpose of health information and health services (Van Dijk, 2020). The above 
suggests the importance of studying various age groups (Robinson et al., 2015), for research 
findings on, for instance, ICT and digital media use or engagement with health information by 
the general population might not or only partly apply to the older adult population (Goldsmith 
et al., 2011; Hargittai & Hinnant, 2006). As Hargittai and Hinnant (2006) note, “There may well 
be generational differences in how people approach information-seeking tasks so ignoring 
this attribute of users will result in faulty generalizations about how different people may 
undertake a search task” (p. 58). In describing the numerous biological, psychological, 
physiological, and sociological changes people go through as they age, including the ability to 
understand, process, and remember information and communicate effectively with others, 
Goldsmith et al. (2011) express their surprise that “these inevitable life changes are often 
overlooked or ignored by communication scholars” (p. 441). Indeed, compared to younger 
generations (e.g., adolescents, the general adult population), middle-aged and older adults 
(i.e., over 50 years of age, as explained in full in Chapter 4) have categorically been 
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understudied and often overlooked in terms of digital media use and health information and 
communication behaviour (Goldsmith et al., 2011). This is rather surprising, not only because 
older adults form an increasingly large part of society and stand to benefit from (online) 
health information given the increased chances and prevalence of acute or chronic health 
issues (see Chapter 4), but also because older adults are described as a vulnerable and 
underserved population in health communication (Schiavo, 2014) as well as digital inequality 
research (Choi, 2020; Van Dijk, 2020). 

From the above it becomes clear that there are sufficient reasons to warrant studying the 
topic of health information in relation to the demographic groups of middle-aged (50-64 
years old) and older adults (65-80 years old) (the age delineation and labelling of these groups 
is elaborated upon in Chapter 4 and 5). Thus, to come to a research mission or statement, this 
dissertation and the empirical chapters it holds explores why (or why not), how, where, and 
when middle-aged and older Flemish adults obtain, circulate, and use health information and 
to what outcomes and effects. For that purpose, several research objectives and questions 
guide the work. They largely follow the order of the empirical chapters and are as follows: 

• To what extent do Flemish middle-aged and older adults use ICTs and digital media?

• What role does the Internet play for Flemish middle-aged and older adults to obtain
health information?

• How, where, and why do respondents obtain OHI, and to what outcomes?

• How do study participants learn about and obtain knowledge about a specific health
issue like Alzheimer’s disease?

• To what extent does health information play a role in everyday social interactions?

Additionally, as explained in detail in Chapter 5, Chapter 6 adds a ‘meta-angle’ to this 
thesis through a critical reading of the interview transcripts which underlie the majority of the 
empirical work herein. More specifically, Chapter 6 explores how study participants see and 
present themselves as Internet users in the context of searching for and using OHI. Therefore, 
the following ‘secondary’ research question also guides part of the work: 

• How do study participants perceive and present themselves and construct their self-
identity with regards to searching for and using OHI?

To provide meaningful answers to these questions and generate insights which might be 
of help to both theory and practice, the first part of the dissertation sets the stage by 
introducing a range of concepts, ideas, and theories. As explained in the next section, these 
help to contextualise health information and the middle-aged and older adults health 
information seeker of the twenty-first century. 

1.2. Thematic focus 
In their eminent work on information seeking, Case and Given (2016, p. 48) argue that both 
context and situation are crucial aspects of studying information behaviour and use as 

Information needs do not arise in a vacuum, but rather owe their existence to some 
history, purpose, and influence. The seeker — whether actively looking for information or 
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receiving information through serendipity — exists in an environment that partially 
determines, constrains, and supports the types of needs and inquiries that arise. 
 
Thus, to study and to make sense of people’s (health) information behaviour and use 

requires a proper understanding of the context in which the engagement with (health) 
information takes place. It is for this reason that the theoretical framework and literature 
review, which are spread out over the following three chapters, cast a wide net to discuss 
relevant health and media concepts, ideas, and theories, as well as societal developments and 
phenomena, which help to contextualise and understand health information behaviour and 
use. Designated and designed as a transdisciplinary research endeavour investigating the 
production, dissemination, and reception of health news and information (see Chapter 5 for a 
more elaborate explanation), this dissertation draws from a rich, vast, and eclectic body of 
literature. The theoretical framework and the empirical chapters are situated at the 
crossroads of various fields of study. More specifically, three main themes or foci feature 
prominently, namely media and communication, health information, and middle-aged and 
older adults (see Figure 1). Media and communication forms the research context, health 
information is the topic of inquiry, and middle-aged and older adults are the demographic 
target study group. Given that it can be notoriously difficult in a transdisciplinary research 
project to draw boundaries and decide on what to include and what not to include (Lupton, 
2012), writing this dissertation required a continuous balancing of these themes and research 
fields.  
 

 
Figure 1 - The main themes of this dissertation displayed as a Venn diagram 

 
The three main themes described above are linked to four fields of study or strands of 

research which feature prominently herein. First and foremost, this dissertation is rooted in 
the communication sciences, for the project was conceived as an investigation of media and 
communication in relation to health news and information. To be more precise, central to this 
work is the field of health communication, which is a subfield of communication sciences 
(Harrington, 2014; Kreps, 2014; Schiavo, 2014; Thompson et al., 2014). Health 
communication is a highly diverse and vibrant research area (Du Pré, 2014; Harrington, 2014; 
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Kreps, 2014; Kreps et al., 1998; Marinescu & Mitu, 2016b; Schiavo, 2014) which studies the 
interaction between communication and health in a wide range of social and media contexts 
and the production, dissemination, and utilisation of health information (Kreps et al., 1998). 
As a burgeoning field of study which draws from and branches out into numerous disciplines 
and theoretical fields including communication sciences, health education and public health, 
behavioural and social sciences, and sociology (Du Pré, 2014; Harrington, 2014; Kreps, 2014; 
Marinescu & Mitu, 2016b; Schiavo, 2014; Thompson et al., 2014), health communication is 
both multidisciplinary (combining and/or involving various research fields), interdisciplinary 
(integrating and synthesising the knowledge and methods from various disciplines), as well as 
transdisciplinary (going beyond the various disciplines and create something new) as it brings 
together research with theory and practice (Du Pré, 2014; Harrington, 2014; Schiavo, 2014). 
The latter is important, for the study of health communication is not merely an intellectual 
and theoretical exercise (Harrington, 2014), but has the ability to influence and positively 
impact on the lives of people. Given that “health communication affects all persons 
throughout their lives, whether through interpersonal conversations about health, exposure 
to health images and information through the media, or involvement in the healthcare 
system” (Harrington, 2014, p. 5), it is correct to conclude that health information “has 
meaning for our lived lives” (Harrington, 2014, p. 5). This is particularly the case for middle-
aged and older adults, for “the broader mandate of health communication is intrinsically 
related to its potential impact on vulnerable and underserved populations” (Schiavo, 2014, p. 
6), which certainly includes older adults. 

Second, health information is not only linked to health communication studies, but also to 
library and information sciences (LIS) and its subfields of information behaviour (IB) and 
health information behaviour (HIB). The theories, models, and types of behaviour studied in 
IB and HIB studies underpin the fieldwork which lie at the root of this dissertation. IB and HIB 
are reviewed in more detail in Chapter 3 and feature prominently in the empirical chapters 10 
and 11.  

Third, to properly contextualise the demographic study target of middle-aged and older 
Flemish adults, literature from gerontology (the study of social, psychological, and biological 
aspects of aging) and geriatrics (its subfield which studies the aging process) (Nussbaum, 
2014; Victor, 2005) and (medical) sociology are consulted.  

Fourth and last, a considerable body of work from digital inequality (or digital divide) 
research is integrated and reviewed to understand the use of information and communication 
technologies (ICTs) and digital media for health information purposes. Digital inequality 
literature therefore features both in the theoretical framework as well as Chapter 7. 
Naturally, given its transdisciplinary character, the theoretical framework, literature review, 
and empirical work do not limit themselves to these four fields of study. In fact, when 
glancing over the list of references at the back it quickly becomes clear that this work draws 
from numerous research fields, including, besides the ones mentioned above, healthcare, 
politics, and (medical) psychology.  

In sum, this dissertation starts from a multifaceted, transdisciplinary approach and view 
and builds on, connects, and weaves together multiple disciplines and strands of research to 
study the health information behaviour and use of Flemish middle-aged and older adults. In 
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doing so, this research endeavour yields not only rich fieldwork data (see Chapter 5), but also 
a body of empirical work which covers a considerable amount of ground and offers 
meaningful insights and contributions to the fields of (health) communication as well as 
library and information sciences. The following section explains how this is worked out in 
practice through the structure of this dissertation. 
 

1.3. Dissertation structure 
The main body of this thesis is made up of 13 chapters divided into four sections. Part I 
contains Chapter 2, 3, and 4, which together form the theoretical framework and the general 
introduction to the empirical work presented in parts II and III. Chapter 2-4 form a funnel (see 
Figure 2), which starts with a broad perspective on pertinent societal, health, and media 
aspects (Chapter 2) and moves to a narrower consideration of many facets of health 
information (Chapter 3) and finally a review of middle-aged and older adults as media and 
health information audiences and users (Chapter 4). 
 

 
Figure 2 - Visualisation of the funnel which structures and forms the theoretical framework 

 

As the opening act of the theoretical framework, Chapter 2, entitled Mapping the 
landscape: society, health, & media, explores and maps the landscape which forms the 
context and the backdrop against which people engage with health information. This chapter 
argues that health information behaviour takes place and is situated at the crossroads of 
society, health, and media. From a society standpoint, this chapter discusses the notion of the 
information society and late modernity and the reflexive citizen. (Bio-)medicalisation and the 
expansion of health and medicine, health in the neoliberal perspective, and the pursuit of 
healthiness through healthism and empowerment are the topics of inquiry in the sections 
which deal with health in the broadest sense. Last, mediatisation and the presence of health 
in the media and its influence are investigated, particularly the role of the Internet and search 
engines. With regards to the latter, it is argued that through the “Googlization of everything” 
(Vaidhyanathan, 2011) we have arrived at and live in a ‘search society’. Importantly, the 
abovementioned concepts and theories which are drawn from various disciplines are touched 
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upon to contextualise the central research focus of this work, namely health information. As 
such, the chapter foregoes extended discussions or reflections on these concepts and 
theories, which can be found in the referenced works. 

Chapter 3 examines the thematic subject of the empirical inquiry, namely health 
information. The significance of health information, that is, what is at stake, is first discussed. 
This is followed by sections outlining the proliferation of health information in the media and 
the presence of health information in everyday life and social interactions. In doing so, these 
sections set the stage for the empirical chapters, which study both mediated (Chapter 8, 9, 
and 12) as well as interpersonal channels and sources (Chapter 10 and 11) of health 
information. OHI and its positive and negative aspects as well as challenges are given 
extensive space and attention, for the Internet has not only become the most used channel to 
obtain health information, but it is also central to this dissertation’s empirical inquiry. The 
issue of credibility and the importance of literacy are also part of the review of OHI. Last, the 
chapter discusses the concept of health information orientation (Dutta-Bergman, 2004b, 
2005) to make sense of individual differences in engaging with health information, while also 
presenting an outline of the research field of information behaviour (IB) and its subfield of 
health information behaviour (HIB). All in all, Chapter 3 demonstrates the broad and complex 
scope of health information in terms of purpose and influence, the number of information 
channels and sources, types of information, benefits, challenges, and outcomes, as well as 
health information behaviours. 

Completing the trilogy of chapters forming the theoretical framework, Chapter 4 zooms in 
on middle-aged and older adults as audiences and users in relation to mass and digital media 
and health information. The notion of the information society introduced in Chapter 2 is 
extended here to that of the ageing society to reflect the rapidly ageing world population. 
Thereafter, the chapter offers important and critical notes on delineating and defining the 
groups of study participants, which proved to be a rather delicate and sensitive topic 
throughout the course of the research project. The latter sections discuss the notion of 
middle-aged and older adults as media audiences and users, with special attention to the 
‘grey digital divide’, that is, the differentiated adoption and use of ICTs, the Internet, and 
digital media. The last part of the chapter reviews the literature on health-related Internet 
use (HRIU) (Hong & Cho, 2017), which includes seeking health information, and OHI in 
relation to middle-aged and older adults. Chapter 4 thus contributes a large part of the puzzle 
which forms the theoretical framework and contextual background in which light the 
empirical findings and conclusions are considered. 

Part II of this work, which comprises of Chapter 5 and 6, offers methodological context as 
well as critical reflections on the work presented herein. Chapter 5, Methodology, not only 
recounts and justifies the methods and tools employed in the empirical chapters, but also 
offers a rich account of the context of the research project. The history of the project and the 
background and role of the present author are discussed, which is a necessity given that this 
dissertation and its empirical chapters have come about in a different way than most 
dissertations. That is to say, two different PhD researchers worked on the project, with the 
present author having taken over along the path. In short, Chapter 5 offers a peak behind the 
scenes to elucidate the genesis of this dissertation, including research ethics. The chapter also 
contains a critical reflection on the fieldwork (in-depth interviews) and data analysis by 
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respectively considering their epistemological foundations and the role of the analyst. This 
reflexive exercise forms the introduction to Chapter 6, which is the first empirical work 
herein. Continuing where the chapter on methodology ends, Chapter 6 offers a critical meta-
reading of the interviews by examining how respondents construct their self-identity as 
Internet users in the context of obtaining and using OHI. To that end, Chapter 6 employs the 
theory of impression management (IM) as a lens to look at the data in a critical, penetrating 
way. 
 

To avoid overlap and in order to not overload the reader here at the outset of this 
dissertation, the order and contents of empirical chapters 7 through 12 are explicated in a 
separate section at the beginning of Part III. Chapter 13 in Part IV discusses the main findings 
of the empirical chapters in light of the theoretical framework and weaves everything 
together to come to general conclusions as well as practical implications and suggestions for 
future research. The extensive list of references, an overview of publications, manuscripts, 
and conference presentations, as well as summaries in Dutch and English and the appendices 
can be found at the back.  
 

1.4. Practical notes 
This dissertation is paper-based, which means that the empirical chapters which form its core 
were originally written as individual, stand-alone articles for publication in academic journals. 
A consequence of this paper-based style is that there is inevitably some overlap between the 
empirical chapters (research papers) and the rest of this dissertation. For instance, all papers 
contain methodology and sample sections, which correspond with the more expansive and 
detailed methodology section in Chapter 5. Similarly, there is some overlap between the 
literature reviews in the empirical chapters and the introduction and theoretical framework of 
this dissertation. Compared to how they were published in academic journals, some 
adaptations have been made to include the research papers as empirical chapters herein. 
First, in the service of transparency and completeness, the first page of every empirical 
chapter contains separately the title, abstract, keywords, and publication details of the 
research paper. Second, the references of all research papers have been collated and brought 
together at the end of the dissertation, instead of at the end of every chapter. Third, all 
references have been converted from their original format to the seventh edition of the APA 
style. Last, some abbreviations are used throughout the text, such as OHI and WHO. A list of 
much-used abbreviations can be consulted at the beginning of this dissertation. 
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Chapter 2: Mapping the landscape: society, health, & media 
 

As the first part of a trilogy making up the theoretical framework, this chapter maps the 
societal, health, and media landscape of the twenty-first century in which the empirical work 
herein is situated. The first part about society looks at the notion of the ‘information society’ 
and that of Giddens’ (1991) reflexive citizen in late modernity. These themes help to elucidate 
the larger societal background against which health information seeking takes place. The 
second part of the chapter examines the health landscape. It reviews and discusses the 
process of (bio-)medicalisation, the neoliberal perspective on and governance of health(care), 
and the pursuit of healthiness through healthism and empowerment. Together, these three 
subsections form the theoretical underpinnings to the claim made in the Introduction that 
health has become increasingly important and pervasive in everyday life, culture, and society. 
The third part moves from health to media, starting with a short consideration of 
mediatisation and how health and media are intimately linked (Briggs & Hallin, 2016). The 
presence of health in the media, particularly the traditional mass media, is discussed, with 
special attention to the influence of health in the media on audiences. Near the end of the 
chapter, the Internet is discussed as a major agent of change, disruption, and innovation from 
the perspective of health(care) and information, with special attention to the central and 
dominant position of search engines. This forms an introduction to Chapter 3, in which the 
proliferation of health information and the role of search engines therein is further taken up.  
 

2.1. The information society and late modernity 
Contemporary Western society is the entry-point for this chapter, for health and illness as 
well as health information cannot be seen separately from other aspects of life including 
society at large. The following two subsections discuss two salient aspects of modern Western 
society, namely the idea of the information society and that of late modernity and the 
reflexive citizen.  
 

2.1.1. The information society 

In his 1964 classic Understanding media: The extensions of man, Marshall McLuhan wrote, 
“We live today in the Age of Information and of Communication because electric media 
instantly and constantly create a total field of interacting events in which all men participate” 
(McLuhan, 1964/1994, p. 248). Remarkably, McLuhan expressed this foresight at a time when 
the emergence of the Internet for mainstream use was still about 30 years away. A 
communications and digital evolution took place in the late twentieth century which ushered 
in the unprecedented information age we now find ourselves in (Castells, 2010; Van Dijk, 
2006, 2020). Our contemporary world is vastly more laden with information than any 
previous era in human existence thanks to the omnipresence of mass and digital media (Case 
& Given, 2016; Van Dijk, 2006, 2020; Webster, 2014). To denote how information 
distinguishes contemporary society from earlier epochs (Webster, 2014), the term 
‘information society’ (Lupač, 2018; Lyon, 1988; Martin, 2017; May, 2002; McQuail, 2010; Van 
Dijk, 2006, 2020; Webster, 2014), alternatively known as the ‘informational society’ (Castells, 
2010) or ‘network society’ (Castells, 2010; Van Dijk, 2006), has become current in Western 
academic discourse. The idea of the information society is not new. It emerged in the 1980s 
(Lyon, 1988; Martin, 2017; May, 2002; Webster, 2014) and thereafter gained recognition and 
popularity outside of the academic discourse in the media, the public consciousness, as well 
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as in politics and policymaking (Lupač, 2018; Martin, 2017; Van Dijk, 2020). It should be noted 
that there has been and continues to be considerable debate over the meaning, legitimacy, 
and real-world presence of the information society (Gunter et al., 2009; Lupač, 2018; Martin, 
2017; May, 2002; Webster, 2014). This is in part because there is no agreed upon definition of 
the information society, nor consensus about social, cultural, economic, or technological 
criteria, which makes it difficult to translate the idea into measurable metrics and find 
concrete evidence (Gunter et al., 2009; Martin, 2017; May, 2002). For the purpose of the 
present work, however, the concept of the information society offers a useful starting point 
to examine the societal link with health information behaviour and use.  
 

In describing the rise of the information society, Van Dijk (2006, 2020) argues that 
information is produced at such a rapid pace and disseminated via so many channels and 
sources that the ‘information intensity’ has become increasingly high in all aspects of society 
and life. Van Dijk and Van Deursen (2014) contend that not only the amount of information 
has spectacularly increased in the second half of the twentieth century and the twenty-first 
century – a phenomenon described as an ‘information explosion’ (Webster, 2014) or 
‘information revolution’ (Martin, 2017) – but also that the value of information has increased. 
Van Dijk (2020) explains that in our time information is both a primary and a positional asset, 
that is, it is essential to survive and thrive in modern society (primary asset) and it is deemed 
of value and conveying a high standing in society (positional asset). As information thus 
obtains “important personal, social and economic functions for individuals” (Gunter et al., 
2009, p. 27), Kivits (2004) concludes that information seeking becomes a “general imperative 
for contemporary individuals living in an informational environment” (p. 521). It follows that 
being able to cope with and process the massive amounts of information floating around, as 
well as being able to effectively and efficiently search for, obtain, filter, interpret, understand, 
and use information, have therefore become important skills for virtually all people in the 
global information economy of the twenty-first century (Case & Given, 2016; Castells, 2010; 
Van Dijk, 2020; Van Dijk & Van Deursen, 2014; Webster, 2014).  
 

Linking the information society to health information, Kivits (2004) argues that we should 
“situate health information practices within the context of an informational age where the 
process of acquiring information has become central in all life interactions” (p. 525). Indeed, 
while it is tempting and definitively easier to perceive and limit the study of health 
information to its health context, health information behaviour and use is in fact situated in 
the larger, encompassing context of the information society. In the information society, or 
late modernity, as discussed in the next subsection, health information is an important tool to 
take care of oneself and one’s loved ones and to be able to participate in health management 
decision-making processes. This latter point is explored in detail in the next chapter.  
 

2.1.2. Late modernity, risk, and the reflexive citizen 

In his seminal work on modernity and self-identity, sociologist Anthony Giddens (1991) posits 
that, contrary to earlier times, the self becomes and is increasingly reflexive and subject to 
change as people are continuously involved in building a coherent ‘self-narrative’, or, in other 
words, self-identity (see also Hjarvard, 2013; Kellner, 1995; Raisborough, 2011). In the words 
of Giddens (1991), “We are, not what we are, but what we make of ourselves” (p. 75). In the 
late modernity that Giddens (1991) describes, an era which started in the late twentieth 
century and is ongoing, health decisions and lifestyle choices form an important part of the 
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reflexive individual (Raisborough, 2011), for people in health-valuing cultures like ours “come 
to define themselves in part by how well they succeed or fail in adopting healthy practices 
and by the qualities of character or personality believed to support healthy behaviors” 
(Crawford, 2006, p. 402). The reflexive self-identity as well as personal health are therefore 
deemed to be life-long projects, which involve and demand among others continuously 
profiling (health) risks and gathering (health) information with the aim of self-improvement 
(Lupton, 1997; Kivits, 2004; Nettleton et al., 2004; Raisborough, 2011; Seale, 2002). Thus, a 
central aspect of the self and its health status and appearance in Giddens’ late modernity is 
the endless search for information (Lupton, 1997; Kivits, 2004; Nettleton et al., 2004), which, 
as noted earlier, is also a feature of the information society.  
 

Further, as both Giddens (1991) and Beck (1992) argue, modern society has increasingly 
become conscious of and averse to risk, to the extent that risk has become a fundamental 
aspect of how both specialists and lay persons alike understand and organise society and the 
social world. Denney (2005) even goes as far to argue that risk dominates the individual and 
collective consciousness of our time. This is why the late modern society is also deemed a ‘risk 
society’ (Beck, 1992; Denney, 2005; Field-Springer & Striley, 2014; Giddens, 1991). Over time, 
risks are reduced or even removed, but simultaneously new risks are introduced (Beck, 1992; 
Denney, 2005; Giddens, 1991). This happens especially with regards to health and well-being 
due to among others the increase in medical research, the expansion of health risk-factor 
detection and monitoring tools, the identification and increased awareness of environmental 
and occupational hazards, as well as the increased availability of health information (as 
discussed in Chapter 3) (Crawford, 2006; Dumit, 2012; Field-Springer & Striley, 2014). In the 
context of health and medicine, Dumit (2012) argues that “the more we know, the more we 
fear; and the more we fear, the more preventive actions and medications we need to take” 
(p. 2). Thus, the citizens of the twenty-first century are increasingly encouraged to not only 
take (curative) action in the case of health issues, but also to monitor their bodies and overall 
well-being, educate themselves by looking up information on health and lifestyle (Lupton, 
2013), and engage in preventative, health risk-reducing behaviour and treatment (Busfield, 
2017; Dumit, 2012; Goldacre, 2008; Hallin et al., 2020; Pereira Gray et al., 2016). The media, 
as discussed in Section 2.3, play an important role in all this, for health representations in the 
media often raise awareness of and stress the riskiness of modern life (Briggs & Hallin, 2016; 
McQuail, 2010; Seale, 2002). 
 

To summarise the above, the pursuit of healthiness and the seeking and use of health 
information are linked to the notion of the reflexive citizen (Giddens, 1991; Lupton, 1997; 
Raisborough, 2011) who lives in a late modern information society (Martin, 2017; Van Dijk, 
2006, 2020; Webster, 2014) in which the general concern and occupation with health as well 
as an increased awareness of risks, and the desire to manage them, lead to health being a life-
long enterprise (Dumit, 2012; Giddens, 1991; Lupton, 1997; Raisborough, 2011) for which 
health information is indispensable (Case & Given, 2016). Kivits (2004) gets to the core of the 
matter by concluding that the “information-seeking activity connects the contemporary 
imperative of the information society of being informed about health and other life areas and 
the reflexive project of an informed self” (p. 525). It is against the societal backdrop and 
context briefly outlined above that we can begin to see and understand health information 
seeking and use as an important, meaningful, and impactful activity in late modernity. The 
next section takes us into the realm of health and explores the health landscape in which 
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patients and health consumers find themselves and which gives rise to the seeking of health 
information. 

2.2. Health in the modern epoch 

The next three subsections develop pertinent aspects of health and healthcare and highlight 
important theoretical concepts to make sense of the health context which gives rise to this 
dissertation’s central practices of health information seeking and use. Starting with an 
exposition of the process of (bio-)medicalisation and the expansion of health and medicine in 
society, the latter sections explore health in the neoliberal epoch and the pursuit of 
healthiness through healthism and empowerment.  

2.2.1. (Bio-)medicalisation and the expansion of health and medicine 

In 1948, the WHO came up with a definition of health which it has used to this day: “Health is 
a state of complete physical, mental and social well-being and not merely the absence of 
disease or infirmity” (WHO, 2020a, p. 1). From the day it was coined to the present day, the 
definition has been perceived as ground-breaking for it ambitiously broadened the scope of 
health (Card, 2017; Huber et al., 2011) and turned it into a broad umbrella for a wide range of 
health, medical, and lifestyle factors, issues, themes, and topics (Briggs & Hallin, 2016; 
Christensen, 2016; Goldacre, 2008; Schulz & Nakamoto, 2013), from the curation and 
prevention of disease to lifestyle, food, exercise, environmental issues, et cetera. However, 
the far-reaching WHO definition has also been pointed out as contributing to and justifying 
the medicalisation of society (Huber et al., 2011), a process recognised to be “one of the most 
potent social transformations of the last half of the twentieth century in the West” (Clarke et 
al., 2010, p. 47). 

The medicalisation thesis brings forth that the influence and impact of medicine has 
significantly expanded over the past decades (Bell & Figert, 2015; Clarke et al., 2010; Clarke & 
Shim, 2011; Conrad, 2007, 2013) because behaviours, physical ailments, and mental or 
psychic issues which were hitherto outside of medical intervention have gotten a medical 
diagnosis, are described in medical language, and are treated as medical issues (Bell & Figert, 
2015; Clarke et al., 2010; Clarke & Shim, 2011; Conrad, 2007, 2013). Conrad (2007), one of 
the leading medicalisation scholars, defines medicalisation as “a process by which nonmedical 
problems become defined and treated as medical problems, usually in terms of illness and 
disorders” (p. 4).2 Examples include common processes of life such as childbirth, as well as 
eating and mental disorders, alcohol and drug addiction, and learning abilities, to name but a 
few (Bell & Figert, 2015; Clarke & Shim, 2011; Conrad, 2007). Similarly, aspects of the ageing 
process, such as growing bald or erectile dysfunction in men and menopause in women, are 
identified as abnormal rather than normal and thus problematised, medicalised, and turned 
into opportunities for intervention and treatment (Conrad, 2007; Victor, 2005). Indeed, as 
Conrad (2007) remarks, “We live in an ageist society in which the aging process is resisted and 
often feared. Instead of accepting the natural progression of the life course, we medicalize 
old age in an attempt to control it” (p. 25).  

2 There are also instances of ‘de-medicalisation’ in which certain issues are no longer framed in a medical 
context, of which homosexuality is probably the best-known example (Clarke & Shim, 2011; Conrad, 2007; 
Halfmann, 2012). 
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While it was initially assumed that the process of medicalisation was initiated and carried 
out by physicians as well as interest groups and social movements (Bell & Figert, 2015; 
Conrad, 2007), more recent conceptualisations have observed an increase in the 
organisations and individuals involved in processes of medicalisation. Described as the 
“shifting engines of medicalization” (Conrad, 2007, p. 133), patient organisations, consumers, 
insurers, the state, and particularly the pharmaceutical, biotechnology, and medical devices 
industry as well as other commercial parties with a stake in healthcare have become 
important drivers of medicalisation (Bell, 2017; Bell & Figert, 2015; Briggs & Hallin, 2016; 
Clarke et al., 2010; Clarke & Shim, 2011; Conrad, 2007, 2013; Crawford, 2006; Hallin et al., 
2020; Pereira Gray et al., 2016). Whereas Conrad (2007) speaks of shifting engines, Clarke et 
al. (2010) propose the concept of bio-medicalisation to describe the “increasingly complex, 
multisited, multidirectional processes of medicalization that today are being both extended 
and reconstituted through the emergent social forms and practices of a highly and 
increasingly technoscientific biomedicine” (p. 47). One such multi-sited and complex aspect of 
bio-medicalisation is the production, transmission, distribution, and management of health 
information (Clarke et al., 2010; Clarke & Shim, 2011). Clarke et al. (2010) suggest that, 
following the abovementioned diversification and expansion of stakeholders in healthcare, 
the production and dissemination of information about health, disease, and medicine have 
become increasingly heterogeneous, with health information proliferating throughout all 
media as well as advertisements via numerous channels and sources. In short, there is now a 
greater variety of health information producing bodies and channels and sources of health 
information than ever before (Briggs & Hallin, 2016; Case & Given, 2016; Clarke et al., 2010; 
Hallin et al., 2020; Johnson & Case, 2012). Furthermore, the motives behind the production 
and dissemination of health information have diversified, for many parties involved do so out 
of commercial motives to promote and market their products and services to consumers (Bell 
& Figert, 2015; Clarke & Shim, 2011; Conrad, 2007).  
 

It would be remiss to not mention that the (bio-)medicalisation thesis characteristically 
originates in the Western world, with most work having been carried out in the United States 
and its specific healthcare landscape (Bell & Figert, 2015; Clarke et al., 2010; Clarke & Shim, 
2011; Conrad, 2007; Hallin et al., 2020; Van den Bogaert, 2018). While there is still only a 
relatively limited amount of literature available on (bio-)medicalisation in other parts of the 
world (Hallin et al., 2020), some argue that (bio-)medicalisation is increasingly a global 
phenomenon, in part due to the efforts of the pharma industry to access and expand markets 
around the world (Busfield, 2017; Conrad, 2007). For the purpose of this thesis, (bio-) 
medicalisation helps to bring into focus and highlight the expansion of medicine in society 
over the last couple of decades and, by extension, the diversification and proliferation of 
health information. Furthermore, the theory of biomedicalisation suggests that the process of 
biomedicalisation has significant cultural impact, “shaping the way we think about our bodies, 
lives, relationships, and social problems.” (Hallin et al., 2020, p. 2). That is to say, as discussed 
in more detail in the following sections, biomedicalisation contributes to the conception of 
the individualised patient-consumer, who actively searches for health information to pursue 
wellness as well as to avoid risks (Hallin et al., 2020). By extension, (bio-)medicalisation tends 
to shift the focus from the complex social environment to the individual in terms of 
responsibility for health problems as well as the source of those problems (Conrad, 2007, 
2013; Hallin et al., 2020). As such, medicalisation appears to go hand in hand with the 
neoliberal approach to healthcare, as both emphasise individual responsibility while 
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contributing to the emergence of consumer health and medical markets (Conrad, 2007) in 
which people are increasingly expected to be proactive, rational, and responsible consumers 
(Clarke & Shim, 2011; Raisborough, 2011). 
 

2.2.2. Health in the neoliberal perspective 

The state of healthcare and people’s perceptions of health and illness cannot be seen as 
separate from the prevailing neoliberal rationality and political climate found in many 
contemporary Western societies (Briggs & Hallin, 2016; Chapman, 2016; Dutta, 2015; Polzer 
& Power, 2016; Raisborough, 2011). Ayo (2012, p. 99, in citing the work of Ericson et al., 
2000) outlines that the neoliberal rationality, or liberal capitalist reality (Cheek, 2008), which 
may be understood as “a system of thoughts and beliefs about the effective rule of state, 
society and the market” (Ayo, 2012, p. 101), consists of five principles, namely 1) minimal 
government intervention; 2) free market fundamentalism, with the free market being seen as 
a driver of competition, efficiency, and economic growth through deregulation and 
decentralisation; 3) risk management; 4) individual responsibility, based on the assumption 
that people act in their best self-interest by making rational and calculated choices and taking 
on an enterprising character; and 5) the presence of inequality as a result of individual choices 
(Ayo, 2012; Cheek, 2008; Raisborough, 2011). From the 1970s and particularly the 1980s 
onwards, the principles of a neoliberal, free market-driven mentality became increasingly 
commonplace, leading to a retreat of the welfare state and restructuration of healthcare 
institutions through privatisation, decentralisation, deregulation, and public health spending 
cuts, as well as increased emphasis on individual responsibility (Briggs & Hallin, 2016; 
Chapman, 2016; Dutta, 2015; Polzer & Power, 2016; Raisborough, 2011). Thus, in the 
neoliberal Western societies of the late twentieth and twenty-first century, health has 
increasingly become an individual enterprise (Laliberte-Rudman, 2016; Lupton, 2013; Polzer & 
Power, 2016; Raisborough, 2011).3 
 

In the neoliberal ideal world, in which health and healthcare are increasingly commodified 
and corporatized (Ayo, 2012; Chapman, 2016; Clarke et al., 2010; Dutta, 2015; Greenhalgh & 
Wessely, 2004; Raisborough, 2011), citizens are expected to be autonomous and rational 
health consumers who are self-responsible and engage in self-management and self-
improvement (Polzer & Power, 2016; Raisborough, 2011). Via “improved access to 
knowledge, self-surveillance, prevention, risk assessment, the treatment of risk, and the 
consumption of appropriate self-help and biomedical goods and services” (Clarke et al., 2010, 
p. 48), people are expected to actively monitor themselves and take care of and improve their 
health (Clarke et al., 2010; Dumit, 2012; Pereira Gray et al., 2016; Polzer & Power, 2016). 
Prevention and reduction of risk are foregrounded (Ayo, 2012) and it becomes a personal 
duty, responsibility, and moral obligation to be and remain healthy by living life in a balanced 
and controlled way, be vigilant, exercise self-restraint, and avoid health risks (Ayo, 2012; 
Beck-Gernsheim, 2000; Cheek, 2008; Crawford, 1980; Hallin et al., 2020; Raisborough, 2011). 
This neoliberal approach to health and healthcare and the emphasis on individual 
responsibility is reflected in media narratives which communicate health information and 
show how one can live a healthy life (Bailey et al., 2019; Clarke, 2006; Hallin et al., 2020; Peel, 
2014). For instance, in her analysis of newspaper articles about Alzheimer’s disease in the 
U.K., Peel (2014) found a “proliferation of self-responsibility discourses” (p. 887), which 

 
3 For more extensive discussions on the relationship between neoliberalist thought and governance and 
health(care), see Chapman (2016), Dutta (2015), and Polzer and Power (2016).  
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suggests that media narratives tend to foreground prevention and self-responsibility (Bailey 
et al., 2019; Hallin et al., 2020).4 Furthermore, neoliberal health policies are oriented towards 
health consumers making rational decisions and choosing from a set of available options, 
whether it be medicine, surgery, health insurance, et cetera (Briggs & Hallin, 2016; Conrad, 
2007; Dew et al., 2016; Lupton, 1997; Polzer & Power, 2016). Indeed, as “health becomes a 
matter of choice, a certain logic takes hold that spins individuals into health consumers who 
need knowledge, technologies and expertise to watch their bodies, monitor their health and 
reduce or avoid risks” (Raisborough, 2011, p. 79). Health therefore becomes something not 
only to strive for, work on, achieve, and maintain, but also something to consume through the 
numerous products and services available in the marketplace (Crawford, 2006; Dew et al., 
2016; Kamin, 2007). To that end, autonomy, empowerment, freedom of choice, and –  
importantly, as well as relevant to the present work – access to information are central tenets 
of medical and health consumerism (Crawford, 2006; Dew et al., 2016; Henwood et al., 2003; 
Lupton, 2012).  
 

Similar to the notion of the reflexive individual in late modernity for whom health forms an 
important aspect of the self-identity (Giddens, 1991; Raisborough, 2011), the neoliberal 
perspective on health(care) turns health into a lifelong individual moral and social 
responsibility as well as pursuit (Clarke et al., 2010; Dew et al., 2016; Hodgetts et al., 2005; 
Polzer & Power, 2016; Raisborough, 2011). Because health becomes a personal responsibility 
as well as obligation, a new form of moralism comes into play (Crawford, 1980; Turrini, 2015). 
Individuals who take good care of themselves and are in great health are deemed good and 
healthy citizens (Ayo, 2012), while people who are in sub-optimal or bad condition, or who 
appear to be less responsible and make little to no effort to pursue a healthy way of life, 
might be blamed for their inactivity and non-involvement (Crawford, 1980, 2006; Kamin, 
2007; Polzer & Power, 2016; Turrini, 2015). It is in this context that terminology such as 
‘healthy living’, ‘health maintenance’, and ‘health promotion’ emphasises that health requires 
an active attitude and ongoing attention and work (Clarke et al., 2010). Older adults, too, are 
expected to take good care of themselves (Laliberte-Rudman, 2015, 2016). As part of the 
‘ageing well’ paradigm, which is discussed in detail in Chapter 4, older adults are encouraged 
to take individual responsibility for staying healthy by managing the risks of ageing, remaining 
independent and self-reliant as well as socially active and engaged, and, if possible, 
productively contribute to society rather than be(come) dependent on it (Laliberte-Rudman, 
2015, 2016). In short, following the neoliberalist perspective and agenda, society and 
healthcare systems have placed increasingly high demands on citizens in terms of self-
responsibility and pursuing healthiness. 
 

2.2.3. The pursuit of healthiness: healthism and empowerment 

The best-known and most widespread theorisation of health as an individual responsibility 
and personal pursuit in the neoliberal epoch is Crawford’s (1980, 2006) notion of ‘healthism’ 
(Ayo, 2012; Hodgetts et al., 2005; Kamin, 2007; Raisborough, 2011). From an American 
perspective, healthism describes the increased and high health consciousness and 
preoccupation with health in all its aspects and manifestations (Ayo, 2012; Crawford, 1980, 
2006; Dumit, 2012; Greenhalgh & Wessely, 2004; Turrini, 2015). First, healthism addresses 
the “dissemination of medical perception and ideology” (Crawford, 1980, p. 370) among lay 
persons, that is, non-experts. Second, healthism addresses lay individuals’ attitudes and 

 
4 The theme of Alzheimer’s disease and notions of self-responsibility are further explored in Chapter 12. 
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behaviours towards health and illness, specifically lifestyle choices (e.g., consumption 
patterns, leisure activities), prevention of disease, maintenance of health (e.g., exercise), and 
the overall promotion of wellness (Turrini, 2015). Third and last, healthism describes the 
paragon of healthy living: it is no longer enough to be free from illness, but one should also be 
informed by actively seeking information (Greenhalgh & Wessely, 2004; Raisborough, 2011). 
Further, one should be ever vigilant of health threats, which might appear at any time in life 
(Cheek, 2008; Crawford, 2006; Dumit, 2012; Hodgetts et al., 2005; Raisborough, 2011) and 
therefore require monitoring one’s body continuously (Lupton, 2013).  
 

It is in this context that the ‘empowerment’ of patients and health consumers is advocated 
and championed, giving rise to the ‘informed patient’ or ‘empowered patient’ (Andreassen & 
Trondsen, 2010; Dew et al., 2016; Lupton, 2013; Schiavo, 2014). The informed patient 
acquires information in order to understand their health status (Andreassen & Trondsen, 
2010; Dew et al., 2016; Henwood et al., 2003; Kivits, 2004), while the empowered patient 
goes a step further and takes an active patient role to participate in the medical decision-
making process (Andreassen & Trondsen, 2010; Henwood et al., 2003; Lupton, 2012; Roter & 
Hall, 2011). The empowered patient (Lupton, 2013; Schiavo, 2014) – also known as the active 
patient (Seale, 2003), expert patient (Dumit, 2012; Fox & Ward, 2006; Fox et al., 2005), 
involved patient (Andreassen & Trondsen, 2010), patient or expert-consumer (Briggs & Hallin, 
2016; Hallin et al., 2020), emancipated consumer (Topol, 2015), or, more recently, the 
digitally engaged patient (Lupton, 2013) – is increasingly autonomous by being actively 
involved in health management and decision-making processes both inside and outside of the 
clinical encounter (Beck-Gernsheim, 2000; Briggs & Hallin, 2016; Crawford, 1980; Diviani et 
al., 2015; Fox & Ward, 2006; Galarce et al., 2011; Johnson & Case, 2012; Raisborough, 2011). 
This empowered patient actively seeks out health information (Du Pré, 2014; Kivits, 2004; 
Levinson et al., 2005) and speaks up and takes more control of the clinical encounter 
(Andreassen & Trondsen, 2010; Du Pré, 2014; Kivits, 2004), so that the traditional asymmetric 
relationship between patient and physician becomes a more equal partnership (Dew et al., 
2016; Kivits, 2004; Ong et al., 1995; Schiavo, 2014). The empowered patient as an 
autonomous and agentive individual who actively takes charge of his or her health through 
self-control, self-determination, and self-responsibility follows from, and ties in with, the 
neoliberal ideal of the patient or health consumer citizen (Crawford, 1980, 2006; 
Raisborough, 2011; Thompson et al., 2004; Turrini, 2015). Importantly, and underscoring the 
link between health information and health, this shift towards empowerment is not only 
stimulated by institutional and social forces, but also by the proliferation of health 
information sources, particularly the Internet, as well as the notion of consumerism invading 
health care (Dew et al., 2016; Schiavo, 2014).  
 

However, casting all people uniformly as responsible, proactive, and empowered health 
information seekers and health consumers would be off the mark. For instance, people might 
be informed and knowledgeable about health matters, but prefer to rely on the authority, 
expertise, and guidance of the physician (Andreassen & Trondsen, 2010; Bell, 2017; Czaja et 
al., 2003; Fox & Ward, 2006; Levinson et al., 2005; Lupton, 1997). Others might want to know 
as little as possible about their illness and its prognosis and treatment (Lupton, 2012), are 
reluctant to ‘take control’ of the medical encounter (Andreassen & Trondsen, 2010; Fox et al., 
2005; Henwood et al., 2003), or do not want to be responsible for their health management, 
instead feeling reassured by leaving it up to the doctor to make the decisions (Andreassen & 
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Trondsen, 2010; Levinson et al., 2005; Lupton, 1997). Older patients do not always want to be 
given choices, complaining that doctors no longer give clear advice but instead keep offering 
options (Pereira Gray et al., 2016) while preferring to leave the decision-making to the 
physician (Eliassen, 2016; Fox & Duggan, 2013; Medlock et al., 2015; Scott et al., 2017). As 
Briggs and Hallin (2016) note in this regard, “the burden of choice and the absence of 
certainty can easily seem as terrifying as liberating” (p. 38). Further, older adults have been 
found to generally seek out less health information than younger generations (Galarce et al., 
2011; Holmes & Harrington, 2014; Levinson et al., 2005; Thompson et al., 2004), a finding 
which is elaborated upon and nuanced in Chapter 4.  
 

For the above reasons, critics have rightly questioned whether people actually want to be 
empowered in the context of their health (Lupton, 2012; Schulz & Nakamoto, 2013), with 
studies finding that there is great variety in the degree to which people want to participate in 
their healthcare decision-making processes (Fox & Ward, 2006; Levinson et al., 2005). Thus, 
while the ideal of the informed and empowered patient/health consumer has been and is 
espoused widely, this ideal is certainly not universally embraced by all (Andreassen & 
Trondsen, 2010; Levinson et al., 2005; Lupton, 2012). Nevertheless, the empowered patient is 
a “near ubiquitous ideal in contemporary health care” (Andreassen & Trondsen, 2010, p. 281) 
which is advanced on three different grounds, namely the assumption that patient autonomy 
and involvement in decision-making processes should be increased, that citizens taking part in 
and being responsible for their health helps to control and reduce healthcare costs, and 
finally that patient empowerment leads to better health outcomes (Schulz & Nakamoto, 
2013). As such, patient and health consumer empowerment is an indispensable aspect of 
health(care) in the twenty-first century to take along when studying health information 
engagement and use. 
 

The link between the afore-described market-driven, patient-consumer model which has 
come to dominate health services and shape people’s views on personal health and 
healthcare (Briggs & Hallin, 2016; Stroobant, 2019) and the empirical focus of this work 
becomes apparent when considering that knowledge is integral and crucial to being a 
responsible citizen and/or being an informed or empowered patient/health consumer. One 
way in which people might inform themselves and become knowledgeable about matters of 
health, sickness, and well-being, is by engaging with health information (Case & Given, 2016). 
Much of that information, whether it is about medical affairs, lifestyle, or any other theme or 
topic under the rubric of health, comes to us via the media. 
 

2.3. Media and health 
The media are central to everyday life in modern societies (Briggs & Hallin, 2016; Hjarvard, 
2013) as most of us are “immersed from cradle to grave in a media and consumer society” 
(Kellner, 1995, p. 2). The media, whether they be print, audio-visual, digital, or a mix of these, 
have become so pervasive as structural parts of the social and cultural fabric (Hjarvard, 2013; 
Kellner, 1995) that they have saturated and transformed society and culture at large (Hepp, 
2020; Hjarvard, 2013; Hodgetts et al., 2005). Together with other ‘-isations’ such as 
globalisation, urbanisation, and individualisation, the process of ‘mediatisation’ is therefore 
recognised as one of the central processes and developments in late modernity (Briggs & 
Hallin, 2016; Christensen & Nybro Petersen, 2017; Giddens, 1991; Hepp, 2020; Hjarvard, 
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2013; McQuail, 2010).5 In their work on media (news coverage) and medicine, Briggs and 
Hallin (2016) and Hallin et al. (2020) argue that health and media are not separate entities, 
but that they have become increasingly hybrid by exchanging their respective logics. For 
instance, the health and pharmaceutical industries have increasingly focused on getting their 
messages out to the public through the use of the media and their infrastructure and by 
adapting to their media logic. Simultaneously, the media have adopted and incorporated 
aspects of the medical world, not just by covering health news, but also by the inclusion of 
doctors and scientists to talk or write about health and medical affairs (Briggs & Hallin, 2016; 
Hallin et al., 2020). Health and media should therefore not be regarded as disjointed 
phenomena or fields, but interlinked and entangled entities (Briggs & Hallin, 2016; Hallin et 
al., 2020; Hepp, 2020; Kivits, 2009) which produce, broadcast, and disseminate health 
information to the public. Setting the stage for the next chapter, the following sections 
discuss the media in relation to health by reviewing the presence of health in the media and 
the value of that presence for audiences. Further, the prominent role of the Internet as an 
agent of change and disruption is touched upon, in combination with the notion of the 
‘search society’ and the ‘Googlization’ of everything. 

2.3.1. Health in the media 

In our media-saturated society, health is all around us as it comes to us in the form of media 
messages and narratives in print, audio-visual, and digital media, making the media primary 
sources of health information and news (Ahmed & Bates, 2013; Briggs & Hallin, 2016; Lemal 
et al., 2013; Seale, 2002; Walsh-Childers & Brown, 2009). Health features prominently in news 
media (e.g., television and radio, newspapers), for it gets to the core of our existence and 
therefore links to all other news areas, such as politics, sports, economics, education, et 
cetera (Briggs & Hallin, 2016; Gollust et al., 2019; Hallin et al., 2020; Lemal et al., 2013; 
Stroobant, 2018). Because health has become an umbrella or container concept, almost 
everything is relevant to it (Christensen, 2017). As a result, health news covers a wide range 
of themes and topics, from the outbreak of a new virus to breakthroughs in medicine and 
science, health insurance and policy news, lifestyle, diet and nutrition, as well as air, sound, 
and water pollution and advice on seasonal health issues (Briggs & Hallin, 2016; Stroobant, 
2018). Health has thus become one of the most prominent and frequently featured types of 
news (Briggs & Hallin, 2016; Crawford, 2006; Fox & Ward, 2006; Gollust et al., 2019; Hallin et 
al., 2020; Lemal et al., 2013, Stroobant, 2018), as well as one of the most interesting media 
subjects to audiences (Horrigan, 2017).  

Besides the news, health, illness, medicine, and healthcare feature prominently in factual 
and information-oriented formats and texts (e.g., articles, documentaries, reports, talk shows) 
as well as in non-factual and entertainment-oriented formats and texts (e.g., books, films, 
television drama series) (Case & Given, 2016; Cotton & Gupta, 2004; Dutta, 2009; Hether et 
al., 2008; Kline, 2011, 2014; Lemal et al., 2013; Lupton, 2012; Rains, 2007; Walsh-Childers & 
Brown, 2009). Since the 1950s, especially television has provided viewers with entertaining 
and dramatized narratives and images of health and illness and the work of fictional doctors 
and nurses (Davin, 2003; Dew et al., 2016; Dutta, 2009; Hether et al., 2008; Kline, 2011, 
2014). Even though they often include blatant inaccuracies (Offit, 2018), popular American 

5 While a more detailed discussion is beyond the scope of this work, mediatisation is also the name given to a 
dominant theoretical vision on the presence and role of media in our contemporary world. For in-depth 
discussions of mediatisation, see Hepp (2020), Hjarvard (2013), and McQuail (2010). 
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medical dramas such as E.R. (1994-2009), House, M.D. (2004-2012), and Grey’s Anatomy 
(2005-), as well as other films and series featuring health/medical storylines, might function as 
important and popular sources of health information for audiences (Brodie et al., 2001; Case 
& Given, 2016; Davin, 2003; Hether et al., 2008; Lemal et al., 2013; Moyer-Gusé & Tyrawski, 
2014), for instance by making the audience familiar with health conditions or by presenting 
role models (Dutta, 2009; Kline, 2011; Medina, 2018). Davin (2003) notes in this regards that 
audiences seem to ‘extract’ medical facts and knowledge from fiction, for example how 
healthcare is organised, what doctors and nurses look like and how they behave, and 
symptoms of health conditions (Davin, 2003; Lupton, 2012).  
 

Importantly, as elaborated upon in Chapter 3 as well as in Chapter 12 in the context of 
Alzheimer’s disease, media representations of health, whether in the news or in 
entertainment-focused formats, have been problematised and criticised for containing 
inaccuracies, distortions, misrepresentations, and sensationalist tendencies and their possible 
negative impact on public health behaviour (Ahmed & Bates, 2013; Briggs & Hallin, 2016; 
Case & Given, 2016; Goldacre, 2008; Gollust et al., 2019; Kline, 2011, 2014; Offit, 2018; 
Marinescu & Mitu, 2016b; Seale, 2002). Thus, as the next chapter discusses in more detail, 
representations of health in media narratives can be beneficial as well as detrimental to 
individual and public health knowledge, attitudes, and behaviours (Kline, 2011). While a more 
comprehensive and detailed discussion of health in the media landscape is beyond the scope 
of this chapter and thesis, it is important to realise the role of traditional mass media, for they 
are important information sources for many older adults, who grew up with radio, television, 
and print media rather than digital media (Christensen & Nybro Petersen, 2017). The next 
section turns to the influence of health in the media, which is certainly worthy of space and 
attention, for it includes the public obtaining information about matters of health and illness. 
 

2.3.2. The influence of health in the media 

For most people, the ideas, images, and stories disseminated by the media form a powerful 
source of knowing about what is going on in the wider world beyond the immediate and 
observable surroundings and community (Giddens, 1991; Hepp, 2020; Hodgetts et al., 2005; 
Kellner, 1995; McQuail, 2010; Morgan et al., 2009; Lemal et al., 2013; Raisborough, 2011). It is 
well-documented and generally acknowledged that the mass media (particularly television) 
and digital media shape people’s views of social reality and, accordingly, influence people’s 
opinions and behaviour (Christensen, 2016; Kellner, 1995; Lemal et al., 2013; McQuail, 2010; 
Morgan et al., 2009; Parrish et al., 2014; Robinson & Scantlin, 2014; Shrum, 2009). Kellner 
(1995) therefore argues that we live in a ‘media culture’ in which information and 
entertainment media play profound roles, “educating us how to behave and what to think, 
feel, believe, fear, and desire—and what not to” (p. 2). Similarly, the media play an important 
role in communicating about health and illness, to various effects and outcomes (Hallin et al., 
2020). 
 

First and foremost, what the public reads, sees, and hears in and via mass and digital 
media channels, sources, and platforms influences and shapes perceptions, beliefs, 
knowledge, concerns, and expectations with regards to health and illness (e.g., what it is like 
to be sick, causes of illness, risks, cures), health services (e.g., how the system works, what 
doctors look like and how they behave), and medicine (treatments, drug development) 
(Ahmed & Bates, 2013; Christensen, 2017; Dew et al., 2016; Dutta, 2009; Hether et al., 2008; 
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Kamin, 2007; Kivits, 2009; Kline, 2011, 2014; Lupton, 2012; Marinescu & Mitu, 2016a; Parrish 
et al., 2014; Seale, 2002, 2003; Schiavo, 2014; Tennant et al., 2015; Walsh-Childers & Brown, 
2009). Indeed, as Seale (2003) notes, “When people get sick, or make decisions about health, 
or visit their health service providers, or decide what to think and vote about health care 
policy and finance, their behaviour may be formulated in large part from resources drawn 
from various mass media” (p. 154). This potential of the media to influence the public 
perception, opinion, and attitude towards health can be described as ‘media power’ (Schiavo, 
2014). It follows from the above that digital and mass media can have the power and reach to 
influence people’s health awareness, attitudes, behaviours, and possibly healthcare choices 
(Ahmed & Bates, 2013; Briggs & Hallin, 2016; Goldacre, 2009; Kline, 2011, 2014; Marinescu & 
Mitu, 2016a; Matthews et al., 2016; Offit, 2018; Parrish et al., 2014; Tennant et al., 2015; Van 
Slooten et al., 2013; Walsh-Childers & Brown, 2009) as audiences might find advice and 
guidance in media narratives and depictions of health and illness (Christensen, 2016).  
 

Further, the media can advance health education and promotion through the purposeful 
dissemination of health information and broadcasting of public health campaigns (Ahmed & 
Bates, 2013; Wakefield et al., 2010). The media also play a prominent role in spreading 
medical and scientific information, often in the form of research breakthroughs and findings 
as well as recommendations (Briggs & Hallin, 2016; Christensen, 2017; Crawford, 2006; 
Lupton, 2012; Mo Jang et al., 2017). Moreover, it is precisely by their reporting that the media 
play a pivotal role in articulating what is exactly considered to be health (Christensen, 2016; 
Christensen, 2017). As such, the media play an important role in expanding and defining the 
‘umbrella’ that is health to include diet, exercise, food, lifestyle, et cetera, through the prisms 
of lifestyle and health journalism (Kamin, 2007; Stroobant, 2018). Additionally, by reporting 
on public and political dialogues about health, the media foreground and suggest which 
health issues are important and deserving of public attention and debate (Ahmed & Bates, 
2013; McCombs, 2014; McQuail, 2010; Van Slooten et al., 2013). That is, the media can be 
vital in setting the agenda for health issues and healthcare and public health policy-making 
(Ahmed & Bates, 2013; Christensen, 2016; Denney, 2005; Kamin, 2007; McCombs, 2014; 
Parrish et al., 2014; Robinson & Scantlin, 2014; Stroobant et al., 2016). Of all the different 
forms of media through which health information and news is communicated, none is 
ostensibly so central and powerful in the twenty-first century than the Internet. 
 

2.3.3. The Internet 

It is nothing new to state, and in fact a truism, that since its widespread adoption starting in 
the 1990s, the Internet has proven itself to be an unprecedented agent of change, disruption, 
and innovation, altering how many people live their lives (Gunter et al., 2009; Van Dijk, 2006, 
2020). The Internet has revolutionised, among others, communication, entertainment, and 
information (Robinson et al., 2015; Van Dijk, 2006, 2020). Under the heading of e-Health 
(digital health) and m-Health (mobile digital health), the Internet has greatly increased and 
enhanced healthcare services not just with regards to care itself, but also in terms of content 
(e.g., health information and news), communication (e.g., e-mail, video chat with physician), 
community (e.g., connect with peers in chat rooms, SNS, forums to exchange experiential 
knowledge and advice), and commerce (e.g., online purchasing of health(-related) products 
and services) (Conrad et al., 2016; Fong et al., 2020; Schiavo, 2014; Sundar et al., 2011). 
Conrad et al. (2016, p. 27) argue in this respect that the Internet has transformed disease and 
the experience of illness from a private to a public experience. First, this is because the 
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Internet is a massive digital storage of experiential knowledge (i.e., personal illness 
experiences) and advice and information from and by lay persons which people generally do 
not get from a physician. Second, the Internet facilitates communication and the exchange of 
support between individuals living with or having experience with illness. Third, the Internet 
contributes to the emergence of illness advocacy movements and a collective identity around 
illness (Conrad et al., 2016). 
 

Further, the Internet and the digital media it has spawned have transformed 
communication and data management in healthcare. For instance, electronic medical records 
(EMRs) and patient health records (PHRs), which respectively record the medical and 
treatment history of individual patients and the total health status and history of individuals, 
have come in vogue (Fong et al., 2020; Harrington & Head, 2014; Sundar et al., 2011). Digital 
media also offer consumers opportunities for increased self-monitoring and self-care, as well 
as gathering unrivalled amounts of data about the self through the use of smartphones and 
other mobile technology such as smart wearables (Fong et al., 2020; Lupton, 2013; Topol, 
2015). Health information seeking on the Internet, which is explored in-depth in the following 
chapter, is part of the overarching phenomenon of health-related Internet use (HRIU) (Hong 
& Cho, 2017), which also includes, for instance, managing one’s personal health affairs, 
communicating digitally with the doctor, and keeping track of one’s diet, exercise, and sports 
activities (Conrad et al., 2016; Czaja et al., 2013; Fong et al., 2020; Schiavo, 2014; Sundar et 
al., 2011; Topol, 2015).  
 

Finally, the introduction of ICTs and digital media in the healthcare landscape has 
contributed to shifts and transitions in terms of the delivery of healthcare, the extent to 
which individuals actively participate in their healthcare, as well as healthcare policies (Conrad 
et al., 2016; Dutta & Bodie, 2008; Fong et al., 2020; Schiavo, 2014). Most relevant to this 
doctoral thesis, the Internet can empower and inform patients and health consumers, 
possibly resulting in a rebalancing of the traditionally uneven knowledge and power 
relationship between patient and physician (Broom, 2005; Chiu, 2011; Dew et al., 2016; 
Haluza et al., 2017; Iverson et al., 2007; Ong et al., 1995; Schiavo, 2014; Smith, 2015; Tan & 
Goonawardene, 2017). Thus, the traditional gap between doctor and patient might be 
bridged by the availability of online health information (OHI) (Briggs & Hallin, 2016; Czaja et 
al., 2010; Dew et al., 2016), leading to patients’ formerly ‘blind trust’ being replaced by 
‘informed trust’ (Akerkar & Bichile, 2004) and medical expertise and authority being 
challenged (Lupton, 1997, 2012). Some argue that the digitalisation of health (information) is 
just the beginning. Peering into the future, authors like Topol (2015) think that the patient-
physician interaction as well as healthcare and medicine on a whole will transform into (big) 
data science because of the use of smartphones, wearables, health information technology, 
and the Internet of Things (IoT) (Topol, 2015). This might lead in turn to a democratisation of 
healthcare as it will allow people to increasingly participate in their own health management 
(Topol, 2015). A more contemporary rather than futuristic exploration of the impact of the 
Internet and OHI on the relation and interaction between Flemish middle-aged and older 
adults patients and their physicians is found in Chapter 8. 
 

From an information perspective, the Internet has also clearly brought along an evolution, 
that is, drastic changes in how we obtain, manage, produce, circulate, and use information 
(Tate, 2019). Not too long ago, in most of the twentieth century, the era in which the middle-
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aged and older adult respondents in this study grew up in, (health) information was scattered 
in publications (e.g., books, journals, magazines), programs and channels (radio, television), 
and other sources (Case & Given, 2016) and stored in libraries and other offline locations. In 
the late twentieth century and the twenty-first century, most if not all of these have 
collapsed, coming together in the medium of the Internet (Case & Given, 2016). Information 
is now virtually accessible anytime and anyplace, and, as Chapter 9 about Wikipedia as a 
source of health information illustrates, Internet users contribute to the digital library by 
producing and uploading health information. Furthermore, people not only have an 
abundance of information at their disposal, but also the tools and platforms (e.g., SNS) to 
communicate about it easily and conveniently with others (Tate, 2019). However, while the 
Internet is used to disseminate information rapidly to a great many people around the globe, 
which would have been nearly impossible in pre-Internet times, the Internet and particularly 
SNS such as Facebook, Twitter, and YouTube also pose considerable challenges and dangers 
as they facilitate the dissemination of false information and amplify unverified and 
unsubstantiated information, which might give rise to an ‘infodemic’ (Allington et al., 2020; 
Mheidly & Fares, 2020; Nguyen & Catalan-Matamoros, 2020; Wang et al., 2020; WHO, 
2020b). In conclusion, while it is fair to state that digital technology and media have proven to 
be key disruptors and innovations in both the delivery of health care services as well as in the 
production and dissemination of health information (Case & Given, 2016; Dew et al. 2016; 
Dutta, 2009; Schiavo, 2014), not all is well and contributes to positive individual and public 
health outcomes. The role of the Internet as a provider of health information is discussed in 
depth in the next chapter. The following, last subsection of this chapter zooms in on the role 
of search engines and how they contribute to the digital information infrastructure through 
which people seek out health information. 
 

2.3.4. The search society and the Googlization of everything 

The Internet is an enormous digital library, albeit one which is largely unorganised and 
contains a staggering amount of unqualified and unvetted information (Cline & Haynes, 2001; 
Nicholas et al., 2006; Spink & Zimmer, 2008). Wading through and mapping the unfathomable 
amount of data floating on the Internet, search engines are vital to the digital infrastructure 
by “locating, organizing and distributing information and knowledge” (Jiang, 2013, p. 212). As 
intermediators between users and content, search engines contribute to the creation, 
preservation, and availability of knowledge as they “construct knowledge through control of 
access” (Hinman, 2008, p. 73). By collecting, ranking, and linking information and displaying it 
as search results to Internet users, search engines to a large extent determine what Internet 
users see and thus what is considered to be relevant and valuable (Vaidhyanathan, 2011). 
That is all fine and well, and also obvious perhaps, but how does this relate to the context of 
the present work?  
 

First, search engines through their ubiquity and popularity in finding digital content make 
up the crucial infrastructure of the digital information society. Second, the dominant role of 
search engines not only gets to the core of our contemporary information society, but also to 
the seeking of health information and the construction of health knowledge, for “search 
engines play a crucial role in controlling access to information, and as such they in fact 
contribute significantly to the social construction of knowledge” (Hinman, 2008, p. 67). And 
yet, scant attention appears to be given to the use of search engines by the public (König & 
Rasch, 2014; Nicholas et al., 2006; Vaidhyanathan, 2011), particularly in health 
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communication and health information studies. Because most search engines work so well 
and simple, have a clean interface which presents a clear and comprehensive overview of 
navigable search results, and because it is ‘always there’, like water and electricity, users have 
trust and even faith in search engines without giving them much or any thought (Nicholas et 
al., 2006; Vaidhyanathan, 2011). Vaidhyanathan (2011) and König and Rasch (2014) argue 
that it is precisely due to search engines being taken for granted and users’ blind faith in them 
that they become everyday companions in the digital world. As a result, search engines like 
Google expand their influence and gain power quietly and virtually unseen (König & Rasch, 
2014).  
 

However, various concerns have been raised with regards to search engines, such as their 
(market) concentration (Diaz, 2008) and the influence the for-profit corporations behind 
them exert by mainstreaming information and consolidating their position (Hinman, 2008; 
Jiang, 2013). Further, while search engines tend to be regarded as impersonal and impartial 
due to their automated work (Goldman, 2008; Vaidhyanathan, 2011), search algorithms are 
the result of human design and editorial choices and thus subject to filtering (search results 
not being representative or search engines favouring certain types of content and services 
over others) and bias (content being censored or removed from search algorithms), which 
stem from social, political, and technological factors and forces (Jiang, 2013; Vaidhyanathan, 
2011) as well as commercial self-interests (Case & Given, 2016; Diaz, 2008; Goldman, 2008; 
Hinman, 2008; König & Rasch, 2014). Another issue is that search results can differ per user as 
search engines offer personalised search results based on what the algorithm estimates is 
most relevant to the individual user (Diaz, 2008; Goldman, 2008; Holone, 2016; Pariser, 
2011). Search engines are likely to show search results which reflect earlier interests and 
search queries, possibly leading to a “unique universe of information” for every Internet user 
(Pariser, 2011, p. 10). This individual universe of information is better known as the ‘filter 
bubble’ and is thought to profusely influence not just how users experience the Internet, but 
also how they ultimately perceive the world and what goes on in it (Holone, 2016; Pariser, 
2011).  
 

Despite such concerns, search engines have obviously become the most popular way to 
locate and obtain information (Diaz, 2008) as they are faster, better accessible, and less 
laborious than any other method in history to search for and obtain information (Van Dijk, 
2020), such as visiting a library and going through indexes. Spink and Zimmer (2008) even go 
as far to declare that, beyond being an indispensable tool to find and access digital content, 
“Web searching has also become a defining component of the human condition” (p. 3). 
Others have therefore coined the term ‘search engine culture’ (Rohrich & Weinstein, 2016), 
although we might also speak, in the context of the present chapter and the notion of the 
information society, about a ‘search society’. Search engines are the new gatekeepers of 
information in the sense that Internet users tend to skim through and pick and click the 
websites which appear on the first page of search results (Chen et al., 2012; Diaz, 2008; 
Diviani et al., 2016; Eysenbach & Köhler, 2002; Gualtieri, 2009; Huang et al., 2012; Kitchens et 
al., 2014; König & Rasch, 2014; Morahan-Martin, 2004; Nicholas et al., 2006; Vaidhyanathan, 
2011; Van Dijk & Van Deursen, 2014), leaving some to wonder whether search result really 
matter if they do not appear on the first page (Vaidhyanathan, 2011). To a large extent, 
search engines shape what Internet users get to see and thus learn about the world, or, more 
narrowly, health (König & Rasch, 2014; Vaidhyanathan, 2011). Search engines therefore likely 
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affect the public’s thinking on a topic, as it is through information that Internet users find and 
consult from the ranking of search results that people tend to inform themselves and develop 
their knowledge (Hinman, 2008; König & Rasch, 2014). Thus, as Hinman (2008, p. 67) rightly 
concludes, “search engines are not just providing access to knowledge, but are increasingly 
paying a central role in the constitution of knowledge itself.”  
 

The twenty-first century has witnessed the rise of one of the most influential and powerful 
global institutions of the digital era: Google. Our contemporary information ecosystem is 
overwhelmingly structured and made searchable by Google (König & Rasch, 2014; 
Vaidhyanathan, 2011), which is by far the most popular and used search engine (Statcounter, 
2019b). The fact that Google has become both a noun and a verb (e.g., to google something) 
underscores how it has come to play a dominant role in modern life as a ubiquitous search 
engine with all sorts of attendant services (König & Rasch, 2014; Vaidhyanathan, 2011). In 
fact, for many people, the search engine and even the Internet on a whole are synonymous 
with Google (Vaidhyanathan, 2011; König & Rasch, 2014; Van Dijk & Van Deursen, 2014). As 
Vaidhyanathan (2011) puts it, “Google is the lens through which we view the world” (p. 7) as 
“Google seems omniscient, omnipotent, and omnipresent” (p. XI), leading to the ‘Googlization 
of everything’. Indeed, in the present-day information and search society, Google or ‘Doctor 
Google’ (in the context of health information) is king. The ‘search society’ and the 
‘Googlization of everything’ are not only typical phenomena of the twenty-first century which 
are pertinent to the research focus of this thesis, but they also provide an excellent bridge to 
the next chapter, which contains an expansive review of (online) health information and the 
role of the search engine as a source or facilitator of health information. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



38 
 

Chapter 3: Understanding health information and its challenges 
 

Health information might appear at first glance to be a straightforward phenomenon and type 
of information, but there is definitely more to it than meets the eye. This chapter explores 
and illuminates the scope and complexity of health information by discussing facets of health 
information relevant to the empirical work, starting with what health information is and what 
is at stake. The meaning and impact of health information is discussed, followed by an 
exposition of the proliferation and ubiquity of health information in our time, both in 
mediated channels and sources as well as in everyday social life and interactions. Particular 
attention is given to online health information (OHI) and the issue of credibility and 
importance of literacy. A succinct consideration of the concept of health information 
orientation, which helps to explain individual differences in engaging with health information, 
is followed in the final section by a discussion of the research field of health information 
behaviour, which provides the theoretical foundation of most empirical work in this thesis.  
 

3.1. The significance of health information 
Dealing with essential aspects of life, namely health and illness, health information goes to 
the core of the human condition. Compared to other types of information, health information 
is therefore a ‘high-stake’ type of information (Case & Given, 2016). Health information is 
central to healthcare, particularly in the patient-physician encounter and interaction in which 
information is exchanged, sought, verified, and used to make decisions (Holmes & Harrington, 
2014). In fact, the speed and quality of any medical diagnosis is largely dependent on the 
information which the patient is able to give to the doctor (Thompson & Robinson, 2004). 
Kreps et al. (1998) therefore name health information the “most important resource in health 
care and health promotion because it is essential in guiding strategic health behaviors, 
treatments, and decisions” (p. 2). Information is also an essential tool to assess, maintain, and 
change one’s health behaviour (Lalazaryan & Zare-Farashbandi, 2014; Rains, 2007), and it is 
an important part of coping with disease, that is, to learn about and understand it, to be able 
to take action if necessary, or even to cure or prevent it (Schiavo, 2014). Feeling unwell and 
unhealthy, particularly when being diagnosed with an acute, chronic, or even fatal illness, can 
give rise to considerable uncertainty and feelings of anxiety and fear (Brashers, 2001; 
Brashers et al., 2004; Case et al., 2005; Manheim, 2014; Martinez, 2014). Health information 
can help people to cope with their situation (Wilson, 1997) and mitigate or even remove 
anxiety, fear, and uncertainty by educating and reassuring people (Lalazaryan & Zare-
Farashbandi, 2014; Powell et al., 2011; Sbaffi & Rowley, 2017). However, as discussed in 
Section 3.4.1 and 3.4.2, health information can also give rise to confusion, concern, and worry 
(Brown et al., 2019), not in the least when people are misled by ‘fake news’ and false 
information. 
 

The study of health information (behaviour) is both important and impactful, for health 
information often has concrete and real-world effects and health outcomes in the lives of 
people. In the simplest representation of things, health information can make the difference 
between life and death, or health and illness through improving quality of life (Lalazaryan & 
Zare-Farashbandi, 2014). Health information might influence and shape people’s lifestyle 
choices, well-being, as well as decision-making in terms of health management and 
healthcare choices (Johnson & Case, 2012; Lalazaryan & Zare-Farashbandi, 2014; Sbaffi & 
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Rowley, 2017). Galarce et al. (2011) stress this point when they write that, “accessing and 
correctly using health information has an enormous influence on health-related lifestyle 
factors, early detection and diagnosis, coping with disease, managing symptoms, engaging in 
active medical decision making, understanding different treatment options, and ultimately, 
facing end-of-life challenges” (p. 167).  
 

