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Abstract 
 
Purpose: This study will describe information seeking behavior of South Asian Indian 

males searching the web for retrieval of cholesterol related health information.   

Methods: Qualitative study using naturalistic observation of a purposive sample of ten 

South Asian Indian males searching the web in their home environment for cholesterol 

related information, followed by semi-structured interviews. 

Results: The analysis and interpretation of naturalistic observation and interview notes 

provided major themes like criteria for trustworthiness that explained my participant’s 

search preferences for cholesterol related information. 

Conclusion: Further observational studies are needed to enhance the major themes which 

will be used to evaluate the quality of health information on the web. 

Recommendation: Health information on the Internet will be advanced by the needs of 

consumers who are hungry for information about their health and for control over the 

health services they receive. 
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Introduction and Background 

 
The term “South Asian Indians” will be used in this review to denote people originating 

from the Indian subcontinent and to distinguish them from American Indians (Native 

Americans). 

South Asian Indians have the highest rates of coronary artery disease (CAD) the world 

over. The incidence, prevalence, and mortality from CAD among overseas Indians have 

been 50% to 300% higher than the Europeans, Americans, and other Asians.1 Graph 1 

below shows the CAD mortality rates among different ethnicities living in different 

countries. 

 

Graph 1 shows the mortality rates of Asian Indians compared to other ethnicities for CAD.  

Source: British Journal Diabetes Vascular Disease, 2005 Sherbourne Gibbs, Ltd. Reproduced from 
Medscape.com  

The CAD rates among first generation immigrants are usually intermediate between those 

of the country of origin and the country of immigration.2 In virtually all populations, the 

CAD rates blend with those of the adopted country in two to three successive 
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generations, depending upon the degree and speed of acculturation, as well as the 

prevailing rates in the respective countries.3 Asian Indians have been a singular exception 

in having higher rates of CAD than the native population of the adopted country.4 South 

Asian Indians residing in different countries have higher rates of incidence, 

hospitalization, prevalence, morbidity, mortality, and case fatality from CAD than people 

of other ethnicity.5,6 The CAD rates in urban India over the past 40 years have increased 

dramatically and are now similar to that of overseas Indians and several times higher than 

in other Asian countries.7,8 This review initially discusses the magnitude of CAD among 

South Asian Indians in various countries. 

Overview of CAD among Overseas South Asian Indians 

Prevalence: 

In the U.K, which has one of the highest mortality rates of CAD, the prevalence of 

symptomatic CAD in Asian Indians is similar to Whites (8.5% versus 8.2%), but the 

asymptomatic or silent CAD is higher.9 In the US, the prevalence of CAD in Asian 

Indians is 4-fold higher than Whites (10% versus 2.5 %) as shown in Graph 2.10 

The prevalence data underestimate the incidence when case fatality rates are higher, as is 

the case in the U.K. Therefore, the burden of CAD in Asian Indians is much higher than 

that reflected by the prevalence data.  
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Graph 2: CAD Prevalence in CADI* Study Compared with US and India (men ages 30 – 69) 10. Source: 

Coronary Artery Disease in Indians, Framingham Heart Study, reproduced from IPSUB.com 

Mortality Rate:  

The relative risk (RR) of CAD mortality in Asian Indians is 20% to 50% higher than 

Whites in Canada, South Africa, and U.K., 300% to 400% higher than Chinese in Canada 

and Singapore, and 20 times higher than Blacks in South Africa (Graph 3).11 Other 

countries, which have reported substantially higher CAD mortality among Asian Indians, 

include Fiji, Mauritius, Trinidad, Uganda, Malaysia, and Qatar. In the U.S., only the state 

of California has reported CAD mortality data among Asian Indians. This report showed 

that CAD mortality among Asian Indians is 3-fold higher in men <45 years of age. 
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Graph 3: Mortality Rates* for CAD in South Asian Indians in different countries compared with people of 

other ethnic origin11. Source: Coronary Artery Disease in Indians, Framingham Heart Study, reproduced 

from IPSUB.com (* standardized for 100,000 deaths) 

The excess CAD mortality among Asian Indians is greater in women than in men (Graph 

3).  