The importance and scope of health information is further illuminated by considering the 
variety of reasons for, goals, and outcomes of consulting health information. Health 
information on causes, symptoms, and treatment (e.g., medicine, surgery) might be sought in 
response to an acute or chronic physical or psychological health issue, concern, injury, or 
otherwise health-threatening situation (Cline & Haynes, 2001; Diviani et al., 2016; Dutta & 
Bodie, 2008; Galarce et al., 2011; Harrington & Head, 2014; Johnson & Case, 2012; Lambert & 
Loiselle, 2007; Macias, 2014; Nettleton et al., 2004; Roter & Hall, 2011). Bachl (2016) found in 
this respect that the majority (nearly 60 percent) of OHI searches in Belgium took place to 
find information about health problems, followed by information on treatments (25 percent). 
Some people obtain health information to get a ‘second opinion’ or to challenge information 
found elsewhere (Bachl, 2016; Powell et al., 2011), while others simply want to get a better 
understanding by supplementing the information they obtained from their doctor or via other 
information channels (Powell et al., 2011). Health information might be obtained to gain 
knowledge about medical services and products (Dutta & Bodie, 2008; Roter & Hall, 2011), as 
well as to obtain information about physicians, hospitals, and clinics, the healthcare system in 
general, or health insurance (Cline & Haynes, 2001; Diviani et al., 2016; Harrington & Head, 
2014; Johnson & Case, 2012; Roter & Hall, 2011). Health information is also sought in relation 
to well-being and lifestyle (e.g., diet, exercise, fitness) (Dutta & Bodie, 2008; Galarce et al., 
2011; Macias, 2014; Niemelä et al., 2012) or, more generally, to stimulate preventative health 
behaviour and/or behaviour change (Lambert & Loiselle, 2007). Echoing the notion of health 
as a broad umbrella proposed in Chapter 2, health information searching might also comprise 
of looking up information on the impact of environmental factors, such as air, noise, and 
water pollution (Macias, 2014). Searching for health information also takes place in response 
to an emotional need and might translate into looking for comfort, encouragement, 
reassurance, and support (Case & Given, 2016), for instance by sharing and exchanging 
experiences with people with similar predicaments or by participating in SNS and discussion 
groups (Case & Given, 2016; Dutta & Bodie, 2008; Macias, 2014; Powell et al., 2011; Roter & 
Hall, 2011). Last, looking up health information might take place simply out of interest, to 
follow up on health news or information encountered via other channels and sources (Dutta 
& Bodie, 2008; Nettleton et al., 2004), on behalf of someone else (Fox & Jones, 2009; Macias, 
2014) or to understand what someone else is going through. 
 

The above, non-exhaustive enumeration of motivations and purposes for seeking health 
information illustrates not just the broad scope, but also that health information (seeking) is 
critical to the modern pursuit of healthiness (Dutta & Bodie, 2008). Being able to search for, 
obtain, and use health information is deemed increasingly crucial to people’s ability to 
manage their health and well-being and to prevent illness (Case & Given, 2016; Dalrymple & 
Zach, 2015; McKinley, 2014; Schiavo, 2014). Conversely, people who do not have access to 
information (e.g., because of not having access to the Internet, as discussed in the next 
chapter), are ignorant of it, or who do not have the information skills and level of literacy 
required (see Section 3.4.4) might suffer from knowledge disadvantage (Manheim, 2014) or 
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even information poverty (Case & Given, 2016; Chatman, 1996; Manheim, 2014; Norris, 
2001). In the context of health, this information poverty can lead to negative health 
outcomes, for as Martinez (2014) reminds us, “what may begin as an information disparity 
can quickly translate into a health disparity” (p. 714). In short, health information and health 
outcomes and health status are intimately linked. Luckily, the thirst and quest for health 
knowledge is facilitated by the proliferation of health information through the media, as 
health has become a ubiquitous media presence. 
 

3.2. The proliferation of mediated health information 
Although it might appear almost inconceivable in the digital information society of our time, 
health information was until quite recently hardly if at all available to most lay people. Until at 
least the 1970s, the production, access to, circulation, and distribution of health information 
was limited to the offices of doctors, clinics and hospitals, medical libraries, textbooks, 
journals, and other academic, medical, and scientific bastions of knowledge (Briggs & Hallin, 
2016; Clarke et al., 2010; Lupton, 2013). Access to health information for the common folk 
came about slowly. The introduction of consumer health publications and self-help books in 
the 1970s, as well as the emergence of health activists and patient-advocacy groups in the 
1980s, contributed to the ‘liberation’ of health information (Briggs & Hallin, 2016; Clarke et 
al., 2010; Lupton, 2013). These health activists not only challenged the closed medical 
knowledge circuits and the medical professionals gatekeeping them, but also demanded to 
participate in the development and distribution of medical knowledge (Clarke et al. 2010). 
Subsequently, health information started to enter the public domain through an expanding 
number of media channels and sources (Clarke et al., 2010; Lupton, 2013). The most striking 
and popular of these was television, for the emergence of commercial stations and channels 
and the liberalisation of broadcasters in the late 1980s and early 1990s meant that there was 
more and more room for health and lifestyle content to fill the small screen (Briggs & Hallin, 
2016; Seale, 2002). Later in the 1990s, the rise of the Internet and its widespread adoption 
led to the proliferation of health information and the opening up of new informational 
horizons for the lay public (Briggs & Hallin, 2016; Clarke et al., 2010; Galarce et al., 2011).  
 

In the twenty-first century, health information is ubiquitous and available from and 
through a multitude of media channels and sources. The (bio-)medicalisation of society, the 
increased presence of health in many areas of life, and the general rising attention and 
interest of the public in health have led to an increase of health messages in the media and 
the general everyday environment (Briggs & Hallin, 2016; Kline 2011, 2014; Seale, 2002). That 
is, health information is not only circulated by print and audio-visual media as remarked in the 
previous chapter, but also appears in the form of advertisements, billboards, street signs, et 
cetera (Cotton & Gupta, 2004; McKinley, 2014; Rains, 2007; Robinson & Goode, 2014; Zhao & 
Zhang, 2017). Health information is, of course, also produced and circulated in and by digital 
media, as discussed in Section 3.4. While a lot of academic inquiry has shifted to the Internet 
as a primary source of health information, television and other traditional mass media remain 
popular and important sources of health information and anything to do with lifestyle and 
well-being (Briggs & Hallin, 2016; Van Slooten et al. 2013). This is likely particularly true for 
middle-aged and especially older adults, who grew up with traditional media and print books 
and encyclopaedia (as explored further in Chapter 4 and Chapter 9) as their main sources of 
health information.  
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Health information is not only available through and from a multitude of channels and 
sources, but people also tend to be ‘health information omnivores’ who obtain health 
information from multiple sources (Chen et al., 2014; Rains & Ruppel, 2016; Ruppel & Rains, 
2012; Tian & Robinson, 2008a, 2008b). Besides people simply preferring to consult with 
multiple sources of information, health news, stories, and depictions encountered in the mass 
media might prompt people to search for additional information online (Case & Given, 2016; 
Van Slooten et al., 2013). In other words, there is often complementarity and synergy 
between different health information channels and sources (Dutta-Bergman, 2004a; Rains & 
Ruppel, 2016; Ruppel & Rains, 2012; Tian & Robinson, 2008a, 2008b), which is empirically 
explored in Chapter 12. On the whole, the various forms and types of media are a major 
resource to people to “seek out, receive, mediate and share experiences of health issues to 
an unprecedented extent” (Christensen, 2017, p. 10). Additionally, although mostly outside of 
the scope of this thesis, health information is obtained from and through other formal and 
official sources and contacts which are or might be mediated, such as physicians and nurses, 
pharmacists, patient leaflets, medicine package inserts, health events and fairs, lectures, 
volunteer organisations, patient organisations, assisted living facilities and adult day care 
centres, activity centres, et cetera (Smith, 2015). 

The health information universe has not only expanded in terms of channels and sources, 
but it has also become more complicated and diverse. In the twenty-first century there are 
more individuals (e.g., medical and scientific experts, journalists, but also lay persons), health 
organisations (e.g., clinics, hospitals, government health institutions, health insurers, patient 
organisations) and corporations (e.g., news media, the pharmaceutical, biotechnology, 
medical devices, and supplements industry) than ever before involved in producing and 
circulating health information (Bell, 2017; Briggs & Hallin, 2016; Clarke et al., 2010; Clarke & 
Shim, 2011; Conrad, 2007, 2013; Crawford, 2006; Goldacre, 2008; Stroobant, 2019). Health 
information might be authored by medical professionals and other expert bodies and 
authorities, but it may also be produced and circulated by unqualified individuals and quacks 
(Cline & Haynes, 2001; Goldacre, 2008; Kivits, 2006), including politicians, celebrities, and 
other high-profile individuals (Hoffman et al., 2017; Offit, 2018; Walsh-Childers & Brown, 
2009). The experiences and opinions of celebrities, for instance, have been found to increase 
public awareness of health issues and influence health behaviour. The best-known example is 
film actress Angelina Jolie, who announced in 2013 that she had undergone genetic testing 
for the BRCA1 breast cancer gene and had chosen to undergo a risk-reducing double 
mastectomy (Evans et al., 2014; Hoffman et al., 2017). The openness of Jolie led to media 
attention and widespread discussions, prompting an increase in referrals of women to 
specialists for genetic testing for the BRCA1 gene (Evans et al., 2014). Thus, “Celebrities can 
have a tremendous influence on the knowledge we retain, the attitudes we adopt, and the 
decisions we make, including those that affect our health” (Hoffman et al., 2017). However, 
not all celebrities, opinion leaders, and public figures have relevant experiences or informed 
opinions to share, nor are many of them qualified to give any health or medical advice (Offit, 
2018). The COVID-19 pandemic showed that many nevertheless do, even all the way to the 
political top by foolhardy and ignorant presidents of countries such as Brazil and the United 
States (Brennen et al., 2020; Nguyen & Catalan-Matamoros, 2020), by spreading false 
statements and uninformed nonsense, thus contributing to the spread of mis- and 
disinformation and the rise of the ‘infodemic’ (WHO, 2020b). For the public, it becomes 
increasingly difficult to distinguish between real and fake experts (Offit, 2018). This is also in 
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part because health information might be distributed with the best of intensions for patients 
and health consumers, but it might also be coloured and biased by commercial interests 
(Cline & Haynes, 2001; Goldacre, 2008; Metzger & Flanagin, 2014; Morahan-Martin, 2004) or 
be promotional content presented under the guise of health news or information (Goldacre, 
2009; Stroobant, 2019).  
 

Whatever the location (e.g., channel, source) and content of health information, one thing 
is for sure: the proliferation and constant flows of health information around us makes that 
we, the people, are encouraged to mind and take control of our health (Kivits, 2004). We do 
so not only by engaging with media, but also in everyday interactions with others, for the 
searching for and use of health information does not take place in a social vacuum but is part 
and parcel of everyday life and informal conversations (Fox & Jones, 2009; Cline, 2011, 2014a, 
2014b).  
 

3.3. Health information in everyday life 
A 2017 survey among 5,711 Belgians found that 95 percent searches for health information, 
with the general practitioner, the Internet, and family forming the top three of health 
information sources (Avalosse et al., 2017). Although the majority of the work herein studies 
the searching for and use of health information obtained via mediated channels and sources, 
it would surely be remiss to not devote some attention to the informal exchange of health 
information which takes place in everyday life. Outside of the clinical encounter between 
patient and doctor and professional healthcare settings (i.e., exchange of information 
between physicians, nurses), health is often a topic of conversation between partners, family, 
friends, colleagues, et cetera (Case & Given, 2016; Christensen, 2017), with people asking 
each other questions and sharing information (Cline, 2011, 2014a, 2014b; Hargittai & 
Hinnant, 2006; Kivits, 2004). Indeed, as Christensen (2017) notes, “Health is a subject that is 
never off the agenda. It is talked about all the time and everywhere– at work, in institutions 
and at home – by people of all ages” (p. 9). It makes interpersonal everyday communication 
one of the foremost channels to exchange health advice, experiences, gossip, information, 
and opinions (Anker et al., 2011; Case & Given, 2016; Christensen, 2017; Cline, 2011, 2014a, 
2014b; Dutta-Bergman, 2004b; Hargittai & Hinnant, 2006; Lupton, 2012; McKenzie, 2003; 
Seale, 2002). Further, such conversations are also ways of knowing and interpreting health 
information obtained elsewhere. Kivits (2009) notes, for example, that the online and offline 
often come together as people discuss what they found online with others. Indeed, Fox and 
Jones (2009) found that two-thirds of their study participants talked about the health 
information they found online with others, usually a spouse or friend. Thus, information 
behaviours and processes discussed in Section 3.5 such as retrieving, filtering, and processing 
information are “deeply embedded in everyday social and professional practices” (Talja & 
Hansen, 2006, p. 125).  
 

One explanation for the tendency to seek and share health information with others in 
informal everyday interactions might be found in the principle of least effort theory by Zipf 
(1949, as cited in Case & Given, 2016). Zipf postulated that people naturally and universally 
choose the path or course of action which meets the least resistance and thus requires the 
least efforts. In terms of information searching and gathering, people tend to prefer the 
easiest way of acquiring information, which is often by asking others, even if this means 
having to accept a suboptimal (lower) quality and/or quantity of information (Case & Given, 
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2016; McKenzie, 2003). Previous studies have found that interpersonal conversations are a 
common and preferred source of obtaining health information due to their immediacy and 
opportunities for feedback and social support (Case & Given, 2016; Cline, 2011, 2014a, 
2014b; Johnson & Case, 2012; Liu et al., 2019; Wilson, 1997). This dissertation is therefore 
grounded in the basic assumption by Lupton (2012) that “people construct their 
understandings of the world from their interaction with the mass media as well as from their 
personal experiences and discussions with others” (p. 15). In the above sentence, ‘the world’ 
may be understood as ‘health’ in the broadest sense. For the reasons outlined above, both 
information seeking and information sharing are the main foci of the empirical work herein. 
More specifically, the social aspect of health information (behaviour), that is, the sharing and 
non-sharing of health information in everyday social interactions, is the focus of study of 
empirical chapters 10 and 11. 
 

Having established and discussed the role of mass media and everyday social interactions 
as sources of health information, the following section zooms in on OHI, which has become 
the dominant form of health information within the totality of channels and sources. 
 

3.4. Online health information (OHI) 

“Trying to get health information from the Internet is like drinking from a firehose, and you 
don’t even know what the source of the water is,” wrote an astute observer in the late 1990s 
(McLellan, 1998, SU39). Since those early years of the Internet, the amount of health 
information and news has exponentially grown in the form of text, audio, and video on 
websites, forums, SNS, wiki’s, chat boxes, blogs, vlogs, et cetera (Ahmed & Bates, 2013; 
Antheunis et al., 2013; Clarke et al. 2010; Dutta, 2009; Galarce et al., 2011; Lupton, 2013). 
And, as the second part of the above quote explains, it is often unknown or difficult to find 
out where that information comes from. Health information can be produced and uploaded 
by potentially everyone as every Internet user can be a source of OHI by digitally sharing 
experiences and opinions (Sundar et al., 2011) or, for instance, joining activist groups and 
exchanging information (Kata, 2012; Lupton, 2012; Mo Jang et al., 2017; Schiavo, 2014). Thus, 
as Stroobant (2019, p. 2138) notes, the Internet “provides an open platform for a wide 
heterogeneity of sources to independently produce and distribute health information.” 
 

The Internet provides users with a convenient, immediate (anytime, anyplace), interactive, 
anonymous, and confidential way of obtaining health information from a wide variety of (up-
to-date) sources (Case & Given, 2016; Cline & Haynes, 2001; Cotten & Gupta, 2004; Galarce 
et al., 2011; Harrington & Head, 2014; Johnson & Case, 2012; Kivits, 2009; Macias, 2014; 
McKinley, 2014; Mitu, 2016; Morahan-Martin, 2004; Powell et al., 2011; Tan & 
Goonawardene, 2017). It is therefore hardly surprising that there has been a continual growth 
of patients and health consumers seeking health, medical, and lifestyle information on the 
Internet (Ahmed & Bates, 2013; Case & Given, 2016). Surveys show that the majority of 
Belgians uses the Internet to seek health information. For instance, the Belgian Centre for 
Evidence-Based Medicine (CEBAM) reported in 2015 that 86 percent of 2,225 survey 
respondents sought out OHI (Vlaamse Vereniging voor Obstetrie en Gynaecologie [VVOG], 
2015). A 2016 survey of 3,431 Flemish adults over the age of 18 years found that almost 91 
percent searched for OHI (Christelijke Mutualiteit [CM], 2016). A similar survey in 2017 
among 5,711 Belgians found that 89 percent used the Internet for health information 
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purposes (Avalosse et al., 2017). And, as already touched upon in Chapter 2, when people go 
online for the purpose of finding OHI, their first stop is usually a search engine. 
 

In the ‘search engine culture’ (Rohrich & Weinstein, 2016) or ‘search society’ introduced in 
Chapter 2, there is a wealth of health information available at patients’ and health consumers’ 
fingertips. Numerous studies find that the great majority of Internet users, also in Belgium, 
starts their quest for OHI by typing in a search query in a search engine (Avalosse et al., 2017; 
Bachl, 2016; Choi, 2020; CM, 2016; Fox & Duggan, 2013; Gualtieri, 2009; Huang et al., 2012; 
Kitchens et al., 2014; Lee et al., 2014; Morahan-Martin, 2004; Powell et al., 2011; Sundar et 
al., 2011; VVOG, 2015), with Google being the most used and leading search engine (Diviani 
et al., 2016; Statcounter, 2019b). However, search engines do not necessarily refer Internet 
users to reliable health information. Stroobant (2019) analysed the first five pages of search 
engine results in the popular search engines Bing, Google, and Yahoo! by searching for the 
term ‘health news’. Finding that the search results included biased, commercial, and 
unreliable websites containing mis- and disinformation, Stroobant concluded that search 
engines as the starting point to navigate the digital health information landscape are 
‘problematic’. Nevertheless, search engines are for most people the standard go-to when it 
comes to finding health information on the Internet.6 While the Internet has universally and 
self-evidently been recognised as a leading source of health information, the role of search 
engines in relation to OHI has mostly only been mentioned and discussed summarily. 
Although the role of the search engine is not strictly the focus of the empirical work herein, it 
does feature prominently in Chapter 8 and 9. 
 

In order to properly contextualise the empirical chapters 6, 8, 9, and 12 and understand 
what is at stake, the following two subsections succinctly discuss the positive and negative 
aspects and possible effects of OHI. 
 

3.4.1. Positive aspects and effects of OHI 

With the clinical encounter between patient and the physician typically lasting between ten 
and sixteen minutes (Nouri & Rudd, 2015), the Internet offers patients and health consumers 
much more information than any doctor can ever provide during a consultation. The first and 
most obvious positive aspect of OHI is thus that people are able to learn and increase their 
knowledge of health and illness anyplace and anytime with a degree of privacy. In their review 
of health information seeking behaviour, Lambert and Loiselle (2007, p. 1014) find that 
seeking health information has various outcomes, namely cognitive (e.g., an increase in 
knowledge, improved informed decision-making, better coping, improved navigation of the 
healthcare landscape), behavioural (e.g., visiting a doctor, better treatment adherence and 
level of self-care, change in health behaviour and lifestyle, engaging in preventative behaviour 
such as exercising or avoiding certain habits or foods, discussing health with others), physical 
(e.g., improved quality of life and well-being), and affective outcomes (e.g., lower levels of 
anxiety, fear, increased sense of empowerment, happiness, and hope) (Briggs & Hallin, 2016; 

 
6 This is why the role and influence of ‘Doctor Google’ is not only studied and discussed in health communication 
studies (Chung, 2013; Lee et al., 2014, 2015, 2017; Tan & Goonawardene, 2017), but also in specialist medical 
fields, ranging from haematology (Rider et al., 2014) to plastic surgery (Rohrich & Weinstein, 2016), as well as 
primary (Bowes et al., 2012; Pearce et al., 2011; Van Riel et al., 2017) and emergency care (Cocco et al., 2018; 
Scott et al., 2017). 
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Cotten and Gupta, 2004; Dutta & Bodie, 2008; Lambert & Loiselle, 2007; Roter & Hall, 2011; 
Tan & Goonawardene, 2017). 
 

The benefits of OHI do not only pertain to individual Internet users but can also extend to 
the healthcare system and society. An example of this comes from the Netherlands, the 
northern neighbour of Belgium. Recognising that patients often consult with their physician in 
order to obtain information and that quality health information can lead to patients making 
better assessments about whether or not having to visit the doctor, the Dutch College of 
General Practitioners launched the evidenced-based health information website 
www.thuisarts.nl in 2012. In the two years after its launch, the amount of website views 
increased significantly, while the use of primary healthcare services (i.e., consultations with a 
general practitioner) decreased with 12% (Spoelman et al., 2016). Interestingly, this drop of 
consultation rates was also found among the oldest subgroup under study, namely those 
aged 70 and over. This suggests that credible and evidenced-based OHI can have positive 
effects on people’s health self-management and healthcare use, as well as alleviating the 
burden on the healthcare system and managing healthcare costs (Spoelman et al., 2016). 
 

3.4.2. Challenges and negative aspects and effects of OHI 

While the positive aspects and effects of OHI rather speak for themselves, researchers and 
critics have long recognised that OHI is a double-edged sword. Health information on the 
Internet might inform individuals, help them lead healthier lives, and contribute to detecting 
health issues and communicating better with the physician, but it could also undermine all 
this. The following paragraphs discuss the four most pertinent negative aspects and effects of 
OHI as found in the literature. 
 

First, the expansive digital library of OHI comprises of mostly unregulated, unvetted, as 
well as uneven content. It varies greatly in terms of accuracy, credibility, quality, and reliability 
as it ranges from evidenced-based and peer-reviewed information to personal opinions and 
anecdotes and everything in between (Cline & Haynes, 2001; Diviani et al., 2015; Machackova 
& Smahel, 2018; Metzger, 2007; Metzger et al., 2010; Tan & Goonawardene, 2017). Internet 
users are therefore likely to be exposed to OHI which is inaccurate, incorrect, incomplete, 
outdated, and/or outright misleading and plain wrong (Case & Given, 2016; Cline & Haynes, 
2001; Cotten & Gupta, 2004; Lupton, 2012; Tan & Goonawardene, 2017; Van Slooten et al., 
2013). Such false and conflicting mis- and disinformation might lead not only to confusion and 
anxiety (Brown et al., 2019) and false beliefs, conceptions, and understandings of health and 
illness (Case & Given, 2016; Cline & Haynes, 2001; Dew et al., 2016; Fox & Ward, 2006; Tan & 
Goonawardene, 2017), but also have real-world health outcomes and repercussions in the 
form of undesirable and even dangerous health behaviour. Such behaviour might include 
ignoring symptoms and delaying or avoiding visiting a physician, ignoring recommended 
healthcare, treatment non-compliance, self-diagnosis and self-treatment, as well as 
inappropriate requests for diagnosis and treatment (Anker et al., 2011; Case & Given, 2016; 
Cline & Haynes, 2001; CM, 2016; Diviani et al., 2016; Kitchens et al., 2014; Mitu, 2016; Powell 
et al., 2011; Tan & Goonawardene, 2017; Van Riel et al., 2017). This in turn might challenge 
and threaten the medical expert and lead to complications in the relationship and interaction 
between patient and physician (Broom, 2005; Chiu, 2011; Hardey, 1999; Iverson et al., 2007; 
Murray et al., 2003; Silver, 2015; Sommerhalder et al., 2009; Tan & Goonawardene, 2017; 
Van Riel et al., 2017; Wald et al., 2007; Xie, 2009). The influence of OHI on the patient-

http://www.thuisarts.nl/
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physician encounter is elaborated upon and empirically explored in Chapter 8. In short, since 
the early days of health information appearing on the Internet, healthcare professionals, 
health communication scholars, and others have expressed concerns about the quality and 
credibility of OHI and its potential negative outcomes for patients and health consumers as 
well as the patient-physician relationship (Cline & Haynes, 2001; Morahan-Martin, 2004; Tan 
& Goonawardene, 2017; Zhang et al., 2015). 
 

Second, OHI can give rise to alternative views and counter-knowledge which are positioned 
vis-à-vis medical and expert knowledge and used to challenge the latter (Schulz & Nakamoto, 
2013). Comparing the Internet to traditional mass media, Bonfadelli (2002) foresaw that “the 
Internet fosters audience fragmentation and individualized information seeking”, which 
“could result in an increasing disintegration of individual agendas and the amount of shared 
knowledge” (p. 73). Simply put, the Internet has something to offer for any and all. The nature 
of the Internet, particularly the Web 2.0, is such that health information in the broadest sense 
of the word can be uploaded anonymously by anyone, outside the reach of traditional health 
professionals and regulators, as well as media gatekeepers. While this allows for more open 
discussion about health(care), it can also contribute to the spread and propagation of harmful 
views and opinions and thus undermine public health. A prominent example is the case of 
anti-vaccination activism. Predominantly by using digital media, the highly controversial anti-
vaccination lobby manages to loudly get its harmful, ignorant, and uninformed opinions and 
views across (Kata, 2012; Mo Jang et al., 2017; Offit, 2018). Convincing parents to not 
vaccinate their children, and thus effectively pitting the “empowerment of the parents against 
the professional standards of the physicians” (Schulz & Nakamoto, 2013), this has led not only 
to the outbreak of diseases long deemed to be under control, but also to the death of 
children because of preventable diseases (Offit, 2018). In sum, OHI can contribute to the 
propagation of false beliefs and views on health, leading to detrimental and disastrous 
individual and public health outcomes (Marcu et al., 2018). 
 

A third negative aspect of OHI is information overload, that is, being overwhelmed by not 
just the amount of information available, but also by its complexity and the numerous 
channels and sources producing and disseminating information (Bawden & Robinson, 2009; 
Case & Given, 2016; Cline & Haynes, 2001; Horrigan, 2016; Morahan-Martin, 2004; Van Dijk, 
2020). While there was once, not too long ago, a lack of health information available to the 
lay public (Briggs & Hallin, 2016; Case & Given, 2016; Clarke et al., 2010; Lupton, 2013), now 
there is too much information to process and grasp for the individual, so that the challenge 
becomes to “find our way through mountains of data to draw out the bits of information that 
are most relevant to us” (Hinman, 2008, p. 73).  
 

Fourth and last, Internet users might become distressed because of the health information 
they find online to such an extent that they might suffer from health anxiety (Brown et al., 
2019) or even ‘cyberchondria’. A portmanteau of ‘cyber’ and ‘hypochondria’, cyberchondria 
refers to the phenomenon of excessively searching for OHI based on health concerns, which 
actually fuels and escalates the health concerns and might lead to more information seeking 
(Loos, 2013; Te Poel et al., 2016).  
 
The above issues and negative effects of OHI serve to illustrate the dark side of health 
information on the Internet as well as negative health outcomes. From an audience or user 



47 

perspective, these issues lead to two important aspects of (health) information in the digital 
realm, namely credibility and literacy. 

3.4.3. The issue of credibility 

The enormous amount of unsubstantiated and unverified online information requires and 
forces Internet users to be amateur critics and judge the credibility of digital content, that is, 
gauge to what extent information and/or its author and source are believable and 
trustworthy (Choi, 2020; Choi & Stvilia, 2015; Cline & Haynes, 2001; Cotten & Gupta, 2004; 
Kim, 2016; Klawitter & Hargittai, 2018b; Marcu et al., 2018; Metzger, 2007; Sbaffi & Rowley, 
2017). In the context of OHI, assessing credibility is crucial given the potential positive and 
particularly negative effects and outcomes mentioned earlier (Choi, 2020). However, due to a 
lack of quality filters, oversight, regulation, and editorial or peer review by authority 
gatekeepers (Metzger, 2007; Metzger et al., 2010), Internet users are largely left to 
themselves to engage in ‘web credibility’ assessments (Choi, 2020; Choi & Stvilia, 2015) and 
determine the credibility and quality of OHI as well as its applicability and relevance (Cline & 
Haynes, 2001; Diviani et al., 2016; Klawitter & Hargittai, 2018b; Machackova & Smahel, 2018; 
Marcu et al., 2018; Metzger et al., 2010; Morrison, 2015; Sbaffi & Rowley, 2017).7 Individual 
information seekers therefore need to navigate their way through the digital information 
jungle and distinguish between credible information and conspiracy theories, hoaxes, 
unfounded rumours and unsubstantiated hearsay and claims, or, in short, ‘fake news’, that is, 
misinformation (inadvertent false information) and disinformation (deliberate false 
information) (Metzger, 2007; Mo Jang et al., 2017; Schiavo, 2014; Stroobant, 2019; Tandoc et 
al., 2018).  

Generally, evaluation of media content runs along five traditional, universal criteria, 
namely accuracy (error-free, reliable), authority (author credentials and qualifications, quality 
of information source), objectivity (no commercial bias or motivation, no conflict of interest), 
currency (up to date), and coverage (comprehensiveness and depth) (Metzger, 2007; Tate, 
2019). For one, it is often challenging to determine authorship as well as the credentials, 
expertise, and thus credibility of information sources due to the anonymity of the Internet or 
multiple authors being involved (Choi, 2020; Clarke et al., 2010; Metzger et al., 2010; Nicholas 
et al., 2006; Sundar et al., 2011). Further, the motives to produce and circulate health 
information are often unknown. For instance, websites might offer health information and 
simultaneously attempt to market and sell health products such as supplements or devices 
(Clarke et al., 2010). In short, to accurately assess the credibility and quality of OHI sources is 
demanding and a “complex and challenging task for information consumers operating in the 
contemporary media environment” (Flanagin & Metzger, 2014, p. 976). 

It is perhaps for this reason that from the early days of credibility studies, researchers have 
found that the majority of Internet users fails to check or even consider authorship (e.g., 
background, credentials) and other established quality indicators and evaluation criteria of 
OHI (Diviani et al., 2016; Eysenbach & Köhler, 2002; Morahan-Martin, 2004; Robertson-Lang 
et al., 2011).8 Prior work has demonstrated that most Internet users tend to make quick, 

7 Various quality evaluation tools and scoring systems have in fact been developed in order to rate digital sources 
of health information and appraise the quality of OHI (Cuan-Baltazar et al., 2020), but these appear to be little 
known to the public and little used. 
8 For an overview of established and non-established evaluation criteria for OHI, see Diviani et al. (2016). 
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minimal, and superficial efforts to assess the quality and credibility of online information by 
applying straightforward heuristics (i.e., non-systematic cognitive processing) on mostly 
surface features and characteristics of the information source (Klawitter & Hargittai, 2018b; 
Machackova & Smahel, 2018; Metzger, 2007; Metzger & Flanagin, 2014; Metzger et al., 2010; 
Morahan-Martin, 2004). Internet users tend to base their credibility judgement on elements 
such as website design, ease of navigation, and other evaluation criteria not established or 
recommended by guidelines and the literature (Diviani et al., 2016; Eysenbach, & Köhler, 
2002; Metzger, 2007; Metzger & Flanagin, 2014; Morahan-Martin, 2004; Sundar et al., 2011; 
Zhang et al., 2015), such as the position of a website in the search engine results (Diviani et 
al., 2016; Klawatter & Hargittai, 2018a, 2018b). Often, however, Internet users hardly or not 
verify the information at all (Metzger & Flanagin, 2014). Metzger et al. (2010) explains this 
behaviour by pointing out that “Internet information seekers are likely to cope with the 
perceived costs of information search and overload by seeking strategies that minimize their 
cognitive effort and time” (p. 417). Nicholas et al. (2006) argue that this attitude is typical for 
the ‘digital information consumer’ of the twenty-first century, who exhibits a “horizontal, 
checking, comparing sort of behavior that is a result of fast and easy access to information, as 
well as a shortage of time and a huge digital choice” (p. 210). However, Metzger et al. (2010) 
remind us that when the stakes are high, more efforts might be made to evaluate the 
credibility of digital content. Perhaps, then, Internet users seeking OHI are more inclined to 
assess the quality and credibility of the information. This topic returns chiefly in Chapter 6, 
the first empirical work, which explores how respondents perceive and present themselves as 
sensible Internet users and OHI seekers. The issue of credibility and being able to appraise 
OHI is intimately linked to literacy, which is discussed in the next section. 
 

3.4.4. The importance of literacy 

To recapitulate, with the Internet offering a plethora of health information of unverified and 
varying quality, it is largely up to the information seeker to determine the good, the bad, and 
the ugly of OHI, that is, to assess which channels, sources, and content are credible and 
trustworthy and which are not (Choi, 2020; Cline & Haynes, 2001; Machackova & Smahel, 
2018; Metzger & Flanagin, 2014; Sbaffi & Rowley, 2017; Tan & Goonawardene, 2017). In the 
contemporary digital information environment, a range of skills is therefore needed to not 
only search for and obtain, but also to appraise, work with, and use health information 
(Norman & Skinner, 2006; Van Dijk, 2020). Van Dijk (2020) argues that these ‘information 
skills’, which he elsewhere more fully defines as “searching, selecting, processing, and 
evaluating information from integrated digital texts, images, sounds, videos, and figures” (Van 
Dijk & Van Deursen, 2014, p. 15), are crucial to using digital technologies and media (Van Dijk, 
2020; Van Laar et al., 2017). The information skills mentioned by Van Dijk are also captured in 
the concept of literacy. Traditionally, literacy has denoted basic reading and writing skills, but 
later conceptualisations have also included numeracy and different sub-literacies, as 
discussed below (Norman & Skinner, 2006; Potter, 2016; Van Dijk, 2020; Van Dijk & Van 
Deursen, 2014).  
 

Most relevant to the present work, Norman and Skinner (2006) propose a model of 
‘eHealth literacy’ which includes six essential and foundational skills needed by Internet users 
to properly and efficiently locate and use OHI. These skills include 1) traditional literacy and 
numeracy (basic reading and writing skills), 2) computer literacy (the ability and working 
knowledge to effectively access and operate ICTs), 3) health literacy (ability to function in the 
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health care system and environment, ability and capacity to seek, access, acquire, 
comprehend, interpret, evaluate, process, use, and apply health information in order to 
manage and improve one’s health and prevent disease, make appropriate judgements and 
health decisions, and engage in appropriate self-care), 4) media literacy (the ability to access 
media content and critically evaluate and reflect on it), 5) scientific literacy (understanding of 
science and its aims and complexity), and 6) information literacy (understand how and in 
what context health information is created, circulated, and organised; knowing where and 
how to find information as well as to evaluate and process that information; being able to 
understand medical jargon) (Cameron et al., 2011; Kickbusch et al., 2013; Norman & Skinner, 
2006; Potter, 2016; Schiavo, 2014; Sørensen et al., 2012; Van Dijk, 2006, 2020). In addition, 
given that modern life is saturated with advertising messages and the blending of information 
with advertising and sponsorship (Tate, 2019), another type of literacy which might be 
included is advertising literacy (Malmelin, 2010), which refers to the “ability to recognize, 
evaluate and understand advertisements and other commercial messages” (p. 130). 
 

The effects of low levels of literacy become painfully clear during times of crisis, as it was in 
part due to insufficient levels of health, scientific, and media literacy that the COVID-19 
pandemic was accompanied by an ‘infodemic’ (Nguyen & Catalan-Matamoros, 2020). Low 
literacy levels are common and widespread (Institute of Medicine [IoM], 2004; Kickbusch et 
al., 2013) and recognised as a major problem (Schulz & Nakamoto, 2013). Two studies in 
Belgium found that nearly six in ten citizens possessed sufficient health literacy skills, while 
three out of ten had limited skills and one in ten insufficient skills, meaning that four out of 
ten did not possess sufficient health literacy and knowledge (Avalosse et al., 2017; 
Vancorenland et al., 2014). Typically, poor health literacy is an issue among individuals with 
limited education as well as among older adults (Avalosse et al., 2017; Diviani et al., 2016; 
IoM, 2004; Kickbusch et al., 2013; Vancorenland et al., 2014), which will be discussed in more 
detail in the next chapter.  
 

Last, and importantly, low levels of health literacy can have significant effects and impact 
on people’s health status and outcomes (Kickbusch et al., 2013). Higher levels of health 
literacy have among others been linked to using the Internet for OHI purposes more often, a 
better ability to evaluate and appraise the credibility of OHI, higher levels of health 
knowledge, greater self-efficacy, improved (self-reported) health status, and less frequent use 
of healthcare services (Diviani et al., 2015; Estacio et al., 2019; Levy et al., 2015; Sørensen et 
al., 2012). Lower levels of health literacy have been linked not just to the opposite of the 
above, but to a plethora of negative outcomes. These include among others lower levels of 
comprehension and self-management, less engagement in preventative and health-
promoting behaviour, more medication errors and poor or non-adherence to medical 
recommendations and medical prescribed treatments, poorer self-reported health status, 
higher mortality levels, and overall more frequent as well as ineffective and inefficient use of 
healthcare services (Cameron et al., 2011; Holmes & Harrington, 2014; Kickbusch et al., 2013; 
Schulz & Nakamoto, 2013; Tennant et al., 2015). Further, individuals with low levels of health 
literacy face more difficulties describing their health problems to doctors, are less likely to ask 
questions to their physician, and are less likely to actively partake in their own medical care 
and decision-making processes, while being more prone to accepting and taking up 
inaccurate and incorrect narratives and representations of health and illness in the media (see 
2.3.1.) and unhealthy media messages (Cameron et al., 2011). Clearly, then, health literacy 
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and other types of literacies play an important role in how and to what extent people deal 
with health information and to what outcomes. 
 

3.5. Health information orientation 

As may be gathered from the above, individual characteristics and demographics such as age, 
gender, education level, and income, as well as social context, health status, literacy level, and 
previous experience with health services contribute to the formation of health information 
behaviours and experiences (Dutta-Bergman, 2004b; Ek & Heinstrom, 2011; Johnson & Case, 
2012; Savolainen, 1995; Van der Rijt, 1996). Viswanath (2006; as cited in Galarce et al., 2011) 
explains in this context that “social determinants shape access to and use of information 
channels, attention to and the ability to process health information, recollection and 
comprehension of health information, and the capacity to act upon that knowledge” (p. 173).  
 

Additionally, it is useful to invoke the concept of ‘health orientation’, which forms part of 
the theoretical framework of Chapter 11. The attitudes, beliefs, and motivations that 
individuals have towards health and health information, as well as their health information 
behaviours, come together in the concept of ‘health orientation’ (Basu & Dutta, 2008; Dutta-
Bergman, 2004b, 2005; Johnson & Case, 2012; McKinley, 2014). Health orientation consists of 
four aspects, namely health consciousness, health-oriented beliefs, health activities, and 
health information orientation (Dutta-Bergman, 2004b, 2005). Dutta-Bergman (2004b) 
defines health information orientation as the “extent to which the individual is willing to look 
for health information” (p. 275). Individuals with high levels of health orientation are likely to 
be motivated to actively take care of their health and well-being, for example by engaging in a 
healthy lifestyle and by educating oneself by seeking out health information (Basu & Dutta, 
2008; Chae & Quick, 2015; Dutta, 2007; Dutta & Bodie, 2008; Dutta-Bergman, 2004b, 2005; 
Galarce et al., 2011). Contrarily, individuals with low levels of health orientation are less 
interested in proactively taking care of their health and thus less likely to seek out health 
information (Barbour et al., 2012; Dutta-Bergman, 2004b; Dutta, 2007; Kline, 2011). Dutta 
and Bodie (2008) found that, generally, people with lower levels of socioeconomic status 
(SES) are also likely to exhibit lower levels of health orientation and thus seek out health 
information less often.  
 

While it is beyond the scope of the present chapter and indeed this thesis to discuss in 
detail, the literature offers plenty of health orientation (Dutta-Bergman, 2004b) or health 
identity (Fox & Ward, 2006) segmentations and typologies which highlight individual and/or 
group differences in health information attitudes, behaviours, and use (see Case & Given, 
2016; Czaja et al., 2003; Dalrymple & Zach, 2015; Horrigan, 2017; Johnson & Case, 2012; 
Maibach, 2006; McMillan & Macias, 2008; Van der Rijt, 1996). These segmentations and 
typologies strongly suggest that health information behaviour varies greatly among and 
between individuals, also in middle-aged and older adults (as discussed further in the next 
chapter) (McMillan & Macias, 2008; Van der Rijt, 1996). From a strict information point of 
view, the way people deal with health information is extensively studied by researchers in the 
field of health information behaviour (HIB). The next and last section zooms in on HIB, for this 
field of inquiry provides much of the empirical work herein with theoretical underpinnings. 
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3.6. Health information behaviour (HIB) 
Researchers in the field of information behaviour (IB) and its subfield of health information 
behaviour (HIB), which fall under and emerged from the province of library and information 
studies (LIS), have studied for over a hundred years how people seek, engage with, and use 
(health) information (Case & Given, 2016; Dalrymple & Zach, 2015; Johnson & Case, 2012; 
Lalazaryan & Zare-Farashbandi, 2014; Wilson, 1997, 2010). What emerged in the first half of 
the twentieth century as library research focussed on information artifacts, institutions, and 
systems eventually expanded into studies of other media and information carriers such as 
radio, television, and print media. It was not until the 1970s and 1980s that the focus shifted 
from an information system-perspective to a user-centred perspective to understand 
individual information needs and how people find, interpret, manage, and create information, 
as well as the outcomes and uses of information (Case & Given, 2016; Lalazaryan & Zare-
Farashbandi, 2014; Savolainen, 1995; Wilson, 2000, 2010). Since those early years of user-
centred research, the field of IB has proven fruitful, particularly in the twenty-first century, 
with thousands of studies examining and attempting to understand the fundamental human 
behaviour of engaging with (health) information (Case & Given, 2016; Galarce et al., 2011; 
Johnson & Case, 2012; Lalazaryan & Zare-Farashbandi, 2014). Despite the large number of 
studies, no agreement has been reached on a comprehensive theory of information 
behaviour (Case & Given, 2016). Instead, the field is aplenty with approaches to studying IB, 
definitions, models, theories, and types of information behaviour (Case & Given, 2016; 
Galarce et al., 2011; Godbold, 2006; Johnson & Case, 2012; Lalazaryan & Zare-Farashbandi, 
2014; Lambert & Loiselle, 2007; Savolainen, 1995; Wang et al., 2020).9 Wilson (2000), one of 
the eminent researchers in the field, defines IB as “the totality of human behavior in relation 
to sources and channels of information, including both active and passive information 
seeking, and information use” (p. 49). Information behaviour can thus be understood as the 
total of intentional, unintentional, as well as avoiding behaviours towards information (Case & 
Given, 2016; Wilson, 2000), not just with regards to mediated channels and sources but also 
in interpersonal interactions. More attention and space is devoted to IB and HIB in empirical 
chapters 10 and 11. 
 

Traditionally, the field of IB has studied three types of behaviour, namely seeking, 
scanning, and avoiding information (Case & Given, 2016; Johnson & Case, 2012; Wilson, 
2010). The most studied type of information behaviour is, by far, information seeking or 
searching, which is the intentional, goal-oriented act of finding information in response to a 
perceived trigger (i.e., an information need or want) (Case & Given, 2016; Galarce et al., 2011; 
Hargittai & Hinnant, 2006; Johnson & Case, 2012; Lambert & Loiselle, 2007; Wilson, 1997, 
1999, 2000). Within the context of health, this area of research is known as health 
information seeking behaviour (Dalrymple & Zach, 2015; Galarce et al., 2011; Johnson & Case, 
2012). Scanning, also known as information encountering or information exposure (Case & 
Given, 2016; Galarce et al., 2011; Robinson & Goode, 2014) is the non-purposeful and 
unintentional acquiring of information through exposure to routinely used sources of 
information, both interpersonal and mediated (Hornik et al., 2013; Kelly et al., 2010; Kivits, 
2009; Niederdeppe et al., 2007; Savolainen, 1995). Scanning behaviour plays a significant role 
in how we engage with information, as scanning takes place much more often than actively 
seeking out information (Niederdeppe et al., 2007; Hornik et al., 2013; Kelly et al., 2010). 

 
9 For a review, see Wang et al. (2020). For a thorough review of information behaviour research and theory, see 
Case and Given (2016) and Johnson and Case (2012). 



52 
 

Avoiding is the third most commonly studied type of information non-seeking behaviour 
(Barbour et al., 2012; Case & Given, 2016; Martinez, 2014; Ramanadhan & Viswanath, 2006). 
People might actively avoid health information in order to avoid anxiety and concern, 
maintain a current state of knowledge and affairs, or to resist overexposure and information 
overload (Barbour et al., 2012; Bawden & Robinson, 2009; Brashers et al., 2006; Case et al., 
2005; Case & Given, 2016; Cline & Haynes, 2001; Horrigan, 2016; Martinez, 2014; Narayan et 
al., 2011; Ramanadhan & Viswanath, 2006). These three ‘usual suspects’ in IB research are 
mostly studied by carrying out research with patients with chronic and/or life-threatening 
health conditions, such as cancer or HIV/AIDS (Case & Given, 2016; Galarce et al., 2011; 
Hornik et al., 2013; Kelly et al., 2010; Lambert & Loiselle, 2007; Niederdeppe et al., 2007).  
 

The above is of significance as it provides not only an introduction to the empirical 
chapters, but also contrasts the majority of HIB research with the approach to HIB in this 
thesis. That is, chapters 10 and 11 go beyond seeking, scanning, and avoiding to study two 
understudied and underdeveloped information behaviours, namely sharing and non-sharing. 
Furthermore, the empirical work herein takes an age approach (Flemish middle-aged and 
older adults) to HIB, rather than studying the information behaviour of diagnosed patients 
with specific health conditions. In sum, IB and HIB research forms the theoretical basis of 
Chapter 10 and 11, and to a lesser extent the other chapters on OHI seeking and use, with 
chapters 10 and 11 in turn contributing new insights as well as nuances with regards to health 
information sharing and non-sharing behaviour. The contents and order of the empirical 
chapters are further explained at the beginning of Part III. The next chapter concludes the 
theoretical framework and focuses on middle-aged and older adults as media audiences and 
users in the context of health information. 
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Chapter 4: Middle-aged and older adults as health information users 
 

Having examined the societal, health, and media context of this dissertation as well as its 
research focus (health information), this chapter proceeds to consider the research 
population of middle-aged and older adults. The first section extends the information, risk, 
and search society discussed in Chapter 2 by introducing the notion of the ageing society to 
describe the significant and rapid demographic changes taking place in the twenty-first 
century. By drawing from health communication, gerontology and life course, and digital 
inequality literature, the following section offers an important note to and critical perspective 
on defining, delineating, and labelling the demographic target groups of 50-64 year olds 
(middle-aged) and 65-80 years old (older adults) under study in this dissertation. The later 
sections of the chapter consider middle-aged and older adults as media audiences and users 
of ICTs, digital media, and OHI. To that end, the study field of digital inequality and the 
notions of digital immigrants, digital natives, and the grey digital divide are invoked. The last 
section reviews the literature on OHI engagement and use by middle-aged and older adults, 
discussing among others the role of the ‘ageing well’ paradigm and differential levels of HRIU 
(Hong & Cho, 2017).  
 

4.1. The ageing society 
Ours is not only an information, risk, and search society (Chapter 2), but also an ageing society 
(Selwyn, 2004). Dramatic demographic shifts are taking place as the world population ages 
and the amount of older adults increases both in absolute numbers and as a proportion of the 
global population (WHO, 2015). Demographic projections estimate that the number of 
individuals aged 60 and over will more than double from about 900 million in 2015 to 2.08 
billion in 2050, amounting to nearly 22 percent of the total world population (UN, 2019). 
These figures are even higher for Western Europe, where no less than 46.8 percent of the 
population will be over 50 years of age by 2050 and 34.8 percent over the age of 60. In 
absolute numbers, the Western European population aged 60 years and older is projected to 
increase from 49.48 million in 2015 to 59.11 million in 2025 and 69.51 million in 2050 (UN, 
2019). In Belgium, the population of individuals aged 60 years and over is projected to 
increase from 2.7 million in 2015 to 3.25 in 2025 and 4.05 in 2050. The composition of the 
Belgian society will be such that by 2025, 40.6 percent of the population will be over 50 years 
of age and 27.5 percent over 60. By 2050, these figures are projected to rise to respectively 
44 percent (50+) and 32.4 percent (60+) (UN, 2019). Clearly, the world is changing. But while 
some speak in rather neutral terms of a demographic shift or a demographic evolution, others 
have more negative perceptions and describe the growing presence of older adults as a 
‘demographic timebomb’ or ‘apocalyptic gerontology’ (Sixsmith, 2013).  
 

The ‘greying’ of the world population is the result of decreases in (child) mortality and 
fertility rates on the one hand and increased longevity on the other hand, the latter the result 
of rapid advances in medicine and science, better standards of hygiene, living, and 
health(care), increased support and social services, and overall improved socioeconomic 
status and development (O’Hanlon & Coleman, 2004; Overton, 2014; Sixsmith, 2013; Suzman 
et al., 2015; Victor, 2005; WHO, 2002, 2015). While the ageing society is a success story when 
considered in light of the advances described above, it has long been recognised that the 
ageing of the population comes with new challenges and problems. Already in 2002, a report 
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by the WHO named the ageing world population not only one of the greatest triumphs of 
humanity, but also one of its greatest challenges. For with the significant increase in life 
expectancy comes not only longer life, but also, for most people, a life in which chronic and 
degenerative health conditions play an important and prominent role (Johnson & Case, 2012; 
Seale, 2002; Silver, 2015; Sixsmith, 2013; WHO, 2015). More specifically, the ageing of the 
population is accompanied by substantial increases in chronic health conditions associated 
with age such as dementia, diabetes, hypertension, stroke, and chronic obstructive 
pulmonary disease (COPD) (Schiavo, 2014; Suzman et al., 2015; WHO, 2015). Considering that 
older adults might also face other (age-induced) cognitive and functional impairments and 
limitations, it is no surprise that they generally make more use of healthcare services than 
younger generations (Overton, 2014; Pecchioni et al., 2004; Seale, 2002; Thompson et al., 
2004; WHO, 2002, 2015). While the literature suggests that the ageing of the world 
population brings both opportunities and challenges (Beard & Bloom, 2015), the public and 
political debate has tended to emphasise and focus on the latter. Regarded as a major global 
public health challenge (Suzman et al., 2015), the ageing of the population is putting new and 
heavy demands on healthcare, social care, public pension systems, and welfare systems and 
thus, in the bigger picture, societies and their economies (Beard & Bloom, 2015; Laliberte-
Rudman, 2016; Medina, 2018; Pecchioni et al., 2004; Victor, 2005; WHO, 2002, 2015). For 
instance, the increased prevalence of dementia and Alzheimer’s disease, which is studied in 
Chapter 12, requires intensive healthcare and thus investments from healthcare budgets. 
 

The demographic trends described above in combination with older adults’ increased risk 
of (chronic) health conditions highlights the pertinence of studying the (digital) media use and 
health information behaviour of this demographic group. After all, precisely due to the 
increased risk and prevalence of (chronic) health conditions, older adults stand to gain from 
health information (McMillan & Macias, 2008; Miller & Bell, 2012; Xie, 2009; Zulman et al., 
2011; WHO, 2015). Before moving on to a discussion of middle-aged and older adults as 
media audiences and users and health information seekers, it is important to first dwell on 
the definition and delineation of the two groups under study in this thesis. 

 

4.2. A note on delineating and defining the target groups 

At the outset of the research project on which this thesis reports (see Chapter 5) it was 
decided to study the health news and information behaviour of two age groups, namely a 
group of Flemish adults in the pre-retirement age (50-64) and a group of post-retirement 
individuals (65-80). The legal Belgian retirement age of 65 (as of 2015, when the fieldwork 
took place) served as the cut-off age, as it signals both the retirement age as well as the age 
from which individuals are eligible for social entitlements (Hunsaker & Hargittai, 2018). This 
dissertation uses the labels ‘middle-aged adults’ and ‘older adults’ to signify the two 
respondent age groups of, respectively, 50 to 64 and 65 to 80 years old. However, as these 
labels are far from evident and labelling older individuals and generations is often a sensitive 
if not problematic matter subject to discussion and different classifications (Settersten, 2017; 
Victor, 2005), some explanation is needed. While the UN and the WHO use 60 as the starting 
age for older adults (Beard & Bloom, 2015; Suzman et al., 2015; WHO, 2002), the literature in 
the fields of (health) communication and digital inequality research is surprisingly indecisive 
with regards to age definitions and boundaries. There appears to be no consensus with 
regards to age brackets for middle-aged and older adults (Ramón-Jerónimo et al. 2013), with 
great differences persisting in existing scholarship (Hunsaker & Hargittai, 2018). The starting 



55 
 

age of individuals considered to be ‘old(er)’ ranges from 45 to 65 years (Hall et al., 2015; Hill 
et al. 2008; Hill et al. 2015; Hunsaker & Hargittai, 2018; Lee et al. 2011; McMillan & Macias, 
2008; Morrison, 2015; Peacock & Künemund, 2007; Silver, 2015; Smith 2014; Tennant et al., 
2015; Zulman et al., 2011), with 60 or 65 as the most common starting age (Christensen, 
2017; Pecchioni et al., 2005; Quan-Haase et al., 2018; Xie, 2009). Further, upper age limits are 
rarely defined (Friemel, 2016; Hill et al., 2015; Hunsaker & Hargittai, 2018; Lee et al., 2011; 
Morrison, 2015; Ramón-Jerónimo et al., 2013; Smith, 2014; Van Dijk & Helsper, 2012), for as 
Friemel (2016) and Hargittai and Dobransky (2017) remark, study participants aged 50 or 60 
and over are often considered to be at the end of the age spectrum and therefore merged 
into a residual category.  
 

Within the field of gerontology and the study of the life course, labels such as ‘early 
adulthood’, ‘midlife’, and ‘old age’ have been applied to middle-aged adults, and ‘young-old’, 
‘old-old’, ‘advanced old age’ and ‘oldest-old’ for older adults (O’Hanlon & Coleman, 2004; 
Pecchioni et al., 2005; Settersten & Hagestad, 2015; Victor, 2005). However, in these fields 
too there is no consensus on which age-range falls within which category (Pecchioni et al., 
2004). Further, the life course concepts of the ‘third age’ and ‘fourth age’ have become 
prominent. Third age refers to the time of potential and being in good health after retiring 
from work, while the fourth age refers to the latter years of life and the time before death, 
which are marked by challenges, dependence, frailty, and hardships, not in the least because 
of health conditions, both acute and chronic, which limit one’s capacities (Asla & Williamson, 
2015; Pecchioni et al., 2005; Settersten, 2017; Settersten & Hagestad, 2015, Victor, 2005).  
 

One of the reasons for the lack of clear and agreed on age group definitions is that there is 
no consensus about how to best measure age itself. Ageing is diverse, complex, as well as 
non-uniform (Beard & Bloom, 2015; Hargittai & Dobransky, 2017; Victor, 2005). Chronological 
or calendar age, that is, measuring age in years since being born, is the yardstick to measure 
people’s lives as it is a convenient and accessible way of labelling and measuring people and 
describing social categories (Diehl et al., 2015; Victor, 2005). Immediately offering 
informational value, that is, giving some indication of who someone is (Staudinger, 2015), 
chronological age is an “important social and personal marker of identity, behaviour, 
expectations, experiences, and preferences” (O’Hanlon & Coleman, 2004, p. 33). However, 
while chronological age is rather accurate during the younger years of life, this is not the case 
in (older) adulthood, making it a poor indicator of one’s status and the great variability 
between and heterogeneity among individuals (Beard & Bloom, 2015; Diehl et al., 2015; 
O’Hanlon & Coleman, 2004; Sixsmith, 2013; Staudinger, 2015). As humans age, they tend to 
differentiate and become more dissimilar as they develop different lifestyles and 
consumption patterns (Ramón-Jerónimo et al. 2013) and enjoy different life experiences and 
socioeconomic circumstances (Smith, 2015). Individual attitudes, behaviours, and interests 
differ greatly among people of the same age (Christensen, 2017; Pecchioni et al., 2004; 2005; 
Settersten, 2017; Smith, 2015; Staudinger, 2015; Victor, 2005; WHO, 2002, 2015). 
Transitioning from work life to retirement, different family and household contexts (e.g., 
becoming parents, grandparents), bereavement of partners and peers, as well as individual 
levels of education and intelligence and physical and cognitive functionality and health also 
contribute to major differences in the later stages of life (Loos 2012; Yu et al., 2015; Yu et al., 
2016; Van Deursen & Helsper, 2015a). Further, ageing is gendered, as the ageing experiences 
and status of men and women tend to differ (Settersten, 2017; Victor, 2005). The field of 
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gerontology therefore champions the principle that there is great variety in physical, 
sociological, and psychological status amongst older adults which is accumulated through the 
life course (Nimrod, 2016; Settersten, 2017). It is for this reason that the literature on digital 
inequality in turn warns against seeing older adults as a monolithic group and using a 
homogeneous age approach to studying them (König et al., 2018; Lee et al., 2011; Loos, 2012; 
Schehl et al., 2019; Smith, 2014; Van Deursen & Helsper, 2015a). That is why this research 
studies two age groups (50-64, 65-80), while also foregrounding other demographic criteria 
such as education level (as will be discussed in depth in the next chapter). 
 

With the above critical perspectives in mind, it is of course desirable as well as possible and 
necessary to define and delineate age brackets and label the participants in the empirical 
work presented herein. Over the course of presenting and submitting the empirical work 
herein for publication in academic journals, appropriate names were considered to label the 
two demographic groups under study. However, as discussed above, there is no consensus 
about how to label the 50-64 age group (e.g., ‘pre-retirees’, ‘pre-seniors’, ‘middle-aged’) nor 
the 65-80 group (e.g., ‘older adults’, ‘elderly’, ‘seniors’, ‘senior citizens’, ‘young older adults’, 
‘young aged’, ‘old older adults’) (Asla & Williamson, 2015; Friemel, 2016; Lee et al., 2011; 
Settersten, 2017; Settersten & Hagestad, 2015; Smith, 2015; Victor, 2005). Given the 
demarcated age ranges of the respondents (50-64, 65-80 years old) and based on peer 
reviews as well as feedback on conference presentations, the labels ‘middle-aged’ and ‘older 
adults’ were adopted to distinguish between the two groups conveniently and clearly and be 
able to compare and contrast them. 

 

4.3. Middle-aged and older adults as audiences and users 
Within the ageing information and search society, middle-aged and older adults are both 
media audiences as well as media users. The former refers to the more passive engagement 
with and consumption of traditional mass media (e.g., magazines, newspapers, radio, 
television, film), while the latter refers to the more active engagement with and use of digital 
media and ICTs, particularly the Internet. Older adults generally make heavier use of 
traditional mass media than younger generations (Christensen, 2017; Gunter et al., 2009), 
with television particularly standing out as a popular pastime and source of entertainment 
and information (Pecchioni et al., 2005). However, like other generations, middle-aged and 
older adults are media omnivores, with both traditional and digital media making up their 
media use (Dutta-Bergman, 2004a; Gunter et al., 2009; McQuail, 2010; Seale, 2002, 2003).  
 

Compared to earlier media and technological innovations older adults grew up with such 
as radio and television, the Internet is both richer and more demanding (Sundar et al., 2011; 
Tate, 2019) as it is characterised by integration and interactivity (Bonfadelli, 2002; McQuail, 
2010; Van Dijk, 2005, 2006, 2012, 2020). The Internet has integrated and collapsed many 
earlier media forms to offer an online environment which combines text with images, sound, 
video, and hyperlinks. This makes it attractive, engaging, and stimulating, but also more 
demanding to use (Harrington & Head, 2014; Tate, 2019; Van Dijk, 2005, 2020). Van Dijk and 
Van Deursen (2014) argue that users need a range of skills to effectively and efficiently use 
the Internet, including operational skills (technical competencies), formal skills (understanding 
the structure of the Internet and being able to work with it), communication skills (being able 
to e-mail, chat, use SNS), content creation skills, strategic skills (using digital media to achieve 
professional or personal goals), and information skills, that is, “the ability to search, select, 
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and evaluate information in digital media” (p. 6). Furthermore, as digital media and ICTs 
continue to develop and evolve, users need to keep developing the aforementioned skills (Hill 
et al., 2015). In other words, the threshold for using ICTs and the Internet is much higher 
than, for example, for watching television or listening to the radio, as more and different skills 
and competencies are needed to use digital, interactive media compared to traditional non-
interactive media (Bonfadelli, 2002; Gunter et al., 2009; Van Dijk, 2005, 2012, 2020; Zillien & 
Hargittai, 2009). Similarly, OHI and e-Health are more demanding than traditional channels 
and sources of health information and managing one’s health in the traditional, offline 
environment (Sundar et al., 2011; Van Dijk, 2012).10 Van Dijk and Van Deursen (2014) remark 
that the above digital skills are of particular importance in the area of health, given that 
health information can be complex as well as difficult to find. Indeed, to find health 
information via a search engine already requires computer skills, Internet self-efficacy, and a 
certain perseverance (Sundar et al. 2011).  
 

In digital inequality research, older adults have often been described as ‘digital immigrants’ 
(Haluza et al., 2017; Hargittai, 2010; Loos, 2012; Prensky, 2001; Van Dijk, 2020) or ‘silver 
surfers’ (Morrison, 2015; Selwyn, 2004) and positioned opposite of so-called ‘digital natives’ 
(Palfrey & Gasser, 2008; Prensky, 2001). These popular labels refer to and distinguish 
between older generations born before 1980 who in adult life encountered and had to learn 
how to use ICTs and digital media (digital immigrants) (Haluza et al., 2017; Palfrey & Gasser, 
2008; Prensky, 2001; Van Dijk, 2020) and generations born in 1980 and later who grow up 
with digital media, are virtually always connected, and to a large extent live their lives online 
(digital natives). In addition, Gunter et al. (2009) suggest that people born in 1994 and later, 
who have “never known the world without the Internet” (p. 3) and are thought to be savvy 
Internet users, can be labelled as the ‘Google Generation’ to describe how they have distinct 
information-seeking needs, behaviours, and skills and search for and use information 
different than previous generations. While these labels became popular and saturated the 
academic as well as the political and public discourse and debate beginning in the late 1990s 
and early 2000s, they have been criticised for over-generalising differences in ICT and digital 
media adoption and use (Quan-Haase et al., 2018), not taking into account individual 
differences (Dobransky & Hargittai, 2012; Hargittai, 2010; Hargittai & Hinnant, 2008; Quan-
Haase et al., 2018; Robinson et al., 2015), the complexity of and diversity in ICT use (Helsper & 
Eynon, 2010; Selwyn, 2004) and various skills involved in ICT use (Van Dijk & Van Deursen, 
2014), as well as exaggerating differences between generations and misguidedly assuming 
that younger people are all talented and confident ICT users (Haluza et al., 2017; Hargittai, 
2010; Helsper & Eynon, 2010; Loos, 2012; Robinson et al., 2015; Schreurs et al., 2017; Selwyn, 
2009; Van Dijk, 2020). Nevertheless, these labels do provide an immediately understandable 
albeit contested and somewhat crude distinction between younger people who are born into 
and grow up in the digital world and older individuals who find their way into the digital world 
later in life (Palfrey & Gasser, 2008; Prensky, 2001; Silver, 2015). For the purpose of this 
dissertation, the notion of digital natives and digital immigrants helps to elucidate the 
empirical work which follows about the use of the Internet for health information purposes. 
 

Precisely because they, contrary to younger generations, did not grow up with digital 
media and ICTs (Christensen & Nybro Petersen, 2017) and might be unfamiliar with them 
(Hall et al., 2015), and because ICTs and digital media are quite demanding of users, older 

 
10 See Sundar et al. (2011) for a comprehensive overview of barriers to e-Health. 
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adults are often regarded as a vulnerable population of Internet users (Choi, 2020). As access 
to and use of ICTs and digital media might be hampered by age-induced limitations and health 
and medical issues (e.g., limited eyesight and hearing, decreased cognitive and motor 
functions) (Loos 2012; Morrison, 2015) and other limiting factors, Van Dijk (2020) names 
older adults one of the “most deprived groups” (p. 139) when it comes to access and use of 
digital technologies. This brings us to the issue of digital inequality, or the ‘grey digital divide’, 
which is the focus of study in Chapter 7. Since a large part of the empirical chapters deals with 
the engagement of middle-aged and older adults with OHI, it is of relevance and value to 
explore the issue of the digital divide. Further, the topic and research field of the digital divide 
ties in directly with the notion of the information society, for the digital divide was preceded 
by and is still accompanied by concerns about information inequality in the information 
society (Bonfadelli, 2002; Katz & Rice, 2002; Loges & Jung, 2001; Norris, 2001; Van Dijk, 2005, 
2020; Warschauer, 2003). 
 

4.3.1. The grey digital divide 

Ever since the emergence of the Internet there has been widespread and ongoing concern in 
academic, administrative, political, and policy-making circles about groups and individuals 
who are not able to use ICTs and the Internet or who choose to digitally exclude themselves 
(Van Dijk, 2020). As contemporary life increasingly becomes intertwined with and dependent 
on ICTs and the use of digital media, non-users are likely to become disadvantaged and 
excluded, possibly socially isolated and marginalised, and thus, put simply, left behind (Hill et 
al. 2008; Huxhold et al., 2020; Katz & Rice, 2002; Robinson et al., 2015; Van Dijk, 2005, 2020). 
Whether it leads to absolute inequality due to non-use or relative inequality because of 
benefitting less from digital media than others (Van Dijk, 2020), these people miss out on 
many opportunities and vital resources, thus limiting their participation in the social, cultural, 
political, economic, educational, and institutional sphere (Van Dijk & Van Deursen, 2014). The 
latter is particularly important in the present context, for the most “vital domain of 
institutional Internet use and participation in sectors of society is health” (Van Dijk & Van 
Deursen, 2014, p. 51). One of the aforementioned vital resources is information, which 
explains how digital inequality likely translates into information inequality (Bonfadelli, 2002; 
Katz & Rice, 2002; Loges & Jung, 2001; Norris, 2001; Robinson et al., 2015; Van Dijk, 2005, 
2020; Warschauer, 2003). After all, citizens of a digitally oriented information society will 
be(come) disadvantaged when they are not able to find and use information online which is 
necessary for their lives, work, health, and well-being (Van Dijk, 2020). The above digital 
inequality concerns have given rise to the productive field of study of the ‘digital divide’ (Katz 
& Rice, 2002; Norris, 2001; Ragnedda & Muschert, 2013, 2018; Van Dijk, 2005, 2012, 2020; 
Warschauer, 2003), which will be elaborated upon in Chapter 7. The digital divide between 
generations as well as within the demography of older adults is known as the ‘age divide’ 
(Czaja et al., 2010; Nimrod, 2016, 2018) or ‘grey digital divide’ (Friemel, 2016; Hunsaker & 
Hargittai, 2018; Huxhold et al., 2020; Millward, 2003; Morris et al., 2007; Morrison, 2015; 
Quan-Haase et al., 2018) and is succinctly discussed below. 
 

Older adults have traditionally been described as laggards and late adopters of ICTs and 
the Internet, with studies consistently showing a negative correlation between age and ICT 
adoption and use, that is, older individuals having lower use rates (Anderson & Perrin, 2017; 
Czaja et al., 2006; Francis et al., 2019; Friemel, 2016; Hargittai, 2010; Hargittai & Dobransky, 
2017; Hargittai et al., 2018; Hunsaker & Hargittai, 2018; Huxhold et al., 2020; König et al., 
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2018; Loges & Jung, 2001; Morris et al., 2007; Quan-Haase et al., 2018; Robinson et al., 2015; 
Schehl et al., 2019; Schreurs et al., 2017; Selwyn et al. 2003; Selwyn 2004; Smith, 2014; Van 
Boekel et al., 2017; Van Deursen & Helsper, 2015a; Van Deursen & Van Dijk, 2019; Van Dijk, 
2012, 2020; Yu et al., 2016). When older adults go online they generally undertake fewer 
activities (e.g., fewer websites and digital services, fewer search engine queries, send less or 
no e-mails, consume less online news) and in lower frequency than younger user groups, 
leading to an overall lower variety of digital experiences (Anderson & Perrin, 2017; Czaja et 
al., 2006; Friemel, 2016; Gunter et al., 2009; Hargittai & Dobransky, 2017; Hargittai et al., 
2018; Hunsaker & Hargittai, 2018; Huxhold et al., 2020; König et al., 2018; Loges & Jung, 
2001; Pan et al., 2018; Pearce & Rice, 2013; Schehl et al., 2019; Quan-Haase et al., 2018; 
Tsetsi & Rains, 2017; Van Deursen & Helsper, 2015a; Van Deursen & Van Dijk, 2014; Yu et al., 
2016). While Van Dijk (2020) argues that older adults are catching up as ICTs and digital media 
are and become vital to modern life, ICT and digital media use figures for older adults are still 
lower than for younger generations (Hunsaker & Hargittai, 2018). Moreover, although recent 
studies suggest that older adults are moving towards digitally connected lives, the increase in 
ICT adoption and use appears to be primarily driven by younger, affluent, and more highly 
educated older adults (Anderson & Perrin, 2017), which confirms digital inequality studies 
which report that younger and higher educated individuals are more motivated to purchase 
and use ICTs and have more resources to do so (Van Dijk, 2020; Van Dijk & Van Deursen, 
2014). In short, echoing the earlier sections of this chapter, older adults form a heterogenous 
group with corresponding differential levels of ICTs and digital media adoption and use 
(Quan-Haase et al., 2018; Van Boekel et al., 2017) and therefore differential levels of 
engagement with OHI. The former is explored in-depth in the quantitative empirical work in 
Chapter 7, the latter in the following section and the other empirical chapters. 
 

4.4. Middle-aged and older adults and OHI 
Besides the neo-liberal imperative of the active and autonomous citizen who makes rational 
health management and consumption choices and decisions by, among others, seeking out 
health information (as discussed in 2.2.2 and 2.2.3), seeking out health information also fits 
with the paradigm of ‘active’ or ‘successful’ ageing and similar terms used to describe the idea 
of ‘ageing well’ (Foster & Walker, 2015; Laliberte-Rudman, 2015, 2016; Nussbaum, 2014; 
WHO, 2002, 2015). The WHO describes active ageing as “the process of optimizing 
opportunities for health, participation and security in order to enhance quality of life as 
people age” (2002, p. 12). Following the 1948 WHO interpretation of health, health in the 
definition of active ageing refers to both physical, mental, and social wellbeing (WHO, 2020a), 
while participation refers to the ability to continue to be active in society – socially, 
economically, culturally, politically, et cetera (Foster & Walker, 2015; WHO, 2002). In other 
words, active ageing refers to an active, engaged, and participatory attitude and behaviour by 
older adults in order to stay active and healthy, as well as something for society and 
healthcare systems to strive for and facilitate (Foster & Walker, 2015; Rozanova, 2010; 
Laliberte-Rudman, 2015, 2016; Stephens, 2017; WHO, 2002).  
 

Like the neo-liberal ideal of the consumer citizen, the ageing well discourse, which has 
been propagated for decades by governments, healthcare systems, and the media (Laliberte-
Rudman, 2015, 2016), is likely to spur people to try to be healthy by emphasising “individual 
effort and responsibility for managing risks of disease and decline in later life” (Rozanova, 
2010, p. 213). Essentially in an effort to extend middle-age and postpone old age (Laliberte-
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Rudman, 2016), narratives on ageing well tend to emphasise the need of a healthy diet, 
enough exercise, and a positive lifestyle, as well as social engagement in order to remain in 
good health and be well (Stephens, 2017). Insightfully, Rozanova (2010, p. 220) describes the 
‘ideal aging citizen’ as someone who makes the choice to age successfully by remaining 
youthful as long as possible, contributing to society and the economy as respectively an active 
participant and consumer, and staying healthy to remain autonomous and independent and 
avoid having to make use of healthcare and other public services. Similar to the neo-liberal 
notion of the ideal citizen, autonomy, competence, independence, and knowledge are 
deemed central to ageing well (Foster & Walker, 2015; Stephens, 2017), and this might be 
achieved in part by older adults engaging with and using health information.  
 

Being able to obtain and benefit from OHI is recognised as one of the positive outcomes of 
Internet and digital media use (Van Dijk, 2020). Digital inequality researchers have therefore 
examined the ‘digital health divide’ (Hall et al., 2015; Hong & Cho, 2017), which refers to how 
and to what extent individuals use the Internet for health purposes. Such health-related 
Internet use (HRIU) includes seeking health information, communicating with physicians, 
connecting to others with similar health issues, and buying medicine and other medical aids 
(Hong & Cho, 2017). Previous studies have found that significant disparities exist in terms of 
accessing and using OHI (Anker et al., 2011; Hall et al., 2015; Hong & Cho, 2017). People of 
younger age, as well as individuals with higher levels of education, income, and health literacy 
are more likely to use the Internet for health purposes in general (Hong & Cho, 2017). They 
are also more likely search for and access OHI (Anker et al., 2011; Chaudhuri et al., 2013; 
Cotten & Gupta, 2004; Czaja et al., 2003; Diviani et al., 2016; Dobransky & Hargittai, 2012; 
Galarce et al., 2011; Hong & Cho, 2017; Kim, 2015; Lambert & Loiselle, 2007; Macias, 2014; 
Miller & Bell, 2012; Powell et al., 2011; Ramanadhan & Viswanath, 2006; Robinson et al., 
2015; Van Deursen & Helsper, 2015a; Wang et al., 2020) and from a larger amount and 
variety of sources (Chen et al., 2014; Ramanadhan & Viswanath, 2006). Of course, many of 
the (age-related) factors described in 4.3.1. which account for the non-use of ICTs and the 
Internet also, logically, apply to the non-use of OHI, for one has to access and use ICTs and the 
Internet in order to obtain health information online (Hong & Cho, 2017; Sundar et al., 2011; 
Van Dijk, 2020; Wang et al., 2020). The other way around, issues of non-access to ICTs and 
digital media as well as a (lack of) abilities, experience, knowledge, and skills form barriers to 
e-Health (Sundar et al., 2011). 
 

While past work has found that the majority of older adults perceives the Internet as a 
useful source of health information (Tennant et al., 2015), not everyone is interested, willing, 
or able to use it. Horrigan (2016) found that Internet users over the age of 50 with lower 
education levels were more likely to suffer from a sense of information overload, that is, 
struggling to cope with the seemingly endless amount of messages, news, and information. 
Hong and Cho (2017) found that Internet use and HRIU among middle-aged adults between 
the age of 55 and 64 was not much different from younger age groups (users aged 18 to 54). 
However, those aged 75 and older as well as individuals with lower levels of education and 
income exhibited much lower levels of HRIU and health information seeking. Other studies 
have similarly found that health information non-seekers are often older individuals from the 
lowest education and income groups (Czaja et al., 2003; Dutta & Bodie, 2008; Ramanadhan & 
Viswanath, 2006). This indicates not only that digital inequality and HRIU are intimately linked 
and reflect social disparities (Hong & Cho, 2017; Van Dijk, 2020), but also implicates that the 
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proliferation of OHI and the increasing importance of HRIU and OHI seeking are likely to 
reinforce and exacerbate social, digital, as well as health inequities (Estacio et al., 2019).  
 

When older adults do go online to look for health information, they do so with various 
motivations and for various purposes and goals. In a study of Americans aged 60 and over, Xie 
(2009) found that older adults tend to search for and obtain four different types of OHI. These 
include 1) basic information about specific conditions and treatments to get a general 
understanding, 2) more detailed information about health conditions and treatments to 
prepare for visiting the doctor and understanding the doctors’ diagnosis, advice, and 
decisions, 3) complementary information about lifestyle, diet, exercise, and other activities 
contributing to good health, and 4) provider-related information about physicians, hospitals, 
and clinic in order to choose where to go. In terms of appraising and evaluating the quality 
and credibility of that OHI, older adults generally have more life experience and experience 
with traditional mass media and information than younger generations (Diehl et al., 2015; 
Flanagin & Metzger, 2011; Hargittai & Dobransky, 2017; Pecchioni et al., 2004), so they might 
be better equipped to interpret information in a nuanced way, compare information across 
channels and sources, distinguish between high and low quality health information, and 
overall be able to better evaluate the credibility of OHI (Flanagin & Metzger, 2011; Overton, 
2014). However, past work indicates that these experiences and skills do not necessarily apply 
in the context of OHI and digital media (Flanagin & Metzger, 2011). Older adults appear to 
struggle because of limited levels of eHealth literacy (Norman & Skinner, 2006; Tennant et al., 
2015) and tend to have relatively limited skills when it comes to assessing the credibility of 
OHI (Choi, 2020; Zulman et al., 2011), with younger users using a greater variety of cues and 
criteria when selecting OHI (Choi, 2020). It is likely (in part) because of a lack of experience 
and skills that, generally, old age is related to low(er) levels of trust in OHI resources (Sbaffi & 
Rowley, 2017; Zulman et al., 2011) and a preference for relying on face-to-face interactions 
with physicians and pharmacists (Eliassen, 2016; Fox & Duggan, 2013; Medlock et al., 2015; 
Scott et al., 2017) as well as family and friends (Thompson et al., 2004). This age or 
generational difference is illustrated by two Flemish surveys. The first one, from 2016, found 
that only 31.8 percent of respondents between the age of 18 and 34 named the general 
practitioner as their primary source of health information, while this percentage rose with 
every following age group to 76.2 percent among respondents aged 75 and over (CM, 2016). 
The second survey, from 2017, reported similar results, with middle-aged and older adults 
being overwhelmingly more likely to turn to their doctor first when having health questions, 
while younger generations, particularly individuals between 18 and 34 years old, first turned 
to the Internet (Avalosse et al., 2017).  
 

The age differences reported in this section and the two survey studies mentioned above 
as well as the notion of different levels of health orientation suggest that there are significant 
differences in how individuals and different age groups or generations approach health and 
(sources of) health information. This underwrites the need to go beyond general explorations 
of HRIU (Hong & Cho, 2017) and health information seeking by zooming in on specific 
demographic groups. Based on a qualitative research approach, the empirical studies herein 
shed light on the health information behaviour and use of Flemish middle-aged and older 
adult by exploring their engagement in HRIU, specifically OHI seeking and use. 
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The insights drawn from the present chapter conclude the theoretical framework of this 
dissertation and pave the way for the remainder, which consists of a chapter on methodology 
and a critical reflection on the fieldwork (Part II), the empirical chapters (Part III), and the 
conclusions (Part IV). 
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Chapter 5: Methodology 
 

Going beyond a mere exposition of the methods and tools used to carry out the empirical 
work herein, the function and goals of the present chapter are threefold. First, due to the 
nature of this dissertation and how it has come about, which deviates from most doctoral 
dissertations, the history and background of the research project is contextualized. Details 
and thoughts on the role of the author are provided, as well as the implications for the 
empirical work. Second, the qualitative and quantitative methods and tools employed are 
elucidated, for the complete data set which informs this dissertation consists of audio-
recordings and transcripts of 40 semi-structured in-depth interviews, field and interviewer 
notes, as well as quantitative data derived from the imec.digimeter survey. The choices made 
with regards to the research design, research method, sampling procedure, recruitment, 
fieldwork, and the analysis of the data are made transparent and are accounted for in Section 
5.2 and 5.3. Third, after a brief deliberation on research ethics follows a critical reflection on 
the data set and its analysis. This includes a consideration of the measures taken to ensure 
the quality, rigour, and robustness of the analysis as well as a reflexive perspective on the 
entire research endeavour. Thus, while the first parts of the chapter discuss the background 
of the research project and the role of the author, the latter parts zoom in and critically look 
back at the fieldwork, data analysis, and reporting. The critical notes on the latter serve as an 
introduction to the next chapter, which extends the critical perspective on the interview data 
to an empirical chapter of its own by exploring interviewees self-presentation efforts. 
 

5.1. Context of this dissertation 

To properly provide the context in which the data presented herein were collected and 
analysed, the following two subsections detail the history and circumstances of the research 
project which gave birth to this dissertation, as well as a consideration of the background and 
role of the author.  
 

5.1.1. History of the research track 

This dissertation is part of a larger research project entitled (De)constructing Health News, 
situated within the transdisciplinary research centre Health, Media & Society at Ghent 
University in Flanders, Belgium.11 Based on a collaboration between communication sciences, 
sociolinguistics, sociology, and medical science, the researchers affiliated with Health, Media 
& Society were tasked with applying a holistic or ‘start-to-end’ approach to investigate the 
role of various interconnected stakeholders involved in the ‘chain’ (i.e., from production to 
reception) of health news and information. These stakeholders include special-interest groups 
(e.g., academic research and expert groups, associations of healthcare professionals, health 
consumer organisations, patient support and advocacy organisations), the (news) media, 
policy-making bodies, health insurance companies, the pharmaceutical industry, and, of 
course, the general public. The main objective of the transdisciplinary research project was to 
chart the complex networks involved in the communication of health issues and relate it to 

 
11 GOA-project BOF14/GOA/014, “(De)constructing health news: a transdisciplinary investigation into news 
media coverage of elderly-related health issues”, Ghent U, BOF, 2014-2018/20 (main supervisor: D. Biltereyst, 
co-supervisors: P. Bracke, T. Christiaens, G. Jacobs, S. Joye, K. Raeymaeckers). 
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broader medical as well as sociological concerns.12 To that end, four PhD research tracks were 
initiated in 2014. The first research track involved a qualitative study of the various 
interconnected health-policy stakeholders involved in the Belgian healthcare field (Van den 
Bogaert, 2018). The second research track employed a linguistic ethnographic approach to 
examine the complex dynamics of the production of news stories about health (Declercq, 
2018), while the third made use of a mixed methods approach to investigate Flemish health 
news content and its sourcing (Stroobant, 2018). The present work is the culmination of the 
fourth research track, which deals with the health information behaviour and use by middle-
aged and older Flemish adults. In stark contrast to the other research tracks, this dissertation 
approaches health news and information from a media audience and user perspective by 
examining the reception and use of health news and information, rather than its production 
or representation.  
 

Importantly, the current work has come about in a different way than the other three 
dissertations and, likely, most doctoral dissertations. First and foremost, it was worked on by 
two different researchers. In 2014, Violetta Jitomirskaya started working on the fourth 
research track as the principal researcher. However, after having carried out the fieldwork 
(qualitative interviews) and having made first attempts to have work published, Jitomirskaya 
quit the project in May 2017. At that point, the interview data were still nearly untouched, 
that is, not analysed and/or reported on. The current author took over the project in the 
second half of 2017, effectively working from November 2017 on bringing the fourth research 
track to fruition and a successful end. It follows from the above that the work presented 
herein was carried out in a different timeframe than the other research tracks, namely from 
late 2017 to late-2020 rather than between 2014 to 2018. This explains why this dissertation 
reports predominantly on interview data gathered in 2015, as discussed in more depth later. 
The limited timespan in which this thesis and the research papers were realised presented 
some challenges. Due to the oftentimes long and arduous process of submitting research 
papers to journals, peer review, submission of revisions, and finally the technicalities and 
practicalities of publication, it was not possible to have all seven research papers published in 
academic journals at the time of submitting this dissertation. Further, given the limited 
amount of time (roughly 2,5 years) on the one hand, and the availability of a large amount of 
rich yet uncultivated interview data on the other hand, there was no time or opportunity to 
carry out additional fieldwork, such as directly observing respondents looking for health 
information on the Internet. The limitations of the present study as well as suggestions for 
future research are discussed further in Chapter 13. 
 

5.1.2. Implications for the research 
The course of the research track and the entry point of the present author required a 
pragmatic approach to the project and the available data. Initially, the main challenge was to 
fathom and understand the research design and objectives, the research questions and the 
methods used to generate data, as well as recruitment and sampling choices. Immediately 
after followed an effort to become familiar with the fieldwork data (audio recordings and 
transcripts of the interviews, notes) and the scholarly output (conference presentations, 
research papers) created by Jitomirskaya and understand their origins, meaning, and goal. 
Indeed, it is always up to the new researcher to reconstruct the how, when, where, and why 

 
12 For more information about (De)constructing Health News and the Health, Media & Society research centre, 
see https://www.ugent.be/ps/communicatiewetenschappen/en/research/hmsoc 

https://www.ugent.be/ps/communicatiewetenschappen/en/research/hmsoc
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of the data collection (Wästerfors et al., 2014), and this proved to be an important aspect of 
the project, for the context in which interviews take place “fundamentally, not incidentally, 
shape[s] the form and content of what is said” (Gubrium & Holstein, 2012, p. 32). As 
recommended in the literature in order for any researcher to be sufficiently ‘sensitised’ to a 
study (Hinds et al., 1997), the present author sifted through the documents related to the 
research centre, consulted with members of the Health, Media & Society research team, and 
contacted the principal researcher (Jitomirskaya) by phone for a hand-over of the project. 
That is to say, a phone call was setup to confer about the work already carried out to 
understand the context of the research endeavour as well as the research plans and possible 
interesting directions to go with the data. 
 

The above merits, and in the opinion of the author necessitates, pondering some more on 
the nature of the (empirical) work herein. Failing to mention and reflect on multiple and/or 
different researchers working on datasets is recognised in the literature as an oversight in the 
methodology section of many studies (Heaton, 2004; Ruggiano & Perry, 2019), in part 
because such a critical and reflexive consideration can in fact contribute to the robustness 
and validity of the research (Heaton, 2004; Hinds et al., 1997; Irwin, 2013). The literature on 
qualitative research suggests that the work herein might be considered as a form of 
‘secondary research’ (Heaton, 2004) as the data were already gathered and thus pre-existing 
by the time the present author started working on and with it. However, whether the present 
work does or does not in fact entail a form of secondary research remains rather unclear 
when considering definitions of secondary analysis. There are many forms of secondary 
analysis and the concept of secondary analysis itself is shrouded in conceptual confusion 
(Heaton, 1998, 2004; Hinds et al., 1997; Yardley et al., 2014) and a wide range of definitions, 
terms, and labels being used inconsistently in studies (Ruggiano & Perry, 2019). Heaton 
(2004) remarks therefore that secondary analysis is a “rather nebulous concept” (p. 15). In 
reviewing the literature, the most common definition appears to be that secondary analysis 
involves using an existing data set for purposes not defined or predicted in the design of the 
original study, that is to say, find answers to research questions which were not originally part 
of the study (Heaton, 1998, 2004; Hinds et al., 1997; Yardley et al., 2014). However, the 
majority of the empirical work in this thesis lies within or close to the remit of the original 
focus and research objectives, the interview data, and the plans by the principal researcher, 
although some topics might have been treated with more depth and detail than was originally 
the intention (Heaton, 2004; Hinds et al., 1997). In other words, there is a good fit and 
convergence between the intentions and work by Jitomirskaya and the present author 
(Heaton, 2004; Ruggiano & Perry, 2019). One major exception is Chapter 6, which indeed 
introduced new research questions, albeit based on suggestions by the principal researcher. 
This is further elaborated upon in Section 5.5.1. Whether the present work is strictly speaking 
a secondary analysis or not is, in the eyes of the author, subordinate to considering and 
discussing the matter herein to safeguard the methodological and epistemological robustness 
of this thesis.  
 

Clearly, then, a major drawback is that the present author did not conduct the interviews 
and thus did not play a role in producing the qualitative dataset on which this dissertation 
reports, but instead worked from audio recordings and transcripts. One of the main concerns 
with this, which also appears in the literature on secondary analysis, is that the researcher 
was not ‘there’, that is, not part of the interaction between interviewer and interviewee, their 
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cultural and social context, as well as the disciplinary, theoretical, and methodological 
considerations and choices which gave rise to the conversation (Dufour & Richard, 2019; 
Heaton, 2004; Hinds et al., 1997; Irwin, 2013). A lack of proximity to, first-hand experience 
with, and immersion in the fieldwork might translate into not knowing (enough) about the 
context of the study (Heaton, 2004; Hinds et al., 1997; Irwin, 2013), which during the analysis 
and reporting phase might lead to misinterpretations of the data, improper findings and 
results, and a lower or loss of trustworthiness of the findings (Ruggiano & Perry, 2019; Yardley 
et al., 2014). Thus, decontextualisation of the data by not ‘having been there’ as a researcher 
is deemed a main risk of secondary analysis (Dufour & Richard, 2019; Yardsley et al., 2014).  
 

However, proponents of secondary analysis argue for various reasons that the practical 
objections that might be leveraged against secondary qualitative analysis also apply in most 
cases to primary qualitative research (Dufour & Richard, 2019; Yardley et al., 2014). First, 
qualitative researchers are always expected to (and have to) critically contextualise, interpret, 
and understand the data to come to findings, which largely depends on the experience, 
knowledge, and skills of the researcher (Heaton, 1998). Thus, as Hinds et al. (1997) note, 
“related to the validity of a secondary analysis of a qualitative data set, is the sensitivity of 
researchers to the content of the primary study” (p. 414). More on this specific matter, 
namely the role and experience of the author, follows in the next section. Second, it is argued 
that researchers working on a pre-existing qualitative dataset can be sufficiently ‘sensitised’ 
to and immersed in the project and fieldwork data by consulting with the principal researcher 
or research team and by being aided by meta-documentation (Heaton, 2004; Hinds et al., 
1997). As outlined in the beginning of this section, this is exactly what took place when the 
current author took over the project. Besides a hand-over of the project, the present author 
had access to all fieldwork materials, research plans, correspondence, gathered literature, et 
cetera, which is deemed an important prerequisite for successful qualitative work labelled as 
secondary analysis (Heaton, 1998, 2004; Irwin, 2013). Third, semi-structured interviews 
generate data which are more independent from the principal researcher compared to other 
types of qualitative fieldwork and data (such as ethnographic research) (Irwin, 2013). 
Moreover, the role of the primary researcher (i.e., the interviewer) is clearly visible in 
interview fieldwork (Irwin, 2013), which allows other researchers to work with the data. All in 
all, the issue of ‘not having been there’ remains complex and goes to the epistemological 
heart of qualitative research and interpretation of data (Heaton, 2004). There are both 
benefits and disadvantages to respectively being close to the data as the principal researcher 
or having distance to it, in this case, by taking over the study. The verdict is still out whether 
proximity to the data is absolutely necessary, or whether distance and thus a fresh and open 
view, objective approach, and different analytical light contribute to insightful, meaningful, 
and strong findings and results (Hinds et al., 1997; Irwin, 2013; Ruggiano & Perry, 2019).  
 

As every disadvantage has its advantage, and vice versa, the pragmatic approach by the 
current author to the interview data certainly had it merits. While the original context of the 
fieldwork might never be fully reconstructed by another researcher, it is also precisely 
because of the ‘decontextualisation’ of the data that fresh perspectives and viewpoints 
emerge (Wästerfors et al., 2014). Having no connection to the data collection and the 
respondents allowed for a fresh outsider perspective, that is, looking at the data and the work 
carried out with an open and critical mind. It should be noted that the present work is, of 
course, not fully decontextualized or disconnected from the work carried out by Jitomirskaya: 
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besides using the same interview data as the basis for analysis and reporting, several ideas by 
Jitomirskaya were worked out by the present author into research papers. However, the 
majority of empirical work herein as well as the structure and contents of this dissertation 
have been developed by the present author independently from the initial researcher. In 
conclusion, the present author confidently and unequivocally believes that adequate 
sensitizing to the research project and fieldwork took place through the guidance and advise 
of the principal researcher and the wider research team. Together with the luxury of hindsight 
(i.e., looking back at the fieldwork and working with the data it generated), using a range of 
theoretical frameworks and methods of analysis, and the experience, knowledge, and skills of 
the author (as discussed in the following section) this has contributed to robust and strong 
analyses (Dufour & Richard, 2019; Hinds et al., 1997). This is, of course, in part because the 
work took place under the guidance of the research team members and particularly the 
supervisors, who were involved in Health, Media & Society from day one, two years before 
the current author stepped in.  
 

In short, the author of this dissertation is in the somewhat unusual position of not having 
designed and carried out the fieldwork which forms the foundation of the empirical work 
herein. For this reason, as well as the researcher being at the very heart of all qualitative 
inquiry and thus having a decisive influence on the findings and outcomes of the research 
(Creswell & Creswell, 2018; Donovan et al., 2014; Patton, 1999; Tracy, 2020), the following 
sections offer some background on the author and his role in the research project. 
 

5.1.3. Notes on the author and his role 

The quality and credibility of qualitative research is to a large extent dependent on the 
researcher given that qualitative analysis is ultimately a creative process in which the 
interpretation of data and thus the skills and experience of the researcher take central stage 
(Boyatzis, 1998; Creswell & Creswell, 2018; Donovan et al., 2014; Mortelmans, 2013; Patton, 
1999; Silverman, 2015; Tracy, 2020; Willig, 2014). Qualitative researchers should therefore 
explicate which experience, training, and perspectives they bring to the table and contribute 
to the research project, shed light on the link between the researcher and the topic of study, 
and reflect on how the aforementioned shapes the research output and production of 
knowledge (Creswell & Creswell, 2018; Donovan et al., 2014; Patton, 1999; Tracy, 2020). 
Given the nature of this dissertation and how it came about, it would be remiss to not provide 
some context and background to the author’s previous research experience as well as his role 
in the realisation of the present work.  
 

After having completed a bachelor study in social history and a media and communications 
master at the Erasmus University in the Netherlands, the author was employed for five years 
at an international market research agency13 as a qualitative research consultant and, 
eventually, senior research manager. In that capacity, the author worked on dozens of market 
research projects for pharmaceutical companies as well as other organisations in the 
healthcare and life sciences sector. Those projects used a range of qualitative research 
methods (discussion groups, interviews, online research communities) with patients and 
health consumers as well as healthcare professionals (e.g., general practitioners, nurses, 
pharmacists, specialists) on a wide variety of topics. These research topics included health 

 
13 InSites Consulting, an innovative research agency headquartered in Ghent, Belgium, which started in 1997 and 
has rapidly expanded to have offices around the world. 
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conditions (e.g., cancer, hypertension, inflammatory bowel diseases, metabolic disorders, 
multiple sclerosis), nutritional supplements, over-the-counter medical products, and various 
(information) services and websites. Many of these studies addressed the information needs 
and preferences of respondents. Thus, prior to taking over the audience research track within 
Health, Media & Society, the author already had plenty of relevant experience, both 
methodologically (qualitative research methods) and thematically (healthcare and life 
sciences sector) to approach the project and interview data with an open, but certainly not an 
empty mind (Donovan et al., 2014). In short, the experiences, knowledge, skills, and work 
ethic gained by working in the market research industry greatly helped to adjust to, grasp, 
and carry out the scholarly work herein. 
 

A result of the work experience described above is the adoption of a pragmatic approach 
to research. Market research is question- and project-driven and usually adheres to strict 
deadlines, so that a pragmatic and practical approach is needed to carry out the work on 
time. This approach and work ethic also found its way to this dissertation, both by working in 
a highly structured way and in terms of analysis and data reporting. After becoming 
acquainted with the project and the interview data, the next phase consisted of drawing up a 
plan to write a series of research papers based on the contents of the interviews and a first 
reading of the literature. Subsequently, the majority of the time was spent carrying out this 
plan step by step. As for the processing and analysis of the data, this too followed a pragmatic 
approach. The interview recordings were listened to and each transcript read at least a dozen 
times to become intimately familiar with respondents and their responses. Importantly, the 
transcripts were read in an active way by immediately looking for themes, patterns, and 
meanings (Braun & Clarke, 2006; Patton, 1999; Silverman, 2015). Thus, when the time came 
to start working on the research papers, the author had become well familiar with the 
interviews and the study participants.  
 

The analysis and reporting of results stem from a practical attitude, which translates into 
putting research objectives and questions first and only then choosing the methodological 
approach to study and understand the topic of inquiry (Creswell & Creswell, 2018; Silverman, 
2015). That is why, for instance, Chapter 10, which was chronologically the first research 
paper to be written, employs a grounded theory approach, while the other qualitative 
empirical chapters make use of thematic analysis. As the project progressed, the author 
found that thematic analysis (Boyatzis, 1998) better suited the data and the aims of 
subsequent research papers. Further, two central tenets of the pragmatic approach and 
worldview as discussed by Creswell and Creswell (2018) are imperative for the present work, 
namely 1) the belief in “an external world independent of the mind as well as that lodged in 
the mind,” and 2) the belief that “research always occurs in social, historical, political, and 
other contexts” (p. 52). This explains why this dissertation contains mostly empirical work in 
the pragmatic tradition, as well as some in the positivist (Chapter 7, based on quantitative 
survey research) and social constructivist tradition and worldview (most notably Chapter 6) 
(Creswell & Creswell, 2018; Silverman, 2015). Altogether, adopting a structured and 
pragmatic way of working allowed the project to move forward effectively and facilitated 
working with the large amount of interview data efficiently and productively. 
 

A final, practical consideration is that while the present author is Dutch, the data for this 
dissertation were gathered by a Flemish researcher in Flanders by talking to Flemish 
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individuals, who are not just citizens of a different country (than the author) but also make 
use of a different healthcare system (than the author). Here, previous work experience again 
helped out, for it was through market research projects that the author obtained first-hand 
knowledge of Flemish society and its healthcare system. Further, Belgium is linguistically 
divided into three regions, of which Flanders (the Dutch-speaking, northern region) and 
Wallonia (the French-speaking, southern region) are the main regions. The fact that the 
fieldwork was set in Flanders automatically situated it close to the Netherlands, both 
geographically and linguistically. Besides the presence of some typical Flemish expressions as 
well as regional dialect, it was therefore rather easy and barely an inconvenience to engage 
with and study the interviews and explore the health information behaviour and use of 
middle-aged and older adults. 
 

5.2. Understanding health information behaviour through qualitative research 
The following subsections outline the research method, sampling, fieldwork, and the 
analytical approach of the qualitative audience research which forms the basis of six of the 
seven empirical chapters to come. 
 

5.2.1. Research method 

The core of this dissertation is formed by the data generated from 40 semi-structured, in-
depth qualitative interviews with Flemish middle-aged and older adults. As the “empirical 
backbone of much qualitative research in the social sciences” (Campbell et al., 2013, p. 295), 
in-depth interviews are characterized by the fact that they typically take place face-to-face 
and one-on-one and are relatively long in terms of duration compared to other types of 
interviews (Johnson & Rowlands, 2012). In-depth interviews are particularly useful to obtain 
‘deep’ knowledge about respondents and their behaviours, beliefs, experiences, et cetera 
(Creswell & Creswell, 2018; Donovan et al., 2014; Mortelmans, 2013; Tracy, 2020), also in the 
present context of health and health information behaviour. Indeed, within the tradition of 
audience reception in health communication studies, in-depth interviews play a central role in 
grasping how people understand and make sense of health information (Donovan et al., 
2014). In-depth interviews are thus well suited to discuss personal matters such as health and 
health information, as the interviewer attempts to get close and establish a sense of intimacy 
and openness in which respondents are made to feel at ease and open up about their health 
context (Johnson & Rowlands, 2012). As such, interviewees might divulge information which 
they would normally not talk about with strangers or even with partners, family members, or 
other acquaintances (Donovan et al., 2014). To build rapport and facilitate the in-depth 
interview, it typically takes place in a congenial, friendly, and non-threatening atmosphere 
(Donovan et al., 2014), which was realised in this project in part by allowing respondents to 
indicate a preferred location for the interview (see 5.2.5.). Furthermore, a hallmark of in-
depth interviews is that the interviewer not only asks a set of questions prepared beforehand, 
but also allows respondents to occasionally lead the conversation and bring up topics 
(Donovan et al., 2014). The research interviews on which this thesis reports are similarly a 
combination of ‘top-down’ topics and questions (drafted beforehand) and spontaneous 
inputs, responses, and topics brought up by respondents (‘bottom-up’) (Braun & Clarke, 
2006).  
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5.2.2. Sampling procedure 

For obvious reasons, sampling matters a great deal as it lies at the root of every research 
endeavour; the input of a study naturally largely shapes its output. Furthermore, as Rapley 
(2014, p. 49) remarks,  
 

Given that the claims that qualitative researchers want to make are routinely based on 
working closely with relatively small numbers of people, interactions, situations or spaces, 
it is central that these are chosen for good analytic reasons. Above all, sampling should 
never be the product of ad hoc decisions or left solely to chance. It needs to be thoughtful 
and rigorous. 

 
At the outset of the audience research track, before the involvement of the present 

author, the principal researcher and a team of colleagues deliberated on the study sample to 
be recruited. With the intention of being able to compare health information behaviour in the 
pre-retirement and retirement life phase, the choice was eventually made to focus on two 
demographic groups of Flemish adults, namely a group of pre-retirement middle-aged adults 
between 50 and 64 years old and retired older adults between 65 and 80 years old. The 
Belgian legal retirement age served as the cut-off age, for retirement is an important life 
course milestone, during which one exits the work force and assumes a new role in society 
and the community (Staudinger, 2015). Concretely, purposive sampling (Creswell & Creswell, 
2018; Silverman, 2015) was employed to obtain a heterogeneous respondent sample in terms 
of gender, age, education level, and employment status. No selection criteria were included 
with regards to health status, Internet use, or ethnicity. 
 

5.2.3. Sample description 

Respondents were recruited by distributing a paper recruitment intake survey at local service 
centres and via OKRA, the largest Flemish association for older people. The final respondent 
sample consisted of 18 men and 22 women. The youngest respondent was 51 years of age at 
the time of the interview, the oldest 80 years of age. The average age of the sample was 64.9 
years. Table 1 presents an overview of the demographic variables of the participants. Overall, 
the sample was well balanced, containing ample respondents in each segment (e.g., gender, 
age, education level). However, as Table 1 shows, the sample was slightly skewed towards 
higher (35 percent) and middle education (37.5 percent) levels, compared to respondents 
with a lower education level (27.5 percent). Furthermore, no less than 62.5 percent of the 
respondents had retired. While variables such as health status were not included in the 
recruitment process, respondents spontaneously talked about their health during the 
interviews. From these participant stories it can be deducted that the group of study 
participants consisted of both patients with diagnosed (chronic) health conditions as well as 
healthy individuals without any diagnosed conditions.  
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Table 1 – Participant demographic variables 

 Full sample 

n % 

Gender   
 Female 22 55.0 
 Male 18 45.0 
Age   
 50-64 18 45.0 
 65-80 22 55.0 
Highest educational level   
 Primary/lower secondary  11 27.5 
 Higher secondary 15 37.5 
 University or postgraduate 

degree 
14 35.0 

Employment   
 Employed 14 35.0 
 Unemployed 1 2.5 
 Retired 25 62.5 
   

 

5.2.4. Interview protocol 

Based on the literature study carried out prior to the start of the Health, Media & Society 
research centre as well as a literature review carried out by Jitomirskaya, an interview 
protocol containing a fixed set of topics was developed to accommodate the semi-structured 
character of the interviews (Cresswell & Creswell, 2018; Mortelmans, 2013; Tracy, 2020). The 
protocol, which can be found at the back of the dissertation as Appendix 1, covered four 
topics: 1) definitions of health, illness, and health information; 2) sources and use of health 
information; 3) health information behaviours, and 4) health information cases, namely 
Alzheimer’s disease, sleep disorders, and diabetes.14 The interviews usually started with some 
small talk to build rapport and involved discussing practical issues and an explanation of the 
goals of the study and the purpose of the interview. Some general questions about 
respondents’ understanding of health and illness followed to get the interview going, make 
respondents feel at ease, and let interviewees become familiar with the topic of the 
conversation. The interviewer worked systematically and stayed close to the interview 
protocol, resulting in the interviews mostly following the same pattern and having a similar 
structure. This allowed the interviewer at the time of the fieldwork, as well as the present 
author during the analysis phase, to being able to easily compare between interviews. 
Importantly, the semi-structured interview setting did allow the interviewer to be flexible, 
adapt to the situation, and go with the flow of the conversation by allowing respondents to 
interject their own topics. The latter was done frequently, as respondents were enthusiastic 
to talk about their health and healthcare experiences and their use of health information. 
 

 
14 The three cases were chosen by the members of the Health, Media & Society research team, with the 
intention of studying these in all four research tracks. 
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5.2.5. Fieldwork 

Between April 29, 2015, and September 25, 2015, over the course of nearly five months, 40 
semi-structured, in-depth qualitative interviews were held in the city of Ghent, Belgium. The 
majority of the interviews (n=34) took place on the campus of Ghent University. Four 
interviews took place at the home of respondents, and another two at meeting- and service 
centres for the elderly. All interviews were carried out by Violetta Jitomirskaya, who was 
assisted during the first few conversations by a postdoc researcher from the Department of 
Communication Sciences at Ghent University. These earliest interviews helped to test the 
interview protocol, let the interviewer become familiar with the order of questioning, and 
finetune the protocol for the remainder of the interviews. As the study participants were 
eager to talk about their experiences, the interviews proved to be expansive and rich, 
generating a wealth of data on respondents’ health information behaviours. In total, the 
interview recordings amount to 76 hours and 36 minutes, which translates into 1896 pages of 
transcript (47.4 pages per interview on average) in MS Word format. With an average 
interview length of one hour and 55 minutes, the longest interview clocks in at three hours 
and six minutes, the shortest interview at one hour and twelve minutes.  
 

As discussed in more detail later, part of being a critical and reflexive researcher involves 
considering the context and circumstances in which the data were generated (Heaton, 1998, 
2004; Hinds et al., 1997; Irwin, 2013; Wästerfors et al., 2014). Besides regular seasonal health 
news reports about issues such as influenza and hay fever, a major international health crisis 
took place in 2015 during the time of the interviews. Between 2013 and 2016, the Western 
African Ebola virus epidemic caused over 11.000 deaths in mainly Guinea, Liberia, and Sierra 
Leone (Stroobant et al., 2016; WHO, 2016). At the time of the interviews, the number of 
Ebola cases was declining gradually, but it was not until 2016 that the Public Health 
Emergency of International Concern, declared by the WHO in 2014, was terminated (WHO, 
2016). Not surprisingly, the Ebola virus and the crisis were mentioned quite frequently during 
the interviews, although it did not seem to impact on how respondents dealt with and used 
health information. Contrary to the COVID-19 pandemic which reached Europe including 
Belgium, the 2013-2016 Ebola crisis likely remained a far-off event for most respondents. 
Study participants therefore did not express concern about Ebola, nor were they occupied 
with finding information besides following the news via the mainstream Belgian media.  
 

5.2.6. Analysis 

Upon completion of every interview, the digital recording was saved, processed, and safely 
stored on the working computer of the interviewer and the allotted space on the project 
server of Ghent University. Subsequently, all interviews were transcribed in their entirety by 
the interviewer with the help of a research assistant. The transcription of interviews is crucial 
and indispensable for most research (Creswell & Creswell, 2018; Roulston, 2014; Silverman, 
2015), particularly in this case, when two researchers independently from each other work 
with the data. The transcribers focussed mostly on the spoken word: only few instances of 
non-verbal communication such as laughing and sighing were recorded. Other non-verbal 
behaviour was not included in the transcripts. 
 

Readers will notice that not all empirical chapters presenting qualitative research findings 
employ the same type of data analysis. That is, as touched upon earlier in Section 5.1.2, 
Chapter 10 makes use of a grounded theory approach. The grounded theory approach 
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(Charmaz, 2006; Glaser & Strauss, 1999; Silverman, 2015; Tracy, 2020) was initially used in 
order to construct theory about health information sharing, which is an understudied and 
underdeveloped type of information behaviour in the library and information sciences. 
Chapter 11 originally also used a grounded theory approach, but more than a year after its 
first submission to an academic journal, the methodology was adapted after a thematic re-
analysis of the data and a thorough rewrite of the paper. The different analytical approaches 
used stem from the author having to find his way around the data, the particular research 
field involved (e.g., health communication, library and information studies), and, above all, 
finding and using the analytical tools best suited to the data and the aims of the research 
paper.  
 

Besides Chapter 10, all empirical work herein which reports on the qualitative interview 
data is guided by the perspectives and principles of thematic analysis (Boyatzis, 1998; Braun & 
Clarke, 2006; Willig, 2014). As a “way of seeing” (Boyatzis, 1998, p. 1) and “method for 
identifying, analysing, and reporting patterns (themes) within data” (Braun & Clarke, 2006, p. 
6), thematic analysis can be applied to all sorts of data to systematically interpret and code 
data (Boyatzis, 1998; Braun & Clarke, 2006).15 One of the main differences between a 
grounded theory approach and thematic analysis is that the former is explicitly meant to 
generate a theory of the phenomenon under study, while thematic analysis is not committed 
to such goals (Braun & Clarke, 2006). Essentially, thematic analysis means to carefully explore 
and search across a data set for repeated patterns of meaning (Braun & Clarke, 2006, p. 91). 
Qualitative content analysis such as thematic analysis has three common features: 1) it 
reduces data through the process of coding data into categories and thus ascribes meaning to 
the data, 2) it is systematic as the analysts work their way through all relevant data to code 
the data systematically and consistently, and 3) it is flexible as the researcher adapts the 
analysis process to the data (rather than the other way around), by, for instance, continuously 
adapting the coding framework (Boyatzis, 1998; Roulston, 2014; Schreier, 2014). The coding 
and analysis of the data through thematic analysis can therefore be both inductive as well as 
deductive, or, in other words, be both data-driven as well as theory-driven (Boyatzis, 1998; 
Schreier, 2014). In practice, this is illustrated by the analysis carried out in the empirical 
chapters to follow; while the majority are based on inductive analysis, Chapter 6 employs a 
pre-existing coding framework to analyse the data in a deductive manner. On the whole, the 
flexibility of thematic analysis allowed the author to approach the data in an open, critical, 
and pragmatic way and find themes and topics relevant and worthy of scrutiny, analysis, and 
publication. 
 

On a practical note, both the grounded theory approach and the thematic analysis were 
carried out with the help of the Nvivo 12 Pro software suite. More specifically, Nvivo was used 
to manage and code the data and export categories of coded data for analysis and reporting 
purposes (Bazeley & Jackson, 2013). Further, as the interviews were originally conducted in 
Flemish, all respondent quotes which appear in the following chapters have been translated 
into English by the author of this dissertation.   
 

 
15 For detailed descriptions of thematic analysis, see Boyatzis (1998) and Braun and Clarke (2006). 
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5.3. Understanding ICT adoption and use through quantitative research 
Simultaneous to carrying out the qualitative audience research described above, Jitomirskaya 
set out to add a quantitative component to the research track by incorporating survey data 
on the adoption and use of ICTs by Flemish middle-aged and older adults. After the present 
author took over the research track, the unpublished research paper produced by 
Jitomirskaya was fully rewritten by incorporating the latest literature, expanding the scope of 
the study, and using newer survey data. The result of this work is presented in Chapter 7. In 
order to avoid overlap with the chapter itself, and because only one chapter employs this 
method, the present section succinctly discusses the quantitative data fieldwork and analysis. 
 

The quantitative data featured in this dissertation come from the imec.digimeter, an 
annual representative survey by MICT, a research group affiliated with the digital research 
institute imec and Ghent University. The imec.digimeter survey chiefly monitors the 
possession and use of ICTs and digital media in Flanders, as well as people’s attitudes towards 
technology and innovation (Vanhaelewyn & De Marez, 2018). Following the sampling choices 
in the qualitative part of the study (the two age groups, 50-64 and 65-80), a sample of 50 to 
80-year olds was selected for the quantitative inquiry as a subset of the larger imec.digimeter 
survey sample. This subset consisted of, respectively, 652 (in 2015) and 823 (in 2017) 
respondents. In terms of analysis there were two foci: 1) to compare data from 2015 and 
2017 to see differences in ICT adoption and use, and 2) understand differentiated ICT 
adoption and Internet use. To achieve the latter, a logistic regression analysis (Menard, 2001; 
Myers, 2000) was carried out. This analysis was carried out, after ample deliberation with the 
author of this work, by Bart Vanhaelewyn, who was at the time the chief media consumption 
analyst at the imec-mict-UGent research group and the leading analyst on the imec.digimeter 
survey. The role of the present author in the whole process entailed finding out what could be 
done with the survey data available (i.e., what type of data was available), to steer and give 
feedback on the data analysis and reporting, and, of course, incorporate the quantitative data 
and findings into the research paper. Further details can be found in Chapter 7. In the service 
of transparency, it is important to note that the strength of the author of this dissertation lies 
decidedly in qualitative research. Yet, the quantitative Chapter 7 has been included in the 
research track as it broadens the horizon of the work and offers interesting, relevant, and 
useful insights – also towards the conclusions of this dissertation. 
 

5.4. Research ethics 
Ethical considerations are of importance in any qualitative study as respondents are asked to 
open up about their actions, beliefs, and experiences (Creswell & Creswell, 2018). Given the 
sensitive and potentially stressful topic of conversation (health information, but also health 
and illness itself) (Donovan et al., 2014), as well as respondents sharing personal information 
and private opinions, it was paramount to consider the ethics and implications of the research 
(Johnson & Rowlands, 2012). Care was therefore taken to meet all standard ethical and legal 
guidelines in the setup and carrying out of the interviews as well as the management of the 
data. Prior to the fieldwork, approval from the institutional review board – formed by the 
ethical committee of the Ghent University Hospital – was requested and received. Further, 
prior to participating in the study, all interviewees signed an informed consent and 
confidentiality agreement in which the research project and its scope were explained, 
confidentiality and anonymity was guaranteed, and in which respondents consented to the 
interview being recorded. Participants were also informed that they could withdraw from 
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participation at any time, for any reason, without negative consequences, as well as request 
to have their data deleted. As for the quantitative data, a secondary data set was used, so the 
author had no control or influence over the research ethics involved with the survey. 
 

5.5. Reflections on the quality of the data and analysis 
Key to any research inquiry, particularly the current one given its history and context, is a 
critical perspective and reflexivity on the part of the researcher (Cornish et al., 2014; Finlay, 
2012; Mann, 2016; May & Perry, 2014; Tracy, 2020). Researcher reflexivity entails the 
researcher taking distance from the work, turning back upon oneself, and critically examining 
his or her impact on the research process and the production of knowledge (May & Perry, 
2014; Tracy, 2020). Thus, in the context of interviewing, “the reflexive interviewer looks 
through a critical lens at the process, context, and outcomes of research and interrogates the 
construction of knowledge” (Finlay, 2012, p. 317). In other words, reflexivity is a way of 
thinking and possessing a critical ethos (May & Perry, 2014). Reflexivity contributes to the 
quality of (interview) research (Mann, 2016) as “reflexivity about our ideological, theoretical 
and methodological predispositions is […] a step towards transparency” (Cornish et al., 2014, 
p. 83). Further, critically looking back at the research track – from setup and fieldwork to 
analysis and the reporting of results – illuminates how the knowledge produced in the 
empirical work has come about and what its strengths, weaknesses, and limitations are (May 
& Perry, 2014; Tracy, 2020). 
 

There are many criteria and approaches to safeguard the integrity, reliability, and quality of 

qualitative research.16 Patton (1999) notes that the quality and credibility of qualitative 

inquiry rests on three pillars. The first pillar involves “rigorous techniques and methods for 
gathering high-quality data that are carefully analyzed, with attention to issues of validity, 
reliability, and triangulation.” The second pillar rests on the “credibility of the researcher, 
which is dependent on training, experience, track record, status, and presentation of self.” 
Finally, the third pillar is composed of the “philosophical belief in the value of qualitative 
inquiry, that is, a fundamental appreciation of naturalistic inquiry, qualitative methods, 
inductive analysis, purposeful sampling, and holistic thinking” (p. 1190). With the second and 
third pillar already having been discussed previously, the following paragraphs centres around 
the first pillar. 
 

First, different forms of triangulation were employed to ensure the rigour and robustness 
of the data analysis, the overall quality of the work, and to account for and limit the bias and 
limitations which are inherent to using only one specific method, framework, or type of data 
(Heaton, 2004; Patton, 1999). As “strategies for reducing systematic bias in the data” (Patton, 
1999, p. 1197), triangulation can help in “overcoming the skepticism that greets singular 
methods, lone analysts, and single-perspective theories or models” (Patton, 1999, p. 1193) 
and thus helps to “guard against the accusation that a study’s findings are simply an artifact of 
a single method, a single source, or a single investigator’s biases” (Patton, 1999, p. 1197). 
Practically, Tracy (2010) defines triangulation as the use of “two or more sources of data, 
theoretical frameworks, types of data collected, or researchers” (p. 843), to which Silverman 
(2015) adds triangulation by combining multiple theories and methods. In terms of analyst 
triangulation, there was an inherent triangulation given the aforementioned fact that the 

 
16 For an overview and discussion of criteria for excellent qualitative research, see Tracy (2020). 
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fieldwork and first data analysis was conducted by a different person than the author of this 
thesis. Moreover, various research papers were produced in close collaboration with other 
researchers, predominantly the work presented in Chapter 6 and 7. The involvement of a 
second analyst and/or coder helped to not only bolster the findings and make the analysis 
more robust, but also contributed to the accountability of the study while safeguarding 
against any subjectivities on the part of the primary author (Cornish et al., 2014; Patton, 
1999). In terms of method triangulation, the interview data have been enriched with the 
quantitative survey data to get a more complete picture of the Internet use by middle-aged 
and older adults between the ages of 50 and 80. Above all, there is theoretical triangulation, 
as various theoretical concepts and perspectives from different disciplines and fields of 
inquiry (e.g., media and communication sciences, library and information studies, sociology, 
gerontology) are employed throughout the empirical work (Heaton, 2004; Patton, 1999; 
Silverman, 2015).  
 

One main criticism which can be raised is that the majority of the data reported in the 
empirical chapters was only coded and analysed by the author of this dissertation. In their 
work on coding reliability of in-depth semi-structured interviews, Campbell et al. (2013) note 
that stability (whether the coder applies the same codes over time), accuracy (a reliable 
coding scheme with clearly defined, mutually exclusive codes), and reproducibility (intercoder 
reliability) are central in appraising the reliability of interview coding. Five of the six qualitative 
empirical chapters build on inductive analyses, meaning that the themes, categories, and 
ultimately the coding framework were formed during the processing and analysis of the data. 
Only Chapter 6 builds on and emerged from a deductive analysis by employing a predefined 
coding framework. The coding for this chapter was robust as the first two authors coded 
interviews independently and compared the coding work afterwards. Campbell et al. (2013) 
write that particularly in the case of in-depth semi-structured interviews, coding the data 
requires a skilled and knowledgeable coder with knowledge of both the subject matter as well 
as the methodology, for “this type of data often involves interpreting what respondents mean 
in their answers to questions. Doing so correctly requires that coders have sufficient 
background knowledge in the subject matter of the interviews” (p. 297). As outlined in 
Section 5.1.2, the author became involved in the research project with plenty of relevant 
experience and knowledge under his belt. As such, most of the coding was indeed carried out 
primarily or only by the author, being a coder with extensive contextual and methodological 
knowledge and experience. 
 

Further, throughout the qualitative work the author has opted to include respondent 
identifiers such as [Female, 62, LE], which means that the quote comes from a female 
respondent, aged 62 years old at the time of the interview, with a lower education (LE) level. 
These unique identifiers are not only provided to ‘humanize’ the findings (Donovan et al., 
2014) and give the reader an idea of the background of the respondent, but also as part of 
the effort to offer a convincing account of the data and the findings; it shows that the full data 
set was used for each and every research paper, rather than quoting from the same people all 
the time (Barbour, 2014; Donovan et al., 2014). In short, by making use of and showcasing a 
range of respondent quotes, the robustness of the analysis is supported and illustrated. 
 

With regards to the quantitative data set and analysis, less retrospection and critical 
reflection are possible. This is because the data analysis, as previously noted, was carried out 
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by another person who worked with a secondary, pre-existing data set. Admittedly, producing 
a quantitative research paper sometimes proved quite challenging as a qualitative researcher 
in heart and soul. Nevertheless, working on it was rewarding, for it helped to broaden the 
horizon of both the author and this dissertation, the latter by contributing new insights as 
well as perspectives in terms of literature. 
 

In addition to the researcher’s reflexivity above, a few critical notes with regards to the 
interviews themselves are in order, for when taking over a study from another researcher 
assessing the completeness and quality of the data is one of the first and most important 
steps (Hinds et al., 1997). In hindsight, the fieldwork could have been even more rich and 
valuable if the literature review had been more comprehensive and better focussed. This 
could have resulted in a better-defined topic list, as well as more clarity on what to achieve 
with the interviews and how to contribute to the research field. Moreover, the interviewer 
could have better anticipated the fact that respondents were, given the topic of conversation, 
likely to frequently elaborate on the health status and experiences of themselves and their 
loved ones rather than sticking to the topic of health information behaviour and use. As a 
result, some of the interviews have a long running time and contain parts with personal 
stories which have little to no relevance to the purpose of the research. It would have been 
better if the interviewer had here and there intervened earlier to keep some focus in the 
conversations. Third, a more experienced interviewer might have been able to get more out 
of the respondents by asking more pertinent and critical (follow-up) questions. It should be 
noted that these points of constructive criticism are not meant to detract from the fieldwork 
which was carried out, but rather offer a few points of improvement. Furthermore, the above 
critical notes certainly do not mean that the interviews and the data generated come short or 
are insufficient. On the contrary, the nearly 77 hours of interview recordings form a treasure 
trove of interesting and valuable data about the health information behaviour and use of 
Flemish middle-aged and older adults.  
 

5.5.1. Sensible use(rs) and self-presentation 

When the present author began to read and re-read the 40 interview transcripts, a recurrent 
pattern emerged with regards to respondents’ health information experiences and 
behaviours. Reading between the lines, the conversations seemed to teem with 
inconsistencies and ambivalences as to the Internet as a source of health(-related) 
information. As respondents described how and where they obtained OHI, they 
simultaneously appeared to make efforts to present themselves in a favourable light as 
sensible users making responsible use of the Internet and OHI. As an unexpected ‘bycatch’, 
this finding formed the impetus for delving deeper theoretically and adding a ‘meta-angle’ to 
the present work. Besides the critical reflection in the previous section, the next chapter 
(Chapter 6), entitled Sensible Use(rs): A Qualitative Exploration of the Construction of Self-
Identity by Middle-Aged and Older Adults in Research Interviews with regards to Searching and 
Using Online Health Information, presents a critical reading of the interviews from a different 
perspective, namely the qualitative research interviews as an occurrence of, and source of 
information on, social phenomena, in this case interviewees’ self-presentation efforts in the 
context of health information behaviour and use.  
 

Gubrium and Holstein (2012) note that while interviewing was once regarded as a 
straightforward way of collecting data through a question-and-answer back and forth 
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between interviewer and interviewee, more sophisticated types of analysis scrutinise how 
knowledge is produced within the interview context. Indeed, as Denzin (2014) notes, “We 
have moved from a paradigm which says the world is a text to be read or analysed, to a 
paradigm which says the world is a performance” (p. 570). With regards to in-depth 
interviews, Mann (2016) adds that, “The central purpose of the interview is to create a space 
for the interviewee to articulate aspects of self and it is worth remembering that this is an 
inherent reflexive enterprise” (p. 48). To go beyond the ‘face value’ of the interviews and to 
consider the epistemological bearings of the knowledge gained from the interviews, the 
following chapter examines the fieldwork alongside social constructionist lines. That is, the 
chapter views the research interviews as socially situated and constructed events in which the 
interviewer and interviewee collaborate and co-create narratives and meanings and together 
make sense of these (Atkinson & Silverman, 1997; Donovan et al., 2014; Hammersley, 2003; 
Finlay, 2012; Gubrium & Holstein, 2012; Roulston, 2014; Warren, 2012). The qualitative data 
which lie at the root of the empirical work herein have been constructed through and in the 
interactions of the interviewer and the research subject (Denzin, 2014; Warren, 2012). They 
are therefore embedded in historical and social context (Denzin, 2014), and, on the part of 
the respondents, specific individual health contexts as well as self-presentation concerns 
(Dingwall, 1997; Donovan et al., 2014; Schlenker, 2011). Dingwall (1997, p. 56) therefore 
concludes that, 
 

If the interview is a social encounter . . . it must be analysed in the same way as any other 
social encounter. The products of an interview are the outcome of a socially situated 
activity where the responses are passed through the role-playing and impression 
management of both the interviewer and the respondent. (p. 56) 

 
As an extension of the present chapter and its reflexive considerations, the Sensible Use(rs) 

chapter takes impression management (IM) (Bolino et al., 2008; DuBrin, 2011; Ellis et al., 
2002; Franz et al., 2018; Goffman, 1959; Martin et al., 2000; Schlenker, 1980, 2011; Tedeschi 
& Riess, 1981) as its starting point and employs it as a lens to look at the data in a different 
and penetrating way. The last research paper to be written, it features herein as the first 
empirical chapter in order to support and build on the present critical considerations. Linking 
back to the notion of secondary analysis discussed earlier, the empirical work presented in 
Chapter 6 might be considered a form of secondary analysis, for it reports on a post hoc 
investigation of a methodological and theoretical issue which emerged spontaneously during 
and after the fieldwork and of which the present author was made aware of by the principal 
author. More specifically, Chapter 6 can be considered as a mix of a ‘supplementary analysis’ 
and a ‘supra analysis’, which are both forms of secondary analysis (Heaton, 2004). 
Supplementary analysis is “closely related to the analytical remit of the original work” 
(Heaton, 2004, p. 42), while ‘supra analysis’ is a form of secondary analysis in which “the 
terms of the primary study from which the data were derived are transcended. Such studies 
involve the investigation of new theoretical, empirical or methodological questions” (Heaton, 
2004, p. 39). Indeed, in transcending the original research questions which gave shape to the 
fieldwork and the data it generated, Chapter 6 through a purposeful new reading of the 
interview transcripts (Ruggiano & Perry, 2019) explicitly approaches and analyses the data by 
applying a different theoretical and conceptual lens and perspective (Heaton, 1998, 2004; 
Hinds et al., 1997). 
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Chapter 6: Sensible use(rs): A qualitative exploration of the construction 

of self-identity by middle-aged and older adults in research interviews 

with regards to searching and using online health information 
 

Abstract 
As a much-used data collection method in qualitative research, interviewing is a primary way 
to make sense of social life. However, critics point out that interviews are often used 
uncritically and unreflectively, without considering epistemological foundations and self-
presentation efforts by interviewees. By way of a two-step, theory-driven qualitative thematic 
analysis, this study examines how Belgian middle-aged and older adults (51-79 years old) 
construct their self-identity in research interviews as sensible Internet users with regards to 
online health information (OHI) and their motivations for doing so. The findings are 
underpinned by a theoretical framework which enhances impression management (IM) 
theory with the third-person effect (TPE). The study finds that respondents engage in various 
IM behaviours, including instances of the TPE, to maximise positive impressions and minimise 
negative impressions. Through IM, interviewees 1) respond to critical questions; 2) 
proactively demonstrate knowledge, accomplishments, and positive outcomes; 3) compare 
and distance oneself from others; and 4) communicate limitations and offer external 
explanations. The findings contribute to the scant literature on IM in research interviews and 
among older adults and carry various implications for the field of health communication and 
beyond, such as the importance of critically reflection on interviewing and going beyond the 
face value of the data. 
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6.1. Introduction 
Around the year 1600, William Shakespeare wrote in his play As You Like It the famous words: 
“All the world’s a stage, and all the men and women merely players. They have their exits and 
their entrances, and one man in his time plays many parts.” One such part might be played in 
interviews, which allow individuals not only to express themselves, but also to manage their 
self-identity and how others perceive them (Donovan et al, 2014; Schlenker, 2011). As a 
much-used qualitative method of data collection (Donovan et al., 2014; Mann, 2016), 
interviews allow researchers to learn about people and their behaviours, beliefs, and views 
(Atkinson & Silverman, 1997; Gubrium & Holstein, 2012; Mann, 2016). In health 
communication research, qualitative interviews are a common and useful method to elicit the 
experiences, perceptions, and opinions of respondents with regards to health and health 
information (Donovan et al., 2014). Interviewing has thus become a primary means of making 
sense of social life (Gubrium & Holstein, 2012), to the extent that critics have coined the term 
‘interview society’ (Atkinson & Silverman, 1997; Mann, 2016), which critiques the widespread, 
uncritical, and unreflective use of interviews to obtain data without considering their 
epistemological foundations (Atkinson & Silverman, 1997; Gubrium & Holstein, 2012; 
Hammersley, 2003). 
 

While an exhaustive discussion of methodological criticism of interviewing is beyond the 
scope and space limitations of the current contribution17, critical voices point out that 
interviews should be carefully and critically considered as information sources on peoples’ 
nature, experiences, and behaviours (Gubrium & Holstein, 2012; Hammersley, 2003). Rather 
than objective or straightforward conversations in which respondents share accounts of their 
‘realities’ or ‘truths’, interviews are social interactions in which interviewer and interviewee 
engage in the co-construction of meaning and sense-making (Atkinson & Silverman, 1997; 
Hammersley, 2003). Among others, the format and setting of the interview, the nature of the 
interaction between its participants, as well as the order and form of questions guide and 
influence interviewees responses (Ellis et al., 2002; Franz et al., 2018; Gubrium & Holstein, 
2012; Mann, 2016). Interviews are therefore not only a source of information about 
phenomena in the life-world of respondents, “but also an instance of communication in its 
own right, shaped by the particularities of the interviewer, the interviewee, the context for 
their interaction, and so on” (Donovan et al., 2014, p. 24).  
 

A main criticism of interviewing is rooted in the notion of self-presentation (Hammersley, 
2003; Schlenker, 2011), as “participants co-construct meaning, perform identity, and weave 
stories” (Donovan et al., 2014, p. 26). Self-presentation is a universal and fundamental aspect 
of social life, as it is human nature to make impressions on others and construct, manage, and 
protect desired identities (DuBrin, 2011; Schlenker, 2011). By answering questions, 
interviewees not only make sense of their experiences and attitudes, but they also engage in 
self-presentation and performing identities (Donovan et al., 2014). Interviewees might, for 
instance, talk about themselves in certain ways to appear favourable or select specific 
experiences from their past while leaving out others (Donovan et al., 2014; Ellis et al., 2002; 
Schlenker, 2011). In the context of health communication research, Donovan et al. (2014) 
note that qualitative interviews are “occasions for performing health narratives and 
identities” (p. 26). In this light, Nettleton et al. (2005) found that interview participants 

 
17 For critical discussions on interviewing, see Atkinson & Silverman (1997), Donovan et al. (2014), Gubrium & 
Holstein (2012), Hammersley (2003), and Mann (2016). 
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routinely employed ‘rhetorical devices’ to present themselves as responsible Internet users 
making sensible use of online health information (OHI). Last, as interviews are a form of self-
report, (socially) desirable answers as well as recall effects have to be considered (Donovan et 
al., 2014), as interviewees remember and reconstruct past experiences from memory and 
narrate these to suit their goals (Schlenker, 2011). The authenticity and accuracy of 
retrospective narratives of beliefs and behaviours by interviewees has therefore been 
questioned (Atkinson & Silverman, 1997), although it should be noted that these criticisms 
are not limited to interviewing but to self-report research methods in general.  
 

In the present work, we take a critical and reflective perspective on 31 qualitative, in-depth 
interviews we conducted with Flemish middle-aged and older adults between the ages of 51 
and 79 about their use of OHI. By way of a supplementary or supra analysis (Heaton, 2004) of 
our primary qualitative dataset18, we examine how these middle-aged and older adults 
construct their self-identity and present themselves in the context of searching for and using 
OHI and their motivations for doing so. The topic of OHI is of specific relevance to middle-
aged and older adults. Given that they likely will be increasingly confronted with (chronic) 
health issues, middle-aged and older adults stand to potentially benefit from OHI (Huisman et 
al., 2019). However, OHI is also associated with issues of quality and reliability as well as 
negative outcomes such as self-diagnosis and self-treatment (Huisman et al., 2019; Tan & 
Goonawardene, 2017). Furthermore, as they had to learn how to use computers and the 
Internet later in life rather than grow up with them, older adults might be less skilled in using 
the Internet efficiently and properly for OHI purposes. Given that competence and self-
reliance are key self-presentation concerns of older adults (Martin et al., 2000), it is therefore 
of particular interest to explore how middle-aged and older adults see, construct, and present 
themselves as Internet users and OHI seekers. This study is therefore guided by the following 
research question: 
 

How do respondents construct their self-identity and present themselves with regards to 
searching for and using OHI? 

 
To answer this question, a two-step, qualitative theory-driven thematic analysis (Boyatzis, 

1998) was conducted to both inductively and deductively penetrate the interviews and 
understand interviewees’ self-presentation efforts and their meaning. To interpret the 
interviews and bolster the analysis and findings, we draw from (health) communication, 
media, and psychology studies, specifically the literature on online health information (OHI) to 
explicate the thematic focus of this study, impression management (IM) as the main 
theoretical lens through which we approach the data, and the third-person effect (TPE) as an 
enhancement and extension to IM.  
 

 
18 As the most common type of secondary analysis, supplementary analysis refers to examining in more depth a 
theme or subset of the data which emerges as a post hoc matter of interest and which was not or only partially 
addressed by the primary research (Heaton, 2004). Supra analysis is a form of secondary analysis in which “the 
terms of the primary study from which the data were derived are transcended. Such studies involve the 
investigation of new theoretical, empirical or methodological questions” (Heaton, 2004, p. 39). The present 
contribution emerged as a topic of interest to the research team during and after the fieldwork (i.e., during the 
first readings and open coding of the interviews) rather than being the intention and original focus or impetus of 
the research project. As such, we classify our analysis herein as a mixture of a complementary and a supra 
analysis. 
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6.2. Literature review 
Online health information 
Many people reflexively turn to the Internet to search for health(-related) and medical 
information (Huisman et al., 2019; Johnson & Case, 2012; Tan & Goonawardene, 2017). While 
consulting OHI might lead to individuals using healthcare services more appropriately and 
efficiently (Tan & Goonawardene, 2017), OHI can also lead to anxiety, confusion, and false 
expectations if information is incorrect, incomplete, or not applicable (Huisman et al., 2019; 
Tan & Goonawardene, 2017). Concerns have frequently been raised about the quality of OHI, 
as well as the skills and level of literacy required to assess the credibility and personal 
relevance of OHI (Huisman et al., 2019; Johnson & Case, 2012; Tan & Goonawardene, 2017).  
 

Some of the numerous studies which examine how people search for and select OHI offer 
thought-provoking and relevant insights for the present work. Eysenbach and Köhler (2002) 
report that focus group respondents stated that they appraised the credibility of OHI by 
considering the source of the information, the website’s design and ease of use, and whether 
the website had a “scientific or official touch” (p. 573). However, when the same study 
participants were later observed searching for OHI, very few appeared to actually check the 
source of information, nor did they remember which websites they had visited. Nettleton et 
al. (2005) found that individuals who search for OHI routinely employ ‘rhetorical devices’ or 
‘rhetorics of reliability’ to account for their online information behaviour and to position 
themselves as careful and responsible Internet users, “using the internet for health in a 
manner that is legitimate, appropriate and sensible” (p. 984). Nettleton and colleagues point 
out that these rhetorical devices do not necessarily represent what people actually do when 
they search for OHI but are rather “linguistic repertoires that people use when accounting for 
their actions” (p. 979). These repertoires include comparing oneself to others, that is, 
invariably describing oneself as careful and sensible while others are perceived as engaging 
with OHI inappropriately, indiscriminately, and carelessly (Nettleton et al., 2005). Although 
not addressed by the authors, the interviewees in the study by Nettleton and colleagues 
appear to have engaged in impression management (IM) to establish themselves as sensible 
OHI seekers, in part by assuming that others are affected more by negative effects of OHI 
than themselves. The latter is known in the literature as the third-person effect (TPE) and is 
discussed together with IM in the following sections. 
 

Impression management 
In his seminal work The Presentation of Self in Everyday Life (1959), sociologist Ervin Goffman 
laid out the foundations of studying impression management (IM). Goffman compared people 
to actors who are continuously engaged, both consciously and unconsciously, in making 
others believe the impressions and images they create and project of themselves (DuBrin, 
2011; Franz et al., 2018). Impression management refers to how individuals create, adjust, 
maintain, protect, and monitor the impressions other people form of them in social 
interactions (Bolino et al., 2008; DuBrin, 2011; Ellis et al., 2002; Franz et al., 2018; Martin et 
al., 2000; Schlenker, 1980, 2011; Tedeschi & Riess, 1981). These impressions might be about 
the self (e.g., behaviour, beliefs, motivations) as well as personal attributes such as 
competence and trustworthiness (DuBrin, 2011; Gioaba & Krings, 2017; Schlenker, 2011; 
Tedeschi & Riess, 1981; Uziel, 2010). People employ IM for various reasons, such as increasing 
self-esteem, gaining social approval, as well as escaping blame and disapproval (i.e., negative 
perceptions) by minimizing weak points (DuBrin, 2011; Ellis et al., 2002; Franz et al., 2018; 
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Tedeschi & Riess, 1981). In the context of OHI, Internet users might, for instance, employ IM 
to appear skilled, careful, and responsible rather than indiscriminate and careless to avoid 
disapproval. Individuals might employ a variety of verbal and nonverbal IM tactics (Bolino et 
al., 2008; Franz et al., 2018; Gioaba & Krings, 2017) to maximise favourable impressions 
(offensive IM) or minimise negative impressions (defensive IM) (Bolino et al., 2008; Ellis et al., 
2002; Franz et al., 2018; Gioaba & Krings, 2017; Tedeschi & Riess, 1981; Uziel, 2010). All in all, 
it can be concluded that IM substantially effects personal well-being as well as interpersonal 
behaviour, also in interview settings (Uziel, 2010). 
 

Studies of IM fundamentally examine dyadic social interactions (Bolino et al., 2008). Thus, 
while issues of self-presentation and socially desirable answers might be inherent to all self-
report research methods, IM theory is only applied to one-on-one research methods like 
interviews. Interview settings offer abundant chances to employ IM (Ellis et al., 2002), 
particularly in recruitment and evaluation interviews when interviewees are motivated to 
present themselves favourably (Bolino et al., 2008; DuBrin, 2011; Gioaba & Krings, 2017; 
Uziel, 2010). However, few studies have attempted to investigate IM in research interviews 
(Bolino et al., 2008; Franz et al., 2018). The scarce literature suggests that research 
participants, knowing that their beliefs, experiences, and views are the researchers’ focus, 
might engage in IM to leave favourable impressions or to help or impress the interviewer 
(Franz et al., 2018). Further, the literature hints that IM is as common among older adults as it 
is among younger generations (Martin et al., 2000; Ray, 1988), with some studies reporting 
that older individuals are in fact more eager to present themselves favourably and improve 
their self-image than younger people and more often provide socially desirable answers 
(Dijkstra et al., 2001; Fastame & Penna, 2012; Ray, 1988; Uziel, 2010). Based on a review of 
gerontology literature, Martin et al. (2000) conclude that, “Like everyone else, older people 
are attuned to the impressions others may have of them and they are motivated to convey 
certain desired impressions of themselves” (p. 169). Older adults might furthermore employ 
IM to counter and refute negative stereotypes related to ageing, such as being inactive or 
incompetent (Dijkstra et al., 2001; Fastame & Penna, 2012; Franz et al., 2018; Gioaba & 
Krings, 2017; Martin et al., 2000; Ray, 1988).  
 

Martin et al. (2000) report that the self-presentation concerns of older individuals centre 
around physical appearance, behavioural norms, and competence and self-reliance. 
Regardless of age, people value competence and self-reliance because they tend to lead to, 
and likely reinforce, positive impressions others have of them (Martin et al., 2000; Schlenker, 
1980). Being able to effectively use information and communication technologies (ICTs), 
predominantly the Internet, is obviously an important contemporary competence. To appear 
ICT competent and savvy, older adults might for example engage in IM to communicate and 
emphasise their abilities and accomplishments in using the Internet (Bolino et al., 2008; Franz 
et al., 2018; Gioaba & Krings, 2017; Schlenker, 2011). Given the pervasiveness of self-
presentation efforts as part of human nature, OHI possibly being of questionable quality and 
credibility, and the skills and competencies required to effectively use the Internet, we expect 
that study participants will employ IM to present themselves as responsible and sensible 
Internet users with regards to OHI. Partly, they might do so by comparing themselves with 
others, which brings us to the phenomenon of the third-person effect (TPE). 
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Third-person effect 
Introduced by sociologist W. P. Davison in 1983, the TPE hypothesis proposes that people 
tend to assume that media messages, particularly those deemed harmful, undesirable, and/or 
of low credibility and quality, have more effect on others than on themselves (Perloff, 2009; 
Schlenker, 2011; Tal-Or et al., 2009). The TPE stems from personal needs like self-
enhancement and preservation of self-esteem (Perloff, 2009; Stavrositu & Kim, 2014; Tal-Or 
et al., 2009) and is related to the need to feel in control, which can be achieved by assuming 
that the self is not or hardly influenced by the media and the information it disseminates 
(Perloff, 2009). Perloff (2009) points out that admitting to being influenced by the media can 
be socially undesirable, as it might make people appear as gullible. Instead, “By assuming the 
self is invulnerable to communication effects while others are naively susceptible, individuals 
preserve a positive sense of self and reaffirm their belief that they are superior to others” (p. 
256). 
 

The TPE has been extensively tested in relation to traditional mass media (Perloff, 2009; 
Tal-Or et al., 2009), but few studies have linked it to digital media (Antonopoulos et al., 2015; 
Stavrositu & Kim, 2014). Within the context of health, the TPE has been investigated in a 
handful of studies about health news (Lee & Park, 2016; Wei et al., 2008), health information 
on SNS (Stavrositu & Kim, 2014), and the effects of direct-to-consumer (DTC) prescription 
drug advertising (DeLorme et al., 2006, 2007). The work by DeLorme et al. is particularly 
instructive. Believing that being influenced by DTC ads was undesirable, their American 
respondents aged 57 and over tended to underestimate the effect of DTC ads on themselves 
and overestimate the effects on others. As the TPE is pervasive (Antonopoulos et al., 2015) 
and the quality and credibility of OHI is precarious, we expect that our respondents offer 
similar contrasting perspectives about themselves and others with regards to OHI. That is to 
say, respondents will likely overestimate the influence of OHI on others, while 
underestimating and/or downplaying its effects on themselves. 
 

6.3. Methodology 
Sample 
Part a larger transdisciplinary audience research about health information in relation to 
ageing, 31 semi-structured face-to-face interviews were conducted between April and 
September 2015 with middle-aged (age category of 50-64 years old) and older adults (65-80 
years old) in Flanders, the Dutch-speaking region of Belgium. Purposive sampling was used to 
prevent sample bias and to ensure a heterogeneous respondent group in terms of age, 
gender, and education. Recruitment took place via a paper intake survey distributed in local 
service centres and via OKRA, the largest Flemish association for older adults. The study was 
introduced to potential participants as a one-hour conversation about their health 
information experiences. The study sample included 13 men and 18 women, with the 
youngest respondent 51 years of age and the oldest 79 (average age: 63 years). Higher (HE: 
bachelor/master/university degree) and middle-educated (ME: higher secondary) 
respondents were somewhat overrepresented compared to informants with lower (LE: no 
degree, primary and lower secondary) educational levels (HE: 38.7%, ME: 38.7%, LE: 22.6%). 
The sample included both healthy individuals as well as respondents with (chronic) health 
issues. All interviewees gave written consent which guaranteed confidentiality and agreed to 
the interview being recorded.  
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Data collection 
A topic list was drawn up beforehand to cover a variety of themes and elicit answers about 
respondents’ health information behaviours and experiences. The interview protocol covered; 
1) definitions of health, illness, and health information; 2) sources and use of health 
information; 3) three concrete health information cases, namely Alzheimer’s disease, sleep 
disorders, and diabetes. Respondents were asked what they knew about these conditions and 
where they had obtained their knowledge from. Particularly in the latter two parts of the 
interview participants talked about their OHI experiences and views on the Internet as a 
source of health information. With an average length of slightly over two hours, the 31 
interviews amounted to 63 hours and 45 minutes of recordings to analyse. 
 