In the U.S., CAD mortality rates are 2-fold higher in Asian Indian women 45-64 years of 

age than in Whites.12 In Singapore, CAD mortality among Asian Indian women 30-39 

years of age is 8-fold higher than Chinese women of the same age.13 The excess burden 

of CAD among Asian Indian women has been recently reviewed.14 

Incidence:  

Data for incidence of CAD in Asian Indians is sparse except for the St. James Survey15 

and the Singapore MI Registry.16 In the 10-year prospective follow-up of the St. James 

Survey in Trinidad, the age-standardized RR of CAD incidence in Asian Indians was 2-

fold higher than Whites and 7-fold higher than Blacks.18 In Singapore, where all MI in 

the country are systematically entered in the registry, the incidence of MI has been 3-fold 
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higher among Asian Indians than Chinese men and women (Graph 4) 17,18,19. This 

difference is maintained in 2001. Even developed countries including the U.S. have 

limited data on the incidence of CAD, since it is very difficult and expensive to collect 

detailed morbidity and mortality figures over an extended period of time.20 

 

Graph 4: Ethnic Differences in MI in Singapore, reproduced from IPSUB.com 

Hospitalization: In the U.S. (California), hospitalization for CAD among Asian Indians 

is 4-fold higher than in Whites, Japanese, and Filipinos and 6-fold higher than Chinese 

(Graph 5).21 In many countries, hospitalization for MI in Asian Indians compared to 

other ethnic groups is 2 to 4-fold higher overall and 5 to 10-fold higher in those under 40 

years of age.22 
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Graph 5: Hospitalization for CAD in California South Asian Indians versus Other Asians, reproduced from 

IPSUB.com 

South Asian migrants in foreign countries have higher death rates from CAD even at 

younger ages compared to local ethnicities of that country23. The (Graph 6) is again a 

good example of health inequalities among minorities in England and Wales. People 

from South Asian populations (Indian, Pakistani, Bangladeshi) have a higher incidence of 

coronary heart disease (50% higher) than the general population in the UK and a 300% 

higher incidence between the age 30 to 40.  
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Graph 6 shows the mortality rates of South Asians in UK compared to other ethnicities for CAD, 
reproduced from Journal of Nutrition website jn.nutrition.org 

 

 The above references, data points and graphs have established the severity of CAD 

among South Asian Indian Males in various countries. According to World Health 

Organization estimates, by 2010, South Asian Indians will represent 60% of world’s 

cardiac patients 24. An epidemic of CAD is currently underway among South Asian 

Indian Males worldwide25. 

Conventional Risk Factors in CAD, Cholesterol Prominent Risk among South Asian 

Indian Males: 

All conventional risk factors are significantly associated with the risk of CAD in South 

Asian Indians, as in all other populations. However, compared with Whites, South Asian 

Indians have a lower prevalence of hypertension, hypercholesterolemia, obesity, and 

smoking, but a higher prevalence of high triglycerides (TG), low high density lipoprotein 
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(HDL), glucose intolerance, and central obesity. Although the conventional risk factors 

do not fully explain the excess burden of CAD, these risk factors appear to be doubly 

important in South Asian Indians, and remain the principal targets for prevention and 

treatment 26. While each of the risk factors above merit a discussion, but for the purpose 

of this study, we will focus on bad cholesterol, as the most significant risk factor in CAD 

among South Asian Indian Males.    

An elevated level of total cholesterol (TC) is the strongest risk factor for CAD.27 Enas et 

al28 were the first to report high levels of Lp(a) in South Asian Indians. Elevated Lp(a) 

level was the most common risk factor in the CADI Framingham Study. Subsequent 

studies have reported elevated Lp(a) levels in Asian Indians in the U.S.,29 Canada,30 

Singapore,31 U.K.,32 and India.33,34 Numerous case control and angiographic studies have 

shown Lp(a) to be a powerful risk factor for CAD among Asian Indians.35 

In the U.K, Lp(a) levels in Asian Indians are significantly higher than Whites but 

identical to their siblings living in India.36 Also, Asian Indians with CAD and their 

offspring in the U.K. had higher Lp(a) levels than White CAD patients and their 

offspring.37 More than 10 angiographic and case-control studies in India have shown 

elevated Lp(a) levels to be a powerful risk factor for premature CAD , especially under 

the age of 40. 

A recent case control study involving South Asian Indians in India and the U.S. showed 

similar results. The South Asian Indian control subjects in the U.S. and India had similar 

levels of Lp(a). These data suggest that elevated levels of Lp(a) confer genetic 
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predisposition to CAD in Asian Indians. However, U.S. controls had higher levels of 

LDL and apo B, and lower levels of HDL, than their counterparts in India. This suggests 

that nutritional and environmental factors (affluence, urbanization and/or immigration) 

can further increase the risk of CAD by virtue of acquired dyslipidemia in these 

genetically predisposed individuals 38. 