Data analysis 
The coding and qualitative analysis of the interview data was carried out in NVivo 12 and 
involved a two-step, theory-driven approach. In the first phase, the first author, after multiple 
readings of the transcripts, inductively identified and open-coded relevant parts of the 
interviews by way of thematic analysis (Boyatzis, 1998) to generate pertinent themes and 
sub-themes. After the first analysis step, a literature review was undertaken to contextualise 
and make sense of the detected themes and sub-themes, which led to the adoption of IM 
theory and the TPE. In the second, deductive phase of the analysis, the first and second 
author coded the data with a predefined IM coding framework borrowed from Bolino et al. 
(2008) and Franz et al. (2018). This framework consists of IM behaviours divided into four 
categories (maximizing good, minimizing good, maximizing bad, minimizing bad) which 
represent the offensive and defensive nature of IM.19 Originating in a review of IM in 
management and workplace studies (Bolino et al., 2008) and later applied to a usability study 
(Franz et al., 2018), the framework was adapted by the authors to fit the present study. 
Specifically, the IM behaviours and their definitions were attuned to the OHI theme of this 
work. The behaviour Nonverbal was removed, as nonverbal expressions were not recorded 
during the fieldwork. A new behaviour (Comparing) and corresponding definition was added 
to reflect the TPE. Last, we put the overarching behaviour categories in a more logical order 
by starting with maximizing good and minimizing good before moving on to maximizing bad 
and minimizing bad. The resulting IM analysis framework is displayed in Table 2.  
 

The first author coded all 31 interviews, the second author coded eight interviews (25.8%), 
after which the coding work was compared. While the authors agreed on the majority of 
codes, some IM behaviours proved somewhat challenging, both because of an overlap 
between behaviours and because it was not always straightforward to establish why and with 
which goal IM was employed. The few coding disagreements were discussed and ultimately 
resolved by reading the entire interview transcript again to understand informants’ 
background, the conversation context, and respondents’ overall engagement with OHI. As the 
interviews took place in a pleasant and respectful manner, no IM behaviours were coded in 
the category ‘maximizing bad’. Further, some IM behaviours were only coded once or twice. 

 
19 ‘Maximizing good’ refers to maximizing favourable impressions, ‘minimizing good’ to the tendency to portray 
oneself as weak or incompetent to reduce and avoid negative impressions and blame.   ‘Maximizing bad’ 
includes blaming others (e.g., to cover up incompetence), intimidation, and intentionally looking or doing bad at 
something, while ‘minimizing bad’ refers to defensive IM strategies aimed at minimizing negative impressions 
and protecting and/or repairing the individual’s image. 
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Given their low frequency as well as due to space constraints, we opted to not include these 
in our results. 
 
Table 2 - IM Framework, adapted from Bolino et al. (2008) and Franz et al. (2018) 

 

* newly added behaviour 

 
 
 
 
 
 

Goal Behaviour Definition 

Maximizing 
good 

Comparing* compare and contrast oneself to others. 

 Boasting boast about positive OHI experiences/using the Internet for health purposes. 

 Demonstrative demonstrate knowledge to appear competent or intelligent. 

 Enhancement claim that positive outcomes for which they are responsible are more valuable 
than generally believed. 

 Exemplification/Self-
focused IM 

do more or better than is necessary to attempt to appear dedicated; behave in 
ways intended to make the individual seen as nice and polite by acting like a 
‘model’ participant. 

 Favor rendering help others or do favours for them. 

 Illustrative focus on things like broad generalizations to appear competent. 

 Ingratiation use flattery and favour rendering to attempt to appear likeable. 

 Opinion conformity speak or behave in ways consistent with the target; form of ingratiation. 

 Other-
enhancement/Other-
focused IM 

behave in ways intended to make the target perceive them as likable or 
attractive. 

 Researcher-focused 
IM 

engage in favour rendering, opinion conformity, and other forms of ingratiation 
that is targeted toward the researcher. 

 Self-
enhancement/Self-
promotion 

communicate abilities and accomplishments to attempt to appear competent. 

Minimizing 
good 

Supplication portray themselves as weak or dependent, try to appear helpless or needy, 
advertise incompetence in a particular area or about a particular issue. 

Maximizing 
bad 

Blaming blame the researcher to cover up their perceived incompetence; point out 
errors made by the researcher. 

 Defamation attempt to harm the reputation of the target. 

 Intimidation threaten or harass to attempt to appear dangerous and powerful. 

 Intentionally looking 
bad 

display a bad attitude or broadcast limitations to look bad or incompetent. 

Minimizing 
bad 

Accounts provide explanations for a negative event to escape disapproval. 

 Apologies accept responsibility for a negative event, apologise to the researcher about a 
mistake or limitation. 

 Blaring minimise their connection with their peer group. 

 Burying conceal their mistakes or limitations. 

 Demonstrative demonstrate knowledge to cover up a mistake, or to divert attention from 
something negative. 

 Excuses deny responsibility for negative behaviour or outcomes. 

 Illustrative focus on things like broad generalizations to cover up a mistake or to divert 
attention from something negative. 

 Justifications accept responsibility for action/event and its negative outcomes, but deny that 
the consequences are inappropriate, negative, wrong, or untoward in any other 
sense. 

 Self-handicapping behave so as to provide an external explanation for poor performance. 
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The following section presents our findings. Rather than following the coding framework 
and discuss the IM strategies in order, we start with the overarching goals of IM behaviour in 
the interviews (Table 3) and subsequently discuss the individual IM behaviours which 
contribute to those goals and aims. All respondent quotes below were extracted from the 
interviews, anonymized, and translated from Dutch into English by the authors. 
 

6.4. Results 
Based on the first round of open, inductive coding and the literature review, we expected that 
respondents would engage in IM to maximise favourable impressions and/or minimise 
negative impressions. Our deductive data analysis confirms these expectations, for thirteen of 
the 26 IM behaviours listed in the analysis framework were detected, including instances of 
the TPE. Informants engaged both in offensive IM to manage the interviewers’ impressions 
and appear in a favourable light, as well as more defensive IM to protect their self-image and 
minimise negative impressions. More specifically, respondents employed IM in four different 
situations and with different goals, as displayed in Table 3 and discussed in the remainder of 
this section.  
 
Table 3 - Categories of IM behaviours in the interviews 

Goal Corresponding IM behaviours 

 
Respond to critical questions about searching, 
selecting, and appraising OHI. 

 
Accounts 
Illustrative (Maximizing good) 
Illustrative (Minimizing bad) 
Justifications 
Researcher-focused IM 
 

Demonstrate knowledge, abilities, and 
accomplishments, communicate positive 
experiences and outcomes of OHI. 

 

Boasting 
Demonstrative 
Favour rendering 
Self-enhancement 
 

Compare, contrast, and distance oneself from 
others. 

Blaring 
Comparing 
 

Communicate limitations and weakness, provide 
external explanations for lack of skills. 

Self-handicapping 
Supplication 

  
  

 

 
Respond to critical questions about searching, selecting, and appraising OHI 
The majority of IM took place when interviewees were confronted with critical questions 
about how they searched for and selected OHI and assessed its quality, credibility, and 
relevance. This corresponds with the notion of IM as defensive and avoidance-based self-
presentation effort employed not to gain social approval, but to avoid social disapproval 
(Uziel, 2010). Although a fairly large group of respondents appeared to use the Internet 
indiscriminately and uncritically, many respondents did seem aware that OHI is linked to 
credibility and quality issues as well as potential negative outcomes. Given this association, 
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the critical questions by the interviewer, and the expectations that physicians dislike their 
patients to lookup OHI (Huisman et al., 2019), respondents likely perceived that appearing to 
use OHI uncritically and at face value might be socially undesirable and negatively reflect on 
themselves (DeLorme et al., 2007). Specifically, informants employed five types of IM when 
responding to critical questions, namely providing accounts (explanations), resorting to 
illustrative statements (broad generalizations and commonplaces about the Internet to 
appear competent and/or divert attention), offering justifications, and engaging in 
researcher-focused IM. 
 
Accounts 
Respondents offered various general explanations for how they dealt with OHI to deflect 
critical questions and avoid disapproval. First, they stated that they only rarely searched for 
OHI (low frequency) and that the duration of looking for OHI was limited. Second, informants 
explained that they only trusted OHI to a limited extent. 
 

I will certainly never assume that what it says there is the absolute truth or the only 
possibility. (Female, 52, ME) 

 

Further, quite a lot of informants explained that they did not bother to check the authorship 
or sources of OHI as this was too difficult and/or time-consuming. 
 

There are many websites where you cannot figure the source out, or you have to spend 
hours to find out. I do not have time for that. (Female, 65, ME) 

 

Particularly middle and lower educated respondents appeared to not really bother to assess 
the quality and credibility of OHI, indicating that they would visit their physician if something 
were really wrong. 
 

I look at different websites to see if it is a bit the same. But in the end, if something is really 
wrong, I just go to the doctor. (Female, 62, LE) 

 
Illustrative (maximizing good & minimizing bad) 
Respondents frequently resorted to broad generalizations and mundane commonplaces 
about the Internet and OHI, seemingly to appear as competent, critical, and responsible 
Internet users. 
 

You do not actually know where the information comes from. And nowadays it can possibly 
come from anywhere. (Male, 51, ME) 

 

Of course, the Internet is as they say a cloud, you never have 100 percent control over it. It 
remains anonymous. (Male, 53, HE) 

 
At other times, respondents uttered similar generalizations and vague statements to divert 
attention from uncritically using the Internet for OHI purposes and/or not being able to 
describe their search and selection process. The following respondent, for instance, stuck to 
such vague statements when asked how he selected OHI of good quality: 
 

I am aware that you certainly cannot immediately fathom all of it. We experience a number 
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of things, and that is positive, evolving. Certain things are now being talked about as good, 
but after some time it appears that is not true. It varies. I try to use a bit of common sense 
to see what is reasonable and what not. (Male, 60, HE) 

 
Justifications 
Respondents not only offered explanations (Accounts) but also justifications. Informants 
mainly justified searching for OHI by stressing its limited importance for their health 
management and decision-making processes. More specifically, many stated that they only 
searched for OHI out of curiosity or to quickly find some basic information. Second, 
respondents downplayed the role of OHI by pointing to their physician as the medical 
authority and foremost source of health information. 
 

I do not go to the pharmacist based on information from the Internet and ask for this or 
that. I think that personal contact with my doctors and specialists is much more important 
than the Internet is. (Male, 58, LE) 

 

By extension, respondents implied that a critical evaluation of OHI authorship and sources 
was not really necessary as they did not act upon OHI (e.g., diagnose or treat themselves) and 
OHI did not play a role in their decision-making processes. 
 
Researcher-focused IM 
Some respondents appeared to both consciously and unconsciously engage in opinion 
conformity and ingratiation towards the interviewer. Given the critical questions by the 
interviewer, these respondents likely perceived that having a critical attitude towards OHI was 
socially desirable and favourable in the eyes of the interviewer. Typically, informants who first 
admitted that they did not (critically) looked at the sources of OHI immediately afterwards 
told the interviewer that they would pay more attention and be more critical of OHI in the 
future. 
 

I never thought about that. I just look at whether the explanation is substantiated or 
something, but… the sources… Now that you ask me this question, I am a little surprised. 
[…] From now I will be more conscious of it. (Female, 59, HE) 

 

Demonstrate knowledge, abilities, and accomplishments and communicate positive 
experiences and outcomes of OHI 
Besides responding to critical questions, respondents also proactively engaged in four types 
of offensive IM (i.e., maximizing good) (Bolino et al., 2008; Franz et al., 2018) to demonstrate 
their knowledge and accomplishments as Internet users and information seekers and to 
communicate positive experiences with and outcomes of OHI. Based on the literature (Franz 
et al., 2018; Gioaba & Krings, 2017; Martin et al., 2000) it indeed stands to reason that 
respondents emphasized their skills in searching for and selecting OHI, and more generally 
their ICT skills and positive experiences, to counter and refute common perceptions and 
stereotypes of older adults as non-users or non-proficient users. Additionally, much IM in this 
category aimed at demonstrating intelligence and a critical outlook, as well as educational and 
professional achievements. 
 
Boasting 
Particularly higher educated respondents were likely to boast about their positive experiences 
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with OHI. Some informants looked up health problems and found different explanations and 
solutions than the ones provided by their physician. The following respondent, for instance, 
proudly related how he learned online that his heel might was temporarily inflamed, rather 
than suffering from heel spurs. Against the advice of his physician, he forewent buying special 
soles. 
 

I told her, ‘I'm going to wait’. After 1.5 years it was gone. Had I followed the doctor I would 
have bought those soles. It turned out it was not what she had diagnosed. (Male, 68, HE) 

 

More generally, participants emphasized how the Internet was beneficial to them as it helped 
to save time and money, both by not having to visit the doctor as well as being able to 
compare prices of over-the-counter medication and supplements.  
 
Demonstrative 
One of the most frequent IM behaviours was to demonstrate knowledge to appear 
competent and/or intelligent. Particularly higher educated respondents were keen to stress 
their educational background and critical outlook. 
 

I am a man of science. […] I am critical in all respects. (Male, 68, HE) 
 

Others pointed out their professional experience to appear competent and knowledgeable 
and indicate that they did not let themselves get carried away by OHI.  
 

You often do not know where information comes from. I am wary of alternative types and 
quacks. I think that is because of my past, my work, where I heard many stories. I am 
suspicious of things I read about health on the Internet; I will never assume it to be 100% 
truth. (Female, 68, ME) 

 

Respondents also exhibited their knowledge of the Internet, specifically the need to be critical 
when searching for and selecting OHI. 
 

You always have to be careful with the Internet. Use it with restriction. Not everything is 
correct. Anyone can write a newsletter or put something on a website. You should not 
always believe it. (Male, 76, LE) 

 

By stating that the Internet should not be trusted blindly but be approached critically, these 
respondents implicitly communicated that they themselves were critical and therefore 
rational, sensible users. 
 
Favour rendering 
Respondents mentioned that helping family members or friends was a positive reason for and 
outcome of looking up OHI. These informants primarily looked up OHI to understand what 
others were going through, although some actually passed on information they found online. 
This respondent, for example, looked up information for her older siblings who did not have 
Internet access: 
 

I have an alcoholic sister. I google for all kinds of info… I think it is good that she reads that, 
so I print it out and give it to her. We are with five at home and I am the only one who uses 
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the computer. (Female, 55, LE) 
 
Self-enhancement/self-promotion 
Interviewees communicated various abilities and accomplishments to appear competent and 
sensible OHI seekers. Middle and especially higher educated informants were more likely to 
state that they looked for scientific and/or specialized sources, which they deemed more 
credible and trustworthy than other OHI sources.  
 

The thing I look for is whether there is something from a research centre or a university. 
Because I think that is more scientifically based. (Male, 60, HE) 

 

Many respondents stressed their awareness of commercial motives. By emphasizing their 
aversion of commercial content and their self-perceived ability to detect and avoid 
commercially natured OHI (e.g., advertisements), respondents presented themselves as savvy 
Internet users. 
 

There will always be a bit of suspicion: who posted this? Is this commercial information? 
(Male, 65, ME) 

 

By extension, many informants stated they would never purchase health(-related) products or 
medicines online. They were aware of the possible dangers and almost proudly stated they 
would always avoid companies selling health products online. 
 

I will never buy medication on the Internet. […] It has often been said to stay away from 
medication. Do not order anything from the Internet, the makers themselves do not know 
what is in it. It is all fake... (Female, 56, ME) 
 

Compare, contrast, and distance oneself from others 
The third category covers the related IM behaviours Blaring and Comparing and together 
represent the TPE. Respondents invariably attributed negative effects of OHI (e.g., taking it 
too far, hypochondriac tendencies, self-diagnosis) to others, but not to themselves. In 
underwriting the work of DeLorme et al. (2007), we find that respondents compare and 
contrast themselves to others in two ways. First, they refer to the ‘general public’, 
‘hypochondriac people’, or ‘forum users’; groups of unknown and anonymous (imagined) 
others, who are generally thought of as uncritical, irresponsible, and gullible. Second, 
respondents refer more narrowly to people they know such as family members and 
colleagues. The indiscriminate use of OHI and hypochondriac tendencies in these people is 
explained by individual characteristics such as intelligence, education level, as well as specific 
health contexts (e.g., concerns about disease symptoms). All in all, respondents deemed 
others to be more vulnerable and at risk from the dangers and negative outcomes of OHI than 
themselves (the TPE). By disassociating themselves from these known and unknown 
(imagined) others and the pitfalls of OHI, interviewees positioned themselves as responsible 
Internet users and information seekers.  
 
Blaring 
Informants minimized the connection with their peer group (others using the Internet for 
health information purposes) most commonly by distancing themselves from people with 
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hypochondriac tendencies (i.e., people taking OHI too far) and those who self-diagnose based 
on what they find on the Internet.  
 

I am not a hypochondriac always looking for information. No, that is not me. I might take a 
look sometimes if something is wrong. (Female, 71, LE) 
 
When he reads something on the Internet about treatments or problems he starts digging. 
He sends e-mails to friends with what he found. He is a hypochondriac. He says of himself 
that he has 32 diseases. (Male, 68, HE) 

 

Respondents also distanced themselves from particular OHI sources, namely discussion 
forums and SNS. Especially forums were dismissed as untrustworthy places where people play 
doctor and give each other unqualified health advice. 
 

Those forums are ridiculous. Sometimes I accidentally click on a link and end up on a forum 
where people give each other… they play doctor. It is ludicrous. That would be the last place 
where I would get information from. (Female, 55, LE) 

 

Comparing 
In comparing and contrasting themselves with others to stress their careful attitude towards 
OHI, respondents tended to project negative outcomes of OHI on others and deny or 
downplay these effects on themselves, which is a classic example of the TPE. For instance, 
interviewees recognised that OHI might lead to hypochondriac thoughts and behaviour. Not 
so much in themselves, however, but in others. While informants said they guarded 
themselves against hypochondriac thoughts, they thought others were more likely to expect 
the worst based on OHI and give in to hypochondriac thoughts. 
 

People always think the worst. They immediately think they have colon cancer if they have 
stomach pain. (Female, 68, ME) 

 

Informants also remarked that other people, but not themselves, too easily and quickly turn 
to the Internet to search for OHI, even though it might not be personally relevant. Some 
thought that OHI might lead to other people becoming worried, visiting their physician more 
frequently, and possibly even challenging the doctor and demand extra testing or certain 
medication. 
 

You start imagining things, go to the doctor, and then it is not what you thought at all. I 
think that is dangerous... I think a lot of people do that. (Female, 54, HE) 

 
Communicate limitations and weakness, provide external explanations for lack of skills 
In the last category we find Supplication and Self-handicapping, which are respectively aimed 
at minimizing good and minimizing bad. Some respondents acknowledged that they 
encountered difficulties when searching for, selecting, and appraising OHI. First and foremost, 
they stated that they were not able to grasp specialised and scientific sources of health 
information. Particularly female respondents appeared to recognise the limits of their 
computer and Internet knowledge and skills. The literature suggests that acknowledging one’s 
limits can also be a way of managing impressions and a means of constructing self-identity 
within the boundaries of the interviews. Nettleton et al. (2005) note in this regard that, 
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“Displaying one’s limits to knowledge and acknowledging the superior knowledge of ‘experts’ 
was a further way of presenting oneself as a rational and sensible person” (p. 986). Thus, 
respondents disclosing the limits of their knowledge and abilities might also be considered a 
form of IM in order to appear a rational and sensible Internet user. 
 
Self-handicapping 
Typically, female respondents explained their lack of critically selecting and appraising OHI by 
referring to their limited experience with computers and the Internet. The stories by these 
respondents were surprisingly similar and told of how they had not grown up with computers 
but had learned to use them later in life. Having grown up in pre-digital times they quite often 
considered ICTs as a necessary evil. 
 

I was not brought up with using a computer. I can send e-mails, I can look up something, 
but I am not a specialist. It is not my medium. It is a necessary evil for me. (Female, 67, ME) 

 
Supplication 
Most commonly, informants mentioned that OHI was too specialistic and/or scientific and full 
of jargon. Respondents opinionated that they were not qualified to read such information, 
which should in their opinion be left to physicians and scientists.  
 

I usually end up on sites with scientific literature. Which does not really help me. It is not 
normal human language, is it? (Female, 65, ME) 

 

There is information that we as ordinary people are not competent to judge. It is more for 
doctors and scientists than ordinary people, who might draw the wrong conclusions. 
(Female, 77, HE) 

 

Study participants also indicated that, as laypersons, they possessed insufficient knowledge to 
determine the correctness of OHI. Some stated that they trusted OHI to be correct but 
recognised that they might be ignorant in doing so. 
 

I do not think they will say things which are not medically correct. I mean, maybe I am 
naive. (Male, 79, LE) 

 

Last, several respondents indicated that they experienced difficulties finding OHI with the 
help of search engines, wondering if they had enough experience to find what they were 
looking for. 
 

There is not that much information on Google, I think. Maybe I cannot find it because I do 
not have enough experience with search engines. (Male, 67, ME) 

 
Education and IM 
In addition to the four overarching goals of IM discussed above, interesting differences were 
observed between respondents in terms of education level. Higher educated respondents 
and, to a lesser extent, middle educated respondents displayed a larger variety of IM 
behaviours and in a higher frequency compared to lower educated respondents. More 
specifically, higher educated informants were more occupied with foregrounding and 
emphasizing their educational and professional background, intelligence, and critical stance 
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towards the Internet in general and OHI in particular. They were also more likely to boast of 
their positive experiences with OHI. Middle and lower educated respondents on the other 
hand were more likely to uncritically use the Internet for OHI purposes, which they justified 
by emphasizing the limited role of OHI and relying on their physician in case of health 
problems. These findings somewhat contrast with the scarce literature on IM in relation to 
education level. In their study of socially desirable answers by Dutch older adults aged 65 and 
over, Dijkstra et al. (2001) found that education was negatively correlated with IM. That is, 
higher educated respondents were found to engage less in IM and provide less socially 
desirable answers. While the authors hypothesised that higher educated people might have a 
more critical attitude and are able to ‘see through’ questions and thus engage less in IM, the 
study was in fact inconclusive as for the reasons why higher educated respondents made less 
efforts to present themselves in favourable ways. The literature review by Uziel (2010) 
concludes that the few studies which investigate IM in relation to education level report a 
mildly negative correlation at best and usually no significant correlation. Thus, in contrast to 
the quantitative (review) studies by Dijkstra et al. (2001) and Uziel (2010), herein we find, 
based on a qualitative analysis, that higher and, to a lesser extent, middle-educated 
respondents engage more in IM than informants with lower education levels. Clearly, more 
research on this topic is welcome, particularly with regards to older adults. 
 

6.5. Conclusion 
In this contribution we critically examined 31 qualitative research interviews with Flemish 
middle-aged and older adults (51-79 years old) on the topic of online health information (OHI) 
by way of a supplementary/supra qualitative analysis (Heaton, 2004). A theoretical framework 
was introduced which expanded impression management (IM) theory with the third-person 
effect (TPE) to explore how research participants construct their self-identity and present 
themselves with regards to using the Internet for OHI purposes. Corroborating the literature 
on IM in other types of interviews (Bolino et al., 2008; Franz et al., 2018) as well as the 
argument that older individuals are likely to engage in IM (Dijkstra et al., 2001; Fastame & 
Penna, 2012; Franz et al., 2018; Martin et al., 2000; Ray, 1988; Uziel, 2010), thirteen offensive 
and defensive IM behaviours were detected in the interviews. These IM behaviours had four 
overarching goals, namely to 1) respond to critical questions about searching, selecting, and 
appraising OHI; 2) demonstrate knowledge, abilities, and accomplishments and communicate 
positive experiences and outcomes of OHI; 3) compare, contrast, and distance oneself from 
others; and 4) communicate limitations and weaknesses and provide external explanations for 
a lack of skills. All in all, engaging in IM helped respondents to present themselves within the 
context and structure of the interviews as rational Internet users making sensible use of the 
web to find, obtain, appraise, and use OHI. Thus, the present findings echo the work of 
Nettleton et al. (2005) who found that interviewees routinely employed ‘rhetorical devices’ to 
appear as responsible and sensible OHI users. Furthermore, the findings back the argument 
by Donovan et al. (2014) that interview participants perform health narratives and identities 
as they co-construct meaning during the course of the interview. As such, interviews are 
indeed “not only a window into other phenomena that occur outside the interview, they 
sometimes constitute the phenomenon we wish to study” (Donovan et al., 2014, p. 26). The 
findings herein pertaining to respondents’ self-presentation efforts indeed suggest that 
critical attention to the construction of meaning and interviewee identity in interviews can be 
a productive undertaking. 
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The findings herein carry various implications for the field of health communication and 
beyond. In the first place, the study offers evidence of IM and the TPE in a setting (qualitative 
research interviews), thematic context (health information, specifically OHI) and among a 
target group (middle-aged and older adults) previously not or hardly studied. The presence of 
IM is perhaps little surprising, given that it is part of human nature to make impressions on 
others (Schlenker, 2011). The presence of the TPE is more surprising, but corroborates the 
statement by Antonopoulos et al. (2015) that the TPE “appears on all typical media 
independently of the method employed, the medium under study, the observed content, the 
flow of questions, and the phrasing or the quality of the message” (p. 49). From a 
methodological and theoretical viewpoint, this work thus not only demonstrates the 
relevance of IM as an analytical lens to critically reflect on qualitative research interviews, but 
also contributes insights to the scant body of literature and empirical work on IM in (research) 
interviews.  
 

Secondly, this study has meaning to the field of health communication as the findings 
herein illustrate not only that OHI is a rich topic of study20, but also that it can be and is a 
personal, sensitive, and even intimate subject matter like health itself. There is quite a lot at 
stake with health information, which, as described in the literature review, can have real-
world health outcomes, both positively and negatively. At the same time, the credibility and 
quality of health information is, certainly on the Internet, precarious and questionable 
(Huisman et al., 2019). The methodological and theoretical reflections herein illustrate that 
health information in a broad sense and OHI specifically are interview topics which appear to 
be particularly suited, for diverse reasons, for socially desirable answers and IM.  
 

Third and last, as an exercise in critically reading and reflecting on qualitative research 
interviews (Mann, 2016), this study draws attention to and advocates for health 
communication researchers to pay attention to the epistemological foundations of 
interviewing and go beyond the face value of the data. That is, to consider and reflect on the 
nature of the interview as both a method to obtain research data as well as a social event in 
which interviewer and interviewee engage in the co-construction of meaning and sense-
making and interviewees perform identity and engage in IM (Donovan et al., 2014). This 
contribution points out that health communication researchers should pay attention to and 
critically reflect on the position and role of the interviewee when interviewing people about 
their health information behaviours and practices. Not just in order to distinguish between 
‘genuine’ and more socially desirable answers, but also to come to richer insights and findings 
pertaining to those information behaviours.  
 

To conclude, the present explorative work might inspire and/or help other (health 
communication) researchers to consider and anticipate IM behaviour in their interviews. After 
all, it is in our human nature to present and enhance ourselves to others to our best interests, 
also or perhaps particularly in research interviews. For we are and continue to be merely 
players, who have their entrances and exits and play their part on the stage that is the world 
and everyday life. 
 

 
20 As evidenced by the large body of literature which has appeared since the late 1990s to study the Internet as a 
source of health information (Huisman et al., 2019; Johnson & Case, 2012). 
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6.6. Limitations 
The findings herein should naturally be considered in light of the study’s inherent limitations. 
First, this contribution is the result of a supplementary/supra analysis (Heaton, 2004), as the 
research of which this study is part of was not originally carried out to examine self-
presentation efforts by respondents and analyse these through the lens of IM and the TPE. 
Rather, this way of critically and reflectively looking at the data emerged during data 
processing, coding, and analysis. Future work might attempt to reproduce our findings by 
explicitly approaching the interviews as sites of self-presentation and design the fieldwork to 
test for IM and the TPE. Second, it was sometimes challenging to ‘read between the lines’ and 
code interview transcripts for IM behaviour, since respondent statements can be interpreted 
in multiple ways and some IM behaviours are interrelated and/or overlap. Here, the literature 
unfortunately does not offer much help, for the few studies examining IM in research settings 
are hardly transparent when it comes to their analytical procedures (Franz et al., 2018). 
Taking Goffman’s (1959) argument that people perform IM in all social interactions as their 
starting point, Franz et al. (2018) considered all participant statements as IM and coded them 
accordingly, although they recognised that by this approach they might have interpreted 
genuine sentiments as IM. In the present work, we used a somewhat more targeted 
approach, first by selecting only the relevant parts of the interviews pertaining to OHI, and 
subsequently coding the respondent statements with the use of the analysis framework. 
Nonetheless, it is possible that we also coded genuine statements as IM, which appears, at 
least for now, to be somewhat inherent to this kind of exploratory research. All in all, 
however, our two-step theory-driven analytical approach, as well having two authors code 
the interviews and compare the coding work, surely contributed to the robustness of the 
analysis and the quality and validity of the findings. Third, given its origins in respectively 
workplace and usability studies, the IM analysis framework to code the data did not always 
prove a perfect fit. Following the literature review, we therefore had to adapt the framework 
to match the OHI context of our study. Fourth and last, because of the qualitative, explorative 
character of this contribution, we did not include quantitative measures such as frequency of 
IM behaviours in the analysis. We therefore cannot, for instance, rank IM behaviours in terms 
of frequency of occurrence. 
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Introduction to the empirical chapters 
 

The present, third part of the dissertation presents the main body of empirical work. As the 
empirical chapters were originally written as stand-alone research papers, some introduction 
is in place to explicate their research focus and logical order, as well as the common thread 
which binds them together and ultimately leads to the main findings and conclusions of this 
dissertation in Part IV. Figure 3 illustrates the order of the empirical chapters and their 
thematic focus. Chapter 7 deals with the adoption and use of ICTs, while Chapter 8 and 9 
examine how, where, and to what effects Flemish middle-aged and older adults search for, 
obtain, and use OHI. Chapter 10 and 11 explore a different type of health information 
behaviour, namely sharing and non-sharing. These two chapters, together with Chapter 12, 
which approaches health information from the perspective of a concrete health case, namely 
Alzheimer’s disease (AD), illustrate that the Internet is certainly not respondents’ only source 
of health information. 

Figure 3 - The order and the thematic focus of the empirical chapters 

 

Chapter 7: Mind the gaps? Understanding differentiated ICT adoption and internet use among 

middle-aged and older adults in Belgium 

As the single quantitative contribution to this dissertation, Chapter 7 presents data and 
insights on the adoption and use of information and communication technologies (ICTs) and 
digital media. More specifically, this chapter examines digital inequalities in the form of device 
adoption (computer/laptop, smartphone, tablet) and online activities (digital news, e-mail, 
Facebook, online banking, WhatsApp). While not directly examining the use of health 
information, this chapter contributes important insights on digital media use by a wider 
population of Flemish middle-aged and older adults, thus setting the stage for the remainder 
of the empirical work. Given that the Internet has become a popular source of health 
information and potentially has many benefits to older adults, it is certainly pertinent to study 
the differentiated adoption of ICTs and Internet use. After all, different levels of access as well 
as different abilities and skills in using the Internet are bound to effect how (or if) individuals 
engage with health information online. Overall, by presenting a considerable amount of 
context with regards to Flemish middle-aged and older adults’ digital media use, this chapter 
serves as the prelude for Chapter 8 and Chapter 9, which qualitatively examine how 40 
Flemish middle-aged and older adults use the Internet for health information purposes. 
 

Chapter 8: Searching for health: Doctor Google and the shifting dynamics of the middle-

aged and older adult patient–physician relationship and interaction 

Linking to and building on the notion of the ‘search society’ introduced in Chapter 2, Chapter 
8 examines the role and purpose of OHI and its influence and impact on the patient-physician 
relationship. OHI is here labelled as ‘Doctor Google’, not only because of the dominant 
market share of the search engine, but also because of its prominence in respondents’ quest 
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to obtain health information. Besides exploring why, when, how, and where respondents 
search for and obtain OHI, this chapter considers how OHI is introduced into interactions with 
the physician and how this ultimately leads to an expansion of the traditional patient–
physician dyad into an information triangle. 
 

Chapter 9: Health on Wikipedia: A qualitative study of the attitudes, perceptions, and use of 

Wikipedia as a source of health information by middle-aged and older adults 

This chapter shifts the focus of searching for health information to a specific and also 
dominant platform in our contemporary information landscape: Wikipedia. The 
collaboratively built and edited online encyclopaedia has become one of the most popular 
online sources of information on a wide range of topics, including health and medical affairs 
(Shafee et al., 2017; Wikipedia, 2019c, 2019d). Although a large body of research exists which 
looks at the factual accuracy of Wikipedia, few studies have examined user perceptions and 
the actual use of the online encyclopaedia. This chapter therefore examines respondents’ 
attitudes, perceptions, as well as use of Wikipedia as a source of health information, finding 
that six distinct qualities and characteristics make Wikipedia an attractive source of health 
information. By drawing on the findings of the previous chapter, the study also explains how 
Google and Wikipedia are intimately linked in the digital health information ‘ecosystem’.  
 

Chapter 10: Sharing is caring: The everyday informal exchange of health information among 

adults aged fifty and over  

Up till now, the dissertation mainly focused on issues of health information seeking 
behaviour. However, as Du Pré (2014) rightly notes, health communication involves “sharing, 
seeking, and making sense of health-related information” (p. 205). Surprisingly, the sharing 
aspect of health information, particularly in everyday informal interactions, has hardly been 
studied and has only received some attention in recent years (Case & Given, 2016; Cline, 
2014a, 2014b). Within health communication studies, most work has examined formal and 
planned contexts (e.g., patient-physician clinical encounter) and mediated communication 
rather than informal, incidental, and everyday face-to-face health communication and 
information exchange (Case & Given, 2016; Cline, 2011, 2014a, 2014b; Hargittai & Hinnant, 
2006). Yet, informal everyday interactions are an important channel to disseminate and 
exchange health information (Case & Given, 2016; Cline, 2011, 2014a, 2014b; Du Pré, 2014; 
Robinson & Goode, 2014), making up the bulk of health messages people encounter on a 
regular basis (Cline, 2014a, 2014b). This chapter answers the call by Case and Given (2016) 
and Cline (2011, 2014a, 2014b) to thoroughly investigate the sharing aspect of health 
information by exploring the underdeveloped and poorly understood everyday informal 
exchange of health information. 
 

Chapter 11: To share or not to share: An explorative study of health information non-sharing 

behaviour among Flemish adults aged fifty and over 

Chapter 11 is an accompaniment to Chapter 10 as it explores instances of and reasons for 
health information non-sharing in everyday social interactions. This chapter takes off where 
Chapter 10 ends, as the two manuscripts were originally conceived as one research paper and 
written back-to-back before being split up due to space restrictions. While non-sharing is also 
a common information behaviour, it has received even less attention than sharing. Given that 
non-sharing might lead to information disadvantages (Manheim, 2014) or even information 
poverty (Case & Given, 2016; Chatman, 1996; Manheim, 2014), it is relevant to study and 
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understand this type of (non-)information behaviour. This chapter offers fresh insights on 
non-sharing behaviour, while also nuancing existing work on sharing behaviour and 
prompting new questions about outcomes of health information non-sharing. Together, 
Chapter 10 and Chapter 11 not only contribute to an understudied area of information 
behaviour, but also emphasise the social character of health information. Furthermore, these 
two chapters contribute to a European perspective to this field of inquiry, which, in recent 
years, has been informed largely by studies carried out in China and/or by Chinese 
researchers, as evidenced by the studies by Dong et al. (2019), Fu et al. (2017), Li et al. (2018), 
Lin et al. (2016), and Zhang et al. (2016). 
 

Chapter 12: The Alzheimer case: Perceptions, knowledge, and the acquisition of information 

about Alzheimer’s disease by the general public (50+) in Flanders 

As the last empirical work, Chapter 12 illuminates the fact that the Internet is but one source 
of health information among many others by approaching health information from the 
perspective of a specific health case, namely Alzheimer’s disease (AD). AD is a highly relevant 
health issue to investigate given its current prevalence as well as the expectation that, 
alongside an ageing world population, the amount of people living with AD will increase 
(Johnstone, 2013; Kenigsberg et al., 2016; Livingston et al., 2017; WHO, 2019). This chapter 
examines respondents’ perceptions and knowledge with regards to AD, as well as how and 
where they obtain information about AD and engage cross-source with information sources. 
By taking a ‘disease perspective’ and by building on media representations of AD and theories 
on media complementarity and health information behaviour, this chapter finds that the 
Internet as a source of health information is complemented by narratives and representations 
in traditional mass media, everyday interpersonal interactions and observations, as well as 
other sources. All in all, the two dominant lines of research (respectively OHI and health 
information sharing and non-sharing behaviour) which are examined in the previous chapters 
come together in this chapter. 
 

The last chapter, Chapter 13, which is situated in Part IV, weaves all the previous chapters 
together in order to arrive at the main findings, general conclusion, as well as the practical 
implications and applications of this dissertation, the limitations of the work, and suggestions 
for future research. 
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Chapter 7: Mind the gaps? Understanding differentiated ICT adoption and 

internet use among middle-aged and older adults in Belgium 
 

Abstract 
Parallel to information and communication technologies (ICTs) and the Internet growing in 
importance in everyday life, the world population is rapidly ageing. Given the numerous 
potential benefits of Internet use to older adults, it is both important and relevant to study 
and understand their adoption of ICTs as well as differentiated Internet use. Based on data 
from the Belgian Flanders region, this study examines digital inequalities in the form of device 
adoption (computer/laptop, smartphone, tablet) and digital activities (digital news, e-mail, 
Facebook, online banking, WhatsApp) among middle-aged (50-64 years old) and older adults 
(65-80 years old). Combining an evolutions analysis over the period 2015-2017 with a logistic 
regression analysis, we find remarkable shifts in ICT use and an overall increase in digital 
participation. More specifically, there are major upturns in smartphone ownership, combined 
device ownership, consumption of digital news, and the use of WhatsApp. Age, gender, 
education, and income are examined as differentiating factors for device adoption and digital 
activities. Mixed findings on these factors contribute new insights while also nuancing 
previous digital inequalities work. 
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digital inequality, digital divide, middle-aged, older adults, Belgium, Flanders 
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7.1. Introduction 

The world population in the twenty-first century is aging substantially, with demographic 
projections estimating the number of individuals aged 60 and over to more than double from 
about 900 million in 2015 to 2.08 billion in 2050 (United Nations [UN], 2019). Parallel to this 
demographic development, information and communication technologies (ICTs) continue to 
grow in importance and penetrate many aspects of daily life (Hargittai et al., 2018; Hunsaker 
& Hargittai, 2018; König et al., 2018), including areas particularly relevant to older adults such 
as health information and digital health services (Hong & Cho, 2017). Older adults stand to 
potentially benefit greatly from using ICTs and the Internet (Hargittai & Dobransky, 2017), 
with studies demonstrating that digital inclusion can contribute to improved well-being and 
quality of life by mitigating age-related declines in health, mobility, and social networks (for 
reviews, see Chen & Schulz, 2016; Damant et al., 2017; Forsman & Nordmyr, 2017). Digital 
inclusion is therefore considered key to active and healthy ageing and overall well-being, as 
well as the active participation of older adults in society (Pan et al., 2018; Van Dijk, 2020). 
Taken together, these trends and studies underwrite the topicality of studying the adoption 
and use of ICTs and the Internet among older adults. 
 

In this contribution, we examine ICT device ownership and digital activities among middle-
aged (50-64 years old) and older adults (65-80 years old) in Flanders, the Dutch-speaking 
northern region of Belgium. The novelty of this contribution to the field of digital inequality 
studies is fourfold. First, by examining and comparing between and within two age groups, we 
gain an in-depth understanding of disparities and nuances in ICT adoption and use (Hunsaker 
& Hargittai, 2018). Middle-aged and particularly older adults are often wrongly viewed and 
examined in studies as a homogenous group (König et al., 2018; Van Deursen & Helsper, 
2015a). Our study takes a heterogeneous approach not just by distinguishing between age 
groups, but also by examining gender, education, and income as differentiating factors. 
Second, with recent work stressing the importance of understanding inequalities in material 
access to the Internet (Van Dijk & Van Deursen, 2019), we examine the adoption of individual 
devices (computer/laptop, smartphone, and tablet) as well as combined device ownership. 
Third, we study five digital activities, namely consuming digital news and using e-mail, 
Facebook, online banking, and WhatsApp. Recent work has identified differentiated and 
diverse use of the Internet as a critical gap in digital inequality research (Hunsaker & Hargittai, 
2018; Schehl et al., 2019). It is argued that a better understanding of older adults’ activities on 
the Internet can move the digital inequality field forward (Hargittai & Dobransky, 2017; 
Hargittai et al., 2018; Hunsaker & Hargittai, 2018). Social networking sites (SNS) and mobile 
messaging platforms such as Facebook and WhatsApp are of particular interest (Schehl et al., 
2019), given their potential to help users stay connected and maintain their social networks. 
However, few studies have examined Facebook and especially WhatsApp use among older 
adults. The present study contributes to filling this knowledge gap. Fourth, this study is based 
on comparable data sets from 2015 and 2017, which allows for an examination of adoption 
and use evolutions and logistic regression analysis to obtain comprehensive and nuanced 
findings. In sum, this study presents a rich and in-depth examination of ICT adoption and 
Internet use among middle-aged and older adults in Flanders, Belgium, a region 
representative for Western European societies, to further the field of digital inequality 
research.  
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7.2. Literature review 
Digital inequalities 
Following the rapid emergence and diffusion of digital ICTs in the 1990s and 2000s, the notion 
of the ‘first-level digital divide’ (Francis et al., 2019; Hargittai & Hsieh, 2013; Van Dijk, 2020) 
came to refer to all forms of unequal access to ICTs and the Internet. In a shift of focus to 
actual use of ICTs, later conceptualizations stressed the importance of ICT-related skills and 
abilities, thus introducing the notion of a ‘second-level digital divide’; a gap due to differences 
in online experiences (Francis et al., 2019; Hargittai & Hsieh, 2013; Van Deursen & Van Dijk, 
2014; Van Dijk, 2020). Second-level digital divide research found that those with higher 
socioeconomic status (SES) are more likely and earlier to adopt ICTs as compared to those 
with lower SES (Francis et al., 2019; Hargittai & Hsieh, 2013; Van Dijk, 2020). Moreover, 
individuals with higher SES were found more likely to undertake productive and capital-
enhancing digital activities in relation to education, work, business, health, and 
communication, such as finding job opportunities and health information or following the 
news on political and societal developments (Hargittai & Dobransky, 2017; Hong & Cho, 2017; 
Hunsaker & Hargittai, 2018; Van Deursen & Helsper, 2015b; Van Dijk, 2020; Wei & Hindman, 
2011; Zilien & Hargittai, 2009), thus increasing life chances and facilitating upward 
socioeconomic mobility (Hargittai & Hsieh, 2013; Hargittai & Dobransky, 2017). Conversely, 
Internet users with lower SES were found to be more likely to use the Internet for 
consumption and entertainment (e.g. gaming, gambling) and social purposes (e.g. chatting) 
(Bonfadelli 2002; Hargittai & Dobransky, 2017; Hargittai & Hinnant 2008; Pearce & Rice, 2013, 
2017; Van Deursen & Van Dijk, 2014; Van Dijk, 2005, 2020; Van Dijk & Van Deursen, 2013; 
Zilien & Hargittai, 2009).  
 

Following the ‘knowledge gap’ hypothesis by Tichenor et al. (1970), which posits that 
information diffused through mass media is obtained at a faster rate by individuals with 
higher SES than individuals with lower SES, individuals and groups of people with different 
levels of SES are likely to obtain information from the Internet at different rates and to 
different degrees (Bonfadelli, 2002; Francis et al., 2019; Pearce & Rice, 2013, 2017; Van Dijk, 
2005, 2020). More specifically, these differential rates of digital information acquisition likely 
result in individuals with higher SES status, who are presumably already information-rich, to 
become even richer, while the information-poor remain relatively poor (Bonfadelli, 2002; 
Case & Given, 2016; Francis et al., 2019; Pearce & Rice, 2013, 2017; Van Dijk, 2005, 2020). In 
short, second-level digital divide research found that digital inequalities are intimately linked 
to and likely exacerbate social inequalities, in turn creating a feedback loop by further 
affecting and reinforcing digital inequalities (Hargittai & Hsieh, 2013; Robinson et al., 2015; 
Van Deursen & Van Dijk, 2014; Van Dijk, 2020; Warschauer, 2003). Digital inequality thus 
tends to reinforce and exacerbate social and information inequalities and stratifications 
rather than reducing them, enlarging the gap between segments of the population 
(Bonfadelli, 2002; Friemel, 2016; Hargittai, 2010; Norris 2001; Van Dijk, 2005, 2020). As the 
offline and online world become increasingly linked and interwoven, Van Dijk (2020) 
therefore concludes that “social and digital inequality have in fact become the same thing” (p. 
158). The more recently proposed ‘third-level digital divide’ further develops and nuances 
previous research by considering the outcomes of ICT use in relation to benefits and human, 
social, political, cultural, and financial capital (Francis et al., 2019; Nimrod, 2018; Tsetsi & 
Rains, 2017; Van Deursen & Van Dijk, 2019; Van Dijk, 2020). 
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Although digital divide research has developed beyond mere binary considerations of 
Internet access/no-access, Van Deursen and Van Dijk (2019) argue that the first-level digital 
divide remains critical as differential material access to the Internet leads to differential use. It 
is essential to distinguish between ICT devices as they provide different Internet experiences 
according to their capabilities and limitations (e.g. differences in hardware, input method, 
operating systems, screen size) (Marler, 2018; Napoli & Obar, 2014; Van Deursen & Van Dijk, 
2019). Napoli and Obar (2014) argue for instance that mobile Internet access via a 
smartphone or tablet is technologically more limited, less rich, and ultimately inferior to using 
the Internet on a desktop or laptop computer. Extending this line of thought, Van Deursen 
and Van Dijk (2019) argue that only using one type of device to access the Internet likely 
offers a limited user experience. Desktop and laptop computers do not easily allow for 
communication on-the-go and location-based activities, while only using a mobile device 
might lead to less immersive Internet experiences and lower user engagement (Napoli & 
Obar, 2014; Van Deursen & Van Dijk, 2019). Therefore, in order to properly understand digital 
in- and exclusion and Internet use, it remains topical to consider the first-level digital divide, 
that is, differences in ICT adoption. 
 

ICT and Internet adoption 
The majority of adults aged 65 and over in the European Union and the United States is 
online, with an average use rate of 61 percent in Europe (Organization for Economic 
Cooperation and Development (OECD), 2017) and 67 percent in the United States (Anderson 
& Perrin, 2017). Known as the ‘age divide’ (Nimrod, 2018), older adults still lag behind 
younger generations in terms of ICT adoption and Internet use rates however (Anderson & 
Perrin, 2017; Francis et al., 2019; Hunsaker & Hargittai, 2018; Van Deursen & Van Dijk, 2019). 
In Belgium, for instance, while 90 percent of all adults uses the Internet (Eurostat, 2019), only 
66 percent of Belgians aged 50 and older go online (König et al., 2018). Older adults’ ICT and 
Internet adoption and use is moreover stratified, with Internet use rates consistently found to 
decline with age (Anderson & Perrin, 2017; Friemel, 2016; Hargittai & Dobransky, 2017; 
Hargittai et al., 2018; Hunsaker & Hargittai, 2018; König et al., 2018; Schehl et al., 2019; Van 
Deursen & Helsper, 2015a; Yu et al., 2016). Simply put, the older the person, the less likely he 
or she uses the Internet. Being younger as well as having higher levels of education and 
income have been linked to not only a greater motivation and likelihood of adopting ICTs 
(Anderson & Perrin, 2017; Van Dijk, 2020; Yu et al., 2016) and more frequently using the 
Internet (Friemel, 2016; Hunsaker & Hargittai, 2018; König et al., 2018; Schehl et al., 2019; Yu 
et al., 2016; Van Deursen & Helsper, 2015a; Van Deursen & Van Dijk, 2014), but also to better 
Internet and SNS skills and carrying out a greater variety of activities online (Anderson & 
Perrin, 2017; Hargittai & Dobransky, 2017; Hargittai et al., 2018; Hunsaker & Hargittai, 2018; 
Quan-Haase et al., 2018). 
 

Gender, education, and income have also been examined as differentiating factors for ICT 
use (Hargittai & Hsieh, 2013; Van Dijk, 2020). Gender differences in education, work, and 
income (Joiner et al., 2015) as well as gender roles and differences in self-confidence and 
perceived ability to use ICTs (Dixon et al., 2014) have been reported as factors leading to a 
‘gender digital divide’, that is, women facing higher barriers when it comes to adopting using 
ICTs and the Internet than men (Schehl et al., 2019). However, recent digital inequality 
studies examining gender appear ambiguous and inconclusive (Hunsaker & Hargittai, 2018), 
with some studies finding that men are more likely to go online than women (Friemel, 2016; 
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König et al., 2018) and spend more time online (Van Deursen & Helsper, 2015a), and yet 
others pointing out that women are more likely to be Internet users than men (Yu et al., 
2016).  
 

Beyond socio-demographic characteristics, older adults’ stratified adoption and use of ICTs 
and the Internet stems from the heterogeneous nature of this group. Ageing is a 
heterogeneous process and experience (Hunsaker & Hargittai, 2018; Settersten, 2017; Van 
Deursen & Helsper, 2015a). As people grow older, their behaviour, lifestyle, consumption 
patterns, and social and health needs tend to differentiate and become more dissimilar 
(Friemel, 2016; König et al., 2018; Ramón-Jerónimo et al., 2013; Settersten, 2017; Yu et al., 
2016). Individuals might experience functional limitations resulting from declines in physical 
(e.g. impaired vision, decreasing motor functions), mental, and cognitive abilities, which in 
turn might impede learning about and using ICT devices (Friemel, 2016; Hargittai & 
Dobransky, 2017; Lee et al., 2011; Olphert & Damodaran, 2013; Vroman et al., 2015; Yu et al., 
2016). Previous work found in this respect that healthier older adults are more likely to access 
the Internet than those with poorer health (Hunsaker & Hargittai, 2018; König et al., 2018; Yu 
et al., 2016). Furthermore, a lower appetite for or even aversion against change and 
experimentation (e.g., trying new things) and stronger preference for long-known ways of 
doing and knowing (Gunter et al., 2009; Lee et al., 2011; Nimrod, 2018; Ramón-Jerónimo et 
al., 2013), technology anxiety and disinterest (Hill et all., 2015; Nimrod, 2018; Ramón-
Jerónimo et al., 2013; Vroman et al., 2015) as well as dislike of the reliance on digital 
technology in daily life (Francis et al., 2019; Nimrod, 2018; Van Deursen & Van Dijk, 2019; 
Vroman et al., 2015) seem to increase with age. Besides feeling overwhelmed and having 
concerns about privacy and safety (Hargittai & Dobransky, 2017; Lee et al., 2011), older adults 
also report lacking digital skills and experiences (Francis et al., 2019; König et al., 2018; Van 
Deursen & Helsper, 2015a) and considering themselves too old to learn (Lee et al., 2011; Van 
Deursen & Helsper, 2015a).  
 

Individuals who do not have access and/or who do not possess the skills to use digital 
technologies effectively and efficiently cannot, or to a lesser extent, benefit from ICTs and the 
Internet, which might result in becoming disadvantaged (Francis et al., 2019; König et al., 
2018; Van Dijk, 2020) and facing social exclusion (Olphert & Damodaran, 2013). Conversely, a 
wide range of potential benefits of older adults using ICTs has been identified (Chen & Schulz, 
2016; Damant et al., 2017; Forsman & Nordmyr, 2017). Using the Internet might help to 
remain independent and autonomous, to stay informed and connected to the outside world, 
to maintain social networks and find social support, to help to carry out daily tasks, and to 
engage in hobbies and other activities of interest (Damant et al., 2017; Francis et al., 2019; 
Friemel, 2016; Hill et al., 2015; Pan et al., 2018; Nimrod, 2018; Van Deursen & Helsper, 2015a, 
2015b). Furthermore, the Internet might facilitate access to health information and services 
(Hong & Cho, 2017; Hunsaker & Hargittai, 2018). In the context of health, Internet use has 
been linked to better self-reported physical and mental well-being (Hunsaker & Hargittai, 
2018), lower levels of loneliness and depression (Forsman & Nordmyr, 2017; Hunsaker & 
Hargittai, 2018), higher self-esteem and self-confidence (Pan et al., 2018; Sinclair & Grieve, 
2017), and increased social support and life satisfaction (Chen & Schulz, 2016; Damant et al., 
2017; Hargittai & Dobransky, 2017; Hunsaker & Hargittai, 2018). It therefore remains 
important to study ICT and Internet adoption and use stratifications and digital inequalities 
between and within older age groups. 
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The present study 
In this contribution we study ICT device adoption as well as digital activities in the form of 
digital platform and services use by looking at respectively computer/laptop, smartphone, and 
tablet ownership, and the monthly consumption of digital news and use of e-mail, Facebook, 
online banking, and WhatsApp. Among the devices, the smartphone stands out, for it has 
been globally adopted faster and more widely than any previous communication technology 
in the history of humankind (Marler, 2018). Bringing together numerous functions in one 
mobile device (Fernández-Ardèvol & Rosales, 2018; Marler, 2018), the smartphone typically 
facilitates and is used for social-expressive activities such as using SNS and mobile messaging 
(MM) tools (Marler, 2018; Tsetsi & Rains, 2017). The use of SNS among older adults has been 
on the rise (Hunsaker & Hargittai, 2018), with 34 percent of Americans over the age of 65 
using Facebook (Anderson & Perrin, 2017). Older adults use Facebook primarily to maintain 
their social networks (Jung & Sundar, 2016; Karapanos et al., 2016; Sinclair & Grieve, 2017), to 
overcome spatial and intergenerational distances and differences to stay in touch with family 
(e.g. children, grandchildren) and friends, and to find companionship and social support 
(Hunsaker & Hargittai, 2018; Jung & Sundar, 2016).  
 

Mobile messaging apps are seemingly becoming increasingly popular among older adults. 
Whereas Vroman et al. (2015) reported that sending instant messages was one of the lowest 
performed ICT activities by individuals over 65, more recent studies have seen an upturn in 
older adults’ use of mobile messaging apps (Fernández-Ardèvol & Rosales, 2018; Nimrod, 
2018). WhatsApp is by far the most popular and pervasive mobile messaging tool (Fernández-
Ardèvol & Rosales, 2018). As WhatsApp emulates in-person interactions, and people who use 
the app usually know each other (e.g. family and friends), WhatsApp offers an increased 
sense of togetherness and intimacy compared to for instance Facebook (Fernández-Ardèvol & 
Rosales, 2018; Karapanos et al., 2016). Further, as it allows sharing everyday life moments in 
text, audio, photo, and video, WhatsApp is a convenient and powerful ‘life-logging’ and 
sharing tool (Fernández-Ardèvol & Rosales, 2018; Karapanos et al., 2016). Surprisingly, little 
research has been done about the use of WhatsApp by older adults, except for the work by 
Fernández-Ardèvol and Rosales (2018) in Spain, who found that respondents over 65 years of 
age described WhatsApp as one of the most important apps. 
 

In addition to Facebook and WhatsApp, we look at digital news, e-mail, and online banking 
as digital activities. Digital news might provide people with information and general 
knowledge and be of educational value. One of the oldest, most used, and best-known 
features of computer networks and the Internet (Vroman et al., 2015), e-mail has been 
studied since the early years of digital inequalities research (Schehl et al., 2019). Making the 
managing of financial affairs more convenient, online banking has received little attention in 
digital inequality studies, particularly with regards to older adults. Together, these five digital 
activities – digital news, e-mail, Facebook, online banking, and WhatsApp – represent a cross-
section of contemporary popular digital activities. 
 

In examining ICT device ownership and digital activities among middle-aged (50-64 years 
old) and older adults (65-80 years old), this contribution is guided by three research 
questions, which are:  

1. How have ICT device adoption and digital activities evolved between 2015 and 2017?  
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2. What differences in ICT device adoption can be observed among and between middle-
aged and older adults, and which factors explain these differences?  

3. What differences in digital activities can be observed among and between middle-aged 
and older adults, and which factors explain these differences?  

 

The following sections of the paper will outline the data collection and analysis 
methodology employed, before presenting and discussing the research findings. 
 

7.3. Data and methods 
Data collection 
The data for this study are derived from the imec.digimeter, an annual representative survey 
in Flanders, Belgium. Since 2009, the survey annually asks citizens aged 15 and older to self-
report on their media and technology ownership (devices) and use on a monthly basis (digital 
activities) (Vanhaelewyn & De Marez, 2018). The present contribution is based on data 
collected in, respectively, September 2015 and September 2017. The survey has evolved 
continuously since its inception, with the 2015 survey containing the same questions as the 
2017 survey, thus allowing for an examination of adoption and use evolutions. To avoid 
skewed figures, for instance due to only Internet users participating, respondents could fill in 
the survey online or offline. In 2015, 1.157 participants (57 percent) completed the survey 
online, another 871 (43 percent) offline by way of tablet, computer-assisted, or paper and 
pencil interviews. In 2017, 1.022 people (43.6 percent) participated online and 1.323 (56.4 
percent) offline. 
 
Sample 
The 2015 and 2017 samples were defined by province, gender, age, and educational level and 
compared to figures by Statbel, the statistical office of the Belgian Federal Government, to 
guarantee the representativeness of the data for the Belgium population. After data cleaning, 
the total samples (N=2.028 in 2015, N=2.345 in 2017) were weighted based on the above 
variables. Subsequently, a subset of 50 to 80-year olds (N=652 in 2015, N=823 in 2017) was 
selected. Previous studies warn against a homogeneous age approach when studying digital 
inequalities among older adults (König et al., 2018; Lee et al., 2011; Schehl et al., 2019; Van 
Deursen & Helsper, 2015a). At the same time, the literature is surprisingly indecisive 
regarding older adult age definitions and boundaries, with great differences in existing 
scholarship (Hunsaker and Hargittai, 2018). The starting age ranges from 45 to 65 years, while 
upper age limits are rarely defined (Friemel, 2016; Hunsaker & Hargittai, 2018; Ramón-
Jerónimo et al., 2013). Moreover, there is no consensus about how to label this group (e.g. 
‘older adults’, ‘elderly’, ‘seniors’, ‘senior citizens’) (Friemel, 2016; Settersten, 2017). Within 
the inherent limitations of the data sets and in observing the Belgian legal age of retirement 
at 65, we report on two age groups: middle-aged (50-64 years old) and older adults (65-80 
years old). Furthermore, the analysis includes gender (male/female), educational background, 
and household income as socio-demographic characteristics. Three levels of education were 
defined, namely ‘low’ (no degree or primary education and lower secondary education), 
‘medium’ (higher secondary education) and ‘high’ (bachelor’s degree and master’s or 
university degree). Four levels of household income were used, namely a maximum of €1.499, 
€1.500 - €2.999, €3000+, and ‘I don’t know / I’d rather not say’. 
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Data analysis 
Data from 2015 and 2017 were directly compared to see differences in ICT adoption and use. 
To further interpret the data, we opted for a logistic regression analysis (Menard, 2001; 
Myers, 2000). In the first stage of the data analysis process, the four main variables (age, 
gender, education, household income) and their theorised interactions were included in the 
regression model using the forced entry method. The main variables and variations of 
interactions (e.g. age*gender, education*income) were considered for every individual 
analysis. The interaction effects (second degree) were all entered using the backward 
stepwise method, based on the likelihood ratio. In the second stage, the least relevant 
variables were removed to prepare the final linear regression model. Within the 
operationalised independent variables, the categories were subsequently contrasted with a 
reference contrast category. That reference point or baseline was set for all variables at the 
category in which we, based on the literature review, expected the lowest ICT adoption 
and/or use. As such, the oldest age group was taken as the baseline for age. For the variable 
gender, women were taken as the baseline, as men were more likely in the past to use ICTs 
(Dixon et al., 2014; Joiner et al., 2015; Van Deursen & Helsper, 2015a). The lowest education 
group formed the baseline for the education variable, while the lowest range of income 
(maximum €1.499) served as the baseline for household income. The final linear regression 
model was reviewed to rule out collinearity (correlation between predictors) and to avoid 
bias. Menard (2001) states that collinearity occurs when tolerance values are smaller than .1, 
while Myers (2000) imposes a limit on VIF-values higher than 10. In our model, no collinearity 
was found between the predictors (Tolerance> .1; VIF <10). 
 

7.4. Results 
The following sections present the findings regarding ICT adoption and digital activities among 
middle-aged and older adults in Flanders. The first section produces evolution figures by 
comparing survey data from 2015 and 2017. The second and third section present the results 
of the logistic regression analysis on the 2017 survey data to examine underlying factors of 
differentiated ICT adoption and digital activities. 
 

Evolutions 
Ownership of all devices increased between 2015 and 2017 (see Table 4). There was an 
upturn in smartphone ownership, with more than three-quarter in the youngest (50-64) and 
more than half in the oldest (65-80) age group owning a smartphone. In the oldest age group, 
tablet ownership saw a large increase from 31.4 percent to 45.4 percent.  
 
Table 4 - ICT device ownership in 2015 (N=652) and 2017 (N=823) 

 2015 
Total 50-80 

2017 
Total 50-80 

2015  
50-64 

2017  
50-64 

2015  
65-80 

2017  
65-80 

Computer 84.2% 86.1% 91.1% 92.0% 76.0% 79.2% 

Smartphone 49.1% 65.9% 60.0% 77.3% 36.2% 52.4% 

Tablet 46.7% 51.2% 59.5% 56.0% 31.4% 45.4% 

 
 

The increase in smartphone adoption translates into combined device ownership (see 
Table 5), with increases in all device combinations which include the smartphone. While the 
group who owns three devices (computer, smartphone, tablet) was already the largest in 
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2015, it also saw the largest increase in 2017 (9.4 percent to a total of 42.7 percent). Fewer 
respondents only possessed a computer compared to 2015, while the number of respondents 
owning no device at all dropped below ten percent in 2017. 
 
Table 5 – Combined ICT device ownership in 2015 (N=652) and 2017 (N=823) 

2015 2017 
 

Computer  Smartphone  Tablet  % Computer  Smartphone  Tablet  % Evolution 

0 0 0 13,5% 0 0 0 9,7% -3,8 

0 0 1 1,1% 0 0 1 0,3% -0,8 

0 1 0 0,6% 0 1 0 2,9% 2,3 

0 1 1 0,6% 0 1 1 0,9% 0,3 

1 0 0 24,6% 1 0 0 16,9% -7,7 

1 0 1 11,7% 1 0 1 7,3% -4,4 

1 1 0 14,7% 1 1 0 19,4% 4,7 

1 1 1 33,2% 1 1 1 42,7% 9,4 

 

The increase in smartphone ownership also seems to be reflected in the monthly 
undertaking of digital activities (see Table 6). The increases in digital news consumption and 
use of WhatsApp particularly stand out. Among the 65-80 age group, the consumption of 
digital news almost doubled. WhatsApp use more than doubled among the 50-64 age group 
and more than tripled among the 65-80 age group. Facebook and online banking also saw use 
rates increase, albeit on a smaller scale, while traditional e-mail user rates remained virtually 
the same. 
 
Table 6 – Monthly use of digital platforms and services in 2015 (N=652) and 2017 (N=823) 

 2015 
Total 50-80 

2017 
Total 50-80 

2015  
50-64 

2017  
50-64 

2015  
65-80 

2017  
65-80 

Digital news 44.0% 60.5% 57.8% 68.6% 27.6% 50.9% 

E-mail 77.8% 78.1% 86.7% 85.4% 67.1% 69.4% 

Facebook 48.4% 55.5% 59.0% 64.6% 35.9% 44.6% 

Online banking 62.4% 66.8% 68.8% 71.9% 54.8% 60.7% 

WhatsApp 13.9% 34.2% 19.6% 44.2% 7.0% 22.4% 

 
In the following sections we follow-up on these evolution figures, by diving deeper into the 

2017 data set by way of a logistic regression analysis to understand differentiating factors for 
ICT ownership (Table 7) and digital activities (Table 8). 
 

Device ownership 
Computer  
The logistic regression model proved statistically significant: χ²(8) = 109.08, p < .001. The 
model explained 28.3 percent (Nagelkerke R²) of the variance and correctly classified 91.6 
percent of cases. No significant main effect was found for age and gender (p>.05). The main 
effect of educational level was significant (Wald(2) = 16.08; p <.001). The chances of owning a 
computer were respectively 4.5 and 2.3 times higher among high- and medium-educated 
respondents compared to low-educated respondents. A main effect of income was detected 
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(Wald(3) = 8.23; p=.04). However, this main effect was explained by an interaction effect with 
age (Wald(3) = 10.80; p=.013); the contrast on owning a computer between reporting an 
unknown versus a lower income was more pronounced among 50-64 year olds (97,7 percent 
and 73,5 percent, respectively) than among 65-80 year olds (76,9 percent and 75,5 percent, 
respectively). 
 

Smartphone  
The logistic regression model was statistically significant (χ²(7) = 98.82, p < .001), explaining 
16.4 percent (Nagelkerke R²) of the variance and correctly classifying 74.5 percent of cases. 
The main effect of age was significant (Wald(1) = 17.92; p<.001). The probability of owning a 
smartphone was 2.1 times higher among 50-64-year olds compared to 65-80-year olds. 
Gender had a significant main effect in both age groups (Wald(1) = 5.93; p = .015), with the 
probability of owning a smartphone 1.5 times higher among men. Educational level also had a 
significant main effect among both age groups (Wald(2) = 7.04; p = .030), particularly when 
comparing high educated with low-educated individuals (Wald(1) = 6.62; p=.010). The 
probability of owning a smartphone was 1.8 times higher among high-educated compared to 
low-educated respondents. Income also had a significant main effect (Wald(3) = 27.56; p < 
.001), specifically when comparing higher incomes with lower incomes (Wald(1) = 21.58; 
p<.001). The probability of owning a smartphone was 3.9 times higher among high incomes 
compared to low incomes. No significant interaction effects were found. 
        

Tablet  
Statistically significant (χ²(9) = 116.75, p < .001), the logistic regression model explained 17.8 
percent (Nagelkerke R²) of the variance and correctly classified 67.8 percent of cases. No 
significant main effect was found for age, gender, and educational level (p>.05). Income had 
an effect among both age groups (Wald(3) = 16.66; p = .001), but it depended on an 
interaction effect with educational level (Wald(6) = 15.66; p = .016); the contrast on owning a 
tablet between reporting an unknown versus a lower income was more pronounced among 
high educated individuals (75.5 percent and 23,5 percent, respectively) than among low 
educated respondents (38.5 percent and 25.0 percent, respectively). 
 

Digital activities 
Digital news 
The logistic regression model proved statistically significant: χ²(7) = 87.44, p < .001. The model 
explained 15.8 percent (Nagelkerke R²) of the variance, correctly classifying 76.5 percent of 
cases. The main effect of age was significant (Wald(1) = 5.98; p=.015). The probability of 
consuming digital news was 1.6 times higher among 50-64-year olds than 65-80-year olds. 
Gender had a significant main effect (Wald(1) = 15.79; p < .001); the probability of consuming 
digital news among 50-64-year olds was twice as high among men compared to women. 
Educational level also had a significant main effect (Wald(2) = 30.78; p < .001), particularly 
when comparing high (Wald(1) = 28.87; p<.001) and medium (Wald(1) = 4.90; p=.027) 
educated individuals with low-educated respondents. The probability of consuming digital 
news was respectively 3.7 and 1.7 times higher for high- and medium-educated individuals 
compared to low- educated people. No significant main effect was found for income, and 
none of the interaction effects proved to be significant (p>.05). 
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E-mail 
Statistically significant (χ²(7) = 72.27, p < .001), the logistic regression model explained 19.6 
percent (Nagelkerke R²) of the variance, correctly classifying 91.0 percent of cases. The main 
effect of age was significant (Wald(1) = 5.21; p=.022), with the probability of using e-mail 1.9 
times higher among 50-64-year olds compared to 65-80-year olds. Education had a significant 
main effect (Wald(2) = 26.19; p < .001), with the contrasts showing differences between high-
educated and low-educated individuals (Wald(1) = 24.21; p<.001) as well as medium-
educated and low-educated individuals (Wald(1) = 11.08; p=.001). The probability of using e-
mail was respectively 6.3 and 2.8 times higher among high- and medium-educated 
respondents compared to low-educated respondents. Income had a significant main effect 
(Wald(3) = 10.83; p =.013). This contrast holds particularly true when comparing higher 
incomes with lower incomes (Wald(1) = 5.59; p=.018) and middle incomes with lower 
incomes (Wald(1) = 4.76; p=.029). The probability of using e-mail was respectively 3.0 and 2.2 
times higher among higher and middle incomes compared to lower incomes. No significant 
main effect for gender was found, and none of the interaction effects proved to be significant 
(p>.05). 
         

Facebook 
The logistic regression model again proved statistically significant: χ²(8) = 29.08, p < .001. The 
model explained 5.0 percent (Nagelkerke R²) of the variance and correctly classified 63.3 
percent of cases. The main effect of age was significant (Wald(1) = 17.20; p<.001). The 
probability of using Facebook was 2.8 times higher among 50-64-year olds compared to the 
older age group. However, this main effect was affected by an interaction effect with gender 
(Wald(1) = 4.90; p = .027). The contrast between 50-64-year olds versus 65-80-year olds was 
more pronounced among women (70.9 percent and 47.4 percent, respectively) than among 
men (63.4 percent and 56.0 percent, respectively). There was no significant main effect for 
gender, educational level, and income (p>.05).  
 

Online banking 
The logistic regression model was statistically significant: χ²(13) = 106.23, p < .001. The model 
explained 20.8 percent (Nagelkerke R²) of the variance and correctly classified 83.1 percent of 
cases. There was no significant main effect for age or income (p>.05). The main effect of 
gender was significant (Wald(1) = 6.00; p=.014), but it was affected by two interaction effects: 
an interaction with income (Wald(3) = 11.54; p=.009) and with educational level (Wald(2) = 
8.00; p=.018). The difference in probability of using an online banking application between 
higher and lower incomes was more pronounced among men (93.6 percent and 61.7 percent, 
respectively) than among women (82.0 percent and 75.0 percent, respectively) (Wald(1) 
=11.14; p=.001). Similarly, the difference between middle and lower income was more 
pronounced among men (84.4 percent and 61.7 percent, respectively) than women (75.2 
percent and 75.0 percent, respectively) (Wald(1) = 5.38; p=.020). The difference in probability 
between medium-educated and low-educated respondents was also more pronounced 
among men (88.5 percent and 55.6 percent, respectively) than among women (71.7 percent 
and 61.2 percent, respectively) (Wald(1) = 5.69; p=.017). The main effect of the educational 
level was significant (Wald(2) = 19.93; p<.001), but it was affected by two interaction effects: 
an interaction with gender (cf. supra) and an interaction with age (Wald(2) = 9.01; p=.011). 
The contrasts in the age by education interaction showed no significant effect however 
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(p>.05). While there was an overall interaction effect of age and education level, none of the 
contrasts exceeded the significance threshold. 
       

WhatsApp 
The logistic regression model proved to be statistically significant (χ²(7) = 44.06, p < .001), 
explaining 7.4 percent (Nagelkerke R²) of the variance in WhatsApp use and correctly 
classifying 62.6 percent of cases. The main effect of age was significant (Wald(1) = 16.86; 
p<.001). The probability of using WhatsApp was 1.9 times higher among the 50-64 group 
compared to 65-80-year olds. The main effect of household income was significant (Wald(3) = 
11.15; p=.011), specifically when comparing higher with lower incomes (Wald(1) = 9.33; 
p=.002). The probability of using WhatsApp was 2.3 times higher among higher incomes 
compared to lower ones. No significant main effect for gender and educational level was 
found, and no interaction effect proved to be significant (p>.05). 
 

7.5. Discussion 
This study set out to examine ICT adoption and Internet use among middle-aged and older 
adults in Flanders, Belgium. Both the 2015-2017 evolution figures and the logistic regression 
analysis contribute to a comprehensive and nuanced understanding of device adoption and 
digital activities. Although covering only a time span of two years, the evolution figures show 
remarkable changes between 2015 and 2017, which suggest an increased digital participation 
of middle-aged and older Flemish adults as well as rapidly shifting digital inequalities. Overall, 
the evolution figures, particularly the increase in smartphone ownership as well as the 
upsurge in tablet ownership amongst 65-80-year olds, underwrite recent studies reporting 
that ICT adoption among older adults is growing (Anderson & Perrin, 2017; König et al., 2018). 
 

A second important finding is the trend of expanding combined device ownership, that is, 
owning multiple devices to access the Internet. The data suggest that smartphones and 
tablets are not substitutes for desktop and laptop computers, but additions. This finding 
confirms recent work by Nimrod (2018), who reported that most Israeli Internet users over 
the age of 60 owned more than one device. Van Deursen and Van Dijk (2019), however, 
found that Dutch people over the age of 50 compared to younger generations were more 
likely to only use a desktop or laptop computer. While our study does not include data to 
compare with younger Flemish Internet users, the group of Flemish middle-aged (50-64) and 
older adults (65-80) which only owned a desktop or laptop computer decreased between 
2015 and 2017. This suggests that gaps in device ownership are becoming smaller, with 
middle-aged and older adults increasingly accessing the Internet via multiple devices. As the 
combination of a desktop/laptop computer with a smartphone and/or tablet offers better and 
richer Internet experiences (Napoli & Obar, 2014; Van Deursen & Van Dijk, 2019), as well as 
increased autonomy of use, that is, the freedom to use devices and access the Internet 
whenever and wherever desired (Hargittai et al., 2018), our findings suggest that Flemish 
middle-aged and older adults’ Internet experiences are becoming increasingly varied.  
 

Following the upturn in smartphone ownership, we find major increases in digital activities 
often (digital news, Facebook) or exclusively (WhatsApp, which only functions when linked to 
a mobile phone number) carried out on mobile devices. WhatsApp use more than doubled 
among middle-aged and more than tripled among older Flemish adults between 2015 and 
2017. This might be explained by the fact that WhatsApp is primarily a socializing tool, 
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facilitating digital conversations which mimic offline interactions as well as the sharing of 
everyday life. As such, the attraction of WhatsApp to middle-aged and older adults likely lies 
in bridging spatial and/or intergenerational distances and differences and being involved in 
the life of friends and family, e.g. children and grandchildren (Sinclair & Grieve, 2017). The 
increased use of WhatsApp as well as Facebook therefore suggests that Flemish middle-aged 
and older adults enjoy beneficial social outcomes, such as maintaining social networks. The 
observed increase in digital news consumption suggests that respondents are better able to 
stay abreast of current affairs at home and abroad, thus increasing their general knowledge 
and being more involved in what is going on in the world. 
 

The logistic regression analysis revealed differences in respondents’ ICT adoption and use, 
particularly with regards to the differentiating role of age, gender, education, and household 
income. The results for the age variable showed that middle-aged respondents (50-64 years 
old) were not only more than twice as likely to own a smartphone compared to older adults 
(65-80 year olds), but also more likely to consume digital news (1.6 times more likely), use e-
mail (1.9 times), Facebook (2.8 times more likely), and WhatsApp (1.9 times more likely). 
However, no significant main effects of age were found for desktop/laptop and tablet 
ownership and the use of online banking. Thus, this contribution provides some nuance to the 
consistent finding in digital inequality research that there is a negative correlation between 
age and ICT adoption (Hunsaker & Hargittai, 2018). 
 

In terms of gender, the logistic regression analysis led to mixed findings. Gender was found 
to be a decisive factor among both age groups for smartphone ownership, with the 
probability of owning a smartphone 1.5 higher among men compared to women. In the 
middle-aged group of 50-64-year olds, men were twice as likely to consume digital news 
compared to women. Surprisingly, the online banking use figures showed much smaller 
differences among women with different levels of education level and income than men. This 
suggests that online banking as a digital activity is less stratified alongside educational level 
among women than men. However, no significant main effects of gender were found for 
desktop/laptop and tablet ownership and the use of e-mail, Facebook, and WhatsApp. 
Overall, the findings appear inconclusive and thus consistent with other recent work reporting 
ambiguous results with regards to gender (Hunsaker & Hargittai, 2018). 
 

The logistic regression analysis also revealed the differentiating role of educational level. 
High- and medium-educated individuals were respectively 4.5 and 2.3 times more likely to 
own a desktop/laptop computer compared to low-educated respondents, and high-educated 
individuals were 1.8 times more likely to own a smartphone compared to lower educated 
individuals. High- and medium-education respondents were also more likely to consume 
digital news (3.7 and 1.7 times, respectively) and use e-mail (6.3 and 2.8 times, respectively) 
compared to those with low education levels. No educational differences were found for the 
use of Facebook and WhatsApp, however. These findings seem to support earlier work 
claiming that higher educated older adults are not only more likely and earlier to adopt ICT 
devices (Van Deursen & Helsper, 2015a), but also that they engage more in ‘capital-
enhancing’ digital activities (e.g. following the news) compared to those with lower 
educational levels (Hargittai & Dobransky, 2017; Hunsaker & Hargittai, 2018). The gap in 
digital news consumption seems to suggest that well-educated individuals are more likely to 
benefit from the information offered by the Internet.  
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Last, income proved a differentiating factor for smartphone and tablet adoption, as well as 
the use of e-mail, online banking, and WhatsApp. The probability of owning a smartphone 
was almost four times higher among higher incomes compared to lower incomes. Income 
also had an effect on tablet possession, albeit in tandem with education. High- and medium 
incomes were respectively three and 2.2 times more likely to use e-mail compared to low-
education individuals, while the probability of using WhatsApp was 2.3 times higher among 
higher incomes compared to lower incomes. As devices and digital services need to be 
purchased and maintained, income thus remains an important factor in the digital in- and 
exclusion of middle-aged and older adults, particularly as the income of the latter likely 
decreases after retirement. 
 

Considering the research questions guiding this study, we find that individual and 
combined ICT device ownership and digital activity use rates have undoubtedly grown among 
Flemish middle-aged and older adults between 2015 and 2017. To different degrees, age, 
gender, education, and income are related as differentiating factors to unequal device 
ownership and undertaking Internet activities. Given the numerous benefits that ICTs and the 
Internet may offer to middle-aged and older adults (Chen & Schulz, 2016; Damant et al., 
2017; Forsman & Nordmyr, 2017; Pan et al., 2018), the increase in device adoption and digital 
activities appear encouraging and indicative of the ‘age divide’ – differences in access and use 
compared to younger generations – becoming smaller. 
 

7.6. Conclusion 

By combining a evolutions and logistic regression analysis with a heterogeneous approach (i.e. 
comparing age groups and including gender, education, and income as differentiating factors) 
and looking at both device adoption as well as five popular digital activities, this study 
contributes to digital inequality research by providing new insights (e.g. smartphone, tablet, 
and WhatsApp use) as well as nuances to previous work (e.g. combined device ownership, 
role of age and gender). The study reveals that ICT device ownership has increased among 
Flemish middle-aged and older adults, both for individual (smartphone, tablet) as well as 
combined device ownership. Accordingly, digital activity use rates have expanded, particularly 
the consumption of digital news and use of WhatsApp. Overall, the findings suggest that 
traditional social inequalities related to age, gender, education, and income continue to 
different degrees to be reflected in levels of ICT adoption and Internet use and thus be 
reproduced as digital inequalities – i.e. the first- and second-level digital divides. Given the 
ageing world population, the increasing presence of ICTs in everyday life, the benefits that 
ICTs and the Internet potentially offer to older adults, and the link between digital and social 
inequalities, research about digital divides among and between middle-aged and older adults 
remains pertinent and important. More so as new technologies will continue to bring 
innovations, but also likely to contribute to existing divides and create new ones between 
users and non-users. In other words, we should continue to mind the gaps and examine ICT 
adoption and Internet use and their impact on digital as well as social in- and exclusion and 
stratification. 
 

7.7. Study limitations 

In terms of limitations, the sample in our study was limited to respectively 652 and 823 
participants living in one region (Flanders). Follow-up studies might increase this number and 
include other European nations to introduce an internationally comparative setting. We 
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moreover recognise that the five digital activities in the present study do not reflect the 
diversity and totality of older adults’ online activities. Another limitation lies in the fact that 
the survey did not contain other relevant and possible explanatory variables for digital in-and 
exclusion, such as ethnicity, household composition (e.g. partner, presence of children and 
grandchildren), living situation (e.g. independent, nursing home), and health status. A survey 
specifically designed to explore older adults’ ICT adoption and Internet use might include 
more age and context-related questions and inquire about a broader range of digital 
activities, such as searching for health information and making use of digital health services. 
Future studies might thus not only expand the amount of digital activities under study, but 
also consider more potential factors related to digital stratification among older generations.  
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Chapter 8: Searching for health: Doctor Google and the shifting 

dynamics of the middle-aged and older adult patient–physician 

relationship and interaction 
 

Abstract 
While online health information (OHI) has become ubiquitous, little is known about its use by 
middle-aged and older adults. This contribution examines the role of OHI and its influence on 
the patient–physician relationship. This qualitative study reports the thematic analysis of 40 
semistructured, in-depth interviews with Flemish middle-aged and older adults between the 
ages of 50 and 80 years. Middle-aged and older adults obtain OHI pre- and post-consultation, 
albeit with different motivations and in search of different types of information. Patients 
strategically and carefully introduce OHI in the clinical encounter. “Doctor Google” expands 
the traditional patient–physician dyad into an information triangle. The findings have 
implications for policy guidance and clinical practice. Public campaigns against “Googling” for 
health information might have to be amended to be successful. Importantly, physicians are 
increasingly expected to refer to and appraise OHI and put it into the individual patient 
context. 
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8.1. Introduction 

While physicians were once the sole source of health information for patients (Ong et al., 
1995; Vanderminden & Potter, 2010), the Internet and online health information (OHI) have 
influenced the relationship and communication between patients and physicians within the 
clinical encounter (Broom, 2005; Chiu, 2011; Chung, 2013; Gualtieri, 2009; Iverson et al., 
2007; Kivits, 2006; Tan & Goonawardene, 2017; Van Riel et al., 2017; Wald et al., 2007). 
Previous work has explored middle-aged and older adults’ health information–seeking 
behaviors (Czaja et al., 2010; Huang et al., 2012; Medlock et al., 2015; Morrison, 2015; 
Sanders et al., 2015) and interactions with doctors (Eliassen, 2016; Thompson et al., 2004), 
but few studies have examined the use of OHI, specifically its influence and impact on the 
clinical encounter and the relationship with the physician (see Haluza et al., 2017; Scott et al., 
2017; Silver, 2015; Xie, 2009). This relatively small number of studies is rather surprising as 
the chances of chronic health issues increase around the age of 50 years (Silver, 2015; Xie, 
2009), suggesting that middle-aged and older adults stand to benefit from obtaining OHI. 
Moreover, individual health management and information needs and uses have been found 
to be shaped and influenced by age (Haluza et al., 2017; Miller & Bell, 2012; Xie, 2009), which 
suggests the importance of studying various age groups, including middle-aged and older 
adults. Finally, demographic projections estimate that the worldwide number of adults aged 
60 years and over will double between 2015 and 2050 from 906 million to 2.08 billion (United 
Nations Department of Economic and Social Affairs/Population Division, 2017). With societies 
graying, physicians welcoming more middle-aged and older adults in their offices, and the 
growing digitalization of everyday life and health care, it is thus both important and topical to 
understand middle-aged and older adults’ use of OHI and its influence on the patient–
physician relationship. Before detailing the study design and findings, the following sections 
briefly discuss OHI, Internet use in relation to age, and the patient–physician relationship. 
 

8.2. Literature review 
OHI 
By making health information conveniently and freely available, the Internet has brought 
about a shift toward health consumerism (Vanderminden & Potter, 2010). People can 
nowadays educate themselves online about medical conditions and health-related issues 
independently from, or in conjunction with, consulting a physician (Tan & Goonawardene, 
2017; Vanderminden & Potter, 2010). Looking for health information online has become an 
everyday activity (Kivits, 2006; Tan & Goonawardene, 2017; Van Riel et al., 2017), carried out 
reflexively to get a first opinion on health issues and fill information gaps outside of the 
clinical encounter (Frosch et al., 2012; Gualtieri, 2009), and/or in anticipation of or in 
response to consulting a doctor (Lee et al., 2014; Tan & Goonawardene, 2017).  

 
Past research has outlined positive aspects of OHI, which include people being better 

informed, more appropriate and efficient use of health care services (Broom, 2005; Tan & 
Goonawardene, 2017), and improved patient–physician communication and decision-making 
leading to better health outcomes (Czaja et al., 2010; Galarce et al., 2011; Sommerhalder et 
al., 2009; Tan & Goonawardene, 2017). However, OHI can also undermine individual and 
public health. Concerns have consistently been raised about the quality and reliability of OHI, 
which ranges anywhere from evidence-based and peer-reviewed work to personal opinions 
and anecdotes (Tan & Goonawardene, 
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2017). OHI can be incomplete, inaccurate, outdated, and even plain wrong and misleading 
(Haluza et al., 2017). Furthermore, Internet users are largely left to themselves to interpret 
OHI and determine its reliability and relevance (Morrison, 2015). People who lack the 
necessary skills and media, Internet, and (e-)health literacy to access, understand, and 
appraise OHI might misinterpret or misuse it (Chung, 2013; Gualtieri, 2009; Iverson et al., 
2007; Lee et al., 2014; Silver, 2015). Failure to properly select and appraise OHI can lead to 
anxiety, confusion, escalating health concerns (Chung, 2013; Van Riel et al., 2017) as well as 
undesirable health behavior such as self-diagnosis and self-treatment (Tan & Goonawardene, 
2017) and requests for inappropriate or unavailable diagnostic testing and treatment (Iverson 
et al., 2007). 
 

Importantly, most Internet users start their quest for OHI by entering a query in a search 
engine (Christelijke Mutualiteit [CM], 2016; Fox & Duggan, 2013; Gualtieri, 2009; Huang et al., 
2012; Lee et al., 2014). While “Doctor Google” might be interpreted as a shorthand for 
searching for OHI, the term can be taken quite literally given Google’s dominant market 
share. In May 2019, Google handled 92.04% of all web searches worldwide and 95.71% of all 
web searches in Belgium (Statcounter, 2019a). It is within this context of Google’s dominance 
on one hand and the tendency of Internet users to obtain OHI by using a search engine, likely 
Google, on the other hand, that the Flemish government in 2014 launched a campaign called 
“Don’t Google It.” The campaign urged citizens to visit the reputable and accredited Belgian 
health website “Gezondheid en Wetenschap” (“Health and Science”—
www.gezondheidenwetenschap.be) to obtain health information, rather than “Googling” for 
medical symptoms and relying on incomplete or incorrect OHI (Larimer, 2014). 

 
Age and Internet use 
The use of Internet among older adults has been related to improved self-reported physical 
and mental health and a lower risk of developing functional impairments (Hunsaker & 
Hargittai, 2018; Miller & Bell, 2012). Although overall Internet use by older adults has 
considerably increased over time (Hunsaker & Hargittai, 2018), past studies containing within 
group comparisons have consistently found that Internet-use rates drop with increased age 
(CM, 2016; Friemel, 2016; Hunsaker & Hargittai, 2018). Concurrently, using the Internet for 
health (information) purposes has been negatively associated with older age (Galarce et al., 
2011; Hunsaker & Hargittai, 2018; Miller & Bell, 2012; Thompson et al., 2004; Xie, 2009). 
Individual age-related factors such as impaired vision and declining cognitive abilities (Czaja et 
al., 2010; Morrison, 2015; Xie, 2009) as well as functional literacy decline have been linked to 
difficulties using the Internet and finding and understanding OHI (Friemel, 2016; Huang et al., 
2012; Hunsaker & Hargittai, 2018; Lee et al., 2015; Scott et al., 2017). Importantly, Silver 
(2015) found that adults over 50 years of age have various concerns with using the Internet in 
relation to health issues. These include recognizing their own limitations, a lack of skills and 
confidence as Internet users, the questionable credibility of OHI, and concerns that they 
might upset their physician by consulting OHI. 
 
The patient–physician relationship 
Communication between patients and physicians forms the cornerstone of health care 
(Haluza et al., 2017; Vanderminden & Potter, 2010), determining quality of care and health 
outcomes as well as patient motivation, satisfaction, and treatment adherence (Broom, 2005; 
Duggan & Thompson, 2011; Haluza et al., 2017). The clinical encounter involves the exchange 
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of information to diagnose, discuss, and direct medical care (Ong et al., 1995; Roter & Hall, 
2011), with patients relying on doctors to get objective and reliable information (Galarce et 
al., 2011). Traditionally, the patient–physician relationship was characterized by information 
asymmetry and an unequal power balance between authoritative, decision-making medical 
experts and passive patients (Ong et al., 1995; Vanderminden & Potter, 2010). Health care 
has largely moved away from this paternalistic model to an approach which emphasizes 
patient involvement, collaboration, and informed or shared medical decision-making (Duggan 
& Thompson, 2011; Ong et al., 1995; Tan & Goonawardene, 2017; Xie, 2009). However, older 
adults who were brought up with the idea of the doctor as medical authority are likely to find 
being assertive, asking questions, or engaging in discussion with the doctor difficult (Eliassen, 
2016; Thompson et al., 2004). Compared to younger individuals, older adults have been 
found less motivated to seek out health information and be involved in medical care decision-
making (Galarce et al., 2011; Thompson et al., 2004). They are likely to rely on physicians for 
health information and decision-making (Eliassen, 2016; Fox & Duggan, 2013; Medlock et al., 
2015; Scott et al., 2017), which suggests that for older adults the physician remains the 
“ultimate medical authority” (Eliassen, 2016). 
 

The Internet and OHI have not only contributed to transitions in health care and the 
emergence of health consumerism (Chiu, 2011; Haluza et al., 2017; Iverson et al., 2007; Tan & 
Goonawardene, 2017), but they have also raised new challenges for physicians. Patients want 
doctors to refer them to reliable health websites (Lee et al., 2017) and critically appraise OHI 
and bring it into the patients’ context (Lee et al., 2015; Roter & Hall, 2011; Sommerhalder et 
al., 2009). Some scholars therefore argue that discussing and interpreting OHI might become 
a crucial task for physicians (Chiu, 2011; Tan & Goonawardene, 2017; Van Riel et al., 2017), 
with the doctor essentially filtering search-engine findings and thus functioning as a “ultimate 
referent” (Kivits, 2006). 

 
However, the literature suggests that the majority of patients does not talk about their 

Internet searches for health information during the clinical encounter, finding it difficult to ask 
questions or disagree with the physician (CM, 2016; Chung, 2013; Frosch et al., 2012; Imes et 
al., 2008; Iverson et al., 2007; Tan & Goonawardene, 2017). Patients tend to conform to 
“socially sanctioned roles” based on expectations of what a “good patient” should do and not 
do (Chiu, 2011; Frosch et al., 2012). They are careful to not appear confrontational and 
disrespectful, not wanting to challenge the doctors’ expertise (Gualtieri, 2009; Imes et al., 
2008; Sommerhalder et al., 2009) as this might elicit dismissive reactions and have a negative 
impact on the relationship (Chiu, 2011; Frosch et al., 2012; Lee et al., 2015; Tan & 
Goonawardene, 2017). Nonetheless, past studies have found that patients employ various 
strategies to more or less involve OHI in the clinical encounter, including bringing along 
printouts, asking questions to understand differences between the doctors’ advice and OHI, 
making suggestions based on OHI, and quietly comparing and verifying information received 
from the doctor with OHI without discussing it (Gualtieri, 2009; 
Sommerhalder et al., 2009; Tan & Goonawardene, 2017). 
 
The present study 
The literature suggests that OHI has come to play an important role in the health care 
landscape and clinical encounter, although it remains largely unclear to what extent this 
applies to middle-aged and older adults. This study examines the OHI-seeking behavior of 
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middle-aged and older adults and its outcomes in terms of impact on the relationship and 
interactions with the physician. Our empirical data come from Flanders, the Dutch-speaking 
region of Belgium. Flanders offers an interesting case as many citizens seek health 
information online: a 2016 survey found that almost 91% of Flemish adults over the age of 18 
years searched for health information online (CM, 2016). This study is guided by the following 
research questions: 
 

Research Question 1: Why do Flemish middle-aged and older adults seek or not seek OHI? 
Research Question 2: Where, when, and how do Flemish middle-aged and older adults 
obtain OHI, what kind of information do they search for, and why? 
Research Question 3: What is the impact of OHI on the relationship and interactions with 
the physician? 

 

8.3. Design and method 

Sample and data collection 
Forty qualitative, semistructured in-depth interviews were conducted between April and 
September 2015 in the Flemish city of Ghent with adults between the ages of 50 and 64 years 
(middle-aged adults) and 65 and 80 years (older adults). While definitions of middle and old 
age in terms of age boundaries differ greatly (Hunsaker & Hargittai, 2018), the age cutoff at 
65 follows the Belgian retirement age (as of 2018), while also reflecting the larger audience 
research about health communication and aging that this study is part of. To prevent sample 
bias, a heterogeneous group of respondents was recruited in terms of age, gender, and 
education. No selection criteria were used for ethnicity. Respondents were recruited via a 
paper intake survey with the help of local service centers and Open, Christian, Respectful, and 
Active [Open, Kristelijk, Respectvol en Actief] (OKRA), a Flemish association for the elderly. 
 

The study sample included 18 men and 22 women. The youngest respondent was 51 years 
old and the oldest 80 years old, with an average age of 64.9 years. There was a minor 
tendency toward higher (bachelor/master/university degree; HE) and middle (higher 
secondary; ME) education compared with lower (no degree, primary and lower secondary; LE) 
education levels (HE: 35%, ME: 37.5%, LE: 27.5%). The group of participants consisted of 
patients with diagnosed conditions as well as healthy individuals without diagnosed 
conditions. The interviews were conducted using a predefined topic list designed to broadly 
explore respondents’ health information behavior and experiences. All interviewees signed an 
informed consent to guarantee confidentiality and agree to the interview being recorded. 
 
Analysis 
All interviews were digitally recorded and transcribed verbatim. After a first thorough reading, 
the interview transcripts were imported into NVivo 12 for the management and analysis of 
the data. A member of the larger research team carried out a first analysis by broadly 
identifying and coding relevant themes in the transcripts. By comparing with these codes and 
notes, specific relevant parts of the interview transcripts were subsequently identified, 
interpreted, and thematically coded by the first author, an experienced qualitative 
researcher, by employing thematic analysis (Boyatzis, 1998) to structure respondent 
statements into broad themes by comparing within and between transcripts. Inductive 
categories (from the data) and deductive coding categories (derived from the literature) were 
simultaneously employed in this early phase. A subsequent round of coding by the first author 
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grouped the observations and descriptions, allowing for rigorous and coherent interpretation 
and translation into concepts. During the final analysis stage, the data were further reduced 
to focus on relevant concepts and subcategories and simultaneously arranged into 
chronological order, that is, relative to OHI search practices and the clinical encounter 
between patient and physician. 
 

The following sections discuss four themes which emerge from the data in relation to 
middle-aged and older adults obtaining and using OHI and the influence on the patient–
physician relationship. The themes are presented in the following chronological order: (a) 
using the Internet for health information, (b) searching for OHI, (c) moments and motivations, 
and (d) OHI in the clinical encounter. All respondent quotes have been extracted from the 
interviews, anonymized, and translated from Dutch into English by the authors. 
 

8.4. Results 

Using the Internet for health information 
The Internet was used by 31 out of 40 respondents to find health information. OHI-seeking 
respondents described the Internet as a formidable and inexhaustible up-to-date database, 
which allowed them to quickly find answers to pertinent health questions as well as general 
information about health matters. Respondents characterized the Internet as accessible, 
direct, effective, and quick, although some noted that skills are required to find and select 
information. 
 

It is a world library in which everyone can search. Of course, you have to learn how 
to make a selection: what is good information and what is wrong information. 
(Male, 68, HE) 

 
Nine respondents in total did not use the Internet to obtain health information. Seven of 
them were from the older adult group (65-80 years), the other two aged 64 years were at the 
upper limit of the middle-age group (50-64 years). Five respondents did not use the Internet 
at all, while the four others rejected the Internet as a source of health information. They 
preferred to visit their doctor in case of health issues and questions, and did not trust the 
Internet as a source of health information. 
 

I think personal contact with doctors and specialists is much more important than 
the internet. (Male, 76, LE) 

 
I don’t think you find the right information on the internet. I think you need a 
doctor who received training and knows where to press and feel. (Male, 68, 
HE) 

 
The type of information OHI-seeking respondents sought depended on individual health 
contexts and information needs (solving health issues) and wants (curiosity, general interest). 
While personal health was the primary reason to seek information, respondents occasionally 
also sought out health information on behalf of relatives, friends, and other acquaintances. 
 

My grandchild was operated on a brain tumour. I was very involved, reading on 
the net about it. Of course it interests me when something like that happens in 
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the family. (Female, 77, HE) 
 
Health(-related) information looked up online ranged from health conditions (symptoms, 
disease progression) and treatments (explanations, outcomes) to diet, exercise, and products 
(e.g., supplements), as well as practical information (about hospitals, health insurance) and, 
importantly, the experiences of others, that is, how others cope with and treat medical issues. 
 
Searching for OHI 
Remarkably, Google was mentioned by all 31 OHI-seekers as their obvious starting point to 
search for and obtain OHI. Using Google simply seemed a matter-of-course, with a few 
respondents mentioning that they had been taught to use Google at computer lessons. 
 

Google is your best friend, I learned at computer lessons. So you type in 
“stomach pain” and get an enormous amount of links. (Female, 68, ME) 

 
Respondents related that their quest for OHI started by entering a straightforward 
elementary search string (e.g., “diabetes”) without using any advanced search commands or 
Boolean operators. Respondents described “Googling” for OHI as both easy and quick. 
 

I am not good with computers, but looking for information is not a problem. I 
mean, Googling something is easy. (Female, 67, HE) 

 
Few respondents went beyond Google’s first page of search results when searching for OHI. 
The first page usually offered a sufficient amount of relevant websites. Titles and descriptions 
of websites were scanned and matched with the search query before clicking on a website. If 
respondents did not find the information they were looking for on a given website, they 
would go back to the Google search results and try another website. 
 

If it doesn’t satisfy me, if it is not what I want, or when it does not give me a 
clear answer, then I try again by going back to the first page of results to see 
what is next. (Female, 67, ME) 

 
Typically, highly educated respondents attempted to appraise the reliability and correctness 
of OHI by seeking consensus. After visiting a website, they would return to Google’s search 
results to compare it with different websites. When multiple websites offered the same OHI, 
that information was deemed likely to be reliable and correct. 
 

When I look something up, I will not believe just what one website says. I will 
visit multiple websites and compare what they are saying. Does it match? Are 
they the same? Or do they contradict each other? (Male, 68, HE) 

 
However, the majority of respondents did not or hardly use any critical selection criteria when 
browsing Google’s search results. Just a few respondents, again mostly highly educated, 
checked the URL and extension of the website as they preferred to visit Belgian websites 
and/or websites of hospitals, educational institutions, or health insurance companies. The 
former were deemed more relevant than foreign websites, while the latter were deemed 
reliable and trustworthy as the information was supplied by reputable and credited 
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authorities and institutions and likely supported by scientific research. 
 

The thing I look for is whether there is something there from a research centre, 
or a university. Because I think that is more scientifically based. (Male, 60, HE) 

 
As a result of using Google to seek OHI and almost never bookmarking websites, respondents 
seldom knew the names or URLs of health websites they had visited. Only platforms like 
Wikipedia and the Belgian health website www. gezondheid.be and seniors website 
www.seniorennet.be were mentioned. 
 
Moments and motivations 
OHI was sought out both before and after the clinical encounter. Pre- and post-consultation 
information seeking differed not just in terms of the type of information sought, but also the 
motivation for doing so. 
 
Pre-consultation OHI-seeking. Motivations to seek information prior to consulting a physician 
included understanding symptoms, determining whether visiting a doctor was necessary, 
finding comfort and reassurance, and preparing to visit the doctor in order to accurately 
describe health problems and ask pertinent and critical questions. This respondent preferred 
to thoroughly prepare her visit to the doctor by looking up OHI prior to the clinical encounter: 
 

I feel more at ease if I can ask targeted questions. If I go to the doctor, I have my 
list with things I need to ask ready... (Female, 70, HE) 

 
Irrespective of age, gender, and education level, respondents searched for OHI to determine 
whether their condition warranted or required visiting the doctor. In the case of minor health 
issues, health problems that respondents were not particularly worried about, or when 
general health information was wanted, OHI provided sufficient answers. 
 

Should I get worried I will go to the doctor. But if I am not worried, I might just 
take a look on the Internet. (Female, 59, HE) 
 
If it is general information I think the internet and Wikipedia are useful and 
sufficient. If it is about myself and if I want specific health information about 
something important to me, than I will ask my doctor. (Male, 64, HE) 

 
If health problems appeared urgent or severe and did not disappear on their own over time, 
when specific information was needed, or when the Internet offered insufficient or 
ambiguous information, respondents would visit their physician. 
 

Sometimes I am in doubt about something I read on the internet. When there are 
multiple possibilities I go to the doctor and hear what it is effectively about. 
(Male, 53, HE) 

 
Doctor Google and OHI were also consulted in the hopes of being able to save time and 
money by not having to visit the doctor. 
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The internet is much more direct, you always have it near at hand. To go to the 
doctor you need to make an appointment, you have to drive there, it costs 
money and time... The internet is immediate. (Female, 55, LE) 

 
While serving to postpone or negate visiting the physician, OHI sometimes also triggered 
respondents to make a doctors’ appointment. Having looked up his symptoms online, this 
respondent for example promptly went to his physician: 
 

I had an inexplicable thirst. I read that the cause could be diabetes, so I made 
an appointment with the doctor. He pricked in my finger, but my sugar levels 
were perfect and that was that. (Male, 51, ME) 

 
Searching for OHI, specifically the experiences of others, was also carried out to find comfort 
and reassurance. However, respondents recognized that OHI could also in fact raise concern 
and increase uncertainty, sometimes making OHI the reason to visit the doctor. 
 

I think it helps to reassure. Like, ‘it is not really that bad, there are many people 
who have this problem.’ Although I am of course aware that it can have the 
opposite effect, but in that case I will always go to the doctor. (Female, 68, ME) 

 
Finally, OHI was obtained in the pre-consultation phase to prepare for consulting a specialist. 
Respondents related how specialists often punctuated the clinical encounter with medical 
jargon and generally had little time to explain and answer questions. 
 

After a skiing accident I needed to have my meniscus operated on. Surgeons and 
doctors often have little time to explain, so I searched for it. What does it mean 
that they remove your meniscus? Which consequences can it have? (Female, 52, 
ME) 

 
Post-consultation OHI-seeking. Once respondents had visited a physician, different 
motivations and information needs arose. OHI was sought post-consultation mainly to clarify 
information received from the doctor and to obtain additional information (explanations, 
illustrations). Additional information served not only to gain a better understanding but also 
to satisfy curiosity. 
 

A doctor does not always have time to explain everything, so I look for information 
myself, depending on how far I want to take it. Purely as an addition to what I 
have heard from the doctor. (Female, 59, HE) 
 
Based on what the doctor tells me, I often search the internet for descriptions of 
the problem. The experiences of other people, how they solved it. (Male, 53, 
HE) 

 
Less frequently mentioned motivations for post-consultation OHI-searching were to find how 
others coped with health issues, to get a second opinion, and the physician having referred to 
an online information source. Being referred to reliable OHI by the doctor was greatly 
appreciated by respondents.  
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The specialist told me to look on the website of the hospital. There was a 
comprehensive explanation of Meniere’s disease, that was really great. 
(Female, 55, LE) 

 
Overall, respondents using the Internet for health information purposes related that taking 
care of their health involved a pre- and post-consultation interplay between Doctor Google 
and their physician, depending on the seriousness and urgency of their health issues and 
information needs. 
 

On the internet and at the doctor . . . a combination, yes. (Female, 54, HE) 
 
OHI in the clinical encounter 
Notwithstanding Doctor Google and the ubiquity of OHI, the general practitioner was 
mentioned by 39 out of 40 respondents as the most trusted and reliable source of health 
information. Often based on a perception internalized from a young age, respondents viewed 
and relied on the doctor as the learned expert and medical authority. 
 

We were taught to start with the house doctor, who will tell you what the 
problem is, that testing is needed, what hospital or specialist to visit. (Male, 64, LE) 
 
I find it difficult to say to a doctor, “didn’t you forget this or that?” It has to do with 
your upbringing, with your parents telling you that a doctor is a highly regarded 
person. You remember it the rest of your life, even if you are a critical person. 
(Male, 68, HE) 

 
At the same time, respondents talked about the changed relationship between patient and 
physician, particularly in terms of being able to ask questions. Thirty years ago there was a 
much bigger distance between doctor and patient. 
 

It is much easier now to ask for an explanation. I couldn’t do that thirty years ago. 
That is a very positive evolution, together with the increased empowerment of the 
patient. (Female, 65, ME) 

 
Nonetheless, most respondents were reluctant to mention to their physician that they 
consulted with Doctor Google, nor did they ask questions or challenge their physician based 
on OHI. Respondents found it too confronting and feared that the doctor might react 
negatively and dismissively, or even berate them for bringing along and trusting OHI. As a 
result, most respondents either held back in their interactions with the doctor or employed a 
strategy to carefully involve OHI in the clinical encounter. The first of these strategies entailed 
letting the doctor talk first and only afterward share thoughts based on health information 
obtained from the Internet. 
 

When you visit the doctor and you say that you have looked this and that up on 
the internet, they are not really enthusiastic. Because they think that people play 
doctor themselves. So I let the doctor talk first, and then tell him what I 
saw on the internet. (Female, 62, LE) 
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A second strategy involved carefully weaving OHI into the conversation by mentioning 
symptoms and their impact, without voicing suspicions of what might be the matter or 
intruding upon the diagnostic process. 

 
If I visit the doctor I will not tell him what I think I have, because that is his job. I 
will say that I looked up the symptoms and what I feel. But I try to be careful, 
because people sometimes say that you are diagnosing yourself rather than 
letting the doctor do his work. I don’t want that. (Female, 54, HE) 

 
Third, some respondents took a silent approach. They listened politely to their physician 
without discussing the diagnosis and advice. Ultimately, these individuals decided for 
themselves what they thought was best based on the clinical encounter, OHI, and their own 
common sense. This pertained specifically to mild or everyday small medical issues, rather 
than serious medical issues. 
 

I let him say what he has to say. I follow his advice of course, but I will not go into 
discussion. I will not contradict him. I think, ‘OK, he has prescribed me this, but I 
have read this and that.’ I am not talking about life threatening things, but 
everyday health things. If I think, ‘I am not going to do that,’ I keep it to 
myself. (Female, 65, ME) 

 
On the other end of the spectrum we found a minority of respondents who were open and 
assertive in their interactions with the doctor with the goal of achieving better care and 
health outcomes. These respondents were likely to be younger and, importantly, self-
confident with regard to using the Internet. In some instances, OHI and experiences of others 
prompted these respondents to directly question the diagnosis and treatment advised by 
their doctor. 
 

When the doctor prescribes you medication, and you look online and some people 
say that that medication didn’t really help. . . That sticks somehow. It would hasten 
my decision to go back to the doctor and say, ‘I have the impression it is not 
working,’ instead of waiting it out. (Male, 53, HE) 
 
When I visit a doctor I will tell him about the information I found and ask him if it is 
correct and if it applies to me. (Female, 66, LE) 

 
Yet even among assertive respondents like the 53-year-old male above, there was a certain 
anxiety and sense of needing courage to speak up and question or challenge the doctor. This 
sentiment was expressed verbally by respondents who talked about “daring” to tell their 
doctor about the OHI they found. 
 

When I visit the doctor or a specialist, I dare to say that I found that information 
and ask what they think of it. (Male, 53, HE) 
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In expressing a high regard for the doctor and confirming his or her central role in health 
management and decision-making, all respondents stated that they would never bypass their 
physician and treat themselves with medicine or other products. 
 

I will not easily take action based on what I found on the internet. I will not try a 
treatment or medicine because it was recommended on the internet without 
consulting my doctor. (Male, 68, HE) 

 
When it concerns really serious things, I will only trust my doctor. (Female, 52, ME) 

 
Having presented our study findings pertaining to OHI and the middle-aged and older 
patient–physician relationship, the following section will discuss how they relate to previous 
research and how they might have an effect on public health policy and clinical practice. 
 

8.5. Discussion 

This study set out to understand why Flemish middle-aged and older adults between the ages 
of 50 and 80 years seek OHI, where and how they seek OHI, what kind of information they 
search for, and finally what the impact of OHI is on the relationship with the physician. Within 
our sample of 40 respondents, we found age and education level to be discriminating factors 
with regard to whether individuals sought OHI or not. Older and lower educated individuals 
were more likely to reject the Internet and to rely on their doctor as source of health 
information, whereas younger and more highly educated individuals were likely to consult 
with Doctor Google and obtain OHI. This is consistent with previous studies about Internet 
and health information use among older adults (Chung, 2013; Haluza et al., 2017; Hunsaker & 
Hargittai, 2018). 
 

Confirming previous work on older adults’ search skills (Morrison, 2015), respondents 
entered straightforward elementary search queries (e.g., “diabetes”) to find OHI. We found in 
addition that selecting websites with OHI from the search results was also straightforward for 
most respondents. Study participants almost never went beyond the first page of Google’s 
search results, to which they returned in case a website did not provide sufficient information 
or when they wanted to compare websites. Few respondents appeared critical of the sources 
of OHI they consulted, with the exception of higher educated individuals. They were more 
likely to critically assess and employ strategies (comparing websites, checking URLs, looking 
for websites from medical and educational institutions) to browse OHI and appraise its 
reliability.  
 

At different moments (pre- and post-consultation) and stemming from different 
motivations and information needs and wants, respondents searched for and obtained 
different types of OHI. Importantly, by obtaining OHI in the pre-consultation stage, 
respondents took it up themselves to establish the seriousness and urgency of their health 
issues and decide whether a visit to the doctor was warranted. Doctor Google thus offered 
respondents what might be called a first or preliminary diagnosis (Gualtieri, 2009). While 
underlying motives are clear, that is, the convenience and quickness of using Doctor Google 
and wanting to save time and money by not visiting a doctor, respondents’ online diagnosis 
might be problematic. After all, the quality and reliability of OHI are not guaranteed. 
Moreover, respondents have to interpret OHI themselves, although they likely do not have 
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the medical training to appraise whether their condition warrants visiting the doctor. While 
consulting Doctor Google might lead to postponing or not visiting a physician, we found that 
OHI can also encourage a visit to the doctor. Moreover, there seems to be synergy between 
Doctor Google and the physician (Miller & Bell, 2012). That is, questions raised by one can be 
answered and clarified by the other, while they can also provide additional information and 
explanations. With waiting rooms full and consultations limited in time, respondents related 
that OHI served to fill information gaps left unaddressed during clinical encounters, by finding 
additional information and explanations, examples, and experiences of other patients on how 
to cope with health issues. 
 

Although most respondents searched for and obtained OHI, they remained keenly aware 
of their role as patient and the relationship with their physician. Respondents respected the 
expertise and authority of the physician and were generally reluctant to disclose and discuss 
OHI. Instead, they quietly compared information or carefully introduced OHI into the clinical 
encounter. These findings support earlier work which found that patients “strategically 
consider” the impact of OHI on their relationship with the physician (Imes et al., 2008; Tan & 
Goonawardene, 2017). However, the strategy of introducing OHI in the clinical encounter by 
bringing printouts which is mentioned in the literature (Tan & Goonawardene, 2017) was 
notably absent among our respondents. Given respondents’ general reluctance to discuss OHI 
and their desire to avoid appearing disrespectful, bringing printouts might be too direct and 
confrontational. Only a minority of assertive patients, usually younger (middle-aged) and 
appearing self-confident in using the Internet, openly discussed OHI with their doctor. To 
achieve better understanding and health outcomes, these patients wanted their physician to 
appraise the OHI and bring it into their personal context. 

 
Ultimately, for the greater number of respondents, the Internet appears to be a 

convenient and empowering source of health information. OHI is quick and easy to obtain and 
described as helpful to personal health management and decision-making. Despite individual 
differences in outlook, attitude, and behavior, and a general reluctance to openly discuss OHI 
in the clinical encounter, Doctor Google and OHI appear to function in conjunction. In line 
with previous work which found that individuals who obtain OHI do not necessarily want to 
challenge or bypass the physician or diagnose and treat themselves (Lee et al., 2015; Sanders 
et al., 2015), Doctor Google and OHI mostly appear as addition to, rather than replacement 
of, the physician. Whereas the physician remains the expert medical authority who takes a 
central role in medical decision-making, Doctor Google is considered and consulted as the 
convenient and free “know-it-all.” For the majority of the respondents, the traditional dyadic 
relationship of patient–physician has thus expanded into an information triangle or triadic 
relationship (Wald et al., 2007) involving patient, physician, and Doctor Google/OHI. 

 
In terms of implications for public health policy and clinical practice, our findings suggest 

that Flemish government efforts to discourage citizens from Googling health information and 
instead visit reputable health websites (Larimer, 2014) have, at least among our respondents, 
had little to no effect. Google was the obvious, matter-of-course starting point for 
respondents using the Internet to obtain health information. Few URLs were bookmarked 
and hardly any names of health websites were known. Future campaigns might, for example, 
try to raise public awareness of reputable health websites and how to use and bookmark 
these online platforms. Moreover, although beyond the scope of this contribution to discuss 
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in detail, it can be argued that search engines like Google have a responsibility to ensure the 
quality of the information highlighted in their search results. Within that context, Google 
might make efforts to ensure that its users find accurate and reliable OHI, for instance, by 
giving priority to reputable and accredited health websites on the first page of search results. 
 

Although most respondents did not or reluctantly discuss OHI with their physician, doing 
so could be beneficial and contribute to more effective communication, improved health 
outcomes, and increased patient satisfaction (Haluza et al., 2017; Tan & Goonawardene, 
2017). A 2017 study with nine Flemish general practitioners found that eight of them were 
positive about the contribution of OHI to the clinical encounter, which included learning new 
things; being able to pick up on concerns, ideas, and expectations of patients; and adding to 
the diagnosis process (Van Riel et al., 2017). It would thus seem that there is room for 
improvement in the primary health care setting by addressing the discrepancy in perceptions 
and expectations between patients and physicians when it comes to OHI. Particularly toward 
middle-aged adults, as well as higher educated older adults and those actively using the 
Internet, it might be helpful if physicians inquired about the use of the Internet to obtain 
health information in order to make OHI open for conversation. Moreover, physicians could 
advise and refer to reliable and reputable websites to supplement the information given to 
patients, so that they might guide rather than ignore patients who search online for health 
information. Underwriting past research (Chung, 2013), we expect that doctors will 
increasingly be asked and expected to guide their patients through the muddy waters of OHI. 
With the amount of middle-aged and older adults expanding in the years to come and their 
ranks likely consisting of proficient Internet users, the doctor might have to increasingly act as 
a filter to search-engine findings by interpreting OHI and putting it in the proper patient 
context. 
 

8.6. Study limitations 
First, a key limitation of this study, in common with much qualitative research, is to what 
extent findings from our limited sample apply to the wider middle-aged and older adult 
population. A quantitative study might be helpful to test and enrich our findings, for instance, 
by linking sociodemographic factors to middle-aged and older adults’ health information 
seeking and relationship with the physician. Second, we are aware that our respondents are 
spread out over a considerable age range, but do not consider this an inhibiting factor. 
Besides reflecting the larger audience research that this study is part of, recruiting pre- and 
post-retirement age groups helped to get a sense of differences between middle-aged and 
older adults. Third, we acknowledge that 4 years have passed since data collection took place. 
Technology and search engine–use patterns and norms might have changed in these years, 
although we did not find evidence for this in the literature. Fourth, findings on how middle-
aged and older adults find OHI via search engines might be further elaborated upon by 
conducting an Internet skills performance test, which allows the researcher to give tasks to 
respondents (e.g., finding health information on the Internet) and directly and in detail 
observe how respondents carry out those tasks. 
 

8.7. Conclusion 

Our qualitative study contributes new insights about “Doctor Google” and OHI, their use by 
middle-aged and older adults, and their influence on the relationship with the physician. The 
study findings suggest that Doctor Google and OHI considerably influence and shift the 
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dynamics of the relationship and interactions between middle-aged and older adults and 
physicians in Flanders. The convenient, free, and quick “know-it-all,” or rather “find-it-all,” 
Doctor Google and the trusted real-life doctor as medical authority seem to function in 
tandem as complementary sources of health information. All in all, the physician continues to 
play a central role in health management and critical treatment decision-making, while also 
providing reliable health information to patients and dealing with and contextualizing OHI 
obtained from Doctor Google. With younger generations able and willing to use the Internet 
for health information purposes, it would appear that Doctor Google is here to stay. Some of 
the respondents in our study are perhaps the last generation to not go online to obtain health 
information. 
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Chapter 9: Health on Wikipedia: A qualitative study of the attitudes, 

perceptions, and use of Wikipedia as a source of health information by 

middle-aged and older adults 
 

Abstract 
Wikipedia is one of the most popular online sources of information on a wide range of topics, 
including health and medical affairs. While a large body of research examines Wikipedia’s 
factual accuracy, few studies look at user perceptions and the actual use of the online 
encyclopaedia. Previous work has mostly explored students’ use of Wikipedia, but little is 
known about the attitudes of older generations of Internet users towards the online 
encyclopaedia. Based on 40 qualitative face-to-face interviews, this study explores the 
attitudes, perceptions, and use of Wikipedia as a source of health and medical information for 
middle-aged and older adults (50–80 years old) in Belgium. The study finds that six qualities 
and characteristics make Wikipedia an attractive source of health- and medical information: 
convenience, coverage, topicality, comprehensibility, conciseness, and familiarity. However, 
Wikipedia ultimately appears to play a limited role in the health management and decision-
making practices of study participants as they use the online encyclopaedia primarily to 
obtain basic facts and general information. Furthermore, the doctor remains the most trusted 
and important source of information as well as the sole medical authority. Given the fact that 
the majority of respondents only possessed rudimentary knowledge of Wikipedia’s workings, 
Wikipedia might attempt to better explain how it operates and how health and medical 
entries are created and edited. Novel because of its qualitative approach and exploration of 
an understudied target audience, this study contributes original insights as well as nuances to 
prior Wikipedia user-centric studies. 
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9.1. Introduction 

Since its start in 2001, the collaboratively built and edited online encyclopaedia Wikipedia has 
become one of the most popular information references, including for health(-related) and 
medical information (Shafee et al., 2017). Despite the prominence of Wikipedia as a globally 
popular source of information, surprisingly little is known about Internet users’ attitudes 
towards and perceptions of the online encyclopaedia as well as how and why they use 
Wikipedia. While a large body of research examines the factual accuracy and completeness of 
Wikipedia’s information on a variety of topics (Mesgari et al., 2015; Okoli et al., 2014), 
including health and medical information (Heilman et al., 2011; Okoli et al., 2014; Shafee et 
al., 2017), studies taking a user-centric perspective to Wikipedia have been more sparse, with 
the overwhelming majority of these studies examining the perceptions and use of Wikipedia 
by students (Blikstad-Balas, 2016; Colón-Aguirre & Fleming-May, 2012; Head & Eisenberg, 
2010; Lim, 2009; Macias et al., 2018; Menchen-Trevino & Hargittai, 2011; Metzger et al., 
2010; Rowley & Johnson, 2013; Selwyn & Gorard, 2016; Yaari et al., 2011). However, as 
Flanagin and Metzger (2011) argue, to properly understand information practices and move 
the research field forward, it is imperative to go beyond examinations of Wikipedia’s accuracy 
and completeness and opt for a user-centric approach which considers generational 
differences in perceptions and use of Wikipedia. As far as we are aware, based on an 
extensive literature review, studies looking at older generations of Internet and Wikipedia 
users are few and far between. In fact, to the best of our knowledge, the present qualitative 
explorative study is the first Wikipedia user-centric inquiry which focuses on middle-aged and 
older adults over the age of 50 in the context of health. This contribution fills a gap in the 
body of literature and empirical work by investigating the attitudes towards, perceptions, and 
use of Wikipedia as a source of health and medical information by middle-aged and older 
adults between 50 and 80 years old in Flanders, the Dutch-speaking region of Belgium. 
 

9.2. Literature review 
Wikipedia: the free online encyclopaedia 
In January 2001, an information revolution began with the creation of Wikipedia 
(https://www.wikipedia.org), a web-based, multilingual, free encyclopaedia consisting of user-
generated content. Challenging conventional bastions of knowledge such as the Encyclopedia 
Britannica, Wikipedia bypassed traditional authorities and gatekeepers involved in the 
construction and dissemination of knowledge to become the world’s most consulted 
encyclopaedia (Fallis, 2008; Jemielniak, 2014; Leitch, 2014; Shafee et al., 2017). Indeed, as 
Messner and DiStaso (2013, p. 482) note, there has been a “fundamental shift in how 
knowledge is generated, selected, and presented in today’s society. Social media like 
Wikipedia have a significant impact on how much information is created, made available, and 
presented”. Wikipedia allows Internet users to both consume and produce information, that 
is, to find information on Wikipedia and also to add, edit, and remove content as contributors, 
so that traditional concepts of authorship do not or hardly apply given the way that 
information is created and edited by anonymous contributors and stems from diverse sources 
(Flanagin & Metzger, 2011; Klawitter & Hargittai, 2018a; Rowley & Johnson, 2013; Yaari et al., 
2011). The open character of Wikipedia as well as concerns about among others the quality 
and readability of its contents have led to criticism, controversy, and heated debates about 
the nature and credibility of information on Wikipedia (Colón-Aguirre & Fleming-May, 2012; 

https://www.wikipedia.org/


137 
 

Flanagin & Metzger, 2011; Heilman et al., 2011; Jemielniak, 2014; Shafee et al., 2017; Yaari et 
al., 2011).21 
 

Wikipedia has grown phenomenally since its inception, both in terms of content as well as 
in traffic and user engagement. In October 2019, the English-language version of Wikipedia 
contained nearly six million entries (Wikipedia, 2019b), with the online encyclopaedia taking 
the ninth position in Alexa’s global top website overview, which ranks websites according to 
global internet traffic and user engagement over the past three months (Alexa, 2019). 
Strikingly, most traffic to Wikipedia is driven by search engines. In October 2019, 71.5% of all 
referrals to Wikipedia came from search engines, far more than any other website in Alexa’s 
global top 30 of websites (Alexa, 2019). More specifically, as the globally leading search 
engine handling the majority of search queries (Statcounter, 2019b), Google has been 
identified as the primary driver of traffic to Wikipedia (McMahon et al., 2017). This is hardly 
surprising as Wikipedia entries have long appeared in the top search results of search engines 
(Clauson et al., 2008; Laurent & Vickers, 2009; Lim, 2009; McMahon et al., 2017; Menchen-
Trevino & Hargittai, 2011) and Internet users tend to select information sources from the first 
page of search results (Heilman et al., 2011; Huisman et al., 2019). In other words, as 
McMahon et al. (2017) conclude in their enlightening paper, Google and Wikipedia are 
interdependent, mutually contributing to and benefitting from each other. One area in which 
Google refers Internet users predominantly to Wikipedia is that of health and medical 
information, as Internet users tend to start their search for online health and medical 
information with a search query in Google (Heilman et al., 2011; Huisman et al., 2019; 
Klawitter & Hargittai, 2018a; Laurent & Vickers, 2009; Macias et al., 2018). 
 
Wikipedia as a source of health information 
Simultaneous to Wikipedia’s general growth in popularity and use, the online encyclopaedia 
has become a dominant and influential reference source for health and medical information 
(Hasty et al., 2014; Heilman et al., 2011; Shafee et al., 2017; Wikipedia, 2019c). Between 
January and September 2019, for instance, the top 1000 of health and medical entries on 
Wikipedia received an average total of 170 million-page views per month (Wikipedia, 2019d). 
Visitors not only include the general lay public, but also medical students and healthcare 
practitioners (Clauson et al., 2008; Heilman et al., 2011; Shafee et al., 2017; Wikipedia, 
2019c). Health and medical information on Wikipedia differ from other types of information, 
say a Wikipedia entry on Japanese history, in that we might regard it as a ‘high-stakes topic’ 
(Menchen-Trevino & Hargittai, 2011) for its potential role in people’s health management and 
decision-making practices. Indeed, as Shafee et al. (2017) note, “Since the public relies on free 
online medical information for making health decisions, the accuracy and coverage of 
Wikipedia’s medical information have an immediate real-world impact on public health” (p. 
1122). For this reason, a fairly large body of research has examined the accuracy, 
completeness, and scope of health and medical information on Wikipedia, from entries on 
drug information (Candelario et al., 2017; Clauson et al., 2008; Kräenbring et al., 2014) to 
specific health conditions (Hasty et al., 2014), medical fields, treatments and surgical 
procedures (Heilman et al., 2011; Kräenbring et al., 2014; Shafee et al., 2017). Overall, these 
assessments found that health and medical entries on Wikipedia contain few errors and are 

 
21 Given the space constraints, more extensive discussions and reflections on Wikipedia and its workings can be 
found in Fallis, 2008; Jemielniak, 2014; Leitch, 2014; Mesgari et al., 2015; Okoli et al., 2014; Shafee et al., 2017; 
Wikipedia, 2019a. 
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generally well-referenced, but do contain inconsistencies and incomplete information, lack 
depth compared to other medical sources, and can be improved in terms of readability 
(Candelario et al., 2017; Clauson et al., 2008; Heilman et al., 2011; Kräenbring et al., 2014; 
Shafee et al., 2017). Clauson et al. (2008) and Heilman et al. (2011) concluded in this context 
that while Wikipedia forms a useful starting point for health and medical information, it 
should not be used as a sole source but rather in conjunction with other sources such as the 
physician or vetted medical information. The question is, of course, whether Wikipedia users 
share this perspective. 
 
User perspectives on Wikipedia 
As noted in the introduction, the majority of user-centric studies has examined the attitudes 
towards, perceptions of, and experiences with Wikipedia of students in educational contexts. 
In the United States, Lim (2009) found that college students used Wikipedia to quickly check 
facts and obtain ‘reasonably good’ background information. Students appreciated Wikipedia’s 
convenience, ease of obtaining information, and the usefulness of the information. Head and 
Eisenberg (2010) similarly reported that American college students mainly used Wikipedia to 
gain background information, often starting their quest for information on Wikipedia before 
moving on to other information sources. While students were aware of Wikipedia’s 
limitations and issues of information credibility, this did not outweigh the “mixture of 
coverage, currency, convenience, and comprehensibility” (n.p.) that Wikipedia offered to 
students. Metzger et al. (2010) found that the American users in their study, which included 
36 participants above the age of 55 on which unfortunately no specifics were reported, saw 
Wikipedia as a starting point for getting basic facts and information and derive key search 
terms for subsequent search queries. Flanagin and Metzger (2011) found that, compared to 
younger study participants, older respondents were generally more sceptic towards 
Wikipedia. Their concerns were prompted by the mainstream media reporting on Wikipedia’s 
credibility issues as well as the fact that content on Wikipedia could be created and edited by 
anyone. Menchen-Trevino and Hargittai (2011) illustrated that many American college 
students in their study used Wikipedia, but that few understood Wikipedia’s structures or the 
editorial policies and practices in place. Colón-Aguirre and Fleming-May (2012) reported that 
American students frequently used Google and Wikipedia in combination, with the latter’s 
popularity rooted in its friendly and easy-to-use interface. Looking at Norway, a study by 
Blikstad-Balas (2016) demonstrated that upper-secondary school students favoured 
Wikipedia as it offered them all they needed and were looking for, in an easy, fast, and 
flexible way. Selwyn and Gorard (2016) found that the majority of respondents from two 
Australian universities used Wikipedia, usually to obtain introductory information which 
helped to orientate for a subsequent, more thorough search for information. In the context of 
health and medical information, Macias et al. (2018) reported that American college students 
mostly consulted Wikipedia when they did not have knowledge about a certain topic and 
needed basic information and/or a starting point to build on by consulting more specialised 
sources. 
 

In sum, the abovementioned studies suggest that Wikipedia’s popularity originates largely 
in its convenience (ease of obtaining information), extensive coverage (amount of entries), as 
well as the topicality and comprehensibility of the information. This underwrites the 
epistemological exercise by Fallis (2008), who argues that Wikipedia has certain qualities and 
virtues – namely being powerful (the amount of knowledge that can be obtained from it), 
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speedy (how fast knowledge can be obtained), and fecund (how many people can obtain 
knowledge) – which offset and outweigh concerns about the credibility and reliability of 
Wikipedia’s information. Importantly, the body of user-centric literature discussed above also 
suggests that many people consult Wikipedia to obtain basic facts and information, using the 
online encyclopaedia as a starting point for their search for information, rather than as a sole 
source or end point. 
 

Finally, the studies discussed above suggest that older Internet users might be more 
hesitant to use Wikipedia than younger generations as they are more worried about the open 
character of the encyclopaedia and the credibility of its information. This corresponds with 
the literature on the use of online health information among older generations. Although 
middle-aged and older adults potentially stand to benefit from OHI, given that the chances of 
(chronic) health issues increase around the age of 50 years (Silver, 2015), using the Internet 
for health information purposes is negatively associated with older age (Huisman et al., 2019; 
Hunsaker & Hargittai, 2018). Besides individual factors such as impaired vision and declining 
cognitive abilities which might hamper using the Internet (Morrison, 2015), Silver (2015) 
found that adults aged over 50 have various concerns about using OHI. These include a self-
perceived lack of skills, literacy, and confidence as Internet users, finding it difficult to assess 
the credibility of OHI, as well as being anxious about upsetting their relationship with the 
doctor (Huisman et al., 2019; Morrison, 2015; Silver, 2015). Compared to younger 
generations, older adults are therefore generally less motivated to seek out health 
information and less willing to ask questions and challenge their doctor, instead relying on the 
physician as medical authority for health information and decision-making (Huisman et al., 
2019). 

 

9.3. Design and method 
Sample 
Between April and September 2015, 40 qualitative, semi-structured, one-on-one in-depth 
interviews were conducted with middle-aged and older adult Internet users (50–80 years old) 
as part of an audience research on health communication in relation to aging. Purposive 
sampling was employed to ensure a heterogeneous group of participants in terms of age, 
gender, and education level. Selection criteria for ethnicity and health status were not 
included. Respondents were recruited by means of a paper intake survey, distributed in local 
service centres and by OKRA, a Flemish association for older people. The study sample 
consisted of 18 men and 22 women, with the youngest and oldest respondent respectively 51 
and 80 years old, with an average age of 64.9 years. Higher (bachelor/master/university 
degree; HE) and middle-educated (higher secondary; ME) respondents were slightly 
overrepresented compared to individuals with lower (no degree, primary and lower 
secondary; LE) educational levels (HE: 35%, ME: 37.5%, LE: 27.5%). All interviewees signed an 
informed consent which guaranteed confidentiality and in which they agreed to the interview 
being recorded. 
 
Data collection 
To immerse into and understand respondents’ health information experiences and practices, 
a semi-structured interview protocol in the form of a predefined topic list was drafted. The 
interview protocol covered various topics, namely: (1) definitions of health, illness, and health 
information; (2) channels and sources of health information; (3) the use of health 
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information; and (4) Alzheimer’s disease, diabetes, and sleeping disorders as concrete 
examples of health information. Importantly, we did not specifically ask participants about 
Wikipedia as it was not included on the predefined topic list. Instead, Wikipedia came up 
spontaneously and repeatedly in the conversations as a source of health information. The 
interviews therefore gave us an unexpected glimpse into respondents’ perceptions and use of 
Wikipedia and, by extension, their understanding of the creation, curation, and presentation 
of health and medical information on the popular web-based encyclopaedia. Because 
respondents themselves brought the topic of Wikipedia into the conversation, they spoke 
frankly about it. It seems likely that the spontaneity of their remarks and answers contributed 
to reduced biases, that is, respondents not or to a lesser extent providing answers based on 
expectations of what the interviewer wanted to hear. All in all, the interviews produced 
extraordinarily rich data in the form of digital recordings, interview transcripts, and 
interviewer notes, all of which formed the building blocks for the present contribution. 
 
Analysis 
Following the fieldwork phase, members of the larger research team read the interview 
transcripts multiple times. One team member carried out a first data analysis by broadly 
identifying relevant themes, which included respondents’ experiences with and thoughts 
about Wikipedia. The interview transcripts were later imported into NVivo 12 for data 
management and analysis purposes. All transcripts were scanned and searched for mentions 
of Wikipedia. Relevant parts pertaining to Wikipedia were identified, isolated, and finally 
gathered together to be coded and analysed. The first author employed thematic analysis 
(Boyatzis, 1998) to structure respondent statements into broad themes around attitudes, 
perceptions, and use of Wikipedia. A second round of coding grouped and consolidated the 
observations and descriptions in order to reduce and focus the data. In the final step, the data 
were arranged into a clear and logical order for the present work. The following section 
presents the results of our qualitative data analysis. The section is split up in five themes, 
namely: (a) Health and the encyclopaedia, (b) Attitudes towards and perceptions of 
Wikipedia, (c) Navigating to Wikipedia, (d), Using Wikipedia as a source of health and medical 
information, and (e) Trusting Wikipedia. All respondent quotes have been extracted from the 
interview transcripts, anonymized, and translated from Dutch into English by the authors. 
 

9.4. Results 

Health and the encyclopaedia 
While encyclopaedias have transitioned to the digital realm, quite a lot of respondents related 
how they (previously) possessed a medical encyclopaedia in printed form. Some still 
consulted their medical encyclopaedia from time to time and appeared to be proud of owning 
one. 
 

I have a medical encyclopaedia. Sometimes I open it when I want to know … . When I feel 
something or see something. I open the book to see if I can find it. I saved up for it and 
bought it a long time ago. It may be outdated, but many things stay the same. (Female, 61, 
ME) 

 
Other respondents, however, were of the opinion that print encyclopaedias were something 
of the past, in part because of their inability to keep up with new information. The following 
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respondent viewed print encyclopaedias as outdated, deeming Wikipedia a suitable and 
current replacement. 
 

Back in the days, an encyclopaedia consisted of 21 books with the knowledge available at 
that time. Knowledge progressed much slower, so you could use those books for many 
years. The information flow has sped up and multiplied to the extent that every 
encyclopaedia is already outdated after two or three years. So, you need the most updated 
encyclopaedia if you want to find basic information on something. (Male, 64, HE) 

 
Another respondent remarked that print encyclopaedias like the Winkler Prins (a general 
Dutch-language encyclopaedia) were not just outdated, but also formed just one source of 
information. He explained that Wikipedia, and the Internet by extension, gave him up-to-date 
information, with the possibility of consulting and comparing multiple sources. 
 

I inherited it from my parents, the Winkler Prins, the 26-volume encyclopaedia. But it is only 
one source, I mean a collection of sources incorporated into one work. I think the Internet is 
more up to date. You can find more there. (Male, 60, HE) 

 
While respondents all grew up in a more analogue society and time in which sources of health 
and medical such as encyclopaedias were offline and printed, most study participants 
expressed how they had become familiar with and shifted to using digital sources such as 
Wikipedia. 
 
Attitudes towards and perceptions of Wikipedia 
Most informants were unable to recall the names or URLs of websites they visited to obtain 
health information. However, most were aware of Wikipedia and spontaneously mentioned 
the online encyclopaedia as one of their sources of health and medical information. The 
majority of respondents were positive about Wikipedia and the information offered there. 
They were familiar with the online encyclopaedia, deemed it an obvious information 
reference, and were therefore likely to visit it to obtain health and medical information. 
 

I think I will first look on Wikipedia. That seems the easiest and closest to me. It seems like 
the most obvious thing to do. (Male, 63, HE) 

 
Respondent attitudes and perceptions of Wikipedia as a source of health and medical 
information roughly fell into two categories. Informants were either critical, with some 
outright refusing to use Wikipedia at all, or they appeared quite uncritical, with the interview 
seemingly being the first time they seriously thought about issues such as information 
credibility on Wikipedia. Particularly informants with lower to medium levels of education 
appeared uncritical, accepting Wikipedia at face value and knowing little about how the 
online encyclopaedia works. Asked whether she trusted Wikipedia, the following informant 
for instance answered positively, although she could not really explain why, besides 
wondering why people would put lies on Wikipedia. 
 

I don’t know … Why would they lie? Why would they put something on there that is not 
right? So, yes, I believe what is on there more or less. (Female, 61, ME) 
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The respondent below also explained that she trusted Wikipedia, because she assumed that it 
was somehow scientific, although she could not explain what made her think so. 
 

It’s kind of a scientific thing, isn’t it? Yes, Wikipedia is scientifically researched or 
something? I think so. (Female, 62, LE) 

 
On the other hand, medium to highly educated respondents appeared to be more critical 
towards Wikipedia or even avoid it altogether. Their main arguments revolved around the fact 
that any person can write and edit on Wikipedia and thus possibly insert incorrect or 
incomplete information, and that Wikipedia is not or barely checked. 
 

Websites like Wikipedia are I think hardly checked. Everyone just writes on it what they 
want, I guess. (Female, 65, ME) 
 
If I need information, I will of course browse the Internet, but I will not use Wikipedia. I will 
not go there to get information because I feel unsure about it. You usually hear that a lot of 
people can post things on there, but that it is not sufficiently checked. (Male, 60, HE) 

 
This critical sentiment and lack of trust was also shared by a 66-year old respondent, who 
claimed he only used the computer sparingly as he ‘still lived in the previous century’ in terms 
of using digital technologies. Comparing Wikipedia to the traditional mass media, he noted 
that anyone could put information on Wikipedia, while mass media outlets would likely get 
feedback and complaints if they broadcast or published incorrect information. 
 

Suppose I would search for something about health on Wikipedia, where you can put up 
things for free … Of course, it is also checked, and you might get responses, but I have less 
confidence in it than what is published in the written press. I find that in the printed press, if 
something is wrong in an article, they will receive readers’ letters that they will have to 
publish. (Male, 66, HE) 

 
Whether they displayed a more critical or uncritical attitude, few participants seemed to 
understand and/or be able to explain how Wikipedia works or how the information on it 
comes about. With some hesitation, the following respondent shared his perception that the 
quality of Wikipedia entries was not guaranteed, and the information not scientifically based: 
 

No, Wikipedia is not guaranteed to be correct, I believe … I think it is mentioned somewhere 
that it is not all scientifically sound and that Wikipedia is created by amateurs, I thought, or 
interested people. (Male, 63, HE) 

 
In fact, only one, higher-educated middle-aged respondent was able to go beyond 
generalities and explain in detail the workings of Wikipedia and how its entries are created, 
edited, curated, and checked. He talked at length about the checks and controls in place and 
the self-regulating character of Wikipedia. 
 

Wikipedia is a self-regulating and checking system, so if you write an article about a certain 
subject, it will be read or clicked on, and if there are errors or inaccuracies, there will be 
someone who says so … […] You can’t just change an article on Wikipedia, you must first be 
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able to more or less prove that you are authorized or sufficiently competent to change 
something about someone else’s article. (Male, 64, HE) 

 
After having discussed their attitudes and perceptions, respondents were asked how, why, 
and to what end they used Wikipedia as a source of health and medical information. 
 
Navigating to Wikipedia 
The majority of respondents ended up on Wikipedia after having first entered a search query 
in the Google search engine. From the search results, respondents would often pick and click 
on the link to Wikipedia out of familiarity. 
 

I use Google really a lot, so when you search Wikipedia shows up together with others. 
(Female, 62, LE) 
 
I just typed in on Google: chemotherapy. That would be my way to start searching for 
something, and then you see what kind of information you get. You can read articles on 
Wikipedia about it for example. (Male, 68, HE) 

 
Only a few respondents seemed to have bookmarked Wikipedia, or have it top of mind when 
looking for health information online. The few who did would go to the general Wikipedia 
homepage and enter a search query there. 
 
Using Wikipedia as a source of health and medical information 
Respondents used Wikipedia to lookup various health concerns and issues as well as medical 
topics. One female respondent, for instance, had consulted Wikipedia to understand the 
difference between osteoarthritis and arthritis and find out more about the flu vaccine. 
Another respondent was keen to stay up to date about the congenital heart defect she was 
born with. She argued that knowledge about the heart defect and its treatment developed, 
but that the mainstream media hardly ever reported on it. Besides trusting her cardiologist, 
she frequently searched online for new information, using Wikipedia as a point of reference. 
 

I looked up what mitral valve disease is. What it is, like that. I just used Wikipedia to look for 
that information. (Female, 70, HE) 

 
Typically, respondents explained that they used Wikipedia to obtain ‘basic’ or ‘general’ facts 
and information. That is, they wanted to quickly look up something, get some basic facts, find 
a short clarification or explanation, or obtain information to get a first understanding of a 
certain health issue or topic. 
 

I will take a quick look on Wikipedia and search for a certain term or word when I am not 
quite sure what it means. (Male, 53, HE) 

 
Respondents visited Wikipedia to obtain accessible and understandable health information, 
without too much jargon and difficult words and not too detailed or specialised. The following 
respondent explained that he navigated to Wikipedia to find a general outline about health 
and medical issues while avoiding more specialised information sources. 
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If I look something up on Wikipedia about an autoimmune disease, the outline will always 
be correct. Everything that is more specialised is beyond my understanding anyway. (Male, 
64, HE) 

 
The respondent went on to explain that, as a lay person, you have to pick sources which 
provide understandable rather than highly specialised information. Wikipedia was found by 
him and other respondents to perform well in providing basic and understandable health and 
medical information. 
 

I know that Wikipedia is not the gospel, but as a non-specialist you have to … In matters of 
health, I am not sufficiently qualified to read highly specialized sources, so I limit myself to 
the basics. (Male, 64, HE) 

 
Most respondents deemed the information on Wikipedia to be comprehensible and easier to 
understand than scientific and more specialised sources of health information. 
 