We have established direct correlation that bad cholesterol is the single most significant 

risk factor for the onset of CAD among South Asian Indian Males. This situation is 

compounded by lifestyle factors too.  

The high rates of CAD in South Asian Indians are due to a combination of nature (genetic 

predisposition) and nurture (lifestyle factors). The nature is attributed predominantly to 

elevated levels of Lp(a), a common but often ignored risk factor in South Asian Indians. 

With a prevalence >40%, elevated Lp(a) appears to be the most common risk factor in 

this population. Given this genetic predisposition, the harmful effects of lifestyle factors 

are magnified exponentially. The lifestyle factors include those associated with affluence 

and urbanization as well as immigration and acculturation. Urbanization is accompanied 

by decreased physical activity and increased consumption of fat and calorie dense food, 

resulting in abdominal obesity, insulin resistance, and a therogenic dyslipidemia. These 

acquired metabolic abnormalities appear to have a synergistic effect on the development 

of CAD in genetically susceptible individuals such as those with elevated levels of Lp(a), 

which are South Asian in origin 39.  
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Infodemiology40 

Infodemiology can be defined as the science of distribution and determinants of 

information in an electronic medium, specifically the Internet, or in a population, with the 

ultimate aim to inform public health and public policy40. The Internet has become an 

important mass medium for consumers seeking health information and health care 

services online 41. On Feb 19, 2009, a paper published in the journal “Nature” by 

scientists associated with Google made worldwide headlines: Ginsberg and colleagues 

discussed how monitoring search queries on Google can be used to predict influenza 

outbreaks in the United States42. Data from this study was used to develop the Google 

Flutrends application. What was frequently missed in lay media reports was the fact that 

this was not an entirely novel idea. In fact, exactly the same methods have been 

employed and evaluated at the Centre for Global eHealth Innovation since 2002, under 

the label “infodemiology”. An award-winning paper published in 2006 by Eysenbach was 

the first to show a correlation between influenza-related searches on Google and 

influenza cases occurring in the following week in Canada43. As Google did not share 

search data with external researchers, a “trick” was used to obtain these data: A keyword-

triggered ad on Google was purchased, allowing access to statistics reflecting search and 

click behavior of Google users. This pioneering study also showed the Internet searches 

preceded doctors’ visits to sentinel physicians by 1 week (a fact which was later also 

confirmed by the Ginsberg study), pointing to the circumstance that often people first 

consult the Internet before going to a doctor. As early as 2003, a similar methodology 

was employed to evaluate whether search behavior changed before the SARS outbreak; 



Purvi MEHTA, M.B.I.,   Final Capstone Project 
 

16 | P a g e  

 

however, at that time “in our search term experiment it did not seem to be sensitive 

enough [to detect] SARS” 44. These early studies have inspired and motivated others to 

explore correlations between search behavior, information on the Internet, and public 

health relevant events. Wilson and Brownstein published a paper suggesting that chatter 

on the Internet preceded official announcement of a Listeriosis outbreak45. A number of 

other studies have replicated findings from the Eysenbach study on the relationship 

between the Internet search behavior and influenza incidence42, 46, 47 A seminal paper 

published by Cooper and colleagues in this journal explored the relationship between 

search behavior for cancer (information demand), cancer incidence, cancer mortality, and 

news coverage (information supply) 48.  

In the context of this study, Infodemiology concepts are best suited in analyzing how 

South Asian Indian Males will search and navigate the Internet for cholesterol-related 

information, as well as how they communicate and share this information, can provide 

valuable insights into health-related behavior of South Asian Indian populations. For 

example, the level of understanding of health issues, knowledge about cholesterol-related 

conditions, risk to CAD epidemic and so on.  

Qualitative methods provides honest data on health information seeking behavior, free 

from recall or social desirability biases, conducted in real time, and executed relatively 

cheaply. The Internet may be a valuable resource for researchers desiring to understand 

people and the social and cultural contexts within which they live outside of experimental 

settings, with due emphasis on the interpretations, experiences, and views of `real world' 

people. However, “very” few content providers have explored the relationships between 
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information supply and/or demand, on one hand, and population health, on the other 

hand, and have experimented with infodemiology metrics49.  