It’s understandable, I think, more intelligible than the real scientific information … (Male, 63, 
HE) 

 
The notion of Wikipedia providing comprehensible basic and general health information was 
echoed by the respondent below, who took it one step further. She explained how she 
generally did not trust health information on the Internet but did trust Wikipedia as it offered 
short and to-the-point explanations on a range of health and medical topics. She reasoned 
that because Wikipedia entries are concise and written in a rather general way, they must be 
‘true’. 
 

You have Wikipedia, it is just … rather short explanations. So, that is definitely true. (Female, 
52, ME) 

 
Besides considerations of comprehensibility and conciseness, respondents also indicated that 
they made use of Wikipedia as it offered them a convenient, quick, and easy way of obtaining 
health and medical information. Some respondents explicitly expressed that even as Internet 
users with limited experience and abilities they were able to obtain information from 
Wikipedia. 
 

You can just get the information from Wikipedia, even I can do that. (Female, 70, HE) 
 
The following informant illustrated this point, explaining throughout the interview that he 
found Wikipedia not only easy to use and quick, but also that it offered him up to date 
information on a wide range of health topics. 
 

If I had to say something about diabetes tonight at six, or something like that, then I 
would … I don’t have any magazines about it, and encyclopaedias are so out of date that 
nobody owns one anymore. So, the only place where you can consult an encyclopaedia is 
Wikipedia. (Male, 64, HE) 

 
Finally, we discussed with the respondents to what extent they trust and rely on Wikipedia. 
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Trusting Wikipedia 
Few respondents seemed to make efforts to establish the credibility of Wikipedia information 
on health or medical topics. The more critical and higher educated respondents held a sort of 
general suspicion towards online health and medical information, including that on Wikipedia. 
They explained that they never trusted online health and medical information fully to begin 
with, and that they would probably be able to detect flagrant inaccurate information on 
Wikipedia. 
 

I will not say that I trust it 100%, but let’s say that I have 70% confidence. And if I would see 
blatant inaccuracies, a light would flicker on, ‘oops, something is wrong here’. (Male, 63, 
HE) 

 
Only one respondent indicated actively trying to assess the credibility of Wikipedia entries. 
While assuming that the correctness and credibility of the information was evaluated by 
others, and that incorrect information would be corrected, he looked at the dates of when 
entries had been last edited to establish a sense of credibility. 
 

If it were nonsense, then it would certainly be rebuked and put to shame by a large group of 
people. I think … […] If there are errors, then they are generally challenged by third parties 
and there will be a correction. You can see when the last update took place, with a date. If 
that date is fairly recent, I assume, within the general level of Wikipedia, then the 
information has a certain degree of reliability. (Male, 64, HE) 

 
Importantly, in response to critical questions by the interviewer about their use of online 
health and medical information and Wikipedia, respondents pointed out that Wikipedia only 
played a supportive role in respondents’ health information gathering and overall health 
management and decision-making practices. While they often consulted Wikipedia, in part to 
obtain health and medical information, respondents stated that their doctor was the most 
trustworthy and important source of information, particularly in the case of serious and 
personal issues. 
 

When it comes to general information, I think the Internet and Wikipedia are useful and 
sufficient. If it is about myself and if I want information about something that concerns me 
immediately, I will ask my doctor. (Male, 64, HE) 

 
As we established in a previous paper (Huisman et al., 2019), respondents were adamant in 
stating that they would never act based on online health and medical information, that is, 
diagnose or treat themselves. At most, health and medical information from the Internet, 
including from Wikipedia, might be a reason to visit the doctor to share concerns and have 
information clarified. If they would face serious health issues or have pressing questions, 
respondents would visit their doctor rather than lingering on the Internet and Wikipedia to 
find answers. 
 

9.5. Discussion 
This study set out to explore and understand the attitudes and perceptions of Flemish middle-
aged and older adults between 50 and 80 years of age regarding Wikipedia and how they use 



146 
 

the online encyclopaedia as a source of health and medical information. What distinguishes 
study participants from younger generations, who grow up with and are generally 
accustomed to using the Internet and reference sources like Wikipedia (Flanagin & Metzger, 
2011), is that they typically came of age in a more analogue world where encyclopaedias 
came as bulky, multi-volume printed works. Respondents seemed to recognise that they 
might be the last generation to own print encyclopaedias, remarking how print has given way 
to a digital encyclopaedia like Wikipedia. While some respondents were critical and did not 
use Wikipedia, the majority of respondents expressed positive attitudes and perceptions. 
However, we found that both critical and uncritical views, as well as trust and distrust of 
Wikipedia as a source of health and medical information, were rooted in limited factual 
knowledge of how the online encyclopaedia works. With the notable exception of one 
participant, respondents knew little about how information on Wikipedia is created, curated, 
and edited. For instance, although Wikipedia has established editorial policies and protocols 
and other quality control measures to improve the quality of its content and to avoid deletion 
of information and other forms of digital vandalism (Heilman et al., 2011; Jemielniak, 2014; 
Messner & DiStaso, 2013; Shafee et al., 2017), respondents’ awareness of this was seemingly 
low and, in many cases, appeared to be non-existent. Thus, most respondents generally and 
simply reasoned that anyone can write and edit on Wikipedia, and that there are no or 
minimal checks in place. 
 

Although based on a limited sample, our study underwrites previous work (McMahon et 
al., 2017) which finds that most users end up on Wikipedia via search engine queries, 
predominantly via Google. While this in itself is perhaps not a ground-breaking finding, it does 
confirm that Google and Wikipedia are interdependent and that Google and Wikipedia are 
together dominant players in locating, indexing, and offering Internet users health and 
medical information. In terms of using Wikipedia, we found several reasons why respondents 
made use of the online encyclopaedia as a source of health and medical information. We can 
summarise these reasons as six key qualities and characteristics, namely: (1) convenience; (2) 
coverage; (3) topicality; (4) comprehensibility; (5) conciseness; and (6) familiarity. First, 
Wikipedia offered respondents a quick and easy way of obtaining information. They needed 
little knowledge and had to make few efforts to locate and obtain health and medical 
information on the online encyclopaedia, particularly in conjunction with using Google’s 
search engine. Second, respondents expected that Wikipedia contained entries on a wide 
range of health and medical topics, so that they were always sure to find what they were 
looking for. Specifically, they expected to find basic or general information on any health or 
medical topic. Third, respondents found information on Wikipedia to be current and up-to-
date, contrary to print sources which were deemed likely outdated in the current age of 
rapidly developing and expanding knowledge. Fourth, the information on Wikipedia was 
usually comprehensible, that is, clear and easy to understand, in contrast to more specialised 
and scientific sources of health information. Fifth, respondents related that they liked 
Wikipedia as it contained concise and to-the-point information, rather than long reads and 
extensive discussions. Sixth, and final, familiarity with Wikipedia and prior experience were 
mentioned as reasons to use the online encyclopaedia as a source of health and medical 
information, which concurs with previous studies of how people generally select and assess 
the credibility of health information sources (Klawitter & Hargittai, 2018a; Macias et al., 
2018). While the abovementioned key qualities and characteristics of Wikipedia, individually 
or (partly) in combination, have been reported in previous studies (Blikstad-Balas, 2016; Fallis, 
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2008; Head & Eisenberg, 2010; Lim, 2009; Mesgari et al., 2015; Okoli et al., 2014), the present 
work for the first time demonstrates that these factors together contribute to the 
attractiveness of Wikipedia as a source of health and medical information for older 
generations of Internet users. Moreover, these findings seem to confirm the argument by 
Fallis (2008) that the specific qualities and virtues of Wikipedia for most users outweigh 
concerns about the credibility, correctness, and completeness of information on Wikipedia. 
 

Importantly, our study also indicates that Wikipedia as a source of digital health and 
medical information ultimately plays a limited role in the lives and health choices of 
respondents. First, in light of the broader context and motivations to search for, obtain, 
consult, and use online health and medical information (Huisman et al., 2019), respondents 
use Wikipedia mostly to obtain basic facts and general or background information. Whereas 
prior studies found that students used Wikipedia as a starting point for their information 
search and gathering (Head & Eisenberg, 2010; Macias et al., 2018; Menchen-Trevino & 
Hargittai, 2011; Metzger et al., 2010; Selwyn & Gorard, 2016), this seems to be less the case 
for the Flemish middle-aged and older adults in the present study. Rather than using 
Wikipedia as a starting point from which to proceed to more specialised sources of 
information, respondents preferred to stick to Wikipedia’s ‘basic information’. Second, most 
respondents, except some who used Wikipedia rather uncritically, stated that they did not 
consider Wikipedia as ‘gospel’ or necessarily 100% true. This corresponds with past work 
which reported that Wikipedia users do not blindly trust and use the online encyclopaedia 
(Lim, 2009), while also suggesting that respondents were aware of the credibility issues 
associated with Wikipedia (Blikstad-Balas, 2016; Lim, 2009; Metzger et al., 2010). Third, as 
reported in a previous paper (Huisman et al., 2019), respondents stated throughout the 
interviews that they would never diagnose or treat themselves based on online health and 
medical information, including information obtained from Wikipedia. If they really needed 
specific or personal information, when they encountered serious health issues, or when they 
wanted clarification of information found on the Internet, they would visit their doctor. In 
other words, the doctor remains the medical authority and the most trusted source of health 
information and advice. While Wikipedia is indeed a popular reference for health and medical 
information among many of the Flemish middle-aged and older adults in our study, the online 
encyclopaedia thus ultimately appears to play a limited and marginal role in respondents’ 
health management and decision-making practices. 
 

9.6. Conclusion 

By taking a qualitative approach to an understudied target audience, the present study 
contributes original insights as well as nuances to prior user-centric studies with regards to 
the attitudes, perceptions, and the use of Wikipedia as a source of health and medical 
information. This study found that most Flemish middle-aged and older adult respondents 
embraced Wikipedia as a source of health and medical information, often in conjunction with 
using the Google search engine. Six key qualities and characteristics were found which make 
Wikipedia a popular information resource, namely convenience, coverage, topicality, 
comprehensibility, conciseness, and familiarity. However, it appears that Wikipedia ultimately 
plays a limited role in respondents’ health management and decision-making practices. The 
online encyclopaedia is not only consulted primarily to obtain basic facts and general 
information, but most respondents also point out that they do not blindly trust Wikipedia and 



148 
 

that their doctor is the sole medical authority and their most trusted and important source of 
health information. 
 

The findings from this study have several possible implications. In the first place, the study 
illuminates for healthcare professionals and health information providers that while Wikipedia 
is a popular and dominant source of health and medical information, it actually seems to play 
a limited role in the health management and decision-making practices of study participants. 
Second, given the fact that the majority of respondents possessed only rudimentary 
knowledge of Wikipedia’s workings or had no conception of it at all, Wikipedia might attempt 
to better explain how it operates and under which conditions, checks, and protocols health 
and medical information entries are created and edited. If Wikipedia is truly to be a ‘key 
public health information tool’ (Shafee et al., 2017), it might make efforts to inform the public 
and particularly older generations of Internet users, who might have less experience and 
possess fewer digital skills and abilities, of its processes and merits. For instance, Wikipedia 
could explain more explicitly how it works and where health and medical information comes 
from, so that visitors might get a better understanding of the credibility of the online 
encyclopaedia. 
 

9.7. Limitations 
The qualitative and explorative nature of this study inherently brings some limitations with it. 
First, our findings are based on spontaneous, unsolicited mentions of Wikipedia by 
respondents and the follow-up questions by the interviewer, rather than a preconceived 
interview guide exploring the topic of Wikipedia in depth. For instance, respondents did not 
say whether they used the Dutch or English-language Wikipedia, nor were specific Wikipedia 
health and medical entries discussed. Future studies might investigate with more purpose and 
in more detail the attitudes, perceptions, and use of Wikipedia by older generations, for 
instance by including information tasks or having respondents attempt to assess the 
credibility of specific Wikipedia entries. Second, the informants in our study were spread out 
over a fairly large age range, but we do not consider this an inhibiting factor given the 
explorative character of the study and the lack of empirical work on Internet users over the 
age of 50 using Wikipedia. Finally, we acknowledge that several years have passed since the 
interviews took place. However, we did not find any indications in the literature or otherwise 
that the use of Wikipedia as a source of health and medical information has changed in that 
time. In light of the dearth of knowledge about middle-aged and older adults’ use of 
Wikipedia, we believe our findings to be both current and relevant. 
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Chapter 10: Sharing is caring: The everyday informal exchange of health 

information among adults aged fifty and over 
 

Abstract 
Introduction. Most studies on information behaviour focus on individual behaviour, 
predominantly seeking, scanning and avoiding. This paper explores sharing, the understudied 
informal exchange of health information in everyday social settings. 
Method. Forty qualitative in-depth interviews were held with adults in the age range of fifty 
to eighty in Flanders, the Dutch-speaking northern part of Belgium. 
Analysis. Thematic data analysis was carried out to identify and single out sharing behaviour. 
Using a grounded analysis approach, data findings were compared with and placed within the 
literature and conceptual frameworks. 
Results. The study finds that health information sharing is a common and frequently occurring 
type of health information behaviour, embedded in everyday social and supportive 
interactions. The sharing of knowledge, experiences and advice takes place intentionally and 
in a premeditated fashion, as well as spontaneously and unintentionally when opportunities 
arise. Respondents observe and learn from others about health conditions, although the 
doctor remains the foremost expert. 
Conclusions. Driven by social motivations, sharing plays an important role in the acquisition, 
exchange and circulation of health information. This suggests that more attention should be 
paid to the social, collective and collaborative aspects of information behaviour, specifically 
everyday information sharing. 
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health information behaviour, older adults, sharing, exchange, self-disclosure, support, 
interpersonal communication 
 

Reference 
Huisman, M., Biltereyst, D., & Joye, S. (2020). Sharing is caring: The everyday informal 

exchange of health information among adults aged fifty and over. Information Research, 
25(1), paper 848. http://informationr.net/ir/25-1/paper848.html 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://informationr.net/ir/25-1/paper848.html


150 
 

10.1. Introduction 
Traditionally, information behaviour research has focused on the seeking, scanning, and 
avoiding of information by individuals and their use, or non-use, of information (Case & Given, 
2016; Johnson & Case, 2012; Talja, 2002; Talja & Hansen, 2006; Wilson, 2010). Although 
situated within information behaviour studies as individual activities, information seeking and 
other types of information acquisition are embedded in daily social life (Talja, 2002; 
Almehmadi et al., 2014) and its “interactive networks of social relationships” (Veinot, 2009, p. 
2329), thus are inherently social by nature. Cline (2011) argues in this context that everyday 
social interactions play an important role in health management and the dissemination of 
health information. Past research has shown that people tend to prefer the easiest way of 
acquiring information, which is usually by asking others (Case & Given, 2016; McKenzie, 
2003). Interpersonal conversations are a common source of obtaining health information 
(Dutta-Bergman, 2004b; McKenzie, 2003), in fact often the preferred way due to its 
immediacy and opportunities for feedback and social support (Johnson & Case, 2012; Liu et 
al., 2019; Wilson, 1997). Collaborative information behaviour, including sharing, has thus 
been described as common and a natural aspect of information engagement (McKenzie, 
2003; Rioux, 2005; Savolainen, 2007b; Talja & Hansen, 2006). For instance, people not only 
seek out information for themselves, but also on behalf of others (Fox & Jones, 2009; Rioux, 
2005; Veinot, 2009). In this paper we argue that to ignore social, collective and collaborative 
aspects is to miss out on important facets of (health) information behaviour (McKenzie, 2003; 
Talja, 2002). Our article examines the sharing of health information in everyday social 
interactions among adults aged fifty to eighty. Does sharing translate into caring in the 
context of health information? 
 

Pilerot (2012) suggests that the study of information sharing is carried out along the lines 
of ‘unifying dimensions’ (p. 563), such as shared demographics or experiences. We explore 
information sharing from two unifying dimensions, namely age (adults over fifty) and health. 
As humans get older and the body and mind age, the likelihood of physical, mental and 
cognitive ailments and limitations increases (Friemel, 2014), making health a relevant and 
recurring topic of conversation for many older adults (Williamson, 1998). Williamson found, 
for instance, that the information needs of 202 Australians aged sixty and over centred 
primarily upon health, particularly among those who experienced health issues. Health has 
become an important field of study in the twenty-first century, for people are increasingly 
expected to take an active role in their health management and participate in treatment 
decision-making processes (Dutta-Bergman, 2004b; Johnson & Case, 2012). With greater 
individual health responsibility, health information becomes more important if not crucial 
(Johnson & Case, 2012), making the study of health information behaviour both pertinent and 
meaningful. 
 

To date, few studies have examined health information sharing, let alone among older 
adults (Liu et al., 2019). In response to a lack of research, our paper examines the everyday 
sharing of health information among the growing demographic group of adults aged fifty and 
older. The following research question is addressed: what kind of health information-sharing 
behaviour takes place among Flemish adults aged fifty to eighty and with what outcomes and 
results? It should be noted that we study information sharing in everyday social settings 
outside the walls of the medical establishment and professional discourses: sharing health 
information with a physician falls outside the scope of this research. The following sections 
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draw upon information behaviour and communication studies to outline the social, 
communicative and health contexts in which health information sharing is embedded and 
takes place. 
 

10.2. Background 
Health information behaviour  
Information behaviour is a sub-discipline which emerged from the field of library and 
information science (Case & Given, 2016). Information behaviour as an umbrella concept 
consists of both active and passive modes of information engagement and use. Wilson (2000) 
defines information behaviour as “the totality of human behavior in relation to sources and 
channels of information, including both active and passive information seeking, and 
information use” (p. 49). A large body of research exists, which is discussed in works by 
Wilson (1999), Godbold (2006), Case & Given (2016), and Johnson & Case (2012) among 
others. Within information behaviour studies, the study and issue of health takes a unique 
place as it distinguishes itself as a crucial aspect of life. Health information can improve 
quality of life and potentially save lives, whereas a lack of information or the wrong 
information can have damaging and dramatic effects (Johnson & Case, 2012; Li et al., 2018). 
Compared to general information behaviour, health information behaviour is more personal, 
private, and sensitive (Greene, 2009; Li et al., 2018) and with greater emotional impact 
considering the health-related decisions and consequences (Wilson, 1997). Furthermore, 
uncertainty, stress and coping are prominent phenomena in the context of health information 
behaviour, as feeling unwell or being diagnosed with illness might give rise to concern and 
feelings of anxiety and fear (Brashers, 2001; Brashers et al., 2004; Wilson, 1997). 
 

Information behaviour studies have traditionally covered three usual suspects, namely 
seeking, scanning and avoiding information. First, seeking, also called searching, is by far the 
most studied, as exemplified by the work of Wilson (1997, 1999, 2000). It is defined as the 
intentional, goal-oriented act of actively finding information in response to a perceived need 
or want (Case & Given, 2016; Johnson & Case, 2012; Wilson, 2000). Secondly, scanning, also 
known as information encountering or information exposure (Case & Given, 2016), is defined 
as the non-purposeful and unintentional acquiring of information through exposure to 
routinely used sources of information, both interpersonal and mediated (Niederdeppe et al., 
2007; Hornik et al., 2013; Kelly et al., 2010). Scanning behaviour plays a significant role in how 
we engage with information, as scanning takes place more often than actively seeking out 
information (Niederdeppe et al., 2007; Hornik et al., 2013; Kelly et al., 2010). Third, avoiding is 
a common and purposeful non-seeking behaviour (Case & Given, 2016) with various 
underlying psychological, situational and motivational influences. Avoiding information can 
help to resist overexposure or information overload (Bawden & Robinson, 2009). Within the 
health context, avoiding might limit anxiety levels, help users to remain optimistic, and 
maintain boundaries between health and daily life (Barbour et al., 2012). 
 

Health communication and information behaviour studies have traditionally focused on 
individual, formal and planned health information engagements, such as interactions 
between patients and physicians or individuals seeking information on the Internet (Case & 
Given, 2016; Johnson & Case, 2012; Liu et al., 2019; Talja, 2002). Health information is also 
obtained, exchanged, circulated and used in informal face-to-face and mediated everyday life 
interactions (Cline, 2011). Health information is, in other words, shared. 
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Health information sharing 
Sharing can be understood as a communicative activity and as a label within information 
behaviour research for a type of information behaviour (Pilerot, 2012). As an activity, sharing 
refers to interactions in which health information is exchanged, typically within a dyad such as 
physician-patient, partner to partner or parent to child (Johnson & Case, 2012; Savolainen, 
2017). Importantly, by using the term exchange the reciprocal and multidirectional nature of 
information sharing is recognised (Savolainen, 2017) and emphasised as fundamental to 
human interaction (Wilson, 2010). Although subject to increasing attention in recent years 
(Case & Given, 2016), sharing remains an understudied and underdeveloped information 
behaviour concept that is ‘relatively unexplored’ (Wilson, 2010, Abstract), although 
considered a “promising research area in health communication” (Liu et al., 2019, p. 1824). 
Savolainen (2017) suggests that a limited amount of work has been done as information 
sharing is difficult to define and delineate. It is challenging to study as it takes place in 
everyday ordinary life and is often implicit, unstructured, and interwoven into social contexts, 
activities and interactions (Cline, 2011; Veinot, 2009). Furthermore, the individual concepts of 
information and sharing carry a wide array of meanings, without consensus about their 
definition or how to operationalise and study them (Case & Given, 2016; Pilerot, 2012; 
Savolainen, 2017). Pilerot (2012) talks about a “prevailing conceptual multitude and 
vagueness” (p. 559), while Savolainen (2017, Discussion, para. 3) suggests that the multiplicity 
of meanings makes information sharing a “multi-faceted communicative phenomenon”. 
 

Information sharing has been studied in a variety of disciplines, chiefly exploring the 
professional and formal collaboration of co-workers and sharing of information within 
academic, business and industrial environments (Almehmadi et al., 2014; Case & Given, 2016; 
Pilerot, 2012; Savolainen, 2017; Talja, 2002; Talja & Hansen, 2006; Wilson, 2010), but to a 
limited extent in the context of health (Johnson & Case, 2012; Veinot, 2009). These studies 
have focused on who is sharing, what is being shared, and the location or place where the 
sharing takes place (Pilerot, 2012). Within the realm of health, studies have largely explored 
information sharing processes between patients and physicians or between physicians and 
medical teams (Johnson & Case, 2012; Veinot, 2009; Wilson, 2010). Since the emergence of 
Web 2.0 and digital platforms which facilitate uploading and sharing health information (Lin 
et al., 2016; Li et al., 2018), researchers have investigated online and face-to-face interactions 
as complementary social settings in which information is exchanged (Savolainen, 2017). 
Recent studies have increasingly focused on the online sharing of health information (De 
Choudhury et al., 2014), particularly the facilitating role of social media platforms (Dong et al., 
2019; Li et al., 2018; Zhang et al., 2016). 
 

The everyday sharing of health information in face-to-face settings has received little 
attention (Liu et al., 2019), even though the social life of older adults probably takes place 
outside of the digital sphere (Friemel, 2014) and family members and friends were 
respectively the first and third most used sources of information for Australians over the age 
of sixty (Williamson, 1998). Moreover, past research found that as many as two-thirds of 
Internet users talk to others about health information obtained online (Fox & Jones, 2009). 
While little research has been carried out about interpersonal face-to-face health information 
sharing interactions (Case & Given, 2016; Johnson & Case, 2012; Liu et al., 2019; Veinot, 
2009), these studies do clearly underwrite that health information sharing is a common 
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aspect of daily life. Pettigrew (1999) found that the information needs of senior customers at 
a foot clinic were satisfied by casual small talk and chatting about life with the clinic staff. Fu 
et al. (2017) and Liu et al. (2019) found that interpersonal communication was an important 
source of health information for respectively chronic patients and older adults in rural China. 
Liu et al. (2019) suggest that the likelihood of sharing health information depends on 
individual levels of health knowledge, the ability to communicate information to others, and 
the quantity and quality of relationships in which information might be shared. To gain a 
deeper understanding and properly contextualise the sharing of health information, we turn 
to the integral concepts of self-disclosure and support. 
 
Self-disclosure 
Wilson (2010) suggests that the social context (i.e. the relationship between sharer and 
receiver) and the nature of the information decides the likelihood of information being 
shared. He argues that information sharing most likely takes place when there is a perceived 
positive risk and reward outcome, i.e. low or acceptable risk and high benefit. When thinking 
about personal health information, these considerations carry additional weight. Sharing 
one's personal health status requires openness and involves vulnerability as well as potential 
risks and negative outcomes, for example when divulging dangerous or taboo health 
conditions to family members or employers (Greene, 2009; Wilson, 2010). In the context of 
serious and chronic health conditions, self-disclosure has been found to be an important 
strategy to manage personal health-related information (Checton & Greene, 2015). Self-
disclosure can be understood as an interaction between at least two people whereby one 
deliberately discloses personal information (Greene, 2009), expecting reciprocity (Savolainen, 
2007b; Wilson, 2010) and hoping for disclosure, encouragement and/or support from the 
other person (Lin et al., 2016). Linked to thinking out loud, catharsis (i.e. expressing, venting), 
as well as seeking help and support, self-disclosure has been found beneficial to physical and 
mental well-being (Checton & Greene, 2015; Greene, 2009; Hawkley & Cacioppo, 2010; Lin et 
al., 2016; Luo et al., 2012). 
 

The health disclosure decision-making model (Greene, 2009; Checton & Greene, 2015) 
suggests that the decision to share health information depends on the nature of the 
information and an assessment of the potential information receiver. People are more likely 
to share when there is social proximity and the other person is trusted (Greene, 2009; Lin et 
al., 2016; Wilson, 2010), confirming that relational quality (i.e. degree of closeness) or tie-
strength (Granovetter, 1973, 1982; Haythornthwaite, 1996) is decisive in deciding to self-
disclose. Further considerations to self-disclosing health information include the perceived 
level of availability, approachability, discreetness and being non-judgemental of the potential 
information receiver (Checton & Greene, 2015; Greene, 2009; Veinot, 2009). Finally, the 
anticipated relevance to the other (Almehmadi et al., 2014) and the support which can be 
expected are important factors in assessing the benefits and risks of disclosing health 
information (Greene, 2009; Checton & Greene, 2015). 
 
Support 
Besides understanding and encouragement, people hope to receive support when they self-
disclose about their health (Johnson & Case, 2012; Veinot, 2009). Seeking support is a coping 
strategy employed by individuals in stressful situations (MacGeorge et al., 2011), such as 
acute and chronic health problems (Brashers, 2001; Veinot, 2009). Support comes in various 
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ways but can be divided roughly into informational and emotional support (Johnson & Case, 
2012). The former refers to attempting to understand and control one's environment and 
health condition, while the latter relates to coping, self-esteem, and expressions of 
acceptance, care, solidarity and connectedness (Goldsmith & Albrecht, 2011; Johnson & Case, 
2012; MacGeorge et al., 2011). 
 

Past research shows that health is embedded in supportive interactions, which are “verbal 
and nonverbal behaviour produced with the intention of providing assistance to others 
perceived as needing that aid” (MacGeorge et al., 2011, p. 317). Supportive interactions take 
place in everyday settings within social networks and might involve partners, family members, 
friends, neighbours, co-workers and other acquaintances (Cline, 2011; Goldsmith & Albrecht, 
2011), with relatives recognised as the most important providers of support (MacGeorge et 
al., 2011). Goldsmith and Albrecht (2011) argue that supportive interactions can enhance 
individuals' health in multiple ways. First, supportive interactions can be conducive to 
obtaining and sharing health information, finding proper health care, and determining 
treatments to pursue (Dutta-Bergman, 2004b; Liu et al., 2019; Talja & Hansen, 2006; Veinot, 
2009). Secondly, feedback and social control can promote healthy behaviour and the 
avoidance of health risks (Dutta-Bergman, 2004b). Third, effective supportive conversations 
can communicate acceptance, understanding, and validation, thus enabling the sharing of 
thoughts, experiences, and emotions (Dutta-Bergman, 2004b; Goldsmith & Albrecht, 2011) to 
relieve stress, stimulate adjustment to the health problem, and even aid in resisting and 
recovering from illness (MacGeorge et al., 2011; Johnson & Case, 2012). Supportive 
interactions and outcomes are thus integral to understanding health information sharing and 
self-disclosure patterns. 
 

Having discussed and contextualised health information sharing and the mechanisms of 
self-disclosure and support, we now turn to the study design before examining in detail the 
sharing of health information in everyday social interactions among Flemish adults over the 
age of fifty. 
 

10.3. Study design 
Forty in-depth, semi-structured interviews were conducted between April and September 
2015 with Flemish adults between the ages of fifty and sixty-four and sixty-five and eighty 
years old. The age range reflects the larger research project about health news and 
communication in relation to ageing that this study forms part of. The age cut-off at sixty-five 
(based on the Belgian retirement age) and the distribution of respondents into age groups 
were deliberate so as to be able to compare pre- and post-retirement respondents. In doing 
so, we recognise the heterogeneous nature of people in this age range and the possible vast 
differences between individuals in terms of health information behaviour. A heterogeneous 
group of respondents was recruited, not only in terms of age, but also gender and education 
in order to prevent sample bias. Respondents were all living in or around the city of Ghent in 
the east of Flanders. They were recruited with the help of local service centres and the 
organisation OKRA (Open, Kristelijk, Respectvol en Actief [Open, Christian, Respectful and 
Active]), the largest Flemish association for older adults, by distributing paper surveys. The 
youngest respondent was fifty-one years of age, the oldest eighty years old, with an average 
age of sixty-four years, nine months. Eighteen men and twenty-two women participated, with 
a small tendency towards higher (higher-education (HE); bachelor/master/university degree) 
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and middle (middle education (ME); higher secondary education) education compared to 
lower (lower education (LE); no degree, primary and lower secondary education) education 
levels (HE: 35%, ME: 37.5%, LE: 27.5%). Contrary to other health information behaviour 
research, we did not focus on patients diagnosed with a specific health condition but on the 
demographic of adults aged fifty and older. Respondents therefore included both diagnosed 
patients as well as healthy, undiagnosed individuals. 
 

The interviews were conducted using a predefined topic list (Mortelmans, 2013), keeping 
the questioning as open as possible to fully investigate respondents' attitudes to health and 
their information behaviour. This stimulated extraordinarily rich conversations and garnered a 
wealth of insights. The interviews covered the following topics: 1) definitions of health, illness 
and health information, 2) sources and use of health information, and 3) Alzheimer's disease, 
sleeping disorders and diabetes as health information cases. All interviewees signed an 
informed consent form in which the research project and its aims were explained, in which 
they consented to being recorded and confidentiality was guaranteed. The interviews were 
recorded, transcribed verbatim and analysed qualitatively. After a thorough first reading of 
the transcripts and a literature review, we employed semi-open coding by using the NVivo 12 
software to identify, single out, and code the relevant parts of the transcripts (Mortelmans, 
2013). The coding book was refined through axial coding to narrow down and focus the data 
until saturation was reached and a final coding frame emerged. Inspired by the grounded 
theory approach (Glaser and Strauss, 1999) we developed grounded analysis, making ongoing 
comparisons between the findings from the data and their viability and place within 
conceptual frameworks and the literature. 
 

The following sections present and discuss the findings of our explorative study of health 
information sharing among older Flemish adults. Seven themes emerge from the data, 
namely sharing in everyday life; collaborative sharing behaviour; online sharing; types of 
information; trust and reliability; outcomes and limitations. Quotes by respondents have been 
extracted from the transcripts, translated from Dutch into English by the authors, and 
anonymised to guarantee respondent anonymity. 
 

10.4. Results 

Sharing in everyday life 
Respondents explicitly and implicitly related that health is part of everyday life and social 
interactions as the body and mind age. Health naturally becomes a conversation topic as 
people start to suffer from lifestyle diseases (e.g., diabetes) and other health conditions and 
discomforts related to ageing.  
 

On Saturday we talked with friends about health and being ill. From my age everyone starts 
to decline. If you are in your sixties, you come into contact with others with problems. 
(Male, 68, HE) 

 
McKenzie (2003) and Liu et al. (2019) suggest that information can be shared spontaneously 
and acquired unintentionally, for example when a conversation unexpectedly turns to the 
topic of health. From our interviews it appears that sharing often takes place spontaneously in 
social settings as part of everyday interactions, without a premeditated purpose. A polite how 
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are you doing? can turn into a prelude to a conversation in which health is discussed and 
information is acquired incidentally. 
 

It is a natural thing, like when someone asks you, ‘How are you doing? Are you still having 
troubles?’ That is how it starts. (Male, 69, LE) 

 
Health information is also shared intentionally (Liu et al., 2019; McKenzie, 2003), often taking 
the shape of asking advice and guidance from patients with relevant experience or someone 
with a professional background and experience in healthcare. These individuals might serve as 
trusted sources of valuable and reliable health information. 

 
There are people who know I have diabetes. When they also suddenly start to suffer from 
diabetes, they ask what diabetes does to me, how I manage it, what I have to do. (Male, 79, 
LE) 

 
We asked respondents specifically about their knowledge of Alzheimer’s disease and 
diabetes, and how they had learned about these illnesses. Respondents indicate that their 
knowledge mostly comes from the experiences of others, particularly partners, family 
members, friends and co-workers. These experiences are not only discussed verbally, but 
often simply observed. This resonates with the study by Veinot (2009), who describes how 
social proximity to individuals with HIV/AIDS leads to unintentionally acquiring information 
through exposure, particularly when those with HIV/AIDS talk about their health, experiences 
and feelings. Similarly, respondents observe and learn through exposure to other people 
suffering from health conditions.  
 

I will never take sleeping pills. Because I know what my wife takes every day. (Male, 76, LE) 
 

I have known several people with Alzheimer’s and yes… that stays with you. It sticks. (Male, 
79, LE) 

 
No one in our family has ever had diabetes. I cannot say anything about it. (Female, 71, LE) 

 
Conversely, as the last quote illustrates, respondents with little or no knowledge about 
Alzheimer’s or diabetes explicitly state that the reason that they lack knowledge is that they 
do not personally know anyone suffering from it. In other words, there is a lack of social 
proximity to an example through which they can acquire knowledge about these health 
conditions. This suggests the importance of social networks and interactions in spreading 
health information through experiences as well as observation and monitoring. 
 
Collaborative sharing behaviour 
Health information sharing not only takes place in social interactions, but also in the form of 
collaborative information acquisition. Particularly among partners, relatives, and close friends, 
illness and not feeling well can lead to what Talja and Hansen (2006, p. 114) call ‘collaborative 
information behavior’ and what Rioux (2005) describes as information-acquisition-and-
sharing: health information obtained from mediated sources that is shared with and passed 
on to others. The passing on of health information particularly takes place towards older 
adults who do not use the Internet and are thus limited in the amount of information 
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available to them. As the youngest of five children, the following respondent seeks out 
information for her older sisters: 
 

We are with five at home and I am the only one who uses a computer. The others are not 
familiar with it because of their age, so for them it is difficult to find enough information. 
They rely on me to print out and pass on information. (Female, 55, LE) 

 
Another respondent’s sister made him aware of polyps running in the family, which could 
develop into cancerous tumours. The sister reported her experiences and diagnosis to her 
brother, who promptly went to the specialist to be checked. 
 

My elder sister passed on information from the specialist, who said to take good care and 
have it checked out as these things run in the family. So I used that information to have a 
colonoscopy… (Male, 64, HE) 
 

Online sharing 
Only a few respondents mention using the Internet to share health information and 
experiences. Sharing in everyday face-to-face conversations seems to take place among both 
male and female respondents regardless of age and education level. From the interviews it 
appears that younger and higher-educated respondents are more likely to use the Internet 
for health (information) purposes, which is consistent with past research (Friemel, 2014). 
Among the few respondents who use the Internet to talk about their health status, two 
patterns of use can be distinguished. First, some use the chat function of social media 
platforms (e.g., Facebook Messenger) or instant messaging applications such as WhatsApp to 
stay in touch with family, friends and other acquaintances, sometimes sharing a health 
update and/or inquiring about the health status of the conversation partner. Secondly, on 
rare occasions, respondents share with and acquire information from strangers or distant 
acquaintances. The following study participant learned about an alternative breast cancer 
treatment from someone she had met years before:  
 

I learned from an American woman on Facebook that she had had a very different 
treatment, and then I wondered why we didn’t do that here in Belgium. It was about 
radiation treatment, which they do after the operation over here and in America during the 
operation. So I learned about it on Facebook from someone I met before while travelling. 
(Female, 54, HE)  

 
However, the vast majority of respondents do not use the Internet and social media to share 
health information, instead preferring face-to-face interaction to the anonymity of the 
Internet (again pointing out the social aspect of health information sharing) and/or lacking the 
necessary computer and Internet access and skills. 
 
Types of information  
Health information shared by respondents in social interactions comprises information about 
health and illness on the one hand, and (practical) information about products, medicine, 
treatments, insurance and reimbursement on the other. The majority of information shared 
revolves around symptoms and possible treatments, as this kind of knowledge can help 
others who are struggling with health issues.  
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My sister has lymphoma cancer. When I visit her I tell her about the symptoms. We talk 
about the possible consequences. It gives me a good feeling to know that she can talk 
about it with someone. (Female, 66, LE)  

 
Importantly, health information sharing is not limited to the exchange of facts, but also 
includes the exchange of experiences, support and advice. Personal or first-person 
experiences (experienced by the person sharing) and third-person experiences (from 
someone not part of the conversation) appear to be the most frequently exchanged types of 
health information. While first-person experiences are personal stories of self-disclosure, 
third-person experiences might also take the character of gossip. 
 
Support, one of the desired outcomes of health information sharing, comes in many ways 
depending on the context and individual needs, ranging from practical help to lending an ear 
to the problems of others. Limited to communicative support, simply asking how someone is 
doing can in itself be supportive when going through challenging times.  
 

I am quite a social person. If someone has a problem and they come to me, I will talk to 
them. Try to reassure them a bit. I am not a doctor, but it always helps to listen so that they 
can get something off their chest. (Male, 58, LE) 

 
The above respondent is conscious of his social role and offers those in need a chance to talk 
about their health problems, thus engaging in supportive conversations (MacGeorge et al., 
2011). This corresponds with the argument by Savolainen (2007b, Literature review, para. 2) 
that information sharing in non-work contexts often draws upon “kindness as a social 
institution” within social interactions and networks. Support also comes in the form of 
empathy and letting the other person know that you are trying to understand his or her 
situation, for example by looking up information. 
 

I want to support her, so I will look up information about what it is and what you can do 
about it. To understand what it is like, for example when the partner of a friend would 
suffer from Alzheimer’s. (Female, 52, ME) 

 
Health information sharing can also take the form of advice, for instance about lifestyle, 
homemade treatments, over-the-counter products, and innocent and light health problems 
such as a cold. Importantly, when it comes to serious health conditions, medical treatments, 
and prescription medication, the most important advice given by respondents in social 
interactions is to talk to a doctor.  
 

No, no, no, I will not give any advice. I will say they have to go to the doctor! (Female, 68, 
ME) 

 
This suggests that respondents not only monitor and evaluate their health status, but also 
that they have corresponding information attitudes and behaviours, with the doctor being the 
first point of contact in case of serious health problems. 
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Trust and reliability 
Whether health information sharing takes place online or offline, in a premeditated way or 
spontaneously, trust is a decisive factor when it comes to sharing health information. While it 
is beyond the scope of this paper to examine the concept in more detail, trust appears a 
central aspect for respondents to both sharing information and determining the reliability of 
information shared by others.  
 

If you talk to someone about your health, it is because you trust that person. I will not talk 
about my melanoma with a stranger who has had melanoma, because I don’t know her. I 
talk to people I know and trust. (Female, 70, HE) 

 
Interestingly, respondents employ various strategies to establish trust and appraise the 
reliability of health information shared in social contexts. Primarily, social proximity and the 
nature of the relationship underpin considerations of self-disclosure as well as placing trust in 
other people and the health information they share. 
 

When we have friends visiting us, we know them well and we know the value of the 
information they give. (Male, 66, ME) 

 
Trust is also generated when someone speaks from experience, i.e. being an experienced 
patient or having a professional background in healthcare. Health information is deemed 
reliable by respondents when it is shared by someone who has first-hand and relevant 
experience, rather than third-party experiences or gossip. Furthermore, respondents mention 
that they compare and validate health information obtained from others by comparing it to 
their own experiences, particularly in the case of chronic health conditions. 
 

You know when you start a conversation to what extent those people have the experience, 
or are talking gossip… I will trust people who are active in the medical sector more. (Male, 
65, ME)  

 
Lastly, respondents rely on the power of numbers, reasoning that information is more reliable 
when it is shared and circulated by more than one person.  
 

I listen to different opinions. When you have for example five people who say the same 
thing, then I think that information is reliable. (Female, 62, LE) 

 
On a critical side note, we can see how the latter strategy might be a reason why modern 
phenomena such as fake news and (health) misinformation seem to thrive and continue to 
circulate and be shared: if enough people repeat it, it might be considered reliable and true. 
 
Outcomes 
Outcomes of health information sharing can be grouped into two categories: 1) engagement 
in other types of information behaviour, and 2) personal health management. Information 
sharing does not stand on its own but is linked to other information behaviours. People often 
respond to information not only by seeking out more information, but also by sharing or 
spreading that information by telling others or by documenting it (Godbold, 2006). Health 
information sharing can be a prelude to other types of information behaviour, as well as the 
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result of other types of information behaviour. Exposure to health news on television might 
lead to sharing that information with someone at a later date. The following respondent 
encountered information about melanoma in the media and turned it into advice for her 
daughter: 
 

I heard in the media about the Day of Melanoma. I told my daughter that she has a lot of 
freckles and birthmarks on her back. That she shouldn’t forget about Melanoma Day, as 
you can have yourself checked for free… (Female, 70, HE) 

 
Conversely, the interviews detail how exposure to shared health information in social settings 
triggers purposeful health information acquisition, in particular seeking out health 
information on the Internet. This respondent remarks that casual conversations about health 
sometimes make her actively seek for health information.  
 

People talk a lot. Sometimes there are things which you use to find more information, 
finding out that it could be relevant. Those talks are like triggers which makes you seek 
information. (Female, 64, ME) 

 
The motivation to follow up on shared health information varies from satisfying a curiosity to 
gaining a better understanding and being able to support someone. 
 
Health information sharing might also help respondents to make sense of their health 
situation and seek solutions and ways to cope. Newly diagnosed patients might need 
guidance and seek out support and advice from experienced patients. The following 
respondent, recently diagnosed with ulcerative colitis, received guidance from an experienced 
patient, which got him on his way to coping with his inflammatory bowel disease: 
 

I visited that man who also had it, on the first day I was able to. I learned from him what I 
should do and not do. In terms of diet, and in terms of managing stress. (Male, 51, ME) 
 

Perhaps the most valuable and desirable outcome of health information sharing, receiving 
and sharing information with others might contribute to filling gaps in knowledge and 
experience so that individuals can better cope with their health problems. 
 
Limitations 
While sharing health information ostensibly has its benefits, it also has its limits. Respondents 
indicate that information shared in casual interactions is seldom considered serious or 
proper medical advice or reason to take action beyond visiting the physician.  
Conversations about health quite often motivate and trigger respondents to visit their doctor. 
 

Maybe I am quite conservative. Even if friends would suggest, ‘try this and you will have 
less pain’, I will never do that. But I would ask my doctor about it. Tell him that someone 
advised me to try this or that. (Female, 65, ME) 

 
Another limitation of health information sharing lies in the fact that respondents recognise 
that they are not doctors, and that their own knowledge and experiences are limited. They 
are careful about sharing and giving advice to others and are careful with the information 
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they receive from others, particularly when it comes to serious health conditions and 
treatments. 
 

I can talk about my own experiences. Or answer if others ask me what might be wrong. But 
I always say that I am not a doctor, that what I know comes from my own experiences. 
(Female, 77, HE) 

 
Some people tell me what kind of medication they take. I listen to them, but I don’t use the 
information. I will not go to my doctor and ask if I can also get it. (Male, 58, LE) 

 
One step further is declining to neither talk and share about health with others at all, nor to 
listen to the health stories and experiences of other people. Beyond the scope of the present 
research, we intend to explore this non-sharing of health information in a separate study. 
 

10.5. Discussion 

Our explorative study finds that health information sharing is embedded in everyday social 
interactions, confirming Cline’s (2011) argument that everyday exchanges of health 
information and support are rooted in social contexts and in the realities and norms of 
individuals engaging in those interactions. While very few respondents use the Internet and 
social media to upload and share health information, the majority shares and exchanges 
health information and experiences in everyday interpersonal social settings. The social 
aspect of health information sharing is emphasised by the fact that respondents explicitly and 
implicitly state that much of their knowledge about health and illness comes from 
observations and the experiences of others. Respondents often seem to learn from others 
about health conditions such as Alzheimer’s disease and diabetes, whereas knowledge is 
more limited or even lacking in the absence of social proximity to individuals suffering from 
such conditions. This suggests not only that personal relevance and social proximity can 
precede information acquisition, but also that sharing is an important source of health 
information. Similar to information scanning (Niederdeppe et al., 2007; Hornik et al., 2013), 
we find information sharing to be a common and frequently occurring type of health 
information behaviour. 
 

The sharing of health information refers both to the transferring of factual messages (e.g., 
‘I take X when I have a headache’), as well as social contexts of communication in which 
health features (e.g., ‘How are you doing?’) as a way of building and maintaining relationships 
(Savolainen, 2017). Sharing takes place both intentionally and premeditatedly (self-disclosure) 
as well as spontaneously and unintentionally when the opportunity arises. This implies that 
the health disclosure decision-making model by Greene (2009) can only partly explain health 
information sharing, for the model explicates intentional sharing alone. Both the literature 
review and the interviews suggest that spontaneous and non-planned instances of health 
information sharing might be explained within the context of supportive interactions, i.e. 
informational and emotional support to cope with health problems (Johnson & Case, 2012). 
While intentional sharing is more like the purposeful information behaviour of seeking 
information, information shared spontaneously in interactions and acquired unintentionally is 
more similar to scanning behaviour and exposure. In sum, health information sharing can be 
both intentional and unintentional, more or less goal-driven, explicit and implicit, and take on 
the character of collaborative information behaviour. 
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Johnson and Case (2012) make a distinction between effective and extended social 

networks. The former consists of strong ties, i.e. partners, family members, friends and others 
who are close, while extended networks are made up of casual acquaintances and those 
further away, also called weak ties (Granovetter 1973, 1982; Haythornthwaite, 1996). Our 
study shows how health information is mainly self-disclosed and shared with strong ties, as 
they are deemed trustworthy, reliable, accessible and able to assist and support. Greene 
(2009) calls this information relational in nature, as there is a familial, friendship or other 
social bond in play underlying the disclosure and sharing of health information. Only 
occasionally, at least among the respondents in this study, information is shared with or 
obtained from strangers or weak ties, i.e. individuals outside of the close circle of relatives 
and friends.  
 

While health information sharing takes place commonly and frequently, we find that the 
centrality of the physician on the one hand and respondents recognising the limitations of 
their own knowledge on the other hand are limiting factors of health information sharing. The 
doctor seems to have a moderating and controlling position, as respondents evoke the 
expertise and authority of the physician and appear aware of implicit expectations of what it 
means to be a good and responsible patient: go to the doctor when something is wrong. 
Besides innocent suggestions to for example drink tea to sleep better, respondents are 
careful about giving health advice or acting upon advice received from others, instead 
(advising them to) visiting the doctor. Despite increased emphasis on individual responsibility 
and taking an active role in health management and decision making, respondents thus 
appear to largely rely on their doctor, who remains the first and foremost trusted health 
expert.  
 

Finally, our findings not only suggest the importance of interpersonal communication in 
sharing health information, but they also echo Rioux’s (2005) concept of information 
acquiring-and-sharing. We find that different types of health information behaviour overlap 
and/or lead to one another. Information acquired purposefully (seeking) or accidentally 
(scanning) might be shared at a later moment with someone else. Conversely, health 
information shared and obtained in interpersonal settings might trigger individuals to look up 
more information, usually on the Internet. The interpersonal sharing of health information is 
often complementary to mediated and digital sources of information, rather than exclusive. 
Sharing information after all means to exchange that which was previously acquired through 
interpersonal and/or mediated sources (Rioux, 2005; Talja & Hansen, 2006). Indeed, “The 
health knowledge repertoire built by health information seeking and/or scanning is a 
prerequisite for health information sharing behavior” (Liu et al., 2019, p. 1825). Health 
information sharing is thus in and of itself inexplicably linked to other (mediated) sources of 
information as well as other types of information behaviour. It makes health information 
sharing part and parcel of the spectrum of health information behaviours and what we might 
call the eco-system of health information, that is, health information sharing bridges different 
types of individual information behaviour (seeking, scanning) as well as interpersonal and 
mediated sources and channels of information.  
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10.6. Conclusions 
Sharing seems to equal caring when it comes to health information. Whereas seeking and 
scanning are usually individual health information behaviour, health information sharing is 
driven more by social and altruistic motivations (Liu et al., 2019), with sharing of experiences 
and advice taking place within everyday supportive interactions. Health as an important 
conversation and sharing topic in informal everyday social settings points to the importance 
of social networks and having people around to share with and find support. Johnson and 
Case (2012) and Liu et al. (2019) note that the quality and quantity of relationships in the 
interpersonal environment has implications for health attitudes and behaviour. Particularly in 
the autumn of life, people are faced with bereavement and the loss of partners, family and 
peers, limiting the amount of close and supportive relationships. An insufficient social 
network can lead to insufficient support, deteriorating health, and a bigger reliance on and 
need for medical support (Luo et al., 2012). From a health information behaviour perspective, 
our study thus underscores the importance of policies aimed at preventing social isolation 
and loneliness among older adults (Hawkley & Cacioppo, 2010; Luo et al., 2012). 
 

In terms of limitations, the aforementioned difficulty in defining and demarcating 
information sharing due to how embedded it is in daily social interactions applies to this 
exploratory study. Future studies might be able to further define and conceptualise (health) 
information sharing. Due to space constraints, we could not explore in full detail all aspects of 
everyday information sharing in the context of health, such as reasons to not share. We hope 
that our exploration will lead to future studies offering deeper and richer insights in (health) 
information sharing behaviour and outcomes. Such studies might expand the scope to other 
geographic areas and demographic groups, such as younger adults or adolescents. A 
quantitative study could moreover shed light on individual and group differences by looking at 
variables such as age, gender, education, health status and media use and their impact on 
information sharing. 
 

Sharing plays an important role in the acquisition, exchange, and circulation of health 
information, making health information sharing an important type of information behaviour. 
While it is admittedly challenging to study the multifaceted concept and activity that is 
information sharing (Pilerot, 2012; Savolainen, 2017), this should not be reason to ignore it 
outside of professional contexts. We suggest that more attention be given to the 
phenomenon of everyday information sharing, by recognising the social, collective and 
collaborative aspect of information behaviour, thus broadening the scope of information 
behaviour studies beyond the usual suspects of seeking, scanning, and avoiding. Future 
research into the health information behaviour of (older) adults might increasingly focus on 
online sharing, for the older generations of the future are likely already online today and 
finding and sharing health information and experiences there. 
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Chapter 11: To share or not to share: An explorative study of health 

information non-sharing behaviour among Flemish adults aged fifty and 

over 
 

Abstract 
Introduction. This study explores health information non-sharing behaviour in everyday social 
settings and interactions. The novelty and relevance of the study lies in the fact that it 
explores a common yet understudied information behaviour, as very few studies have 
examined information non-sharing.  
Method. Forty qualitative in-depth interviews were held in Flanders, the Dutch-speaking 
northern part of Belgium, with adults between the ages of fifty and eighty. 
Analysis. A contextual framework was drawn from information studies and health information 
and communication research, consisting of the concepts of health orientation, information 
avoidance, uncertainty management, to help understand health information non-sharing. 
Thematic analysis was employed to identify reasons for non-sharing behaviour.  
Results. Seven key themes or reasons emerge for health information non-sharing behaviour; 
health as a non-topic, avoid being labelled as ill, individual responsibility, avoid burdening 
others, lack of trust in others, lack of trust in the internet, and avoiding information overload.  
Conclusions. This study not only nuances earlier work on sharing behaviour, but also leads to 
new questions about outcomes of health information non-sharing. The findings further 
illuminate ‘non-information behaviour’ within information studies, while also offering insights 
relevant to health communication researchers and healthcare practitioners. 
 

Keywords 
health information behaviour, older adults, health information non-sharing, non-sharing, 
withholding, health orientation 
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11.1. Introduction 
Information sharing in interpersonal communication is described as ‘natural’ and ‘highly 
social’ (Rioux, 2005), often drawing upon “kindness as a social institution” (Savolainen, 2007b, 
Literature review, para. 2). It is characterised as ‘common’ (Case & Given, 2016) and occurring 
‘regularly, even spontaneously’ (Raban & Rafaeli, 2007). However, sharing information within 
social everyday interactions as a type of information behaviour has been explored in only a 
handful of studies, leaving it relatively underdeveloped as a theoretical concept (Huisman et 
al., 2020; Case & Given, 2016; Cline, 2014a; Liu et al., 2019; Pilerot, 2012; Savolainen, 2017; 
Wilson, 2010). Even fewer studies have examined the non-sharing of information, a type of 
‘non-information behaviour’ (Manheim, 2014) or ‘information non-seeking’ (Martinez, 2014), 
which is why it is explicitly mentioned as an avenue of information behaviour which has not 
been properly understood (Rioux, 2005; Savolainen, 2017). As non-sharing might lead to a 
‘state of knowledge disadvantage’ (Manheim, 2014, Analysis, para. 18) or even information 
poverty (Case & Given, 2016; Chatman, 1996; Manheim, 2014), it is relevant to study and 
understand this type of (non-)information behaviour. Further, understanding health 
information non-sharing behaviour is important for the way individuals deal with and respond 
to information as an essential part of how they deal and cope with health issues (Ek & 
Heinstrom, 2011). To address the abovementioned knowledge gap, this contribution explores 
the non-sharing of health information among adults within the age range of 50 to 80 years in 
Flanders, the Dutch-speaking northern region of Belgium. 
 

Health information has the potential to improve quality of life, and even save lives, by 
enabling people to make sense of their health condition and properly and effectively deal 
with health problems (Huisman et al., 2019; Johnson & Case, 2012). Insufficient, incorrect, 
and incomplete health information can on the other hand increase uncertainty, 
misunderstandings, and ignorance, and lead to negative outcomes (Brashers, 2001; Dutta-
Bergman, 2004b; Johnson & Case, 2012; Li et al., 2018; Wilson, 1997). In comparison with 
general information behaviour, health information behaviour is therefore more personal, 
private, and sensitive (Li et al., 2018), and also because health problems might be surrounded 
by guilt, stigma, and taboo (Greene, 2009; Johnson & Case, 2012; Rains, 2014; Veinot, 2009). 
Besides mediated sources of health information such as traditional media and the internet, 
everyday interpersonal interactions have been found to play an important role in the 
dissemination and circulation of health information (Huisman et al., 2020; Chae & Quick, 
2015; Cline, 2011, 2014a; Dutta-Bergman, 2004b; Johnson & Case, 2012; Liu et al., 2019; 
Wilson, 1997). In a previous contribution, we found sharing to be a common and frequently 
occurring type of health information behaviour embedded in everyday social and supportive 
interactions. We therefore concluded that health information sharing plays an important role 
in the acquisition, exchange, and circulation of health information (Huisman et al., 2020). 
Here, we expand upon those findings and on the limited amount of literature and empirical 
studies available by investigating reasons for non-sharing behaviour in everyday social 
settings. The research question answered in the present work is therefore as follows:  
 

What are the reasons for health information non-sharing behaviour among adults aged 
fifty and older in everyday informal social interactions?  

 
By way of thematic analysis (Boyatzis, 1998) of forty qualitative interviews, we arrive at 

themes (reasons) linked to health information non-sharing behaviour. To make sense of these 
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themes, the following sections review the literature and construct a contextual framework 
consisting of relevant concepts from information studies and health information and 
communication research. 
 

11.2. Literature review 
Sharing information 
Sharing is described in the literature as a type of information behaviour (Case & Given, 2016; 
Pilerot, 2012; Savolainen, 2017). The field of information behaviour concerns itself with how 
people actively and passively engage with and use information (Wilson, 1997). Information 
behaviour is, as Wilson (2000) puts it, “the totality of human behavior in relation to sources 
and channels of information, including both active and passive information seeking, and 
information use” (p. 49). The research field has mostly examined seeking, scanning, and 
avoiding as the most common information behaviours (Case & Given, 2016; Johnson & Case, 
2012). Sharing has received comparatively limited attention, in part because it is challenging 
to study as a “multi-faceted communicative phenomenon” (Savolainen, 2017, Discussion, 
para. 3), surrounded by “prevailing conceptual multitude and vagueness” (Pilerot, 2012, p. 
559). 
 

Health information sharing processes typically take place within the offices of doctors and 
in hospitals between patients and physicians as well as among medical personnel, but it also 
takes place outside of the patient-physician encounter in everyday settings between partners, 
relatives, friends, and other acquaintances (Cline, 2014a; Johnson & Case, 2012; Robinson, 
2014; Savolainen, 2017; Veinot, 2009; Wilson, 2010). However, compared to formal or 
planned interpersonal and mediated health information behaviour, health information 
behaviour in everyday informal social settings such as sharing and non-sharing have received 
limited attention (Cline, 2014a). In this contribution, we understand sharing as a 
communicative activity in everyday social interactions in which health information is 
exchanged. Importantly, the term exchange denotes and emphasises the reciprocal and 
multidirectional nature of information sharing, which is fundamental to human interaction 
(Liu et al., 2019; Savolainen, 2017; Wilson, 2010). In other words, we understand sharing as a 
two-way exchange of information, although it is possible that one-way transmissions of 
information occur in daily life (e.g., a person sharing health information without receiving 
information back). Health information sharing is not limited to information and facts, but also 
includes the exchange of experiences (first-person and third-person), support, and advice 
(Huisman et al., 2020). When people share health information and experiences with others, 
they primarily seek understanding, empathy, encouragement, and support (Johnson & Case, 
2012; Robinson, 2014; Veinot, 2009). 
 

The few studies which have examined interpersonal, face-to-face informal (health) 
information sharing found that sharing is an everyday aspect of life and a common type of 
health information behaviour (Huisman et al., 2020; Case & Given, 2016; Cline, 2014a; 
Johnson & Case, 2012; Liu et al., 2019; Veinot, 2009). Cline (2014a) therefore argues that 
“everyday messages play highly significant roles in influencing health, health behavior, and 
health outcomes” (p. 466). In our previous study we indeed found that respondents’ 
knowledge of health and illness came to a large extent from observations, everyday 
interactions, and the experiences of others (Huisman et al., 2020). This concurs with health 
communication research which suggests that interpersonal communication is a common and 
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important source of health information and support (Cline, 2011, 2014a; Dutta-Bergman, 
2004b; Johnson & Case, 2012; Liu et al., 2019). Further, Fox and Jones (2009) conclude that 
the ‘social life’ of health information is ‘robust’, with two-thirds of internet users talking to 
others (e.g., partners, relatives, friends) about health information obtained online. But what 
about the other third? What about individuals who do not want or cannot talk about their 
health and share information with others? And what are their reasons for not sharing? 
 
Non-sharing 
Scant attention has been paid in the information behaviour literature to the phenomenon of 
non-sharing behaviour in everyday social settings, even less so with regards to health 
information. Moreover, the few available studies arrive at different and sometimes 
contradictory findings. Synthesising her studies on the ‘information worlds’ of poor people, 
Chatman (1996) found that the non-sharing of information could be explained by various 
factors, namely secrecy, deception, risk-taking, and situational relevance. Secrecy and 
deception are deliberately employed as “self-protecting mechanisms” (Chatman, 1996, p. 
197) by individuals who mistrust others with regards to their interest and ability to handle 
confidential information as well as or to provide useful information. Moreover, secrecy and 
deception help individuals to protect themselves against unwanted exposure and maintain a 
personal, private space. With risk-taking, Chatman (1996) refers to the evaluation by 
individuals of the value of information, the level of trust in others, and the risks involved in 
sharing that information – such risks in the context of health are discussed further on. 
Situational relevance as an explanation for non-sharing refers to a lack of information 
relevance, that is, an absence of interest in the information as it is not deemed useful for 
application to some problem or context. 
 

Chatman’s (1996) study of 55 residents of a retirement community in the United States is 
particularly instructive. Chatman concludes that residents recognised that there was often a 
price to pay for communicating openly about their health condition and wellbeing. As the 
retirement community only accepted individuals who were in relatively good health and 
ambulatory, the community dwellers feared being forced to leave the complex due to 
deteriorating health and needing care. Residents therefore opted to not talk with anyone 
about their physical and mental health problems and concerns, their struggles with aging, and 
the isolation and loneliness they experienced. They did their best to appear healthier than 
they were and purposely did not seek out health information to appear to be doing and 
coping with health issues well. Further, respondents did not share information as they felt 
that others could not be trusted to keep the information confidential or because they simply 
did not want to bother others. Last, residents opted to not share as they recognised that 
exchanging health experiences and information might lead to a need for sympathy and 
support, which was deemed an undesirable form of dependency and becoming responsible 
for other residents (Chatman, 1996). 
 

Talja (2002) suggests that non-sharing behaviour is not always the result of a conscious 
choice to withhold information, keeping distance to others, or due to a lack of social contacts. 
She found that non-sharing occurred in a Finnish academic research community at large in 
situations when the group simply could not provide any relevant information or documents to 
one of its members. Haas and Park (2010) argue that withholding information, which they 
define as the “intentional failure to share potentially useful information with others” (p. 873), 
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is not only the result of individual interests. In their study of life scientists, they found that the 
social context and professional environment, particularly the influence of information 
behaviour (i.e., sharing or withholding) by other scientists, influenced individual 
considerations to share or not share information with colleagues.  
 

Almehmadi et al. (2014) observed the information behaviour of female Saudi Arabian 
academics. Their respondents withheld information from each other out of a sense of being in 
constant competition, particularly with regards to publishing papers. However, on the 
intersection of their professional and private lives, respondents avoided exposing others to 
certain information for a variety of reasons. They did so mainly to respect the feelings of 
others and to not upset them, to avoid information overload, and because they thought 
others would not be interested in the information. Interestingly, the information that was not 
shared was largely health-related, such as individual health status and information about 
health conditions like obesity and cancer. Because others around them did not request health 
information, respondents choose to not share such information. Almehmadi et al. (2014) thus 
conclude that the decision to share or not to share health information is the result of a 
conscious consideration and of keeping the feelings, wishes, and (information) needs of 
others in mind. Finally, Liu et al. (2019) argue that health information might not be shared 
when individuals lack sufficient quality relationships (i.e., relationships with a degree of 
closeness and intimacy fostering trust and openness) or possess insufficient health knowledge 
and abilities to share information. 
 

So far, we have reviewed the literature on sharing and non-sharing of health information 
and situated them within the field of information behaviour. Given the scarcity of theoretical 
work and empirical data, the following sections discuss concepts which help to contextualise 
our empirical findings. 
 
Health orientation 
In their work on health information seeking, Johnson and Case (2012) note that, “some 
people seem to think as little as possible about the state of their health, and the 
consequences of their behaviour. For others (particularly the elderly), health is constantly on 
their minds—health becomes their life” (p. 8). As humans age, their attitudes, behaviour, 
lifestyles, and needs tend to differentiate and become more dissimilar (Settersten, 2017). 
Likewise, health attitudes and orientations and health information behaviour might differ in 
the later stages of life. For instance, some individuals proactively pursue healthy lifestyles, 
while others are more passive and prefer to put responsibility in the hands of their physician 
(Dutta-Bergman, 2004b; Ek & Heinstrom, 2011; Johnson & Case, 2012). Attitudes, beliefs, 
motivations, and behaviour towards health and health information are captured by the 
concept of health orientation (Dutta-Bergman, 2004b; Johnson & Case, 2012; Van der Rijt, 
1996). Dutta-Bergman (2004b, 2005) suggests that health orientation consists of four 
indicators: health consciousness, health information orientation, health-oriented beliefs, and 
health activities. For this contribution, we limit ourselves to health information orientation, 
which Dutta-Bergman (2004b) defines as the “extent to which the individual is willing to look 
for health information” (p. 275). For instance, individuals with high levels of health orientation 
are likely to be motivated to engage in healthy lifestyles and educate themselves by actively 
seeking out health information (Chae & Quick, 2015; Dutta-Bergman, 2004b, 2005). 
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Conversely, individuals with low levels of health orientation might not be interested in seeking 
out health information and may avoid it as much as possible (Barbour et al., 2012). 
 

Different levels of health orientation are not just reflected in the extent to which 
individuals engage with or avoid health information, but also in how and through which 
channels and sources such information is acquired (Chae & Quick, 2015; Dutta-Bergman, 
2004b). Individuals with high levels of health orientation might make use a broad range of 
information sources, including the internet as well as mediated and face-to-face interpersonal 
conversations. These are recognised by Dutta-Bergman (2004b) as active communication 
channels, for they require an active role to communicate, obtain and process information. 
Besides not seeking and avoiding or ignoring health information, individuals with low health 
orientations are more likely to obtain health information incidentally via passive 
communication channels such as television and radio (Chae & Quick, 2015; Dutta-Bergman, 
2004b), which do not require individuals to take up an active role. Extending these findings to 
sharing and non-sharing in everyday social interactions, the literature suggests that higher 
levels of health orientation relate to an increased propensity to share health information 
(Dutta-Bergman, 2004b; Robinson, 2014).  
 

Previous studies have formulated various patient and health consumer typologies which 
help concretise the concept of health orientation. Ferguson (1991; as cited in Johnson & Case, 
2012) proposes three types of health consumers, namely the passive patient, the concerned 
consumer, and the health-active, health-responsive consumer. Passive patients likely face 
their health problems with resignation and a greater likelihood of giving up as they feel that 
they can do little if anything to improve their health. Concerned consumers follow their 
physicians’ advice, occasionally asking questions or seeking a second opinion. Health-active, 
health-responsive consumers are motivated and assertive individuals who demand the best 
healthcare and health outcomes, thus exhibiting a high health orientation. In a study of 319 
elderly respondents in the Dutch city of Rotterdam, Van der Rijt (1996) found four different 
health (information) attitudes, namely fatalism, unconcern, internal control, and preventative 
orientation. Older adults with a fatalist outlook believed that staying healthy relied on good 
luck and accidental circumstances, while illness was considered unavoidable and the result of 
bad luck and fate. Unconcerned respondents did not worry about their health and stated that 
they were not afraid to become ill. Respondents labelled as internal control believed they 
were responsible for and in control of their health. When they fell ill, they argued that it was 
their own fault and the result of not having sufficiently cared for themselves. The persons 
found to having a preventive orientation did all they could to remain healthy by trying to stay 
fit, regularly visit their doctor, and follow advice for a healthy lifestyle (Van der Rijt, 1996). 
Last, individuals who actively scan their surroundings for health threats and seek out 
information to cope with health issues are deemed ‘monitors’, while individuals who are likely 
to avoid or distract themselves from health information in order to avoid anxiety and stress 
are called ‘blunters’ (Case et al., 2005; Case & Given, 2016; Ek & Heinstrom, 2011; Johnson & 
Case, 2012; Sairanen & Savolainen, 2010).  
 

The concept of health orientation and the above discussed typologies highlight individual 
differences in attitudes, beliefs, motivations, and behaviour towards health and health 
information. We expect that different levels of health orientation are linked to individual 
considerations and tendencies to either share or not share health information with others in 
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everyday life. More specifically, we expect that individuals who do not share health 
information are likely to have lower levels of health orientation and fit the typology of 
unconcerned (Van der Rijt, 1996) and passive patients (Ferguson, 1991; cited in Johnson & 
Case, 2012) and generally tend to be blunters rather than monitors (Case et al., 2005). 
 
Information avoidance and uncertainty management 
Information avoidance and uncertainty management theory help to explain underlying 
motives to engage with or avoid and, by extension, share or not share health information. 
While humans have generally held information acquisition and increasing one’s knowledge in 
high esteem (Case et al., 2005; Case & Given, 2016), and the need to understand ourselves 
and our world might be rooted in our very being (Maslow, 1963), we can also purposefully 
avoid information. People tend to avoid, ignore, or discard information that does not fit with 
or contradicts pre-existing convictions and knowledge (Case & Given, 2016), particularly when 
it comes to information about unhealthy habits and preventable health conditions (Case et 
al., 2005). Health information is avoided as it can raise concerns and increase levels of 
anxiety, fear, and stress (Brashers, 2001; Case et al., 2005; Manheim, 2014; Martinez, 2014). 
Sometimes people prefer not to know that their health and well-being are at risk or that they 
are part of a risk group, as this can be experienced as threatening (Case et al., 2005; 
Manheim, 2014). Barbour et al. (2012) found that individuals avoid health information so that 
they can remain hopeful, deny the seriousness of their health condition, cope, maintain 
boundaries, or because they want to act at a later time (Martinez, 2014). Finally, resisting 
overexposure (i.e., information overload) and managing inaccurate, flawed, or contradictory 
information are reasons to avoid health information (Barbour et al., 2012; Bawden & 
Robinson, 2009; Manheim, 2014). To avoid information, individuals might employ various 
strategies, ranging from escape (‘satisficing’ and ceasing to search and obtain information) to 
reduction (filtering and narrowing of search) and omission (avoidance of search) (Manheim, 
2014; Savolainen, 2007a). 
 

Looking at avoiding behaviour in more depth, Sairanen and Savolainen (2010) distinguish 
between comprehensive and selective avoidance. Comprehensive avoidance describes the 
general unwillingness to access any source which potentially offers undesirable health 
information. Comprehensive avoidance is mainly driven by a need to shield oneself from 
negative emotions (Sairanen & Savolainen, 2010) and of avoiding the need to act (Maslow, 
1963). Applied to everyday health information non-sharing, individuals might for example 
avoid certain individuals if they know that health is likely to be a conversation topic. Selective 
avoidance describes the behaviour of individuals who prefer to avoid rather than expose 
themselves to information. Yet, they are “willing to seek and receive some information to 
manipulate uncertainty to suit their needs” (Sairanen & Savolainen, 2010, Empirical findings, 
para. 4). This type of avoidance likely occurs during engagements with information, such as 
encountering unpleasant or unreliable information on the internet or in interpersonal 
interactions. Related to health information, non-sharing, selective avoidance might for 
example lead to changing the topic of conversation from health to something else. 
 

A key aspect of health information behaviour which sets it apart from general information 
behaviour is managing uncertainty. Being ill, particularly when one is diagnosed with an acute, 
chronic, or fatal illness, possibly leads to uncertainty and feelings of anxiety and fear 
(Brashers, 2001; Wilson, 1997). This uncertainty is reflected in people’s health information 
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behaviour. Maslow (1963) notes in this context that “we can seek knowledge in order to 
reduce anxiety and we can also avoid knowing in order to reduce anxiety” (p. 122). 
Uncertainty management theory explains health information avoiding behaviour by proposing 
that individuals seek or avoid information to manage emotional responses and deal with 
uncertainty (Brashers, 2001). People might reduce uncertainty by seeking information, but 
they can also avoid information to maintain uncertainty. This suggests that seeking, avoiding, 
sharing and non-sharing as various modes of information behaviour are related to expressions 
of uncertainty management in the context of health (Barbour et al., 2012; Brashers, 2001; 
Sairanen & Savolainen, 2010).  
 