There is an unmet need, little is known on how South Asian Indian Males search for, and 

appraise health information on the web. South Asian Indians may seek cholesterol related 

information on the web because of the condition of self or loved ones. Additionally, the 

consumer may want to search about the condition because of what they heard on radio or 

from friends or a family history of high blood cholesterol. Information seeking step 

becomes personal for them. In either case their perspective on the quality of health 

information available on the web is important and should be studied for future guidance 

in the development of online content.  
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Methods 

The participants were recruited from among South Asian Indian males living in San 

Francisco Bay Area, CA. The recruitment was accomplished through two-part process. In 

part 1, respondents between the ages of 25 years to 65 years were distributed a survey 

questionnaire at selected local sites within San Francisco Bay Area. The sites included a 

Hindu temple in Sunnyvale CA, at Indian Community Center in Milpitas CA, at local 

Indian grocery stores in Foster City and Belmont CA and participants’ within the network 

of friends and families. An initial survey was used to recruit 10 willing participants to this 

study. Potential participants were provided with the consent and authorization form for 

their review, voluntary participation and consensual signature. Once consent and 

authorization was obtained, the initial survey questionnaire was distributed across the 

chosen locations in San Francisco Bay Area.  

In returning initial surveys, email address and / or telephone number were collected to 

arrange for further participation in this study.  

OHSU’s Research Integrity Office, IRB has approved this study for 10 subjects. This 

study met the criteria for EXPEDITED IRB review based on Expedited Category #7. It 

states “Research on individual or group characteristics or behavior (including, but not 

limited to, research on perception, cognition, motivation, identity, language, 

communication, cultural beliefs or practices, and social behavior) or research employing 

survey, interview, oral history, focus group, program evaluation, human factors 

evaluation, or quality assurance methodologies.” 
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 1st survey questionnaire 

What ethnicity best describes you? 

 Caucasian  

 Black 

 Hispanic 

 Pacific Islander / Asian 

 South Asian (Indian, Pakistani, Bangladesh, Sri Lanka, Nepal and Bhutan) 

 Others 

Do you live in San Francisco Bay Area? 

 Yes 

 No 

What age group best defines you? 

 18 – 24 

 25 – 34 

 35 – 44 

 45 – 54 

 55 – 64 

What is your highest education level?  

 High School 

 Undergraduate 

 Graduate 
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 Masters or higher 

Your level is to read / write the English language? 

 Beginner 

 Intermediate 

 Expert 

Do you own a personal computer? 

 Yes 

 No 

Do you have the Internet connection at home? 

 Yes 

 No 

If willing and selected based on qualifying criteria, what is the best way to contact you 

for further observation? 

 Email 

 Phone 

Please provide your email and / or telephone number for future observation: _________ 

We may contact you for further observation. What is the best time for us to observe you 

in your home environment? 

 Weekdays Morning 

 Weekdays Afternoon 

 Weekdays Evening 
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 Weekends Morning 

 Weekends Afternoon 

 Weekends Evening 

In part 2, respondents to initial questionnaire were shortlisted and observed in their home 

environment searching for cholesterol related information on the web. Survey interviews of 

participants included questions seeking answers to demonstrate their behavior during 

search. After each observation session and answering survey questions, the study aimed to 

validate its purpose to look for recurring patterns and themes which would allow online 

content providers to customize their content based on participant’s expressed preference 

and need.  

 

In-house observation (semi-structured questions) 

 Do you know someone, either yourself or your loved ones who has high 

cholesterol? 

 How frequently do you search for cholesterol related health information on the 

Internet? 

 What is your source of health information on the Internet?  

 Do you have a preference to use a particular search engine over others? Why? 

 How do you rate cholesterol related health information on the Internet? Is the 

information usable to you? 
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 What criteria will you use to judge the credibility of cholesterol related content 

online? What are the important measures of quality to you when you assess 

cholesterol information on the web? 

 Would currency of information matter to you?  

 Would credibility of information source be of importance to you? Would it matter 

if the content is sponsored by pharmaceutical company, medical device company 

or anyone entity with commercial interests?    

 What changes would you like to see in online content? What would be your 

advice to online providers? 

 Would you use your findings from the Internet to augment your doctors’ 

diagnosis and treatment? Will the information build trust with your doctor? 

Essentially, this will be a qualitative study that uses grounded theory to generate research 

subject from analysis and interpretation of the major themes.  Naturalistic observations (in 

their own homes) of the participants   searching the web for cholesterol related information 

will be conducted and the participants instructed to think aloud during their searches. No 

specific search engine or method will be recommended and they may start with an empty 

browser screen. Immediately following naturalistic observations, semi-structured 

interviews / questionnaire with all the participants will be conducted. The transcripts from 

field notes and interview notes, data, will then be analyzed using the grounded theory 

approach. 
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The data will be divided into segments and then scrutinized for commonalities that reflect 

categories, sub-categories or themes while searching for cholesterol related information 

on the web. Possible interconnections between themes will be made. There will be 

common sets of search patterns emerging across users. Eventually, we may be able to 

generate hypotheses on how consumers might search for and appraise cholesterol related 

health information on the web.      
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Results 

Quality is defined as "the totality of characteristics of an entity that bear on its ability to 

satisfy stated and implied needs. 50" For quality to be evaluated, these needs have to be 

defined and translated into a set of qualitatively stated requirements for the characteristics 

of an entity that reflect the stated and implied needs. This study aims to do that. 

 

Participants’ profile 

The participants’ are South Asian Indian Males originally from the country of India 

living in San Francisco Bay Area. They are three engineers and two business managers 

from the high-tech industry, two small business owners, one security guard, a teller, and 

an insurance agent. They are recruited from varying education and socio-economic class. 

They all own a computer with the Internet access. They can read, write and speak English 

language. They are willing participants’ in this study. The study was set in participant’s 

home environment.     

The transcripts of interviews from participants’ are analyzed for major themes and 

patterns which are used to evaluate the quality of health information on the Internet and 

general statements about the use of the Internet to obtain cholesterol related health 

information. 
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Major themes emerged from the observation and interviews 

 

Prior knowledge about cholesterol – Nine out of ten participants’ were familiar with 

cholesterol and had searched for cholesterol related information on the Internet. Seven 

out of ten participants’ had high cholesterol some time in their life. A 25 year old 

participant had no familiarity with cholesterol information on the Internet. None of the 

participants had known that CAD has become an epidemic among South Asian Indian 

males. 

“I started my health search about 2 years (in year 2006) ago when I was diagnosed with 

having high blood cholesterol. I went for a routine physical and the blood test results 

showed high cholesterol” 

“I know that cholesterol is the main risk to heart attack” 

“It is sobering data on epidemic of CAD among South Asians living in US. The Internet 

as a medium is so underutilized in this aspect. I wish there is more awareness, perhaps a 

market solution to alleviate, promote better communication between doctors and 

patients”  

 

Preference for a particular search engine – All participants’ preference was in using 

search engines over health websites to look for cholesterol related information. All of 

them preferred using Google over Yahoo or MSN search. All remarked that they trusted 

Google’s ranking for displaying the search results. None of the participants used health 
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websites like WebMd as a starting point. Rather they used search engines in an attempt to 

find relevant pages. 

“With the new technology in the search engines, search results from any search engine 

are the same but I personally prefer Google over the others because of its simplicity in 

layout and design. It is an intelligent search engine which tries to guess the consumer’s 

needs and context. Hope there was an equally smart health search engine out there” 

“I personally prefer Google because of its ranking capability. I totally trust Google 

ranking rather than my own gut feeling. If I had to search computers related information, 

I would go with my gut feeling but since this is a health related search, I would stick to 

Google’s ranking. They (Google) give a very refined search” 

“Searching is an art which one needs to master or go to Google” 

“WebMD is a medically heavy website, too much information” 

“Yahoo has the best dashboard on the Internet” 

 

Search strategy –The search strategy used by the participants was sub-optimal. My 

subjects read only the first five results displayed by the search engine and if they did not 

find what they were looking for, they rephrased their query rather than turning to the next 

page and exploring further results. 

One of the subjects’ tweaked his search query to be more specific (for example 

“cholesterol LDL 200”) and it resulted in information which was useful to him.   



Purvi MEHTA, M.B.I.,   Final Capstone Project 
 

27 | P a g e  

 

Increased numbers of health websites now compared to previous years - my subjects 

were consistent in their opinion that there was significant increase in the number of health 

websites now compared to the previous years when they had first searched for health 

information on the Internet. 

 

Simplicity preferred for layout and appearance - my participants wanted the health 

website to look simple, usable and professional. None of them wanted advertisements or 

pop-ups on their results page. 

“Simplicity on information including lay out, design, readability (no medical jargon), no 

ads, no banners, no eye catchy things- are very important to me”  

“As you can see, I am not a big fan of advertisements and pop-ups. I would say that 

simplicity of information without medical jargon is what I want out of my health related 

searches on the Internet” 

“Appearance and layout of the website is important. I do not like excessive hyperlinks or 

bullets on the pages. On most of the web sites, you have to click on tabs which will take 

you to the next/new page –for example, there will be bullets on causes, treatments, risk 

factors etc and you will have to click on each to read the material” 

“I will trust anyone, be it Doctor or the Internet or even Drugs companies as long as they 

explain my condition in simple terms, the US uses too much medical jargon” 
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Credibility of source was very important - the authority and credibility of the sources was 

very important to my participants. Seven of the ten participants remarked that they would 

trust the content from Government websites like NIH and CDC over studies and content 

sponsored by the pharmaceutical companies. Accurate health information became 

synonymous with trust. This was the major theme among my participants. 

“I would like to know the authenticity of the source producing the material, the 

qualifications of the person who wrote the content and also the date when the content was 

written” 

“By trusted source, I mean reliable and updated information- Is the information coming 

from a government body like the NIH/NLM, or a public institution like the Mayo clinic 

or some organization like the American Heart Association (AHA)” 

“By authenticity I mean, where is the content from? Which institution is providing the 

content? The source has to be a respectable one.  I will trust government websites or 

associations over corporations like pharmaceutical companies which always have vested 

interests” 

 “The appearance of website, terminology, updated content, educational qualifications of 

the content providers should be made available for consumer to gain trust” 

“I trust content posted by online support groups because they are in same boat as me”  

“I trust NIH website to have trustworthy content, accurate content and non-biased 

content” 

“For me, accuracy of information is synonymous with trust”  
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Drug companies were singled out – Nine out of ten participants viewed information put 

out by drug companies to be less trust-worthy. Only one participant was complimentary 

of drug companies. 

 “Drug companies have hijacked our health. The Internet can play a significant role in 

exposing the drug companies, medical devices companies, and insurance companies” 

“Drug companies don’t want people to be healthy. They are interested in pushing their 

drugs and making money.” 

“I trust the Pharmaceutical companies. They have invested billions of dollars in making 

drugs and saving lives. I don’t agree that they would like to harm us. The information on 

their website is accurate and scientifically wetted” 

  

Updating of content- more than half of my participants were conscious in checking the 

date of when the content was written/updated. They wanted the content on the health 

website to be current. 

 “The date when the content is updated is important to me. What’s the point in showing 

old information?” 

 

Opportunity to cross-reference search results and seek a second opinion - participants 

agreed the Internet was a very resourceful tool to cross reference health information 

across search results. It allowed them access to multiple opinions on a particular subject 

with little or no cost. 



Purvi MEHTA, M.B.I.,   Final Capstone Project 
 

30 | P a g e  

 

“The Internet is a resourceful tool to cross reference health results across different 

mediums” 

The Internet acts as a communication tool with doctors – Two of my participants agreed 

that there is value in sharing the search results from the Internet with their doctors to 

validate their line of treatment. The participants were skeptical whether the doctor would 

accept the search results to be deterministic.  

“Doctors in US have no regards for patients’ choice of alternative medicines to cure 

diabetes and high blood cholesterol” 

“Yes, I certainly would like to hear doctor’s opinion on my findings from the Internet. 

Every clinician has a style of practicing and no two styles can be same. I always discuss 

my findings from the Internet with my clinicians, the response to my input is mixes, some 

clinicians are receptive, and most are not” 

“I feel the Internet is just a tool to provide health (or any other) information, it is not the 

authority on the subject. I will still trust my doctor’s knowledge and will not question 

them on their domain expertise” 

 

The Internet will promote alternative treatments – All respondents agreed the Internet 

will promote alternative systems of medicine like Ayurveda and Homeopathy and 

provide choices to American consumers in making their health decisions. With the rising 

cost of healthcare in America, more consumers will seek cost effective and affordable 

health solutions on the Internet.  
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“Being an immigrant from India, I am always interested in knowing the alternative 

methods of treating a disease if there is any. Like in India, there is Ayurveda (Indian 

system of medicine), which has mastered the art of curing chronic diseases like arthritis 

and  asthma for which in Allopathic (