Self-(non-)disclosure 
The concept of self-disclosure helps to further make sense of health information non-sharing. 
Sharing often involves self-disclosure, which is an important strategy to manage personal 
health-related information, particularly concerning serious and chronic health conditions 
(Checton & Greene, 2015; Greene, 2009). Self-disclosure is an interaction whereby one 
person intentionally reveals personal information to the other (Greene, 2009; Lin et al., 2016; 
Zhang, 2017). While self-disclosure has been linked to positive outcomes such as catharsis, 
reflection, seeking help and support (Derlega et al., 2000; Greene, 2009; Lin et al., 2016; 
Rains, 2014; Zhang, 2017) and improved physical and mental well-being (Checton & Greene, 
2015; Greene, 2009; Hawkley & Cacioppo, 2010; Lin et al., 2016; Luo et al., 2012; Zhang, 
2017), self-disclosure can also pose a barrier to sharing health information as it requires 
opening up and being vulnerable. Health issues can be accompanied by embarrassment, guilt, 
self-blame, shame, stigma, and taboo (Derlega et al., 2000; Greene, 2009; Johnson & Case, 
2012; Rains, 2014; Veinot, 2009), thus raising the bar and making it difficult to self-disclose. 
Individuals might also forego self-disclosure to not upset and make others worry, and because 
self-disclosure can lead to social rejection (such as conflicts with relatives, friends, and 
employers) and in the worst case ridicule and abandonment (Chatman, 1996; Derlega et al., 
2000; Greene, 2009; Rains, 2014; Wilson, 2010). 
 

The health disclosure decision-making model by Greene (2009) suggests that the first step 
to self-disclosure consists of an assessment of the health information that might be divulged. 
Symptoms, prognosis, stigma, and relevance of the information are evaluated at this stage. An 
appraisal of the potential information receiver is the second step (Checton & Greene, 2015; 
Greene, 2009). Self-disclosure is more likely when there is social proximity (i.e., a degree of 
closeness and intimacy), a high amount of trust between conversation partners (Chatman, 
1996; Greene, 2009; Lin et al., 2016), and when the person considering sharing perceives a 
low risk and a high benefit of doing so (Wilson, 2010). Indeed, as Manheim (2014) notes, 
“individuals calculate the costs and benefits of threatening information” (Analysis, para. 12). 
Perceived availability, approachability, discretion, being non-judgemental, and the anticipated 
response and expected support are further considerations when deciding to self-disclose or 
withhold health information in everyday social interactions (Chatman, 1996; Checton & 
Greene, 2015; Greene, 2009; Veinot, 2009). In the third step, the individual evaluates his or 
her ability to self-disclose and to share in a way that leads to desired and satisfactory results 
and outcomes (Greene, 2009). In short, the health disclosure decision-making model explains 
the mental process and steps which people go through when consciously deciding to self-
disclose (share) or withhold (not share) personal health information. It should be noted that 
the health disclosure decision-making model does not cover all health information sharing, as 
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health information is not always personal; it can for example take on the form of advice or 
third-party information and gossip, which might lower or remove self-disclosure 
considerations. 
 

Taken together, the concepts of health orientation, information avoidance, uncertainty 
management, and self-(non-)disclosure form the contextual framework and theoretical 
background to interpret and understand this study’s findings pertaining to health information 
non-sharing behaviour. Health orientation refers to the general attitude of individuals 
towards health and health information, while information avoidance and uncertainty 
management explain underlying tendencies and motivations to avoid health information and, 
presumably, not share information. Further, the health disclosure decision-making model 
describes and explains when individuals do share or not share personal health information 
with others. As such, the concepts drawn together herein describe different aspects of (non-
)sharing which help to make sense of health information non-sharing behaviour.  
 

11.3. Study design 

As part of a qualitative audience research about health news, information, and 
communication in relation to ageing, we conducted forty semi-structured, in-depth interviews 
with Flemish adults between the ages of fifty and eighty. A heterogeneous respondent group 
was recruited in terms of age, gender, and education level to prevent sample bias. The 
average age of the respondents was 64.9 years, with the youngest fifty-one and the oldest 
eighty years old. Eighteen men and twenty-two women participated, eleven of which were 
labelled as lower educated (LE; no degree, primary and lower secondary education), fifteen as 
middle educated (ME; higher secondary education), and fourteen as higher educated (HE; 
bachelor’s degree and master’s or university degree). The group of respondents consisted of 
both diagnosed patients as well as health consumers without any diagnosed conditions. All 
respondents were living in or around the city of Ghent, Belgium, and were recruited via paper 
surveys. 
 

The interviews were conducted between April 2015 and September 2015 using a 
predefined topic list (Mortelmans, 2013). Prior to the interview, interviewees signed an 
informed consent to guarantee confidentiality and agreed to the interview being recorded. In 
the interviews, respondents were asked about different ways of obtaining and dealing with 
health information, ranging from actively searching to accidently encountering and avoiding 
information. Sharing and non-sharing were discussed largely in terms of information 
outcomes, that is, of what respondents did with health information they obtained and 
knowledge they possessed. Respondents were asked, for example, if they talked about health 
with others, if they shared health information with others, and with which goals and 
outcomes. All interviews were recorded, transcribed verbatim and analysed qualitatively 
following a thematic analysis approach (Boyatzis, 1998). After a thorough reading, the 
interview transcripts were semi-open coded in the NVivo 12 software to identify and single 
out relevant passages of the conversations (Mortelmans, 2013). The coding book was 
subsequently refined by narrowing down and focusing (axial coding) until data saturation was 
reached and a final coding framework emerged. From this coding framework in turn emerged 
themes related to health information non-sharing behaviour. The following section presents 
the results of the analysis. All respondent quotes have been extracted from the interviews, 
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translated from Dutch into English by the authors, and anonymised to guarantee respondent 
anonymity. 
 

11.4. Results 
From the interviews and their analysis emerge seven distinct themes, which can be viewed as 
reasons for health information non-sharing behaviour. They are 1) health as a non-topic, 2) 
avoid being labelled as ill, 3) individual responsibility, 4) not burdening others, 5) a lack of 
trust in others, 6) a lack of trust in the internet, and 7) avoiding information overload.  
 
1. Health as a non-topic: ‘We don’t talk about health’ 
While sharing health information and experiences appear to be perfectly normal for many 
respondents (Huisman et al., 2020), for some it is a non-topic which is rather not talked 
about. These respondents seem to manage their health in a quite passive and reactive way; 
they only act when something is wrong by visiting their physician. They tend to not look up 
much or any health information and do not want to talk about health with others. In fact, they 
are prone to avoid health information, not wanting to be confronted with bad news and 
negative health stories. 
 

Not so much in the family. Let us say there is less talk about that kind of things. (Male, 58, 
LE) 
 
If there is a problem we go to the doctor, take the medication that is needed, and hope that 
it will be resolved. (Male, 76, LE) 

 
Note how the above respondents shift their usual perspective of ‘I’ to ‘we’ and ‘family’ when 
they talk about health as a topic of conversation, underscoring the inherent social nature of 
health information (non-)sharing. Interestingly, the respondents who share these sentiments 
and deem health a non-topic are overwhelmingly male and lower educated. This suggests 
that lower educated males are more likely to have a passive or lower health orientation, 
which translates to health as a non-topic and health information non-sharing behaviour. 
 
2. Avoid being labelled as ill: ‘I am not my illness’  
Respondents indicate they do not disclose and share health information to avoid being 
labelled as ill, be treated differently, and to avoid stigma. The following respondents found in 
the past that people tended to react differently to them and see and label them as patients. 
In response, these interviewees became wary of sharing health experiences and information: 
 

I had a cardiac arrest a long time ago, so I had to recover from that. When people know 
that about you, they look at you differently. They really look at you differently. (Female, 52, 
ME) 
 
It is not a taboo, but the fact that someone is labelled as sick… I think that is not necessary. 
You do not change when you have diabetes. But most people respond differently when you 
have an illness. (Female, 64, ME) 

 
Respondents mention that they sometimes employ strategies to actively hide their health 
afflictions, such as minimising the symptoms of their condition so that it is not noticed by 
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others (Rains, 2014) and simply not informing others about their health afflictions. Echoing 
the findings of Chatman (1996), respondents thus occasionally engage in secrecy to not 
disclose and share their health status and information. 
 
3. Individual responsibility: ‘I am not a doctor’ 
Respondents of different ages and levels of education adamantly state that they do not want 
to talk about their health with others, nor listen to and talk about the health problems of 
others. They contend that everyone is responsible for his or her own individual health and 
that every person and body is different and requires an individual, professional approach, 
which in their opinion can only be provided by a physician and not by laypersons like 
themselves. They therefore believe that one should go to a doctor and not discuss (share) 
health with others who cannot really be of help. 
 

You can talk about your health situation with a doctor, but not with me. It is your own 
responsibility. Make your own plans, but do not talk to me about it the whole time. I am not 
a doctor. (Female, 67, ME) 
 
Your body is not my body. Bodies are different, and every person is different. To get good 
information, you need to visit the doctor. (Female, 78, LE) 

 
These opinions not only originate in the argument mentioned above, but also more generally 
in older adults’ preference and habit to rely on their physician for advice, diagnosis, and 
treatment. Seeing the doctor as the ultimate medical authority, these respondents appear to 
prefer to avoid and not share health information with others in everyday life as much as 
possible. 
 
4. Avoid burdening others: ‘I do not want to worry others’ 
Almehmadi et al. (2014) found that not wanting to burden others and keeping their feelings in 
mind were important reasons to withhold and not share health-related information. 
Respondents in our study also indicate not wanting to bother and burden others with their 
health experiences and issues, believing it to be unnecessary or unwanted to talk about 
health all the time. The following 79-year old respondent, who lived in a home for the elderly, 
remarks, for instance, that since health problems are part of daily life for most people of her 
age, she does not want to talk about it: 
 

Nowadays everyone has problems. There are some very old people here. There are people 
in their 90s, someone became 100 years old. I do not want to bother them. And what 
advice can you give those people? (Female, 79, HE) 

 
While sharing might figuratively speaking be linked to caring, non-sharing in this context also 
means to care about others, that is, by evaluating the relevance of information and keeping in 
mind others’ situation and information needs and wishes. 
 
5. Lack of trust: ‘I do not trust others in matters of health’ 
Respondents employ various strategies to appraise health information exchanged in everyday 
conversations. They determine whether others can be trusted, i.e., whether that person has a 
reputation of trust and being knowledgeable by for example having a professional medical 
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background and/or relevant health experiences. Overreactions and wrong advice are reasons 
to not divulge one’s health condition and information and to stay away from people who give 
poor advice. A lack of trust and credibility might lead to information shared in social 
interactions being discarded, not being open and willing to listen to the health experiences of 
others and refusing to share any health information with others.  

 
I will not talk about my melanoma with a stranger who has had melanoma, because I don’t 
know her. I talk to people I know and trust. (Female, 70, HE) 
 
You have a cold and they say you are dying. You should not inform yourself by talking to 
such people and you certainly should not believe them. (Female, 64, ME) 

 
Experienced patients with chronic health conditions, such as the below respondent living with 
rheumatism, indicate that even family and friends are often simply not knowledgeable 
enough to talk to (share) about their health, let alone get advice from them: 
 

Advice from friend and relatives I take with a grain of salt. They are not specialists. If they 
say to me, ‘Why don’t you try this?’, I think, ‘Sure, I have been living with rheumatism for 
forty years, so what are you talking about? (Female, 68, ME) 

 
Trust and reliability thus play an important role in everyday social interactions and the 
exchange of health information. Specifically, they relate to self-disclosure (evaluation of 
risk/benefit, social proximity, anticipated response), as well as to avoiding untrustworthy and 
unreliable sources of health information.  

 
6. Lack of trust: ‘I do not trust the internet’ 
Most respondents do not use the internet to share health information, preferring face-to-face 
interactions over the anonymity of the internet or lacking the necessary computer and 
internet access and skills. Some study participants are opposed to sharing and reading health 
experiences online, believing these might be coloured and embellished out of commercial 
motives or to seek attention. Further, in the health information sharing context respondents 
appear to dislike the anonymity of the internet, as it undercuts the sense of trust and 
reliability established within offline, face-to-face social networks and interactions. Thus, 
anonymity, found in past studies to be an important factor in encouraging digital self-
disclosure (Rains, 2014), is perceived by respondents as a barrier to self-disclosure and health 
information sharing. Besides the aspects of trust, reliability, and anonymity, interviewees 
mention that sharing health information and experiences online often leads to negative 
outcomes, such as people playing doctor and egging each other on.  
 

Those forums are ridiculous. Sometimes I accidently click on a wrong link and end up on a 
forum where people give each other… they play doctor. It is ludicrous. That would be the 
last place where I would get information from. (Female, 55, LE) 
 
It is such a chatter and egging each other on. Like, ‘I have this and I did this, you should 
take care about this and do that’. That is really not for me, those wild tales. I do not trust 
them. Everyone just wants to tell their own story. It doesn’t help me. (Female, 59, HE) 
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Only a few respondents were active on social networking sites such as Facebook, but they all 
stated that they would never trust any health information appearing there nor take any 
action. 
 

Thousands of people suffer from something different. On Facebook you read for example a 
lot about sleeping pills. I will never take those. Or vitamins. No, no, no. I will never take up 
on those kinds of things, never ever. (Male, 51, ME) 
 
I certainly will not trust any [health information] on there. If you see what they put up there 
every day… (Male, 58, LE) 

 
Remarkably, the statements above about the internet and Facebook all come from 
respondents on the lower end of the age spectrum in our study, being respectively 51, 55, 58, 
and 59 years old. Their opinions suggest that they have reached a certain level of 
computer/internet/health literacy which enables them to confidently appraise health 
information sources and denounce the chatter and ‘playing doctor’ on social media and 
forums where health information and experiences are shared and discussed by laypersons. 
 
7. Avoiding information: ‘I want to avoid too much negative information’ 
Too much information can have adverse effects such as information overload, anxiety, and 
stress (Barbour et al., 2012, Bawden & Robinson, 2009). Respondents indicate that they 
frequently avoid health information to ward off information overload. Moreover, they 
mention that they do not want to burden themselves with health information to avoid 
hypochondriac thoughts and to keep negative health stories and news out of their lives.  
 

You are so overwhelmed with information, about health and other things. I try to put things 
in perspective and consult with someone who is really knowledgeable. (Female, 52, ME)  
 
I don’t have to know everything about things I am not confronted with in my immediate 
environment. I do not have to become a walking encyclopaedia. (Female, 65, ME) 

 
Respondents not only try to avoid health information on the internet and from other media 
channels, but also by minimising and avoiding health as a topic of conversation in 
interpersonal interactions. As such, they are less open and willing to engage in the exchanges 
of health information in everyday informal interactions. 
 

11.5. Discussion 
Whilst our previous study found that everyday informal sharing behaviour plays a prominent 
role in the acquisition, exchange, and circulation of health information of Flemish adults 
between the ages of fifty and eighty (Huisman et al., 2020), the present explorative work 
nuances these findings with seven themes or reasons for non-sharing behaviour. These 
reasons are 1) perceiving health as a non-topic; 2) avoid being labelled as ill; 3) deeming 
health an individual responsibility; 4) avoid bothering and burdening others; 5) a lack of trust 
in others; 6) a lack of trust in the internet; and 7) avoiding information. In part, these themes 
correspond with the work by Chatman (1996), who found secrecy, deception, risk-taking, and 
situational relevance to be important factors in the non-sharing of information. For instance, 
avoid being labelled as ill involves secrecy and perhaps deception, although the latter was not 
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discussed in our interviews. Avoiding bothering and burdening others as well as avoiding 
information appear to be examples of Chatman’s situational relevance, while a lack of trust in 
others and the internet can be related to Chatman’s notion of risk-taking; evaluating the value 
of the information, the level of trust in others, and the risks involved in sharing that 
information.  
 

Due to a persistent lack of theoretical and empirical literature, we constructed a contextual 
framework by linking health information non-sharing behaviour to various concepts from 
information and health communication studies. Underwriting the link between health 
orientation and health information behaviour (Dutta-Bergman, 2004b, 2005), we find that 
respondents with lower levels of health orientation seem more likely to avoid or ignore health 
information altogether. Instead of looking up information and talking (thus sharing) about it 
with others, they prefer to limit their health information experiences to going to the doctor 
when they are concerned or experiencing health problems. This confirms our expectation that 
individuals who do not share health information are more likely to be passive or unconcerned 
individuals, rather than pro-active health-responsive (Ferguson, 1991; cited in Johnson & 
Case, 2012; Van der Rijt, 1996). Different levels of health orientation thus appear linked to, 
and to some extent explain, individual considerations and tendencies to either share or not 
share health information with others in everyday life. Furthermore, health orientation relates 
to the two themes which do not match Chatman’s (1996) findings – health as a non-topic, and 
deeming health an individual responsibility – as well as the seventh theme – avoiding 
information – given that health orientation describes the attitudes, beliefs, motivations, and 
behaviour of individuals towards health and health information (Dutta-Bergman, 2004b; 
Johnson & Case, 2012). In other words, deeming health an individual enterprise and a topic to 
avoid stems from respondents’ perceptions of and attitudes towards health, and thus they 
are part of, and follow, respondents’ health orientation. The findings also indicate that 
information avoidance, uncertainty management, and self-disclosure play roles in the social 
life (i.e., interpersonal exchange and circulation) of health information, including non-sharing. 
That is, avoiding and not talking with others about health matters (health as a non-topic) can 
be a form of uncertainty management, while not trusting others or the internet to share 
health information with links back to self-(non-) disclosure.  
 

From an overarching perspective, our findings suggest that respondents not only have 
various reasons to not share, but also that they employ various filtering and withdrawal 
strategies (Manheim, 2014; Savolainen, 2007a) towards health information in everyday 
settings. Filtering strategies are used to filter out useless and unreliable health information 
circulating in social networks, such as information which comes from individuals who are 
deemed untrustworthy. Withdrawal strategies help to limit the daily amount of health 
information or avoid it altogether, including information exchanged in everyday social 
interactions. These strategies appear to be employed consciously by respondents to serve 
multiple purposes, ranging from self-protection and keep health private (Chatman, 1996) to 
avoiding stigma and being labelled ill, as well as reducing uncertainty and information 
overload.  
 

In terms of relevance and implications, the present study not only contributes to the 
understudied and underdeveloped field of (health) information non-sharing behaviour in 
everyday life, but also adds to the growing body of literature that more generally deals with 
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information non-seeking (Martinez, 2014) or non-information behaviour (Manheim, 2014). 
The non-sharing of health information might result in individuals missing out on beneficial 
information (Chatman, 1996; Martinez, 2014), which in turn may contribute to an overall lack 
of health information and knowledge (Case & Given, 2016; Chatman, 1996; Manheim, 2014). 
This information poverty (Chatman, 1996) can in turn lead to negative health outcomes, for as 
Martinez (2014) reminds us, “what may begin as an information disparity can quickly translate 
into a health disparity” (p. 714). Reasons for health information non-sharing and non-
disclosure are thus important, especially when they impact health decision making processes, 
behaviour, and outcomes. While self-disclosure has been found beneficial to physical and 
mental wellbeing (Checton & Greene, 2015; Greene, 2009; Hawkley & Cacioppo, 2010; Lin et 
al., 2016; Luo et al., 2012; Zhang, 2017), non-disclosure can lead to a lack of social support 
(Cline, 2014a) and tensions and stress accumulating, thus reinforcing negative feelings and 
emotions (Rains, 2014) and potentially resulting in physical and psychological issues (Zhang, 
2017). This might be even more salient among older adults, who, as they age, are likely to 
experience loneliness and social isolation as they lose people around them to share health 
experiences with. The seven themes related to non-sharing found herein might therefore be 
of interest to health communication researchers and healthcare practitioners engaged in 
countering loneliness among older adults and stimulating healthy ageing and participation in 
society. As using and responding to information is an essential part of dealing and coping with 
health issues (Ek & Heinstrom, 2011), a better understanding of differences in health 
information behaviour might contribute to the development and enhancement of health 
communication practices and the design and tailoring of health information messages. This, in 
turn, might positively influence people’s wellbeing. 
 

11.6. Conclusion 
Expanding on our previous work on health information sharing, the present study finds seven 
themes or reasons why Flemish adults between the age of fifty and eighty choose to withhold 
rather than disclose, and not share rather than share, health information and experiences 
with relatives, peers, and others in everyday informal social interactions. The findings 
contribute to further illuminating non-information behaviour (Manheim, 2014) within 
information studies, while also offering insights relevant to health communication researchers 
and healthcare practitioners.  
 

Naturally, the present findings should be considered in the light of the limitations of the 
study. The study sample was restricted in the number of respondents and, because of the 
inquiry being embedded in a larger research project, consisted of a population characterised 
by a wide age range. Given the explorative nature of this contribution, however, we do not 
deem the latter to be a significant hindrance. Further, the qualitative character of our 
fieldwork did not allow for a representative quantitative analysis, such as the one carried out 
by Van der Rijt (1996), to establish health orientation typologies and link these directly to 
information non-sharing behaviour. A quantitative follow-up study might be able to link 
health orientation to variables such as age, gender, education, social relationships, and health 
status to gain deeper insights into which individuals are likely to share health information and 
which do not. Furthermore, a quantitative study could be useful to test, refine, and possibly 
expand on the seven themes found herein. As little research has been carried out about non-
sharing behaviour in everyday informal social settings, future studies might extend the field 
beyond the health context and to other demographic groups. Finally, it will be both 
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interesting and relevant to explore outcomes of non-sharing: do non-sharers, for instance, 
experience information poverty and different health and health information outcomes than 
people who do share? Regardless of the study limitations and the questions left open for 
future study, the present work demonstrates that health information non-sharing is a 
pertinent type of health information behaviour, worthy of attention and inquiry.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



180 
 

Chapter 12: The Alzheimer case: Perceptions, knowledge and the 

acquisition of information about Alzheimer's disease by middle-aged 

and older adults in Flanders 
 

Abstract 
Alzheimer's disease (AD) is a major health concern as the world population ages. Yet, few 
studies have examined what the public over the age of 50 knows about AD. This qualitative 
study, based on 40 in-depth interviews, examines the knowledge of AD by Flemish people 
between 50 and 80 years old and their cross-source engagement with information sources. 
Building on AD media representations and theories on media complementarity and health 
information behaviour, we find that respondents mostly encounter AD information non-
purposively via traditional mass media and interpersonal communication, while the internet is 
occasionally used to purposefully seek information. Novels, personal experiences/social 
proximity, public figures and particularly film stand out as channels and sources of AD 
information, suggesting that fictional narratives, personal experiences and being able to 
identify with others leave lasting impressions and help to communicate and disperse AD 
information. However, common misconceptions and gaps in knowledge persist, including AD 
being considered part of the normal ageing process and old age as well as confusing AD with 
Parkinson's disease. The biomedical perspective and the tragedy discourse prevail among the 
majority of respondents, who describe AD in terms of decline, loss and death and as ‘the 
beginning of the end’. Only a few, typically female respondents, appear aware of the role of 
individual health behaviour and lifestyle choices to prevent dementia or delay its onset. The 
misconceptions of AD and gaps in knowledge, as well as the fact that a third of all cases of 
dementia might be delayed or prevented by managing lifestyle and other risk factors, stress 
the importance of public educational programmes and the need to emphasise and raise 
awareness of preventative behaviour. Overall, the findings from this study can be of help to 
public health communicators and dementia-awareness campaigns, as well as AD training 
programmes for health-care professionals and family care-givers. 
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12.1. Introduction 
Deemed one of the biggest contemporary health concerns (Johnstone, 2013; Kenigsberg et 
al., 2016; Livingston et al., 2017; World Health Organization (WHO), 2019), Alzheimer's 
disease (AD) is said to strike fear in the hearts and minds of the public (Cahill et al., 2015; 
Clarke, 2006; Johnstone, 2013; Kessler & Schwender, 2012; Van Gorp & Vercruysse, 2012; 
Zeilig, 2013). Accounting for 60–80 per cent of all cases of dementia (Johnstone, 2013; WHO, 
2019), AD is a chronic, progressive and non-curable neurodegenerative condition which starts 
mildly and develops gradually. The condition affects various functions of the brain, leading to 
degradation, the loss of cognitive faculties and ultimately death (Johnstone, 2013; Livingston 
et al., 2017; WHO, 2019). The number of individuals living with AD is expected to rise as the 
world population ages (Johnstone, 2013; Livingston et al., 2017; WHO, 2019), which has led to 
alarmist news stories heralding an imminent AD ‘crisis’, ‘epidemic’, ‘flood’, ‘plague’ or 
‘tsunami’ (Behuniak, 2011; Johnstone, 2013; Medina, 2018; Peel, 2014; Zeilig, 2013). In 
parallel to the growing emphasis on AD as a global health priority (Cations et al., 2018; WHO, 
2019), a growing body of empirical work has examined the general public's understanding of 
the condition (Cahill et al., 2015). The overwhelming majority of these studies are quantitative 
in nature (Cahill et al., 2015; Cations et al., 2018), while qualitative studies are limited in 
number and somewhat dated (see Cahill et al., 2015). In their literature review, Cahill et al. 
(2015) therefore call for more qualitative research to examine in depth the public's 
knowledge and understanding of AD. 
 

The present qualitative study seeks to improve our understanding of the perceptions and 
knowledge of AD in middle-aged and older adults between 50 and 80 years of age, as well as 
where they obtain their information on AD from. Our study is thus guided by the following 
research question: What do Flemish adults aged 50 and over know about AD, and where do 
they obtain their information from? 
 

The data from our study come from Flanders, the Dutch-speaking part of Belgium. The 
novelty of this contribution is fivefold. First, as mentioned above, we contribute to the few 
qualitative studies which have examined public perceptions and knowledge of AD. Second, 
few studies around this topic have been carried out specifically with adults over the age of 50, 
despite age being the biggest risk factor for developing dementia (Livingston et al., 2017; 
WHO, 2019). Third, to our knowledge, no studies have been undertaken in Belgium that have 
examined public perceptions and understanding of AD. Fourth, we go beyond a mere 
evaluation of AD perceptions and knowledge (what is known) to also understand where study 
participants get their information from (how do they know). Fifth, by employing the 
theoretical concepts of media complementarity (Dutta-Bergman, 2004a) and information 
behaviour (Case & Given, 2016; Johnson & Case, 2012), we approach the topic from a media 
and communications perspective. To that end, we review the literature regarding public 
perceptions and media depictions of AD, media complementarity and health information 
acquisition. 
 

12.2. Literature review 
Public perceptions of AD 
Over the past few decades, studies have consistently found that the general public has limited 
and poor knowledge of AD (Cahill et al., 2015; Cations et al., 2018), although it has been 
suggested that knowledge levels are increasing and improving over time (Cations et al., 2018). 



182 
 

Nonetheless, there are various public misconceptions about AD which seem to persist over 
time. The most common one is that AD is a normal, non-preventable and unavoidable 
occurrence in old age (Cahill et al., 2015; Cations et al. , 2018; McParland et al., 2017). In 
reality, AD and related conditions differ from and can be distinguished from the natural 
ageing process (Kenigsberg et al., 2016; Livingston et al., 2017; WHO, 2019). Basting (2009) 
argues that public perceptions and misconceptions of dementia largely come from popular 
culture, that is, traditional mass media and the internet. Indeed, ‘The stories we tell about 
dementia in the mainstream media create the backdrop against which we forge our 
understandings of and attitudes toward it’ (Basting, 2009, p. 31). The ageing world 
population, coupled with a growing number of individuals living with dementia, has led to AD 
increasingly featuring as a newsworthy topic in information-focused media and as a theme in 
entertainment-oriented media (Medina, 2018; Segers, 2007; Van Gorp & Vercruysse, 2012). 
Communication and media scholars have not only examined how AD is represented in 
traditional mass media programmes and publications, but also how the media provide 
information about AD and shape public perceptions of and attitudes towards dementia 
(Basting, 2009; Johnstone, 2013). This latter research focus is important as media users are 
likely to, both consciously and unconsciously, derive their perceptions, knowledge and 
understanding of AD from traditional mass media (Bailey et al., 2019; Basting, 2009; Clarke, 
2006; Kessler & Schwender, 2012; Kline, 2011; Peel, 2014; Rains, 2007; Tian & Robinson, 
2009; Van Gorp & Vercruysse, 2012) with film particularly contributing to the public visibility 
of AD (Capstick et al., 2015; Gerritsen et al., 2014; Medina, 2018; Segers, 2007). 
 
Media depictions of AD 
Prior studies have exposed two dominant AD media narratives, which are in turn related to 
public discourses on dementia. From a biomedical perspective, AD stems from the 
malfunctioning of the individual body (Clarke, 2006; Peel, 2014) and is detached from the 
natural ageing process (Johnstone, 2013; WHO, 2019). The biomedical perspective 
emphasises pharmaceutical intervention as the first and foremost or even only solution 
(Bailey et al., 2019; Clarke, 2006), while largely ignoring the social aspects including the 
environment of the person living with AD, as well as non-pharmaceutical treatments, 
including assistive technologies, coping strategies and self-management (Bailey et al., 2019; 
McParland et al., 2017). Furthermore, as McParland et al. (2017, p. 258) explain, because of 
its “explicit focus on loss of function, decline and death”, the biomedical perspective is also 
known as the ‘tragedy discourse’. From a lifestyle perspective, which is grounded in a broader 
context of healthy ageing (McParland et al., 2017), AD is viewed as stemming from individual 
health behaviour and lifestyle choices (e.g. unhealthy diet, lack of exercise, smoking, 
consumption of alcohol) (Clarke, 2006; McParland et al., 2017; Peel, 2014). In other words, 
the lifestyle perspective emphasises individual responsibility to prevent or delay the onset of 
dementia by living healthily and actively (Bailey et al., 2019; Peel, 2014). By extension, the 
related ‘living well discourse’ attempts to counter and nuance the biomedical perspective on 
AD and the tragedy discourse by shifting the focus from decline and loss to living well with 
dementia, that is, emphasising social inclusion rather than exclusion and supporting 
individuals’ remaining strengths and abilities (McParland et al., 2017). In short, the living well 
discourse emphasises living with dementia rather than dying with dementia. 
 

Previous work has demonstrated that the biomedical perspective and the tragedy 
discourse not only dominate media narratives and representations of dementia (Kessler & 
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Schwender, 2012; Van Gorp & Vercruysse, 2012), including the news (Bailey et al., 2019; 
Clarke, 2006), but also the general public's understanding of dementia (McParland et al., 
2017). Media narratives of AD and dementia generally focus on the decline and deficits 
caused by these conditions (Kessler & Schwender, 2012; Van Gorp & Vercruysse, 2012). The 
‘horror’ of dementia is emphasised (Peel, 2014), with AD described as an aggressive and 
stealthy invader and parasite (Bailey et al., 2019; Clarke, 2006; Van Gorp & Vercruysse, 2012), 
a predatory thief (Johnstone, 2013) or as a relentless monster which steals people from 
themselves (Behuniak, 2011; Johnstone, 2013; Van Gorp & Vercruysse, 2012; Zeilig, 2013). 
The use of metaphors and stereotypes in describing AD has been extensively studied (Basting, 
2009; Behuniak, 2011; Johnstone, 2013; Zeilig, 2013), as metaphors work to structure ‘what 
people think, perceive, experience, and how they behave and relate to other people living 
with or talking about Alzheimer's disease’ (Johnstone, 2013, p. 24). These studies find that 
people living with AD are often negatively stereotyped, stigmatised and ultimately 
‘dehumanised’, as ‘losing oneself’ – i.e. the loss of memory, orientation and ability to 
communicate – becomes equal to the loss of humanity and personhood (Behuniak, 2011; 
Johnstone, 2013; McParland et al., 2017; Medina, 2018). In the latter stages of AD, the 
individual might be deemed a ‘non-person’ whose body is still present, but whose brain has 
been destroyed, leaving only an ‘empty shell’ (Behuniak, 2011) without identity (Van Gorp & 
Vercruysse, 2012) who might be likened to a zombie (Behuniak, 2011; Zeilig, 2013). 
 

Media narratives tend to portray and emphasise the rapid development of AD and its 
symptoms, focusing on the latter, terminal end-stages in which severe memory loss and 
aggressive, irregular and unsocial behaviour occurs, such as delusions, hallucinations and 
wandering (Clarke, 2006; Medina, 2018; Van Gorp & Vercruysse, 2012). However, besides 
dementia being a complex condition (Livingston et al., 2017; McParland et al., 2017), 
cognitive health comes in variations, from functioning normally to mild impairment and 
severe dementia (Johnstone, 2013). By ignoring the slow development of AD and its early 
stages, which consist of only minor symptoms, disturbing narratives and images of the latter 
stages tend to become representative of the entire condition and its degenerative process 
(Capstick et al., 2015; Clarke, 2006; Van Gorp & Vercruysse, 2012). Medina (2018) notes in 
this regard that forgetfulness and disorientation have been firmly implanted in the public's 
perception of AD by Western social and cultural imagery. Adults in France, Germany, Italy, 
Poland, Spain and the United Kingdom were, for instance, found to be “aware of only the 
debilitating symptoms characteristic of the late stages of the condition and have little 
knowledge about the early-stage symptoms” (Rimmer et al., 2005, p. 23). As a result, anxiety, 
fear and the idea that AD equates with death in the short term have crept into the public 
consciousness (Bailey et al., 2019; Johnstone, 2013). Indeed, “the sense of horror associated 
with dementia that has been introduced to the public through a variety of cultural texts has 
alarmed and increased anxiety about it in public opinion” (Medina, 2018, p. 3). 
 

In short, the traditional mass media disseminate information and perpetuate stereotypes 
about AD through narratives and depictions, often in line with the biomedical perspective and 
the tragedy discourse. They do so in conjunction with other sources of health information, 
such as the internet and interpersonal communication. The theoretical concepts of media 
complementarity (Dutta-Bergman, 2004a) and information behaviour (Case & Given, 2016; 
Johnson & Case, 2012) help to examine and understand what people know about AD and 
where they get their understanding from. 
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Media complementarity 
The ‘information-media environment’ (Rains, 2007) has greatly expanded in the 21st century, 
with people able to obtain health information from numerous traditional mass (e.g. 
magazines, newspapers, film, radio, television) and digital (e.g. websites, forums, social 
networking sites, blogs, vlogs) media sources. Arguing for media compatibility rather than 
competition and displacement, Dutta-Bergman (2004a) proposes that people use different 
media in complementarity within specific content domains such as health. As part of his 
media complementarity theory, Dutta-Bergman (2004a) suggests that people who are 
interested and/or invested in a certain topic (such as AD) are likely to seek information 
actively from multiple media sources. The media complementarity model is underpinned by 
the audience-centred uses and gratifications theory, which proposes that individuals have 
communication and information needs which can be met in various ways (i.e. by traditional 
mass media as well as digital channels) (Rubin, 2009; Tian & Robinson, 2009). Emphasising 
purposive media choice and use, the uses and gratifications theory assumes that people have 
the motivation, awareness and ability to select and use certain channels of information to 
satisfy their needs and wants (Rubin, 2009). Thus, someone who wants to know about AD 
might choose from a range of different health information sources (Dutta-Bergman, 2004a; 
Rains, 2007; Tian & Robinson, 2008b). As different sources provide different types and 
quantity and quality of information, they might complement and augment each other. For 
instance, a newspaper article reporting on the latest AD news might prompt readers to visit 
the website of a patient association to find a more detailed explanation. 
 

Moreover, health information might be obtained from medical sources ( e.g. health-care 
professionals) and everyday interpersonal social interactions with, for instance, relatives, 
friends, neighbours and colleagues (Cline, 2011; Dutta-Bergman, 2004a; Johnson & Case, 
2012). Social proximity and experiential exposure (e.g. observing, interacting with someone 
living with AD) have been recognised as predictors of condition awareness, knowledge and 
concern (Cahill et al., 2015; Rimmer et al., 2005) and being more attuned to news and 
narratives about AD in traditional mass media (Kline, 2011). Following Tian and Robinson 
(2008b, 2009), who extend Dutta-Bergman’s media complementarity theory to include 
interpersonal communication, we expect that complementarity between traditional mass 
media and digital media as sources of AD knowledge extends to interpersonal interactions. 
 
Health information acquisition 
Dutta-Bergman’s (2004a) media complementarity theory has been employed to examine how 
information channels complement each other when people actively and intentionally seek 
health information (Rains & Ruppel, 2016; Ruppel & Rains, 2012; Tian & Robinson, 2008b). 
Importantly, Tian and Robinson (2008a, 2009) extend the media complementarity theory 
towards incidental and non-purposive health information acquisition. Labelled in the 
literature as information encountering and exposure (Case & Given, 2016; Johnson & Case, 
2012) or scanning (Hornik et al., 2013), this type of information engagement refers to the 
unintentional acquiring of information through exposure to routinely and habitually used 
sources of information, both mediated and interpersonal (Case & Given, 2016; Hornik et al., 
2013). Information about AD might, for example, be unintentionally acquired when reading a 
lifestyle magazine or seeing an item about drug treatment development on the news. In these 
situations, health information is not actively sought after but rather encountered accidentally. 
The unintentional acquiring of information through exposure plays an important and 
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dominant role in how people engage with information, as it requires less or minimal effort 
compared to deliberately seeking information and because it takes place much more 
frequently than active information seeking (Hornik et al., 2013). 
 

In sum, the extant literature suggests that people obtain health information actively and 
purposively (seeking) as well as unintentionally and non-purposively (encountering) from a 
variety of mediated and interpersonal channels and sources. This ‘expanded media 
complementarity theory’, which includes, besides traditional mass media and digital media, 
interpersonal channels of information and the notion of purposive and non-purposive 
information acquisition, serves as the theoretical starting point for this study. 
 

12.3. Study design 
Sample and data collection 
Between April and September 2015, we conducted 40 qualitative, semi-structured interviews 
with Flemish adults between the age of 50 and 80. With the help of local service centres and 
OKRA, the largest Flemish association for older people, a heterogeneous group of 
respondents was recruited in terms of age, gender and educational background (see Table 9). 
 
Table 9 – Participant characteristics 

 Full sample 

n % 

Gender   
 Female 22 55.0 
 Male 18 45.0 
Age   
 50-60 12 30.0 
 61-70 20 50.0 
 71-80 8 20.0 
Highest educational level   
 Primary / lower secondary  11 27.5 
 Higher secondary 15 37.5 
 University or postgraduate 

degree 
14 35.0 

Employment   
 Employed 14 35.0 
 Unemployed 1 2.5 
 Retired 25 62.5 
   

 

The youngest and oldest participants were 51 and 80 years old, respectively, with an 
average respondent age of 64.9 years. There was a slight tendency towards higher education 
(HE: university or postgraduate degree) and middle education (ME: higher secondary) 
compared to lower education (LE: primary and lower secondary) levels (HE: 35%, ME: 37.5%, 
LE: 27.5%). None of the study participants had a dementia diagnosis and none were primary 
care-givers for someone living with dementia at the time of the interview, although several 
respondents had relatives who lived with AD or who had the condition in the past. 
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The interviews were conducted using a predefined topic list (Mortelmans, 2013), keeping 

the questioning as open as possible to immerse in and understand health attitudes and 
information needs and behaviours fully. Being part of a larger audience research about health 
communication and information in relation to ageing, the interviews broadly covered health 
information behaviours and experiences (Case & Given, 2016). Respondents were asked 
about their definitions of health, illness and health information, as well as their sources and 
use of health information. Three specific cases of health knowledge and information 
behaviour were brought up, namely AD, diabetes and sleeping disorders, with respondents 
relating what they knew about AD and where they had obtained their knowledge from. 
 
Analysis 
The interviews were recorded and transcribed verbatim to be analysed qualitatively. After a 
meticulous first reading of the transcripts, we employed semi-open coding in NVivo 12 to 
identify and code relevant parts of the transcripts by simultaneously employing inductive 
categories (from the data) and deductive coding categories (derived from an exhaustive 
literature review) (Mortelmans, 2013). By carrying out a thematic analysis of the data 
(Boyatzis, 1998), we made ongoing comparisons between the empirical data and its place 
within conceptual frameworks and the literature. A subsequent round of coding was carried 
out to narrow down and group the observations and descriptions, thus allowing for coherent 
interpretation and translation into concepts. The final stage of the analysis further reduced 
the data in order to focus on the relevant findings. The following sections present our findings 
pertaining to the perceptions, knowledge and acquisition of information about AD. The first 
part explores respondents’ perceptions and knowledge of AD, the second part zooms in on 
AD information sources. All respondent quotes have been extracted from the transcripts, 
anonymised and translated from Dutch into English by the authors. 
 

12.4. Results 

Perception and knowledge 
Respondents generally described AD as a decaying of the individual, which starts with 
forgetting things and being confused and ends with completely forgetting everything and 
returning to a child or baby-like state. More specifically, AD was talked about as brain decline, 
degeneration or damage, as well as the ‘drying out’ and dying off of the brain: 
 

I think it is primarily your mind that has lost its way. Not recognising people anymore, not 
knowing where you are, what you have to do. (Female, 65, ME) 

 
Forgetfulness and loss of memory and orientation were by far the most frequently mentioned 
symptoms. AD was also related to strange behaviour and being confused, loss of decorum 
and manners, no longer recognising others, repeating the same things over and over, loss of 
mobility, inability to carry out daily tasks, tremors, black-outs, mood swings and 
aggressiveness: 
 
  

My grandfather was absentminded and sometimes began to shout. In the end he was 
nothing more than a foetus. That was awful. The few moments he was a bit better and 
realised that something was wrong, he became aggressive. (Female, 52, ME) 
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The cause of AD was primarily thought to be old age, followed by hereditary factors. A few 
respondents talked about alternative causes such as stress and (noise) pollution. Although 
some informants indicated that AD can manifest itself in younger people, the condition was 
characterised by almost all as typical among older people. A substantial number of 
respondents, though certainly not all, believed AD to be inevitable and inherent to the normal 
ageing process. This respondent believed that eventually everyone would come to live with 
dementia: 
 

They say that it is a normal phenomenon. Everyone will get it, but with one it goes faster 
and with the other it develops very slowly. (Male, 64, LE) 

 
Fear 
Dementia in general and AD specifically evoked considerable dread in respondents. They 
strongly associated AD with losing oneself (identity) as well as losing one's dignity and control 
over life. Some respondents talked about AD as a condition which makes people die twice: 
first when the individual ‘loses’ him- or herself, and a second time when the body dies 
physically: 
 

I think it means to say farewell twice. When you reach the stage that there is no more 
contact, you have said farewell to others. And again when you die. (Male, 79, LE) 

 
Respondents commonly described AD as a frightening health threat, both for themselves 
(older participants) as well as for their parents, other relatives and friends (younger 
participants): 
 

It is the beginning of the end. (Male, 67, ME) 
 
It must be a terrible thing. I hope I never have to experience it with my mother. (Male, 51, 
ME) 

 
Echoing the notion of the ‘beginning of the end’, some respondents thought of living with 
dementia as the worst possible thing that could happen to them. These informants 
spontaneously talked about their preference for a painless and/or quick death over having to 
live their final years with AD: 
 

I hope wholeheartedly that when it happens to me, it is over and done very quickly. 
(Female, 65, ME) 
 
They can give me a suicide pill if I ever get it. (Female, 71, LE) 

 
Confusion with other conditions 
Despite common fears and concerns, many respondents were not able to distinguish clearly 
between AD and dementia, instead using them interchangeably. More surprisingly, AD was 
quite often confused with Parkinson's disease, with respondents wondering aloud about 
memory loss and tremors being symptoms of both conditions: 
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Parkinson's is when they start to tremble? But Alzheimer's is that they slowly become 
demented? That they forget things, that they do not recognise you anymore. Because 
Alzheimer's and dementia are the same, or…? (Female, 80, ME) 
 
Alzheimer's, for me, is dementia, uh … I always confuse Alzheimer's and Parkinson's. 
Parkinson's is that shaky feeling. (Male, 68, HE) 

 
Treatment and prevention 
The vast majority of respondents knew that there is no cure for AD. Precisely this awareness 
seemed to lie at the root of respondents’ AD-related anxiety: 
 

When I see that they cannot do anything about it currently, I get a bit of a nervous 
stomach. (Female, 55, LE) 

 
Although informants could not come up with any details, they remembered having seen, 
heard or read news regarding the development of AD drug treatment: 
 

I heard on the news one time that there was a small breakthrough around Alzheimer's 
disease, with a tone of voice like ‘hip hurray’. (Female, 55, LE) 

 
A large proportion of respondents thought that it was possible to retain the quality of life of 
people living with AD with drug treatment, but that it was not possible to slow down or 
stabilise the progress of the condition and the overall decline: 
 

I do not think it can be cured. They are probably able to maintain your quality of life with 
medication. But usually these people are in decline, as far as I know. (Male, 58, LE) 

 
Typically, some female respondents mentioned that dementia might be avoided or delayed 
through lifestyle factors, such as living healthily, physical exercise, and activating and training 
the brain. However, these informants appeared to not be entirely sure and in fact be in doubt 
whether dementia can truly be avoided or delayed by managing lifestyle factors. During the 
interviews, these respondents were wary of not appearing gullible, that is, of appearing to 
believe just about anything they heard and read. Instead, these study participants 
emphasised their common sense and an attitude of ‘no harm, no foul’ with regards to the link 
between lifestyle factors and dementia: 
 

They say that keeping your brain busy and using the computer might prevent it, but I … it 
doesn’t hurt to try. No harm, no foul. (Female, 70, HE) 

 
Living healthily being of influence on your brain is sometimes rejected, because we all know 
people who live unhealthily and who do not get Alzheimer's or dementia. It is also said that 
solving puzzles is good for your brain, but there are also people who contradict that. I take 
everything in perspective and with common sense, although I do think that living healthily 
can have an influence. (Female, 68, ME) 

 
On the whole, quite a lot of respondents seemed to have encountered conflicting narratives 
and opinions about AD. As a result, it was often difficult for them to establish what was fact 
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and what was fiction, what was beneficial and what was deleterious. Some respondents took 
to the view that staying active and healthy was always a good thing, regardless of whether 
these lifestyle efforts were able to delay or avoid the onset of dementia: 
 

Is it true, is it not true? I don't know. Of course, rest leads to rust. (Female, 71, LE) 
 
Sources of AD information 
Respondents had difficulties recalling the sources from which they had obtained their 
knowledge and understanding of AD. The traditional mass media and the internet were 
mentioned by most in a general and nondescript way. Others did not remember at all how 
they had learned about AD: 
 

I have read about it here and there, but I haven't looked up anything. It might have been in 
the newspaper, but I cannot directly say from which particular source. (Male, 60, HE) 
 
Gosh. Where did I hear that … Good question. I have to think about it for a while. Maybe I 
saw it on television. (Male, 67, ME) 

 
The majority of study participants did not seem to remember their sources of AD knowledge 
as they had obtained most information in accidental, non-purposive ways: 
 

Sometimes I hear something coincidentally, find it interesting, and remember and save it, 
but sometimes I no longer know from which source it came, from a magazine, or the 
internet, or television, I don't remember. (Female, 62, LE) 

 
By extension, the following respondent explained how a lack of immediate personal relevance 
led to her not really saving any information about AD: 
 

If you don't actually come into contact with the condition, you don't really store the 
information. If you can't really do much with the information or have use for it in daily life, 
it might linger somewhere in your head. (Female, 56, ME) 

 
While most informants could not remember specific sources of information, they did indicate 
that their knowledge came not only from digital and traditional mass media, but also from 
everyday interpersonal interactions, particularly from hearing dementia stories and the 
experiences of others: 
 

You read about it or hear about it from other people. When the television is on, or on the 
news you hear the same. About forgetting and other things. (Male, 51, ME) 

 
My friend tells me regularly about what she encounters with her mum. The deterioration 
process, she sometimes tells me about that. (Female, 59, HE) 

 
Despite respondents having difficulties recalling the origins of their understanding of AD, four 
distinctive information sources were remembered with surprising clarity and vividness, 
namely novels, films, personal experiences/social proximity and public figures. 
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Novels 
Respondents mentioned the novels De Zaak Alzheimer (The Alzheimer Case, 1985) by Flemish 
writer Jef Geeraerts and Hersenschimmen (Out of Mind, 1984) by Dutch novelist J. Bernlef as 
having formed their understanding of AD. Many years after reading the book, this respondent 
recalled how her image of AD had been shaped by Bernlef's work: 
 

When I think about Alzheimer's, I think about that book Hersenschimmen. It has been 27 
years since I read it, but it is a book that sticks with you. (Female, 70, HE) 

 
Film 
Both novels mentioned above were turned into namesake feature films, Hersenschimmen in 
1988 and De Zaak Alzheimer (The Alzheimer Case, internationally also known as Memory of a 
Killer) in 2003. The latter was released to critical and commercial acclaim and seems to have 
made a lasting impression on Flemish audiences, as The Alzheimer Case was explicitly 
mentioned by study participants as having introduced them to the topic of AD: 
 

It's a psychic thing, isn't it? And that people become forgetful. I have seen the film 
Alzheimer. That was the first time I came across that word. (Male, 76, LE) 
 
That Flemish film … De Alzheimer Zaak, that is what gave us a bit of an impression. (Male, 
58, LE) 

 
The Alzheimer Case uses AD and the progression of symptoms to attract the attention of the 
viewer and enhance the story's suspense (Medina, 2018). Memory loss and disorientation 
rapidly develop in the main character, who attempts to cope with his mental degeneration by 
using experimental medication and writing information on his forearm. This depiction of AD is 
problematic as the rapid progression of the condition and its symptoms and the use of 
experimental medication during episodes of confusion to get a boost is unrealistic (Segers, 
2007). However, none of the study participants indicated in any way that the representation 
of AD in The Alzheimer Case might not be true to reality or be exaggerated for entertainment 
purposes. In fact, respondents seemed to think that films in general offer sincere and true-to-
nature depictions of what it is like to live with dementia: 
 

Of course, it is a film, but in broad terms it shows a fair image of what occurs in daily life. 
You become more familiar with it. (Female, 61, ME) 

 
Besides introducing viewers to AD, fictional narratives such as The Alzheimer Case also 
triggered respondents to seek out more information. The following participant explained that 
watching The Alzheimer Case led him to seek out information to understand the film's title 
and story. Moreover, he recognised that watching the film and getting an image of what it is 
like to live with AD had in effect led him to encounter medical information about AD: 
 

I wondered why the film was called like that and why the actor forgot things. I looked up 
what it is about. That is medical information which comes to you unconsciously. Because 
you immediately have an image of someone who has that disease, so you can make that 
connection. It is recognisable. (Male, 53, HE) 
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In addition to The Alzheimer Case, respondents mentioned having seen other feature films 
about dementia. Aside from the American drama film Still Alice (2014), informants were, 
however, mostly unable to recall any film titles. 
 
Personal experiences and social proximity 
Besides fictional narratives, personal experiences and social proximity contributed to 
respondents’ knowledge of AD. About half of the study participants had experience with AD in 
their family or in their extended social network (e.g. friends, neighbours, colleagues). Some 
informants had previously, though not during the time of the interviews, taken care of people 
living with AD as care-givers or volunteers. Drawing on their past experiences as care-givers 
and/or their social proximity to people living with AD, these informants were generally able to 
describe AD more accurately and more extensively than respondents without personal 
experience and social proximity to people living with AD: 
 

I have known several people with Alzheimer's and yes … that stays with you. It sticks. (Male, 
79, LE) 

  
Other informants (had) worked in health care and knew about AD from their medical training 
and contacts with people living with dementia. These experiences had made lasting 
impressions, contributing to a heightened awareness and knowledge of the condition: 
 

I still see this lady in front of me. She was completely disoriented. A serious case of 
Alzheimer's. She was still walking around but had no idea where she was. No sense of norm 
or decorum. That woman is for me the image of Alzheimer's. (Female, 67, ME) 

 
Public figures 
Public figures and neurology specialists with a degree of recognition and fame because of 
their work and/or media appearances also contributed to respondents’ knowledge of AD. One 
person stood out, namely molecular biologist Christine Van Broeckhoven, a prominent and 
distinguished Flemish researcher in the field of neurodegenerative brain conditions. She was 
described by many interviewees not only as the face of Belgian efforts to understand, treat 
and cure AD, but also as an inspiration and relevant source of news and information, among 
others via her Facebook page: 
 

She has done a lot of work and is appreciated for that. She sometimes appears in the news, 
because she is one of the world's leading personalities and researchers in that field. (Male, 
63, HE) 

 
Purposive information seeking 
While the majority of respondents encountered information and news about AD accidentally 
as part of their routine media use, some respondents actively sought out information about 
the condition. The main reason to do so was concern and fear of personally developing 
dementia: 
 

My mum had Alzheimer's, so I have a bit of fear. I hope I don't get it either. I am alert for 
that. Of course, I have already Googled what the symptoms are. (Female, 55, LE) 
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Proximity to people living with AD was another reason to actively search for information. 
Specifically, respondents searched for AD information to satisfy their curiosity and/or to 
understand what someone else was going through and how to support that person: 
 

If someone I know would have a partner with Alzheimer, I would look up information. To 
understand and to be able to support that friend, I would look up what it is and what can be 
done. (Female, 52, ME) 

 
Because we knew three or four people with Alzheimer, we looked up information. (Male, 
79, LE) 

 
Conversely, when there was no personal relevance and/or social proximity to someone living 
with AD, this translated to the absence of an information need or want. As a result, these 
respondents obtained information about AD almost solely from unintentional and non-
purposive information encounters: 
 

I would look up information on the computer about Alzheimer, or if necessary go to the 
library, but there is no one in my surroundings with it. (Female, 71, LE) 

 
Having presented our empirical results regarding the perception and knowledge of AD and 
sources of AD information, we proceed to discuss the findings and their place within the 
literature. We also consider the implications of the findings in light of public health and 
dementia-awareness campaigns, as well as AD education. 

 

12.5. Discussion 
This study set out to understand what Flemish middle-aged and older adults between the 
ages of 50 and 80 know about AD and from which sources of information they obtain their 
perceptions and understanding. Our study shows that respondents compiled their knowledge 
of AD from various channels and sources, both traditional mass media and digital media, as 
well as everyday interpersonal interactions. While information about AD was sometimes 
actively sought on the internet in response to an information need or want, the majority of 
information was obtained accidently during routine exposure to traditional mass media 
sources, e.g. when watching television or reading a newspaper. Taken together, these 
findings not only confirm the relevance of the media complementarity theory by Dutta-
Bergman (2004a), but also illustrate the usefulness of expanding the theory to include 
interpersonal channels of information as well as different modes of obtaining health 
information (i.e. purposive seeking, non-purposive encountering). 
 

While acknowledging implicitly and explicitly that their knowledge of AD came from 
multiple sources (i.e. media complementarity), most respondents could not recall or could 
only vaguely remember from which channels or sources exactly. We found four distinctive 
exceptions, namely novels, films, personal experiences/social proximity and public figures. 
The first two suggest that literary and cinematic fictional narratives, through their vividness 
and potential for readers/viewers to engage with the story and identify with the characters, 
are able to offer representations of AD which leave lasting impressions. It would thus seem 
that being able to empathise with characters living with AD, even though they are fictional, 
helps to make AD information stick. Personal experiences and social proximity to people living 
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with AD offered respondents first-hand impressions and knowledge, while public figures (e.g. 
specialists, celebrities) gave AD a recognisable face. This latter finding echoes earlier work 
which found that the AD diagnosis of former US President Ronald Reagan in 1994 led to mass 
news coverage and AD being brought into the consciousness of many Americans (Basting, 
2009). It thus appears that when AD is given a face, either because of personal 
experiences/social proximity or through the proxy of a public figure, respondents are better 
able to remember and recall AD information. These insights about which information sources 
and types enable AD information to be firmly embedded might be of particular help to 
dementia-awareness campaigns and AD training programmes for health-care professionals 
and family care-givers. 
 

One of the most remarkable findings is the prominence of the film The Alzheimer Case in 
exposing study participants to AD and, in some instances, triggering them to seek out more 
information. As previously noted, both the big (cinema) and small (television) screen 
propagate images of health and illness, thus contributing to the public's perception, 
knowledge and attitudes towards AD (Capstick et al., 2015; Gerritsen et al., 2014; Medina, 
2018; Segers, 2007). Fiction film is particularly influential in popularising dementia and 
influencing public perceptions, as health information wrapped under the guise of 
entertainment is likely viewed and processed unintentionally and unconsciously (Capstick et 
al., 2015; Gerritsen et al., 2014; Segers, 2007). For instance, the Hollywood blockbuster Rain 
Man (1988), with Dustin Hoffman and Tom Cruise, is credited with having established the 
persistent stereotype of people with autism possessing savant skills (Segers, 2007). Likewise, 
The Alzheimer Case contributed to respondents’ understanding of AD, and perhaps by 
extension a sizeable part of the Flemish population, given the film's commercial and critical 
success. 
 

While these dramatised depictions offer engaging and vivid narratives of illness (Kline, 
2011), thereby communicating health information and messages, they are first and foremost 
cinematic entertainment (Medina, 2018; Segers, 2007). Kline (2011) finds that health 
messages in popular media are often obfuscated by factual inaccuracies, misrepresentations 
and omissions, as entertainment values rank higher than factual and medical accuracy. 
Capstick et al. (2015, p. 234) argue in addition that authenticity in representing dementia in 
film is subordinate to “melodramatic, sensationalist, or emotionally manipulative 
representations”. Capstick et al. (2015, p. 229) thus conclude that cinematic depictions of 
dementia are “rarely innocent or unproblematic” and need to be approached carefully as 
popularised representations of dementia. Inaccurate cinematic portrayals of AD might 
perpetuate stereotypes and lead to misunderstandings and unrealistic expectations as the 
audience is left to distinguish between fact and fiction (Capstick et al., 2015; Gerritsen et al., 
2014). In The Alzheimer Case, the rapid development of the condition and its symptoms as 
well as the use of experimental drug treatment to get a temporary boost might give rise to 
such misperceptions and misunderstandings. 
 

The perpetuation of stereotypes, misperceptions and unrealistic expectations brings us full 
circle to the first part of our study, namely what respondents know about AD. Like previous 
studies (Cahill et al., 2015), we found certain common misunderstandings, predominantly AD 
being seen as inherent to the normal ageing process and old age, as well as AD and dementia 
being used interchangeably. In addition, we found that respondents often were not sure what 
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AD exactly is and what it is not. Most notably, AD was confused by quite a lot of respondents 
with Parkinson's disease. With regards to treatment, respondents correctly identified that 
there is no cure for AD, but that drug treatment might be able to maintain individuals’ quality 
of life. This is consistent with the literature, although drug treatment as well as good 
dementia care can in fact alter the course of the condition and manage many of its 
manifestations (Cations et al., 2018; Livingston et al., 2017). 
 

Of particular interest and relevance is the impact of, respectively, the biomedical and 
lifestyle perspective on respondents’ perceptions and knowledge of AD. The biomedical 
perspective and its attendant tragedy discourse clearly prevailed amongst the majority of 
respondents, who described AD in dark and negative terms of decline, loss and death (i.e. ‘the 
beginning of the end’). Informants pointed to pharmaceutical interventions and the absence 
of a cure, while largely lacking knowledge about non-pharmaceutical interventions and/or 
lifestyle and dementia risk factors. Only a few female informants stated that individual health 
behaviour and lifestyle choices might help to prevent dementia or delay its onset. However, 
even among these respondents there appeared to be considerable uncertainty as to what is 
true and helpful and what is not with regards to preventing or delaying dementia via social, 
mental and physical activities, and exercise. Considering the fact that a third of all cases of 
dementia can be delayed or prevented by managing lifestyle and other dementia risk factors 
(Livingston et al., 2017), this suggests that there is still a lot of ground to cover in terms of 
raising public awareness of dementia risk factors and preventative behaviour. 
 

Further, the findings of this study underwrite the notion by McParland et al. (2017, p. 263) 
that the living well discourse is “yet to have a significant impact on public discourse”. The 
biomedical perspective and tragedy discourse appear to dominate and shape media 
narratives and representations, as well as the understanding of dementia by the public, 
including the Flemish middle-aged and older adults in this study. Although the living well 
discourse can present new challenges for people living with dementia by placing social 
expectations on them (McParland et al., 2017), more emphasis on the living well discourse in 
health campaigns and media accounts might help to counter stereotypes and alarmist and 
negative narratives, thus bringing more balance to how dementia and AD are represented, 
perceived and, ultimately, understood by the public. To that end, dementia awareness and 
public health campaigns might draw from and highlight the lifestyle perspective and living 
well discourse to disseminate information to increase public knowledge, redirect 
misunderstandings of AD and stimulate preventative behaviour. As the world population ages 
and the number of individuals living with AD is expected to rise (Livingston et al., 2017; WHO, 
2019), this might help health-care systems and governments to cope and save costs. 
 

Lastly, raising public awareness of dementia has become one of the key elements of public 
health policies (Cahill et al., 2015), of which the 2017 WHO Global Action Plan on Dementia is 
a main example (Cations et al., 2018; WHO, 2019). As Cahill et al. (2015, p. 256) note, “health 
educational programmes and national awareness campaigns need to be based on the 
evidence of what people know, rather than on what policy experts and educators think 
people know”. This study has not only pointed out public knowledge gaps and misconceptions 
of AD, as well as the dominance of the biomedical perspective and tragedy discourse, but it 
has also exposed sources of information from which respondents derive their understanding 
of AD. Together, these findings and insights can be of help to public health communicators 
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and health campaigns aimed at raising awareness of and educating the public about AD, as 
well as education and training programmes for care-givers and health-care professionals. 

 

12.6. Conclusion 
This study examined the perceptions and knowledge of Flemish adults between the ages of 
50 and 80 with regards to AD and their cross-source engagement with information channels 
and sources. Underwriting past studies, respondents’ knowledge of AD was limited and often 
characterised by misconceptions and uncertainty. On the whole, our findings suggest that 
media narratives about AD, particularly those depicting the rapid development of the 
condition and its symptoms as well as disturbing stories about the latter and terminal stages 
of the condition, considerably shaped respondents’ perceptions of AD. As a result, the 
biomedical perspective and the attendant tragedy discourse prevailed amongst the majority 
of respondents, who described AD in terms of decline, loss and death as ‘the beginning of the 
end’. Only a few, typically female respondents were aware of the potential of individual 
health behaviour and lifestyle choices to prevent dementia or delay its onset. As such, this 
study demonstrates and stresses the importance of public educational programmes and the 
need to emphasise and raise awareness of the role of lifestyle factors and other dementia risk 
factors and how preventative behaviour fits in. 
 

In terms of sources of AD knowledge, respondents mostly gathered bits and pieces of 
information unconsciously (non-purposively) from traditional mass media as part of their 
routine media use and from interpersonal sources. For some respondents with personal 
concerns or concerns about others, the internet served to facilitate the occasional active and 
purposive seeking of AD information. Typically, novels, films, personal experience/social 
proximity to people living with AD as well as public figures stood out as sources of AD 
information because of their vivid, compelling narratives and/or because they gave a 
recognisable face to AD. Overall, our study confirms as well as expands Dutta-Bergman's 
(2004a) media complementarity theory to include purposive and non-purposive AD 
information engagements with traditional mass media, digital channels and interpersonal 
interactions. 
 

With the world population ageing and the number of individuals living with AD expected to 
rise significantly, the findings of this study emphasise the importance of public educational 
programmes on dementia and the need to increase the public's knowledge about AD. 
Further, the findings of this study, particularly with regards to respondents’ sources of AD 
information, can be of help and interest to public health and dementia-awareness campaigns, 
as well as AD training programmes for health-care professionals and family care-givers. 

 

12.7. Study limitations 
The findings and results of the present study should be considered in light of the limitations of 
qualitative research. First and foremost, as the qualitative data pertain to a unique sample of 
Flemish middle-aged and older adults, the results cannot and should not be generalised. 
Future research might attempt to replicate our findings in other geographies and see, for 
example, if the same types of AD information sources are prominent. Second, our 
respondents were spread out over a considerable age range. Besides reflecting a larger health 
communication audience research, this did not inhibit the study but rather helped to find 
differences and nuances between younger and older respondents. Lastly, our interviews did 
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not discuss in depth how films like The Alzheimer Case exactly shape and influence viewers’ 
knowledge. While representations of dementia in cinema have been studied, more work is 
needed to understand the reception of these films by the audience and their impact on the 
public's understanding of AD. More broadly speaking, research which combines an analysis of 
media representations of AD, on the one hand, and public perceptions, on the other hand, as 
well as their mutual relationship, is welcome. Thus, while we have shed more light on it with 
this study, the Alzheimer's case remains open. 
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Chapter 13: Discussion and conclusion 
 

In sickness and in health, people look up and make use of health information. This 
dissertation has examined how middle-aged and older adults in Flanders, Belgium, deal with 
health information, that is, why (or why not), how, where, and when they obtain, circulate, 
exchange, and use health information and to what outcomes and effects. Two dominant lines 
of research were explored, namely online health information (OHI) and health information 
sharing and non-sharing behaviour. More specifically, this thesis explored the role of the 
Internet as a channel to obtain health information, and how, where, when, and why 
respondents engage with OHI. Respondents’ knowledge of and information sources on a 
specific health condition (Alzheimer’s disease, AD) were also studied, as well as the exchange 
(sharing) of health information in everyday social interactions. In addition, in support of the 
two research lines, the use of ICTs and digital media by Flemish middle-aged and older adults 
was explored quantitatively, as well as how interviewees perceive and present themselves 
with regards to using the Internet for health information purposes. 
 

To arrive at meaningful answers to the research questions raised in Chapter 1 and 
recapitulated above, and to be able to draw conclusions relevant to both theory and practice, 
the theoretical framework cast a wide net by drawing from a rich and varied body of 
literature to contextualise and understand the research context (society, health, media and 
communication, Chapter 2), the topic of inquiry (health information, Chapter 3), and the 
demographic target study group (middle-aged and older adults, Chapter 4). By building on 
qualitative, in-depth research interviews and quantitative survey data, this thesis has covered 
a considerable amount of ground with regards to the health information behaviour and use of 
Flemish middle-aged and older adults and yielded a range of findings. The following section 
discusses the main findings in relation to the existing body of literature and in answer to the 
research questions formulated in Chapter 1. More general conclusions, in light of the 
literature review and the societal, health, and media context, are drawn in Section 13.2. The 
latter sections discuss the practical implications of this work, its limitations, as well as 
suggestions for further and future research.  
 

13.1. Main findings 

13.1.1. Widespread adoption and use of ICTs and digital media 

The quantitative data presented in Chapter 7 offered a current look on ICT and digital media 
adoption and use among Flemish middle-aged and older adults. Echoing other studies which 
report a growing adoption of ICTs among older generations (Anderson & Perrin, 2017; 
Hunsaker & Hargittai, 2018; König et al., 2018), the data showed that both adoption and use 
of ICTs and digital media have increased and become widespread among middle-aged and 
older Flemish adults. More specifically, smartphone ownership increased significantly among 
both age groups, while the 65-80 older adult age group saw an increase in tablet ownership. 
Similar to the findings by Nimrod (2018), smartphone and tablet possession and use 
contribute to a heightened combined device ownership rather than replacing more stationary 
ICTs (desktop, laptop). This suggests that Flemish middle-aged and older adults are 
increasingly accessing the Internet via multiple devices and that their digital experiences are 
becoming more diverse (Hargittai et al., 2018). Indeed, digital activities often (digital news, 
Facebook) or almost exclusively (WhatsApp) carried out on or with mobile devices also saw 
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significant increases, with use rates of the latter more than doubling among middle-aged and 
more than tripling among older Flemish adults between 2015 and 2017. Delving deeper into 
the data, the logistic regression analysis revealed that middle-aged respondents (50-64 years 
old) were more than twice as likely to own a smartphone compared to older adults (65-80 
year olds), as well as 1.6 times more likely to consume digital news, 1.9 times more likely to 
use e-mail, 2.8 times more likely to use Facebook, and 1.9 times more likely to use WhatsApp. 
However, no significant main age effects were found in relation to desktop/laptop and tablet 
ownership and the use of online banking. Thus, Chapter 7 offered new insights to digital 
inequality research by filling a critical gap, namely the study of differentiated and diverse use 
of the Internet (e.g., smartphone and tablet ownership and Facebook and WhatsApp use) by 
older generations (Hargittai & Dobransky, 2017; Hargittai et al., 2018; Hunsaker & Hargittai, 
2018; Schehl et al., 2019). Further, the study offered nuances to previous work (e.g., 
combined device ownership, the role of age and gender) and the negative correlation 
between age and ICT adoption (Friemel, 2016; Hunsaker & Hargittai, 2018) by illustrating that 
middle-aged and older adults are a heterogenous group with corresponding differential levels 
of ICTs and digital media adoption and use (Quan-Haase et al., 2018; Van Boekel et al., 2017). 
 

Unfortunately, the data do not tell us much about if and how the uptake in ICT use and 
digital media translates into engaging with online health information and news. However, the 
data do suggest that Flemish middle-aged and older adults are increasingly part of the digital 
environment and that they use the Internet for a range of activities. In light of their increased 
chances of encountering (chronic) health issues (Johnson & Case, 2012; Silver, 2015; Suzman 
et al., 2015; WHO, 2015) and generally making more use of healthcare services than younger 
generations (Overton, 2014; Thompson et al., 2004; WHO, 2002, 2015), it seems therefore 
reasonable to assume that Flemish middle-aged and older adults also increasingly engage in 
health-related Internet use (HRIU) (Hong & Cho, 2017), including looking up health 
information. 
 

13.1.2. The Internet as a popular source of health information 

Unsurprisingly, given the above, Chapter 8 and 9 found that the Internet is a dominant as well 
as convenient and quick source of health information for the majority of study participants. At 
different moments (e.g., pre- and post-consultation with the doctor, as well as unrelated to 
visiting a physician) and stemming from different motivations and information needs and 
wants, respondents search for and obtain various types of OHI. Often, this search for 
information takes place to see whether visiting a physician is necessary and thus to potentially 
save money and time. At other times, respondents consult with OHI to prepare for a visit to 
the doctor or fill information gaps left unaddressed during clinical encounters. Respondents 
described a kind of synergy between ‘Doctor Google’ and the ‘real’ doctor in that questions 
raised by one can be answered and clarified by the other, while they can also provide 
additional information and explanations. As such, the relation between the patient and 
physician changes as the traditional dyadic relationship expands into an information triangle 
or triadic relationship involving OHI (Wald et al., 2007). Not all respondents engaged with and 
made use of OHI, however. Within the sample of 40 interviewees, age and education level 
were main discriminating factors with regards to whether individuals sought out OHI or not. 
Older and lower educated individuals were more likely to reject the Internet altogether and 
rely on their doctor as source of health information, whereas younger and more highly 
educated individuals were more likely to consult with Doctor Google and obtain OHI. 
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By extension, this dissertation draws attention to the ‘search engine culture’ which has 

permeated how most people seem to obtain health information. Both in the literature review 
and in Chapter 8 and 9 the central and crucial role of search engines, with Google leading the 
way, as key facilitators of access to OHI was touched upon. If younger generations born in the 
1990s and later can indeed be labelled as the ‘Google Generation’ (Gunter et al., 2009), it 
would appear that middle-aged and older Flemish adults, at least the majority of participants 
in this study, have adopted similar information attitudes and behaviours. That is, without 
giving it any or much thought, respondents routinely use Google to search and navigate the 
digital world, also when looking for health information, even though the use of search engines 
as a starting point to obtain health information and news has been found to be problematic 
(Stroobant, 2019).  
 

The dominance of a search engine like Google as the leading purveyor of search results 
(Hinman, 2008) to obtain health information online has various implications and raises certain 
questions and concerns. First, it means that Google as a commercial search engine acts as a 
gatekeeper and has a controlling position through intermediation and facilitating access. 
Google decides to a large extent how and where people find health information and what 
they find, thus giving shape to public knowledge (König & Rasch, 2014; Vaidhyanathan, 2011). 
For this reason, users’ dependence on Google to obtain OHI, coupled with the search engines’ 
virtual monopoly on searching the Internet, raises questions about the concentration of 
(health) information and construction of (health) knowledge in our time (Hinman, 2008; Jiang, 
2013; Vaidhyanathan, 2011). Second, respondents related that the position in the Google 
search results largely determined whether they visited a website or not: rarely did 
respondents go beyond the first page of Google’s search results. However, the position of a 
website in the search results is not a formally recognised nor recommended criterium to 
select OHI and evaluate its quality and credibility (Diviani et al., 2015). Further, the empirical 
work herein underwrites previous studies (König & Rasch, 2014; Morrison, 2015; 
Vaidhyanathan, 2011) which found that most Google search engine users appear to use it in a 
straightforward or “very unsophisticated way”, although they do express a “high level of 
confidence about their own skills at navigating a search system” (Vaidhyanathan, 2011, p. 59). 
While many respondents remarked or implicitly stated that it was easy to use a search engine, 
only few respondents appeared critical of the sources of OHI they found. Higher educated 
individuals were more likely to be aware of and be critical towards the information they 
encountered as they attempted to assess the credibility by, for instance, comparing websites 
to find consensus, checking URLs, and by looking for websites founded or supported by well-
established medical and educational institutions. Altogether, this thesis sheds light on the role 
of the search engine in relation to OHI, a topic which is often hardly discussed, and in fact 
overlooked, in (health) communication research (König & Rasch, 2014; Vaidhyanathan, 2011).  
 

Chapter 9 explained that, in tandem with Google, Wikipedia has risen to prominence as an 
online source of health information. Supporting evidence was found herein for the claim 
(Kitchens et al., 2014; Laurent & Vickers, 2009; McMahon et al., 2017; Vaidhyanatham, 2011) 
that Google and Wikipedia serve each other well and are to a certain extent interdependent. 
The former is critical in directing information seekers to Wikipedia and thus providing the 
online encyclopaedia with readership, while Wikipedia in turn provides a lot of relevant 
content for Google to refer to, to the extent that the quality of the search results would 
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significantly drop when it would no longer index and link to Wikipedia content in the top 
search results (McMahon et al., 2017). The empirical chapters suggest that this synergy 
between Google and Wikipedia makes them into dominant, often-used channels and sources 
of OHI for the Flemish middle-aged and older adult respondents. Presumably, given Google’s 
dominant search engine market share and Wikipedia’s prominence in the search results, this 
is the case for most Internet users. In other words, both Google and Wikipedia have firmly 
placed themselves on top and at the front of the digital health information ecosystem as the 
dominant players in locating, indexing, linking to, and offering health information.    

Although Wikipedia explicitly mentions in its medical disclaimer that it gives no warranty 
that its medical entries are accurate, correct, precise, true, or up-to-date, and that Wikipedia 
does not give medical advice nor substitute for advice from a medical professional (Wikipedia, 
2020), Internet users around the globe including the respondents in this study consult health 
information on Wikipedia on a wide range of topics. Wikipedia was known by virtually all 
Internet-using respondents, although they did appear to use the online encyclopaedia less 
frequently and willingly than younger generations of Internet users, often due to concerns 
about the open character of Wikipedia. Nonetheless, Wikipedia appeared to be an appealing 
source of OHI for respondents due to six key qualities and characteristics, namely 
convenience (a quick and easy way of obtaining information, particularly in conjunction with 
the Google search engine), coverage (finding what one is looking for), topicality (information 
current and up-to-date), comprehensibility (clear and easy to understand compared to more 
specialised and scientific health information sources), conciseness (to-the-point), and 
familiarity with Wikipedia due to prior experiences. 

The above findings are made even more relevant when considered in the Flemish media-
health information context. The Flemish website ‘Gezondheid en Wetenschap’ (‘Health and 
Science’), which was commissioned by the Flemish government to provide reliable and 
accessible science-based health information to the public, advises that Internet users should 
beware of health information on Wikipedia. Instead, as the website mentions in an article 
entitled ‘Is 90% of the health information on Wikipedia incorrect?’, Flemish Internet users are 
encouraged to visit reliable and credible sources by checking whether OHI is developed or 
supported by trustworthy organisations and whether it contains scientific articles or 
references (Finoulst, 2014). In the present study, respondents were mostly happy to use 
Wikipedia, while only a minority seemed to evaluate the OHI they found by using criteria such 
as the ones mentioned above. Furthermore, and in linking back to the discussion on literacy 
and information, Internet, and media skills in Chapter 3, the question remains whether 
Internet users, particularly middle-aged and older adults, have the ability and levels of literacy 
to distinguish between different OHI sources and apply such evaluation criteria. Overall, there 
appears to be a marked difference in and discrepancy between how Wikipedia and its editors 
and contributors perceive the online encyclopaedia as a ‘key public health information tool’ 
(Shafee et al., 2017), how study participants herein perceive and use Wikipedia as a 
convenient and quick information source, and finally the abovementioned standpoint and call 
of a Flemish organisation like ‘Gezondheid en Wetenschap’ for health information seekers to 
be careful with using Wikipedia as a source of health information. 

One conspicuous contemporary source of health information has largely been missing in 
this dissertation and the empirical chapters which explore the use of OHI: social networking 
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sites (SNS). Besides a few minor and off-handed mentions here and there in the interviews, 
particularly with regards to the (non-) sharing of health information (Chapter 10, 11), SNS 
appeared to not play any role in the health information practices of the middle-aged and 
older adult study participants. This is rather surprising, given their increased use of SNS such 
as Facebook (as observed in Chapter 6, as well as in the literature) and the role of SNS in 
disseminating (false) health information (e.g., the COVID-19 ‘infodemic’) (Allington et al., 
2020; Mheidly & Fares, 2020; Nguyen & Catalan-Matamoros, 2020; WHO, 2020b). It is also in 
contrast to younger generations of Internet users, for whom SNS appear to be popular 
platforms to share and find health information (Antheunis et al., 2013; De Choudhury et al., 
2014; Dong et al., 2019; Li et al., 2018; Lin et al., 2016; Zhang, 2017). The role of SNS as a 
source of health information for middle-aged and older adults remains to be explored and is 
therefore further discussed in Section 13.5. 
 

13.1.3. Health information omnivores and media complementarity 

Naturally, the Internet is not the only source of respondents’ health information. As reported 
in Chapter 10 and 11 with regards to health information sharing and in Chapter 12 about AD, 
study participants indeed appear to be ‘health information omnivores’ (Chen et al., 2014) 
who obtain health information from print, audio-visual, and digital media, as well as via 
interpersonal interactions and sources of information. Chapter 12 studied participants’ cross-
source engagement with information sources, finding that respondents compiled their 
knowledge of AD from a variety of channels and sources, both mass (news, novels, film) and 
to a lesser extent digital media, as well as everyday interpersonal interactions, personal 
experiences/social proximity, and identification with public figures. Most strikingly, the 
present work supports the argument (Case & Given, 2016; Davin, 2003; Dutta, 2009; Hether 
et al., 2008; Kline, 2011; Lemal et al., 2013; Lupton, 2012; Medina, 2018; Moyer-Gusé & 
Tyrawski, 2014; Seale, 2002) that entertainment-oriented media formats with their vivid and 
appealing narratives, portrayals, and characters contribute to the audiences’ information 
acquisition and shapes people’s understanding of health and illness. Herein, the Flemish film 
The Alzheimer Case proved to be a particularly popular source of impressions and information 
on AD and what it might be like to live with AD. The Alzheimer Case exposed study 
participants to AD and, in some instances, triggered them to seek out more information. 
Indeed, it appears that, as Medina (2018) notes, “cultural artefacts dealing with Alzheimer’s 
disease in general, and film in particular, shape how we as social subjects perceive, think 
about and act in relation to Alzheimer’s disease” (p. 33). Indeed, from this study it appears 
that literary and cinematic fictional narratives of health and illness, through their vividness 
and potential for readers/viewers to engage with the story and identify with the characters, 
are able to offer ‘real life’ narratives and representations which leave lasting impressions.  
 

All in all, this thesis offers evidence for the multiplicity of health information sources and 
the fragmentary way people are likely to encounter and engage with them, which Seale 
(2003) describes as “fragmentary experience” (p. 518), with which he means that “audience 
experience is not confined to single stories or themes, instead being composed of collages of 
elements taken from many of these” (Seale, 2002, p. 25). Further, health communication 
research shows that mediated and interpersonal channels of health information do not stand 
on their own, but rather interact and function in tandem or in sequence (Lupton, 2012; 
Thompson et al., 2014). For instance, a patient or health consumer might obtain health 
information from television and discuss this at a later moment with his or her healthcare 
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provider or with a family member or friend. Conversely, health information exchanged in 
interpersonal settings might trigger individuals to look up more information on the Internet. 
In other words, interpersonal channels and sources of health information (e.g., sharing) are 
often complementary to mass media and digital sources of information. Thus, the empirical 
work in this thesis presents considerable supportive evidence for the media complementarity 
theory (Dutta-Bergman, 2004b; Tian, 2014) which was chiefly explored in Chapter 12, and 
which proposes that people use different media channels in a complementary fashion to 
satisfy their information needs. Complementarity was found herein not only both between 
mass media and digital channels, but also between mass media and interpersonal channels as 
well as digital channels and interpersonal channels. Importantly, the media complementarity 
theory was therefore expanded and extended, as suggested in the literature (Tian, 2014), not 
only to include interpersonal communication, but also both conscious and intentional (i.e., 
purposive) engagement with and acquisition of health information, as well as the unconscious 
and unintentional (i.e., non-purposive) acquisition of health information. The latter is 
important, for the literature (Niederdeppe et al., 2007; Hornik et al., 2013; Kelly et al., 2010) 
suggests, and Chapter 12 finds in the context of AD, that while information is sometimes 
actively sought for on the Internet, the majority is obtained accidently during routine 
exposure to traditional mass media sources and in everyday life. In this respect, studying how 
and where people encounter health information in daily life (rather than actively searching for 
it) is an important avenue to further explore in future health information studies. 
 

13.1.4. Sharing health information in everyday life 

Offering evidence for the observation by Crawford (2006) that health has become an 
increasingly important part of everyday life as well as a common topic of conversation in 
casual everyday social interactions, information sharing appears herein to be a common 
health information behaviour embedded in everyday social life (Talja, 2002; Almehmadi et al., 
2014) playing an important role in the dissemination of health information and experiences 
(Cline, 2011, 2014a, 2014b). While very few respondents used the Internet (e.g., chat box, 
forums) and SNS to do so, the majority did share and exchange health information and 
experiences in everyday interpersonal social settings. Many respondents seemed to have 
gained a considerable amount of their knowledge about health and illness through 
interpersonal exchanges of information, as well as social proximity and first-hand experiences 
(as reported in Chapter 12). All in all, sharing as a frequently occurring and natural type of 
information behaviour plays an important role in the acquisition and circulation of health 
information. Health information sharing is thus part and parcel of the spectrum of health 
information behaviours, as discussed in Chapter 3 and Chapter 10 and 11. Yet, it is deserving 
of more attention and study as it remains from the perspective of (health) information 
behaviour studies poorly understood as research efforts have only intensified in recent years 
(Case & Given, 2016).  
 

Not everyone wants to acquire and share health information, however. The literature 
review of the field of health information behaviour as well as Chapter 11 illustrate that 
avoiding and non-sharing are legitimate and often practiced types of information behaviour. 
The respondents in the present study too employ various filtering (do away with unreliable or 
useless information) and withdrawal (avoiding) strategies (Manheim, 2014; Savolainen, 
2007a) to limit or avoid health information altogether in both mediated and interpersonal 
settings. They do this, for instance, to protect themselves from becoming worried or to 
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reduce or avoid information overload. For that much is clear: health information is but one, 
yet important, stream of information forming the information avalanche which the average 
citizen of the twenty-first century is confronted with on a daily basis. The empirical work in 
this thesis thus contributes insights and nuances to the growing body of literature that deals 
with information non-seeking (Martinez, 2014) and non-information behaviour (Manheim, 
2014). This is an emerging and important area of health information behaviour, for such 
avoiding behaviours might lead to a lack of information and knowledge and ultimately 
negatively impact decision-making processes and health outcomes (Case & Given, 2016; 
Chatman, 1996; Manheim, 2014; Martinez, 2014). 
 
13.1.5. Health information and the clinical encounter 
Despite the ubiquity of (online) health information and the aforementioned changing 
relationship and interaction between patient and physician, trust and confidence in the 
physician as the medical authority remain high among respondents. The Internet has 
unmistakably become a popular source of health information, but respondents often stated 
and emphasised that their physician remains the medical expert and foremost source of 
reliable health information. These findings confirm quantitative research undertaken in 
Belgium, which found that the general practitioner, the Internet, and family are respectively 
the first, second, and third most popular sources of health information, with trust in the 
doctor typically being high (Avalosse et al., 2017). While it is often remarked in the literature 
that the status and social standing of the physician have declined analogue to healthcare 
moving away from the old paternalistic model (Briggs & Hallin, 2016; Dew et al., 2016; Ong et 
al., 1995; Schiavo, 2014; Topol, 2015; Vanderminden & Potter, 2010), the present work 
demonstrates that most middle-aged and older Flemish adult respondents continue to have 
great respect for their doctor. Respondents are aware of the traditional role of the patient 
and the physician and they behave accordingly, often having been taught so from a young 
age. Most respondents were reluctant to introduce the information they found on the 
Internet into the clinical encounter or openly question their doctor or discuss matters, 
particularly when based on OHI. If they did talk about OHI, they tended to it in a careful way. 
This study thus confirms the finding in the literature that even in the age of ‘Doctor Google’, 
at least for this group of Flemish middle-aged and older adults, the physician remains the 
most trusted source of health information (Chaudhuri et al., 2013; Dalrymple & Zach, 2015; 
Harrington & Head, 2014; Lee et al., 2017; Miller & Bell, 2012; Sanders et al., 2015; Tan & 
Goonawardene, 2017), the medical expert and main decision-maker with regards to diagnosis 
and treatment (Conrad, 2007; Xie, 2009), as well as a guide concerning OHI (Chung, 2013). At 
the end of the day, the physician remains the expert medical authority who plays a central 
role in providing health information and respondents’ health choices, management, and 
medical decision-making, with OHI being a welcomed and convenient channel of information 
in addition to the doctor.  
 
13.1.6. Sensible OHI seekers 
Chapter 6 approached the qualitative research interviews as phenomena of study in 
themselves to critically reflect on and review the fieldwork which forms the basis of the 
majority of the above findings. That is, it investigated respondent narratives and self-
presentation efforts through the lens of impression management (IM) to explore how 
interviewees perceive themselves and construct their self-identity as responsible Internet 
users making sensible use of the web to find, obtain, and use OHI. Respondents engaged both 
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in offensive IM to manage the interviewer’s impressions and appear in a favourable light, as 
well as more defensive IM to protect their self-image and minimise negative impressions or to 
compare and contrast oneself to real and imagined others. More specifically, respondents 
employed IM to 1) respond to critical questions about searching, selecting, and appraising 
OHI, 2) demonstrate knowledge, abilities, and accomplishments, and communicate positive 
experiences and outcomes of OHI, 3) compare, contrast, and distance oneself from others, 
and 4) communicate limitations and weaknesses and provide external explanations for their 
lack of skills. In the larger societal context discussed in Chapter 2, these findings tie in with the 
notion of the rational and responsible citizen living in an information society which is largely 
based on neoliberal norms, values, and expectations. Members of such societies stand much 
to gain by being, or at least appearing to be, skilled and responsible information managers, 
that is, being able to search for, locate, obtain, process, evaluate, and manage (health) 
information (Van Dijk, 2020). It is therefore more desirable to present oneself as being skilled 
with OHI than to admit to being uncertain and unskilled. In addition, it stands to reason based 
on the literature (Franz et al., 2018; Gioaba & Krings, 2017; Martin et al., 2000) that 
respondents perhaps somewhat overstate their ICT skills and positive experiences with the 
Internet and OHI and understate negative experiences to counter and refute common 
perceptions and stereotypes of older adults as non-users or non-proficient users. Thus, 
Chapter 6 found that most respondents described and presented themselves as 
knowledgeable, responsible, and sensible Internet users, who are able to distinguish between 
good and bad OHI and avoid the dangers and pitfalls associated with digital health 
information (e.g., trusting false information, hypochondriac thoughts), as discussed in Chapter 
3.  

 

13.2. General conclusions 
Because of being part of a transdisciplinary research project (Health, Media & Society) and 
building on various fields of study and inquiry (e.g., health communication, health information 
behaviour, digital inequality, and others, as discussed in Chapter 1), it is hardly surprising that 
the findings of this thesis are situated at the intersection of various fields of inquiry and thus 
lead to conclusions and practical implications relevant to different fields of research and 
practice. Broadly speaking, the findings herein particularly contribute to the fields of media 
and communication, health communication, as well as health education and promotion, and 
(health) information behaviour. The insights generated in this work might therefore be of 
interest and help to media and communication scholars, health communication researchers 
and practitioners, information professionals, and healthcare practitioners. 
 

If anything, this dissertation illustrates that health information is an important aspect of 
contemporary life and the media landscape. In a rapidly ageing (Chapter 4) information and 
search society averse to risk (Chapter 2) in which health in the broadest meaning of the word 
is highly valued and at the forefront of public and individual consciousness (Chapter 1, 2) and 
health and media are intimately linked (Chapter 2), rational and responsible citizens are 
increasingly expected and stimulated to proactively take care of and manage their health and 
well-being (Chapter 2). Health information plays an important role in this, by educating and 
possibly empowering people in matters of health and illness (Chapter 2, 3). However, with 
health information also comes mis- and disinformation (e.g., the COVID-19 ‘infodemic’ 
discussed in Chapter 1), which can have disastrous effects on public and individual health 
(Chapter 1, 3). While a wealth of health information is available in our contemporary digital 
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information society, this does not necessarily mean that people have sufficient levels of 
literacy, can make sense of such information, or assess the credibility of the information 
(Chapter 3). Thus, as Galarce et al. (2011) rightly note, “The growing complexity of the 
information environment and the choices one is expected to exercise have set the bar high 
for public and patient health engagement” (p. 167). 
 

Although the Internet is a convenient and quick source of information, it too has raised the 
bar for health information seekers. As discussed in the literature review and found in the 
empirical chapters, health information on the Internet is of wildly varying quality and 
credibility. This requires Internet users to navigate the digital information jungle carefully to 
appraise said information or, alternatively, accept it at face value or refrain from looking up 
OHI altogether. From the discussion on information quality, credibility, and overload on the 
one hand, and the need for a set of skills and literacies to obtain and use health information 
on the other hand, it becomes clear that OHI places quite high demands on information 
seekers (Ahmed & Bates, 2013; Diviani et al., 2015; Galarce et al., 2011), who therefore might 
find it difficult to find reliable OHI (Lee et al., 2014; Macias, 2014; Macias et al., 2018; Sundar 
et al., 2011; Tan & Goonawardene, 2017). These demands, combined with the varying quality 
of OHI and the fact that many Internet users do not appear to possess sufficient literacy 
levels, might lead to information seekers accessing inaccurate, incomplete, and potentially 
dangerous health information, which in turn might lead to negative health outcomes (Diviani 
et al., 2015; Powell et al., 2011; Tennant et al., 2015). In sum, searching for, obtaining, 
appraising, evaluating, and using health information, particularly OHI, is more complicated 
than one might think at first sight. This might be particularly true for middle-aged and older 
adults, who, as ‘digital immigrants’ (Haluza et al., 2017; Loos, 2012; Van Dijk, 2020), did not 
grow up with digital media but only later in life encountered them.  
 

From an information behaviour studies perspective a different conclusion can be drawn, 
namely that the health information behaviour and use by the Flemish middle-aged and older 
adults in this study confirm and conform to the Principle of Least Effort postulated by Zipf 
(1949, as cited in Case & Given, 2016). Zipf found that people tend to naturally choose a 
course of action which requires the least effort and encounters the least resistance. In the 
present study, the Principle of Least Effort manifests itself, for instance, in respondents using 
the quick and free Google search engine and the Wikipedia online encyclopaedia while 
employing few if any critical evaluation criteria. The least effort principle can also be seen in 
people asking and discussing health with others in informal ways (e.g., family, friends, co-
workers) rather than seeking out more formal and ‘official’ information. This ‘economy of 
effort’ or ‘law of least effort’ (Dervin 1983b, as cited in Case & Given, 2016) helps to explain 
why health information is not only obtained via formal sources, but often via informal 
sources. Further, it appears that a lot of health information seeking is carried out not to find 
the best available information nor everything that is available, but rather to obtain a quantity 
and quality of information that is deemed sufficient enough for the occasion and context. This 
information strategy is called ‘satisficing’, as opposed to ‘optimizing’, which refers to the 
process of gathering complete, accurate, and detailed information (Case & Given, 2016; 
Machackova & Smahel, 2018; Metzger et al., 2010). Using a search engine and restricting 
oneself to the first page of search results is an example of this satisficing, as well as a means 
of avoiding information overload (Machackova & Smahel, 2018). All in all, the findings suggest 
that the middle-aged and older adults in this study adopt information strategies which are 
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typical for the twenty-first century ‘digital information consumer’ who encounters a huge 
amount (or even overload) of information with only limited time, attention, and energy to 
spare (Metzger et al., 2010; Nicholas et al., 2006). 
 

Another important conclusion is that, despite the ubiquity of health information and 
particularly the proliferation of OHI, it appears that the Internet ultimately plays a limited and 
subordinate role in the health management and decision-making practices of study 
participants. Whether they talk about the Internet as a source of health information in 
general or their use of the Google search engine (Chapter 8) and Wikipedia (Chapter 9), try to 
account for their use for the Internet for OHI purposes (Chapter 6), or explain why they do or 
do not share and exchange health information with others (Chapter 10, 11), respondents 
ultimately point to and stress the central role of their doctor as medical authority and expert 
and the main source of health information. Study participants stated throughout the 
interviews that they would never diagnose or treat themselves based on OHI. If they really 
needed or wanted specific or personal health information, when they encountered serious 
health issues, or when they wanted clarification of information found on the Internet, they 
would visit their doctor. Indeed, respondents evoked the expertise and authority of their 
physician as they explicitly and implicitly shared their thoughts and expectations of what it 
means to be a good and responsible patient: you go to the doctor when something is wrong, 
rather than looking up OHI and trying to find a solution yourself or talk about it with others. In 
this sense, the respondents in this study are typical examples for the older generations, who 
are known to generally be less motivated to seek out health information and be involved in 
medical care decision-making (Galarce et al., 2011; Thompson et al., 2004) and instead prefer 
to rely on the physician as the medical authority and expert (Eliassen, 2016; Fox & Duggan, 
2013; Medlock et al., 2015; Scott et al., 2017). This in turn draws attention to the notions of 
individual responsibility and patient empowerment, as discussed in Chapter 2. More 
specifically, the findings herein point to and underwrite the argument brought forward that 
not all people want to be empowered or informed patients, but rather leave that 
responsibility to the medical expert – their physician, or alternatively a specialist, nurse, or 
pharmacist (Andreassen & Trondsen, 2010; Bell, 2017; Eliassen, 2016; Fox & Ward, 2006; 
Henwood et al., 2003; Levinson et al., 2005; Lupton, 1997, 2012; Schulz & Nakamoto, 2013). 
Thus, while most study participants welcome health information from the Internet as an 
addition to the doctor, the empowered patient paradigm (Chapter 2) appeals and applies to 
them only to a limited extent. 
 

Last, although the study and fieldwork were respectively not designed to study nor took 
place in COVID-19 times, the findings herein do bare relevance to the global COVID-19 
pandemic and ‘infodemic’ which continues as this thesis was completed. The year 2020 has 
shown not only the importance of clear communication between governments, scientists, 
health professionals, the media, and the public to effectively respond to a pandemic, but also 
the need to timely disseminate credible and accurate health information and advice to the 
public (Finset et al. 2020; Garrett, 2020; Mheidly & Fares, 2020; Wang et al., 2020). Exemplary 
is the fact that calls have been made for governments, healthcare professionals, as well as 
international bodies to identify the COVID-19 ‘infodemic’ as a global public health threat and 
treat it as such (Mheidly & Fares, 2020). In times of crisis, health information can mean the 
difference between health and sickness, and between life and death. This harkens back to 
Chapter 3, which broadly outlined what is at stake with health information. At the time of 
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writing, the first studies addressing COVID-19 as a health communication phenomenon argue 
that more investments are needed to create and invest in “bastions of truth” (Garrett, 2020, 
p. 942), that is, sources of health information for the public based on scientific standards and 
principles (Wang et al., 2020). Underscoring the importance of health information, Garrett 
(2020), for instance, notes that “It’s time to put information in the driver’s seat of global and 
national epidemic responses” (p. 943). Health communicators aiming to inform the public will 
have to compete for attention in the digital information environment (Ratzan et al., 2020), 
which is obviously a challenging feat, given the massive flow of health information at any give 
time and especially during a global pandemic. Ratzan et al. (2020, p. 2) therefore add that, 
“Health communicators need to proactively seek ways to be louder by speaking to those most 
vulnerable to misinformation with the information most meaningful to them.” To that end, 
Ratzan and colleagues conclude that health communicators should more than ever centre 
their communication activities on the public – which, obviously, consists of many different 
(age) groups and individuals – and its needs. Two demographic groups making up that public 
are middle-aged and older adults. Having explored when, where, and how they search for, 
obtain, circulate, and use health information, this thesis might be of help and contribute to 
such efforts described by Garrett (2020) and Ratzan et al. (2020) to inform the public on 
matters of health and illness, in times of crisis or otherwise. For COVID-19 and the ageing 
world population are but two of the health challenges facing humanity in the twenty-first 
century, as discussed a bit more in Section 3.7. 
 

13.3. Practical implications 

Besides the above contributions to theory, the findings, insights, and conclusions which 
emerge from this thesis have various implications for practice. Without repeating the 
practical implications highlighted in the individual empirical chapters, the main practical 
implications are discussed below. 
 
First and foremost, by elucidating how and where middle-aged and older Flemish adults 
search for and obtain health information, what kind of information they look for, when they 
look for this information, and what they do with it, this dissertation can be of value to health 
information providers, health educators, and health (promotion) communicators who seek to 
develop healthcare services and materials (e.g., information) and tailor these to the 
(information) needs and wishes of older generations (Harrington & Head, 2014). Using and 
responding to information is an essential part of dealing and coping with health issues (Ek & 
Heinstrom, 2011), so a better understanding of differences in health information behaviour 
and orientation can contribute to the development and enhancement of health 
communication practices and the design and tailoring (both content-wise as well as the type 
of channel/platform) of health information messages.  
 
Second, the findings pertaining to the relationship between patient and physician and their 
interaction might be of help to Flemish healthcare professionals (e.g., physicians, specialists). 
This study showed that while most respondents did not or reluctantly discuss OHI with their 
physician, addressing patients’ engagement with OHI could according to the literature be 
beneficial and contribute to more effective communication, improved health outcomes, and 
increased patient satisfaction (Haluza et al., 2017; Tan & Goonawardene, 2017). The younger 
respondents in this study, and presumably younger people in general, would appreciate a 
more open attitude by physicians towards patients who inform themselves based on online 
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sources. Physicians might, for instance, openly and non-judgementally ask if patients search 
for OHI as well as where patients search and what they find. In addition, doctors might advise 
and refer to reliable and reputable online sources. In the Netherlands, for example, physicians 
and their assistants often refer to the website www.thuisarts.nl, the evidenced-based health 
information website dedicated to informing the Dutch population on matters of health and 
sickness. Similar websites might exist or be created, perhaps specifically dedicated to older 
generations, in the Belgian and more specifically Flemish context. In addition, the findings 
from Chapter 12 pertaining to respondents’ information sources on AD and their (mis-) 
perceptions and (limited) knowledge of AD might be of help to AD education and training 
programmes for healthcare professionals and care-givers. 

Third, this thesis brings forth findings which might be of interest in the light of Flemish 
media and public health policy, specifically with regards to stimulating responsible use of the 
Internet for OHI purposes. For instance, Chapter 8 found that an effort by the Flemish 
government to discourage citizens from googling for health information and instead visit 
reputable health websites (Larimer, 2014) has had little to no effect among the respondents 
in this study. Furthermore, as previously discussed, Chapter 9 found that the standpoint of 
the Flemish government-commissioned website ‘Gezondheid en Wetenschap’ (‘Health and 
Science’) about Wikipedia (Finoulst, 2014) was not really known nor shared by respondents. 
Thus, the findings herein call into question the effect of the campaigns to have Flemish 
citizens obtain OHI in more responsible ways. However, as this dissertation was not written, 
nor its fieldwork undertaken, to offer concrete pointers and suggestions for such 
government-backed campaigns, further elaboration falls beyond the scope of this thesis. 
More generally, the present work suggests that attention should be paid to media and health 
literacy among Flemish middle-aged and older adults. In the context of digital health 
information, this literacy extends to using ICTs and specifically search engines (‘search 
literacy’), for the use of Google and other search engines and selecting appropriate 
information from search results appears in this work as a major point of attention. Public 
attention and campaigns and trainings aimed at increasing media and health literacy among 
middle-aged and older adults are both welcome and needed, especially in the context of 
health. After all, in a ‘participation society’ in which citizens are expected to actively 
participate and in which ICTs and the Internet are increasingly important and necessary to do 
so, older generations should be sufficiently supported to make use of these digital tools and 
technologies, particularly when it comes to matters of health. 

Fourth and last, Chapter 12 pointed out knowledge gaps and misconceptions of AD, while 
also exposing various sources of information from which respondents appear to prominently 
derive their understanding of AD. Taken together, these findings might be of help to public 
health communicators and health campaigns which aim at raising awareness of and educating 
the public about AD and stimulating preventative behaviour. Indeed, as the world- and 
Flemish population ages and the number of individuals living with AD will rise, the findings 
herein emphasise the importance of public educational programmes on dementia and the 
need to increase the public’s knowledge about AD and behaviour which might delay or 
prevent its development. 

http://www.thuisarts.nl/
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13.4. Limitations 
As the most poignant limitations have already been discussed in the empirical chapters, this 
section considers the more general limitations of this thesis. Like any research endeavour, the 
findings which emerge from this thesis should be considered in the light of the limitations of 
the research. Naturally, given the qualitative character of the majority of empirical work, the 
findings of this study are highly contextual, that is, they are rooted in and represent a unique 
and purposively sampled group of middle-aged and older adults from Flanders living in or 
around the city of Ghent in the year 2015. The findings should therefore not be generalised 
and transposed to a larger or other demography. The fact that the data on which this 
dissertation reports were gathered roughly five years ago might also be considered a 
limitation, although, as reported in the empirical chapters, no evidence was found in the 
literature for significant changes in how people deal with health information which might 
impact the findings of this study. However, it is undeniable true that the world has 
significantly changed in 2020 (when this dissertation was finished and submitted) compared 
to 2015, when the fieldwork took place. Most prominently, the COVID-19 virus and pandemic 
have come to dominate news headlines, societies, politics, and, of course, public life and 
individual lives. Within the context of health information behaviour, this might mean that 
(online) health information searching routines and patterns as well as use and sharing 
behaviours have temporarily or permanently shifted compared to 2015. For instance, middle-
aged and older adults might much more often lookup health information now or share 
information more with peers, as COVID-19 information is after all relevant for most people if 
not everyone. In addition, because of social distancing and having to stay at home, the 
Internet has likely become an even more important source of health information as well as 
communication and interaction for the demographic groups under study in this work. 
Unfortunately, however, these are assumptions which cannot be backed by recent empiric 
data gathered for the purpose of this study. 
 

Furthermore, the study sample was restricted in the number of respondents and consisted 
of a population characterised by a wide age range. As discussed in Chapter 4, the latter was in 
large part due to the lack of consensus in the literature on what entails old age (i.e., age 
brackets) as well as how to define and label older individuals and generations. While the 
present research studied both pre- and post-retirement Flemish adults above the age of 50, 
future research might focus on just one of the two age groups under study or include more 
narrowly defined age groups to come to even more insightful findings.  
 

With regards to the quantitative findings reported in Chapter 7 it is important to note that 
the survey and the resultant data were not gathered specifically for the purpose of this 
research project. The five digital activities analysed certainly do not reflect the full breadth, 
depth, and diversity of Flemish middle-aged and older adults’ online activities. Furthermore, 
the survey unfortunately did not contain questions to measure HRIU and health information 
seeking and use. Ideally, this research project would have included a survey specifically 
designed to find out about ICT adoption and Internet use in relation to OHI, by including more 
age and (health) context-related questions and inquire about a broader range of digital 
activities, such as searching for health information, making use of digital health services, and 
other forms of HRIU. In sum, the quantitative component of this dissertation could have been 
more comprehensive and helpful in substantiating the qualitative findings. 
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Another limitation has to do with space, or rather the lack of it. The interviews with 
respondents yielded rich data, not just on OHI, (non-) sharing, and other topics studied and 
touched upon herein, but also about other channels of health information, such as print 
media and television, and even the meaning of health and illness itself. While a variety of 
health information channels and sources is reviewed in this work, more could have been said 
and written about the role of, for example, magazines, newspapers, and particularly 
television. Additionally, since the fieldwork for this dissertation took place, new developments 
and trends have taken place in the fields of health (information) and media and  
communication. One such development or trend is people’s production of and engagement 
with health data, which might be generated by using trackers and wearables (e.g., heart rate 
or sleep monitor, pedometer) in combination with smartphones, apps, and social media. 
Unfortunately, these topics were not covered in the interviews. Future studies might focus on 
these new ways of creating and using health information and data among middle-aged and 
older adults, which is likely a PhD-worthy topic on its own. 
 

In part because of the above limitations, the following section contains a considerable 
amount of directions and suggestions for further and future research. 
 

13.5. Suggestions for future research 
While this thesis has covered a considerable amount of themes and topics, there is always 
more to study and to understand. Both the literature review and the empirical work raise 
various questions and open up diverse avenues of further research. The most pressing and 
relevant suggestions for future research are discussed below. 
 

First, while offering relevant data and insights about ICT adoption and use, Chapter 7 also 
elicits questions about digital media use in relation to health and health information. For 
instance, when taking into account the reported increase in smartphone and tablet 
ownership, do middle-aged and older adults use their smartphone or tablet for HRIU (Hong & 
Cho, 2017), that is, do they look up OHI or engage in m-Health (mobile health) (Fong et al., 
2020; Schiavo, 2014; Topol, 2015)? The quantitative findings in Chapter 7 also indicate that 
digital news and Facebook use rates have increased, which begs the question what this means 
for OHI behaviour and use. When considering the function of SNS as disseminators of (health) 
information and their role in the COVID-19 ‘infodemic’ (Allington et al., 2020; Mheidly & 
Fares, 2020; Nguyen & Catalan-Matamoros, 2020; WHO, 2020b), it becomes apparent that 
health information on SNS in relation to middle-aged and older adults is a research horizon 
that is missing in this work but which is certainly interesting to further explore. Ratzan et al. 
(2020) rightly note that “the COVID-19 crisis has been the first pandemic to be almost 
‘livestreamed’ on social media and digital platforms” (p. 5). The first, indeed, but likely not the 
last. Thus, a more in-depth exploration of the role of SNS as sources of health information as 
well as platforms for health information sharing might prove both fruitful and insightful. Such 
a quantitative (to understand if SNS are sources of health information) or qualitative (to 
understand why SNS are sources of health information) study might extend the work herein 
on health information sharing and non-sharing to an online context, which will be increasingly 
relevant given the increased uptake of ICTs and digital media. 
 

Second, as discussed in Chapter 4 and referred to in the previous section, middle-aged and 
older adults do not form homogenous, monolithic groups. Besides a great variety in 
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backgrounds, socioeconomic status, life-course, lifestyle, and health status, the literature and 
empirical work suggest that individuals significantly differ in terms of health and health 
information orientation (Dutta-Bergman, 2004b). Future research might start from and build 
on the notion of health information orientation as well as the literature on health information 
user segmentations and typologies to come to more fine-grained findings on how and why 
middle-aged and older adults engage with health information or, conversely, choose not to do 
so. Such future work might also include measures on (health) literacy in order to be able to 
make statements about health literacy in relation to health information behaviour. 
 

Third, and regrettably, there was no place or time in the research track from whence this 
dissertation has come to fruition to carry out additional fieldwork in which respondents could 
be followed live to see how exactly they obtain OHI. One way of advancing our understanding 
of how OHI is sought for, obtained, assessed, and used by middle-aged and older adults is by 
employing an Internet and OHI skills performance test, wherein the researcher gives 
respondents certain tasks and subsequently directly observes the participant carrying out 
these tasks. Such research would undoubtedly offer deeper insights pertaining to actual 
Internet use for OHI purposes than the recollections thereof respondents shared in the 
interviews. 
 

Fourth, stemming from the second line of research into health information (non-) sharing 
behaviour, it will be both interesting and relevant to explore outcomes of sharing and non-
sharing. For instance, what effects and outcomes, if at all, does health information sharing 
have on the individual, both the person who shares and the person who receives the 
information? And do non-sharers experience information shortage or even information 
poverty (Case & Given, 2016; Chatman, 1996; Manheim, 2014) and different health and 
health information outcomes compared to people who do share? Furthermore, future 
research into the health information sharing of middle-aged and older adults might, as 
mentioned before, explore online sharing given the uptake in smartphone and tablet 
ownership and Facebook and WhatsApp use reported in Chapter 7. After all, while the 
interviewees indicated that they do not use SNS to obtain, share, or exchange health 
information, five years have progressed since the interviews, so things might have changed in 
this regard. Such research will also be relevant as the older generations of the future are 
already online today and are finding and sharing health information and experiences there. 
Contrary to the participants in this study, future middle-aged and older adults will most likely 
be more comfortable with sharing and exchanging their health information and experiences 
digitally, not in the least with the help of data generated and managed by smart wearables 
and such (e.g., smartphones, smart watches).  
 

Fifth and last, another research direction to follow-up on might be to study the relation 
between popular entertainment formats focusing on or featuring health and illness and the 
public’s perceptions and knowledge of and attitudes towards said health and illness. While 
some work has been carried out, little appears to be known specifically about the influence of 
media health narratives and representations on older generations. Future research might 
delve deeper into the relation between film and public health knowledge by carrying out 
audience reception research related to specific films, such as The Alzheimer Case. Such 
research might simultaneously explore the contents of the film and its reception by 
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audiences, examining if and what knowledge (or misunderstandings and unrealistic 
expectations) audiences gain.  
 

13.6. Reflections on the transdisciplinary character of this study 
Near the end of this thesis, some reflections are in place on the transdisciplinary character of 
the research endeavour. As explained in Chapter 1 and 5, the research track from which this 
dissertation culminates was designated and designed as a transdisciplinary research to study 
the production, dissemination, content, and reception of health news and information 
(Chapter 5). Transdisciplinary was understood herein as going beyond disciplines to create 
something new (Du Pré, 2014; Harrington, 2014; Schiavo, 2014). A first challenge and 
question which emerged over the course of the work was how far one needs and wants to go 
down the rabbit hole, that is to say, where to draw the boundaries with regards to what to 
include and what to exclude, both in terms of research topics as well as in terms of literature 
(Lupton, 2012). A review of all literature relevant to the research objectives of this 
dissertation alone could have taken the larger part of the time available to complete this 
work. In hindsight, a pragmatic approach to the available data and drawing up a research plan 
beforehand proved to be of great help and value to define and demarcate the research topics 
and give the necessary structure to the entire undertaking. 
 

Secondly, and perhaps more importantly, the transdisciplinary character of the empirical 
chapters sometimes led to challenges with regards to getting the work published as stand-
alone research papers in journals. This was particularly the case with Chapter 6, which 
admittedly is the odd-one out both methodologically and in terms of research focus. As the 
last research paper to be drawn up, it was written with the final result, this dissertation, in 
mind. More specifically, it was meant to bridge the methodological part and the empirical 
part of this thesis. As such, the chapter contains both a critical reflection on the methodology 
and epistemological foundations of interview fieldwork, as well as contributions to the 
literature in terms of impression management (IM), the third-person effect (TPE), and OHI in 
relation to health communication research. However, both conference and journal reviewers 
commented on this dual focus as undesirable, noting that the work ‘jumps’ between 
perspectives and foci. The feedback placed the author in a somewhat difficult situation: one 
the one hand make adaptations to the manuscript to have the work published as a valuable 
contribution to the theory, and on the other hand preserving the approach, meaning, and 
position of the work for and in this dissertation. In short, when working on research of a 
transdisciplinary nature and intention, it can sometimes be quite challenging to have it 
published in a journal.  
 

13.7. Final thoughts 
This research project started in the midst of the 2014–2016 Western African Ebola virus 
epidemic (the most widespread and complex outbreak of the virus since its discovery in 1976) 
and came to an end in 2020 in the midst of the global COVID-19 pandemic. The two major 
international health crises not only punctuate this thesis, but also illustrate the need for 
reliable health information and underwrite the importance and relevance of studying health 
information and its effects and outcomes in the modern epoch. This holds particularly true for 
the digital information environment, in which both accurate information as well as mis- and 
disinformation are more contagious and travel faster than viruses themselves (e.g., the 
COVID-19 ‘infodemic’).  
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The vistas which appear at the horizon when one peers at what the nearby future might 

reasonably have in store in terms of health and healthcare, also point to the importance of 
studying how people engage with and use health information. Techno-optimists and 
proponents of e-Health and m-Health such as Topol (2015) describe a future in which ICTs, 
digital media, smart wearables, and health(care) increasingly melt together, empowering 
people to actively monitor their body, manage their data, and thus sit in the driver seat when 
it comes to their health management and decision-making. The emergence of ‘Doctor Google’ 
is in this vision hailed as just the beginning of a disruptive health (r)evolution based on digital 
technology and communication which will lead to the end of the days of ‘the doctor knows 
best’ (Topol, 2015). While such predictions are surely tasteful food for thought, they must be 
critically questioned in light of the discussion earlier in this thesis on empowerment and the 
fact that there is great variety among people with regards to the extent they want to 
participate in their healthcare decisions and health management. Indeed, one of the main 
findings herein is that Flemish middle-aged and older adults largely prefer the physician to be 
and remain the medical expert in charge and be the most important source of health 
information.  
 

Furthermore, one wonders if developments and innovations in ICTs, digital media, and 
healthcare such as the ones described above are conducive and helpful to older generations 
and individuals. In his authoritative work on digital inequality, Van Dijk (2020) argues that, as 
digital technologies continue to evolve, the digital divide is here to stay and can only be 
mitigated rather than closed. The emergence and increased use of augmented, virtual, and 
mixed reality technology, the use of wearables, as well as the use and impact of the Internet 
of Things (IoT) and artificial intelligence (AI) will likely lead to new forms of digital and thus 
social and health inequalities (Marler, 2018; Napoli & Obar, 2014; Van Dijk, 2020). Indeed, 
new technologies will continue to bring innovations, but also contribute to existing divides 
and create new ones between users and non-users. Particularly for middle-aged and older 
adults it will be challenging to keep up, for if they want to make use of these technologies and 
media, they will have to make efforts to learn to use them. However, at the same time, new, 
future generations of middle-aged and older adults will likely be more tech-savvy and attuned 
to using ICTs and digital media, also for HRIU purposes and finding OHI. 
 

Meanwhile, the two main components of the research focus herein, health and 
information, will also continue to evolve, and certainly not just because of technological 
developments. That is, healthcare will change and so will the public’s health and information 
needs, whether it is because of the ageing world population, COVID-19 or other pandemics, 
or the effects of other global challenges such as climate change and global warming. The 
twenty-first century is only twenty years old at the time of writing and humanity regrettably 
appears to be on a path which inevitably leads to disaster and more global health crises. In 
addition to the rapid and radical changes in climate and weather and the rising temperatures 
witnessed around the globe which have and will have numerous serious consequences, the 
unbridled growth of the human population to an estimated eleven billion at the end of this 
century, the rapacious exploitation of natural resources, the pollution of air, water, and earth, 
the destruction of nature and the irreparable damage done to wildlife and the animal 
kingdom in general – that is, species going extinct or being brought to the brink of extinction 
– surely spell disaster and a dark and uncertain future. Not in the least because of water and 
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food shortages, famines, the spread of viruses, and other health threats such as invasive 
species or increased antibiotic resistance. In this regard, the neoliberal, capitalist system and 
approach touched upon in Chapter 2 will prove to be a dead-end, for as long as free markets 
and thus crass commercial and financial interests and a focus on profits continue to govern 
and dictate human behaviour, the planet, nature, wildlife, and the majority of humanity will 
suffer. Simultaneously, as a colourful procession of anti-vaccination activists, climate change 
deniers, conspiracy theorists, and other confused, mistaken, and misled groups and 
individuals becomes increasingly vocal thanks to the Internet and SNS, health mis- and 
disinformation is likely to flourish and spread. Health information in and of itself and the study 
thereof therefore remains important, for, as has been argued in this thesis, with health 
information there is certainly a lot at stake. After all, both for the ill patient as well as the 
‘worried well’, and for communities and societies at large, health remains the first wealth 
(Emerson, 1860).  
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Summary (English) 

This doctoral dissertation studies health information behaviour and use by middle-aged (50-
64 years old) and older adults (65-80 years old) in Flanders, the northern, Dutch-speaking 
region of Belgium. Through qualitative analyses of 40 in-depth, semi-structured interviews, 
this thesis examines why (not), how, where, and when middle-aged and older Flemish adults 
obtain, circulate, and use health information and to what outcomes and effects. Two 
dominant lines of research are chiefly explored, namely 1) the role of online health 
information (OHI), and 2) health information sharing behaviour in everyday social 
interactions. Additionally, in support of these research lines, quantitative data are presented 
which provide insights into the use of information and communication technologies (ICTs) and 
digital media by a larger sample of Flemish middle-aged and older adults. Also under scrutiny, 
as part of a critical reflection on the interview fieldwork, are the self-presentation efforts by 
interviewees, that is to say, how they perceive and present themselves as rational and 
sensible Internet users and OHI seekers by engaging in impression management (IM). 

To arrive at meaningful answers to the research questions, it is argued in Chapter 2, which 
forms the first chapter of the theoretical framework, that health-related Internet use (HRIU) 
including health information behaviour and use take place and are situated at the crossroads 
of society, health, and media. The engagement with and use of health information can 
therefore be considered part of larger phenomena, namely the information society and 
Giddens’ (1991) notion of the reflexive, risk-averse citizen living in late modernity. From a 
health perspective, it is argued that (bio-) medicalisation goes a long way in explaining the 
expansion of health and medicine in society and their increased importance and presence in 
everyday life. Contemporary attitudes towards health, healthcare, and health information are 
furthermore informed by, and can be traced to, neoliberal perspectives and the pursuit of 
healthiness through individual empowerment and healthism. The role of the media in 
communicating about health and the considerable and wide-ranging influence of health in the 
media on the public are expounded, as well as the role of the Internet and that of search 
engines, which leads to the conclusion that we live in what might be called a ‘search society’. 
In Chapter 3, the significance of health information, the proliferation of health information 
and its ubiquitous presence in mass and digital media as well as everyday life, and the effects, 
outcomes, and challenges of OHI are discussed. The theoretical underpinnings for the study 
of health information are formed by the concept of ‘health orientation’ and the field of 
research which studies health information behaviour. All in all, Chapter 3 demonstrates the 
broad and complex scope of health information by offering a wide-ranging and detailed 
introduction and discussion of what is at stake. The last chapter of the theoretical framework, 
Chapter 4, zooms in on middle-aged and older adults as media audiences and users in relation 
to health information. The notion of the information and search society is extended to that of 
the ageing society to reflect the rapidly ageing world population and the challenges it brings. 
Important critical notes are shared with regards to delineating and defining the demographic 
groups under study. Finally, the focus shifts to the ‘grey digital divide’, which describes the 
differentiated adoption and use of ICTs, the Internet, and digital media by older adults. The 
chapter is concluded with a discussion of HRIU, OHI, and health information seeking by 
middle-aged and older adults. 



252 

The quantitative data presented in Chapter 7 suggest that the use of ICTs and digital media 
by Flemish middle-aged and older adults has become widespread. Remarkable shifts in ICT 
use and an overall increase in digital participation are reported, with major upturns in 
smartphone ownership, combined device ownership, consumption of digital news, and the 
use of WhatsApp. While not directly contributing insights with regards to the use of (online) 
health information, this chapter does find that a wider population (than the 40 interviewees) 
of Flemish middle-aged and older adults are increasingly accessing the Internet via multiple 
devices, that their digital experiences are becoming more diverse, and that they participate 
digitally more than before. 

It is therefore perhaps not a big surprise that Chapter 8 finds that the Internet is a popular 
source of health information. Building on the notion of the search society introduced in 
Chapter 2, this chapter examines the role of OHI and its influence and impact on the 
relationship and interaction between respondents and their physician. OHI is therein labelled 
as ‘Doctor Google’, not only due to Google’s dominance in the search engine market, but also 
because most respondents start their quest for health information with a search query in 
Google. The study finds that respondents obtain OHI pre- and post-consultation, albeit with 
different motivations and in search of different types of information. Respondents 
strategically and carefully introduce OHI in the clinical encounter, or, alternatively, do not talk 
about it at all, with only a few respondents openly including OHI in their interactions with the 
doctor. The chapter concludes that ‘Doctor Google’ expands the traditional patient–physician 
dyad into what might be called an ‘information triangle’. 

Delving deeper into the phenomenon of OHI, Chapter 9 shifts the focus to a specific 
popular platform in the contemporary digital information landscape, namely Wikipedia. The 
online encyclopaedia is one of the most-visited online sources of information on a wide range 
of topics, including health and medical affairs. The chapter finds that Google and Wikipedia 
are instrumental in respectively linking to and offering health information to interviewees. As 
few studies have examined user perceptions and the actual use of the online encyclopaedia – 
let alone among middle-aged and older adults – this chapter examines respondents’ attitudes 
towards and perceptions of Wikipedia, as well as their use of Wikipedia as a source of health 
information. The convenience, coverage, topicality, comprehensibility, and conciseness which 
Wikipedia offers, as well as familiarity with the online encyclopaedia, make it an attractive 
source of health information to respondents. However, while Wikipedia together with Google 
forms an important chain in the digital health information ‘ecosystem’ or environment, the 
online encyclopaedia ultimately appears to play a limited role in the health management and 
decision-making practices of study participants: they use Wikipedia primarily to obtain basic 
facts and general information. 

Chapter 12 broadens the health information scope by finding that the middle-aged and 
older adults respondents are ‘health information omnivores’ who not only obtain information 
from the Internet, but from multiple channels and sources, both consciously and 
unconsciously, often resulting in media complementarity. This complementarity extends to 
sharing and exchanging health information in everyday casual social interactions (Chapter 10), 
although, given among others the sensitive and private of health, not everyone is willing to 
share health information (Chapter 11). Chapter 10 and 11 together represent the second 
main research line herein: sharing as a health information behaviour. Chapter 10 finds that 
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health information sharing is a common and frequently occurring type of health information 
behaviour which is embedded in everyday social and supportive interactions. The sharing of 
health knowledge, experiences, and advice takes place both intentionally and in a 
premeditated fashion, as well as unintentionally and non-premeditated when spontaneous 
opportunities arise. All in all, sharing appears to play an important role in the acquisition, 
exchange, and circulation of health information. Chapter 11 starts where Chapter 10 leaves 
off, by investigating instances of and reasons for health information non-sharing. Non-sharing 
has received little attention in the literature, even though non-sharing might lead to 
information disadvantage or even information poverty, which might in turn lead to real-world 
negative health outcomes. Seven reasons for health information non-sharing behaviour are 
found, namely health as a non-topic, avoid being labelled as ill, individual responsibility, avoid 
burdening others, lack of trust in others, lack of trust in the Internet, and avoiding information 
overload. Contributing to an understudied area of information behaviour by offering new 
insights on (non-) sharing behaviour as well as nuances to existing work, Chapter 10 and 11 
emphasise the social character of health information. That is to say, the chapters illustrate 
that there is more to the health information behaviour and use by Flemish middle-aged and 
older adults than searching for information on the Internet. 

The latter point is further developed in Chapter 12, the last empirical chapter. Approaching 
health information from the perspective of Alzheimer’s disease (AD), Chapter 12 finds that 
the Internet is but one source of health information, which is complemented by narratives 
and representations in traditional mass media, everyday interpersonal interactions and 
observations, as well as other sources. Novels, personal experiences/social proximity, public 
figures and particularly film stand out as sources of AD information, suggesting that fictional 
narratives, personal experiences, and being able to identify with others leave lasting 
impressions and help to communicate and disperse information on AD. Besides their cross-
source engagement with information sources, respondents’ perceptions and knowledge of AD 
are explored, as few qualitative studies have examined what the public over the age of 50 
knows about AD. Common misconceptions and gaps in knowledge persist, including AD being 
considered part of the normal ageing process and old age as well as confusing AD with 
Parkinson's disease. 

All in all, this dissertation illustrates that health information is an important aspect of 
contemporary life and the media landscape. In a rapidly ageing information and search 
society in which health in the broadest meaning of the word is highly valued and at the 
forefront of public and individual consciousness, and in which health and media are intimately 
linked, health information plays an important role in educating and possibly empowering 
citizens in matters of health and illness. Yet, while interviewees look up and make use of 
health information in sickness and in health, it seems that the role of that information 
remains limited. Respondents hold the doctor in high regard, describing the physician as the 
first and foremost medical authority, expert, and most trustworthy source of health 
information. Chapter 6 suggests that such expressions are in part an element of the self-
presentation efforts of respondents to portray themselves as responsible Internet users and 
sensible OHI seekers, who do not take OHI too far and certainly do not diagnose or treat 
themselves. By way of a theory-driven thematic analysis, the self-presentation efforts of 
interviewees are scrutinised in Chapter 6 through a theoretical lens which consists of 
impression management (IM) theory enhanced with the third-person effect (TPE). The study 
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finds that respondents engage in various IM behaviours to maximise positive impressions 
(proactively demonstrate knowledge, accomplishments, and positive outcomes; compare and 
distance oneself from others) and minimise negative impressions (respond to critical 
questions; communicate limitations and offer external explanations). Thus, it is concluded 
that respondents overall tend to present themselves as rational and sensible Internet users in 
the context of obtaining and using OHI. 
 

Taken together, the findings in this dissertation might be of interest and help to media and 
communication scholars – particularly health communication researchers and practitioners – 
as well as information professionals, healthcare practitioners, and policy makers. The findings 
herein also bare relevance to the global COVID-19 pandemic and ‘infodemic’ which continues 
as this thesis was completed. The COVID-19 crisis has amply illustrated not only the 
importance of clear communication between governments, scientists, health professionals, 
the media, and the public to effectively respond to a pandemic, but also the need to timely 
disseminate credible and accurate health information and advice to the public. By studying 
when, where, and how Flemish middle-aged and older adults search for, obtain, circulate, and 
use health information, this thesis might be of help and contribute to efforts to inform the 
public on matters of health and illness, in times of crisis or otherwise. 
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Samenvatting (Nederlands) 

Dit doctoraatsproefschrift bestudeert gezondheidsinformatiegedrag- en gebruik onder 
volwassenen van middelbare leeftijd (50-64 jaar) en ouderen (65-80 jaar) in Vlaanderen, het 
noordelijke, Nederlandstalige gebied van België. Door middel van kwalitatieve analyses van 40 
semigestructureerde interviews onderzoekt dit proefschrift waarom (niet), hoe, waar, en 
wanneer Vlaamse volwassenen van middelbare en oudere leeftijd gezondheidsinformatie 
verkrijgen, verspreiden, en gebruiken, en met welke resultaten en effecten. Twee dominante 
onderzoekslijnen worden verkend, namelijk 1) de rol van online gezondheidsinformatie 
(online health information, OHI), en 2) het delen (sharing) van gezondheidsinformatie in 
alledaagse sociale interacties. Ter ondersteuning van deze onderzoekslijnen worden 
kwantitatieve data gepresenteerd die inzicht verschaffen in het gebruik van informatie- en 
communicatietechnologieën (ICT) en digitale media door een grotere steekproef van Vlaamse 
volwassenen van middelbare en oudere leeftijd. Voorts worden, als onderdeel van een 
kritische reflectie op het veldwerk (de interviews), de zelfpresentatie-inspanningen van de 
geïnterviewden onder de loep genomen. Dat wil zeggen, hoe zij zichzelf zien en presenteren 
als rationele en verstandige internetgebruikers en OHI-zoekers door gebruik te maken van 
impressie management (impression management, IM). 

Om tot betekenisvolle antwoorden te komen op de onderzoeksvragen wordt in hoofdstuk 
2, het eerste hoofdstuk van het theoretisch kader, beargumenteerd dat gezondheids-
gerelateerd internetgebruik (health-related Internet use, HRIU) inclusief 
gezondheidsinformatiegedrag- en gebruik plaatsvindt en gesitueerd is op het kruispunt van 
samenleving, gezondheid en media. Het gebruik van gezondheidsinformatie moet daarom 
worden beschouwd als onderdeel van grotere fenomenen, namelijk de moderne 
informatiemaatschappij en de notie van Giddens (1991) van de reflexieve, risicomijdende 
burger in de laat-moderne tijd. Vanuit een gezondheidsperspectief wordt betoogd dat (bio-
)medicalisering grotendeels de toegenomen zichtbaarheid van gezondheid en geneeskunde in 
de samenleving verklaart en hun toegenomen belang en aanwezigheid in het dagelijks leven. 
Hedendaagse attitudes ten opzichte van gezondheid, de gezondheidszorg, en 
gezondheidsinformatie zijn bovendien gebaseerd op, en kunnen worden herleid tot, 
neoliberale perspectieven en het streven naar gezondheid door individuele empowerment en 
‘healthism’. De rol van de media in de communicatie over gezondheid en de aanzienlijke en 
brede invloed van gezondheid in de media op het publiek wordt uiteengezet, evenals de rol 
van het Internet en die van zoekmachines, wat leidt tot de conclusie dat we leven in wat een 
‘zoekmaatschappij’ kan worden genoemd. In hoofdstuk 3 wordt de betekenis en impact van 
gezondheidsinformatie besproken, de proliferatie van gezondheidsinformatie en de 
alomtegenwoordige aanwezigheid ervan in de traditionele massa media, digitale media, en 
het dagelijks leven, en de effecten, uitkomsten en belangrijkste uitdagingen van OHI. De 
theoretische onderbouwing voor het bestuderen van gezondheidsinformatie(-gedrag) wordt 
gevormd door het concept ‘gezondheidsoriëntatie’ (health orientation) en het specifieke 
onderzoeksgebied dat gezondheidsinformatiegedrag bestudeert. Al met al demonstreert 
hoofdstuk 3 de brede reikwijdte en complexiteit van gezondheidsinformatie door middel van 
een gedetailleerde introductie en bespreking van wat er op het spel staat. Hoofdstuk 4 
vervolledigt het theoretisch kader door in te zoomen op volwassenen van middelbare leeftijd 
en ouderen als mediapubliek en gebruikers van media in relatie tot gezondheidsinformatie. In 
navolging van de informatie- en zoekmaatschappij wordt de notie van de vergrijzende 
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samenleving geïntroduceerd, hetgeen de verouderende wereldbevolking en de daarmee 
gepaard gaande uitdagingen weerspiegelt. Na enkele belangrijke en kritische opmerkingen 
over het afbakenen en definiëren van de demografische groepen die worden bestudeerd in 
dit werk, verschuift de focus naar de ‘grijze digitale kloof’, dat wil zeggen, het 
gedifferentieerde gebruik van ICT, het Internet, en digitale media door oudere volwassenen. 
Het hoofdstuk wordt afgesloten met een bespreking van HRIU, OHI, en het zoeken naar 
gezondheidsinformatie door volwassenen van middelbare en oudere leeftijd. 

De kwantitatieve data die worden gepresenteerd in hoofdstuk 7 suggereren dat het 
gebruik van ICT en digitale media door Vlaamse volwassenen van middelbare leeftijd en 
ouderen wijdverspreid is geworden. Het hoofdstuk laat opmerkelijke verschuivingen zien in 
ICT-gebruik en een algehele toename in digitale participatie, met een grote opleving in het 
bezitten van een smartphone en gecombineerd bezit van ICT-apparaten, de consumptie van 
digitaal nieuws, en het gebruik van WhatsApp. Hoewel het niet direct bijdraagt aan inzichten 
met betrekking tot het gebruik van (online) gezondheidsinformatie, stelt dit hoofdstuk wel 
vast dat een bredere populatie (dan de 40 respondenten in de interviews) van Vlaamse 
volwassenen van middelbare en oudere leeftijd in toenemende mate toegang heeft tot het 
Internet via meerdere apparaten, dat hun digitale ervaringen meer divers worden, en dat ze 
meer dan voorheen deelnemen aan het digitale leven.  

Het is daarom misschien geen grote verrassing dat het Internet in hoofdstuk 8 een 
populaire bron van gezondheidsinformatie blijkt te zijn. Voortbordurend op de notie van de 
zoekmaatschappij geïntroduceerd in hoofdstuk 2, onderzoekt dit hoofdstuk de rol van OHI en 
de invloed en impact ervan op de relatie en interactie tussen respondenten en hun arts. OHI 
wordt bestempeld als ‘Doctor Google’, niet alleen vanwege de dominantie van Google als 
zoekmachine, maar ook omdat de meeste respondenten hun zoektocht naar 
gezondheidsinformatie beginnen met een zoekopdracht in Google. Uit de studie blijkt dat 
respondenten zowel voor als na het consult met de arts OHI opzoeken, zij het met 
verschillende motivaties en op zoek naar verschillende soorten informatie. Respondenten 
introduceren OHI strategisch en zorgvuldig in het consult met de arts of praten er helemaal 
niet over. Slechts een paar respondenten benoemen en bespreken OHI openlijk. Het 
hoofdstuk concludeert dat ‘Doctor Google’ de traditionele patiënt-arts twee-eenheid 
uitbreidt tot wat een ‘informatiedriehoek’ zou kunnen worden genoemd. 

Hoofdstuk 9 gaat dieper in op het fenomeen OHI door de focus te verleggen naar een 
specifiek, dominant platform in het hedendaagse digitale informatielandschap, namelijk 
Wikipedia. De online-encyclopedie is één van de meest bezochte online-informatiebronnen 
over een breed scala aan onderwerpen, waaronder gezondheid en medische zaken. In 
hoofdstuk 9 wordt vastgesteld dat Google en Wikipedia een belangrijke rol spelen bij het 
respectievelijk linken naar en aanbieden van gezondheidsinformatie aan geïnterviewden. 
Aangezien er maar weinig studies zijn die de percepties van gebruikers en het feitelijke 
gebruik van de online encyclopedie hebben onderzocht – laat staan onder volwassenen van 
middelbare en oudere leeftijd – worden in dit hoofdstuk de attitudes en percepties van 
respondenten ten opzichte van Wikipedia onderzocht, evenals hun gebruik van Wikipedia als 
bron van gezondheidsinformatie. Het gemak, de reikwijdte, de actualiteit, de begrijpelijkheid, 
en de beknoptheid van Wikipedia evenals de bekendheid met de online encyclopedie maken 
Wikipedia tot een aantrekkelijke bron van gezondheids- en medische informatie voor 
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respondenten. Hoewel Wikipedia dus samen met Google een belangrijke keten vormt in het 
digitale gezondheidsinformatie ‘ecosysteem’, lijkt de online encyclopedie uiteindelijk een 
beperkte rol te spelen in het gezondheidsmanagement en de besluitvormingspraktijken van 
studiedeelnemers, aangezien zij Wikipedia voornamelijk gebruiken om basisfeiten en 
algemene informatie te verkrijgen. 

Hoofdstuk 12 trekt gezondheidsinformatie breder dan OHI met de bevinding dat de 
deelnemers aan het onderzoek ‘omnivoren’ zijn als het aankomt op gezondheidsinformatie, 
daar ze niet alleen informatie van het Internet halen, maar ook, zowel bewust als onbewust, 
via andere kanalen en bronnen, zodat er sprake is van media complementariteit. Deze 
complementariteit strekt zich uit tot het delen en uitwisselen van gezondheidsinformatie in 
alledaagse, informele sociale interacties (hoofdstuk 10), hoewel, vanwege de gevoelige aard 
van gezondheid, niet iedereen bereid is gezondheidsinformatie te delen (hoofdstuk 11). 
Hoofdstuk 10 en 11 vertegenwoordigen samen de tweede belangrijke onderzoekslijn in deze 
scriptie: het delen (sharing) van informatie als gezondheidsinformatiegedrag. Hoofdstuk 10 
constateert dat het delen van gezondheidsinformatie een veelvoorkomend en frequent 
voorkomend type gezondheidsinformatiegedrag is dat ingebed is in alledaagse sociale en 
ondersteunende (supportive) interacties. Het delen van gezondheidskennis, -ervaringen en -
adviezen vindt zowel opzettelijk en met voorbedachten rade plaats, als onbedoeld en met 
niet-voorbedachten rade wanneer zich spontaan momenten en kansen voordoen. Al met al 
speelt sharing een belangrijke rol bij het verwerven, uitwisselen en verspreiden van 
gezondheidsinformatie. Hoofdstuk 11 begint waar hoofdstuk 10 eindigt, namelijk met het 
onderzoeken van gevallen van, en redenen voor, het niet delen van gezondheidsinformatie. 
Niet-delen (non-sharing) krijgt in de literatuur weinig aandacht, hoewel het kan leiden tot 
informatieachterstand of zelfs ‘informatiearmoede’, wat op zijn beurt kan leiden tot 
negatieve gevolgen voor de gezondheid. Er worden zeven redenen gevonden voor het niet-
delen van gezondheidsinformatie, namelijk gezondheid als een non-topic, vermijden om als 
ziek bestempeld te worden, individuele verantwoordelijkheid, anderen niet willen belasten, 
gebrek aan vertrouwen in anderen, gebrek aan vertrouwen in het Internet, en het vermijden 
van een overdaad aan informatie. Hoofdstuk 10 en 11 bieden aldus tezamen nieuwe inzichten 
en nuances op bestaand werk met betrekking tot het onderbelichte gebied van sharing en 
non-sharing gezondheidsinformatiegedrag. Bovendien benadrukken de hoofdstukken het 
sociale karakter van gezondheidsinformatie, dat wil zeggen, ze illustreren dat het 
gezondheidsinformatiegedrag en -gebruik van Vlaamse middelbare en oudere volwassenen 
meer behelst dan alleen het zoeken naar informatie op het Internet. 

Dit laatste punt wordt verder uitgewerkt in hoofdstuk 12, het laatste empirische stuk. Door 
gezondheidsinformatie te benaderen vanuit het perspectief van de ziekte van Alzheimer 
(Alzheimer’s disease, AD), wordt in hoofdstuk 12 geconstateerd dat het Internet slechts één 
bron is van gezondheidsinformatie, die wordt aangevuld met verhalen in de traditionele 
massamedia, alledaagse interpersoonlijke interacties en observaties, en andere bronnen. 
Romans, persoonlijke ervaringen/sociale nabijheid, publieke figuren en vooral film vallen op 
als bronnen van AD-informatie, wat suggereert dat fictieve verhalen, persoonlijke ervaringen, 
en de mogelijkheid om zich met anderen te identificeren blijvende indrukken kan achterlaten 
en helpt om informatie over AD te communiceren en te verspreiden. Naast hun interactie 
met en gebruik van diverse informatiebronnen, worden de percepties en kennis van de 
respondenten ten aanzien van AD onderzocht, aangezien weinig kwalitatieve studies hebben 
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onderzocht wat het publiek van boven de 50 weet over AD. Diverse misvattingen komen naar 
voren, waaronder het beschouwen van AD als onderdeel van het normale 
verouderingsproces, evenals het verwarren van AD met de ziekte van Parkinson. 

Al met al vindt dit proefschrift dat gezondheidsinformatie een belangrijk aspect is van het 
hedendaagse leven en het medialandschap. In een snel vergrijzende informatie- en 
zoekmaatschappij waarin gezondheid in de breedste zin van het woord hoog in het vaandel 
en het publieke en individuele bewustzijn staat, en waarin gezondheid en media nauw met 
elkaar verbonden zijn, speelt gezondheidsinformatie een belangrijke rol bij het informeren en 
het stimuleren van ‘empowerment’ van burgers op het gebied van gezondheid en ziekte. 
Maar hoewel geïnterviewden gezondheidsinformatie opzoeken en gebruiken, zowel in goede 
gezondheid als wanneer ze klachten hebben en ziek zijn, is het ook duidelijk dat de rol ervan 
beperkt blijft, aangezien respondenten de dokter hoog in het vaandel hebben staan en de arts 
omschrijven als de voornaamste medische autoriteit en de meest betrouwbare bron van 
gezondheidsinformatie. Hoofdstuk 6 suggereert dat dergelijke uitingen tot op bepaalde 
hoogte onderdeel zijn van de zelfpresentatie-inspanningen van respondenten om zichzelf 
neer te zetten als verantwoordelijke Internetgebruikers en verstandige OHI-zoekers, die OHI 
niet te serieus nemen en zichzelf niet diagnosticeren of behandelen. De zelfpresentatie-
inspanningen van de geïnterviewden worden in hoofdstuk 6 onder de loep genomen door 
een theoretische lens die bestaat uit impression management (IM) theorie uitgebreid met het 
third-person effect (TPE). Uit de studie blijkt dat respondenten diverse IM-gedragingen 
vertonen om positieve indrukken te maximaliseren (proactief kennis, prestaties en positieve 
resultaten aantonen; zichzelf vergelijken met – en afstand nemen van – anderen) en 
negatieve indrukken te minimaliseren (reageren op kritische vragen; beperkingen 
communiceren en externe verklaringen bieden). Er wordt geconcludeerd dat respondenten 
zich over het algemeen presenteren als rationele en verstandige Internetgebruikers in de 
context van het verkrijgen en gebruiken van OHI. 

Alles bij elkaar genomen kunnen de bevindingen in dit proefschrift van belang en nuttig 
zijn voor media- en communicatiewetenschappers – in het bijzonder onderzoekers en 
praktijkmensen op het gebied van gezondheidscommunicatie – evenals 
informatieprofessionals, zorgverleners, en beleidmakers. De bevindingen hierin zijn ook 
relevant te zijn voor de wereldwijde COVID-19 pandemie en ‘infodemie’ die voortduurt terwijl 
dit proefschrift werd voltooid. De COVID-19-crisis heeft niet alleen ruimschoots het belang 
aangetoond van duidelijke communicatie tussen regeringen, wetenschappers, 
gezondheidswerkers, de media en het publiek om effectief te reageren op een pandemie, 
maar ook de noodzaak om op tijd geloofwaardige en nauwkeurige gezondheidsinformatie en 
-advies te bieden aan het publiek. Door het onderzoeken van wanneer, waar en hoe Vlaamse
volwassenen van middelbare en oudere leeftijd gezondheidsinformatie zoeken, verkrijgen,
verspreiden en gebruiken, kan dit proefschrift van dienst zijn en bijdragen aan inspanningen
om het publiek te informeren over gezondheid en ziekte, zowel in tijden van crisis als
anderszins.




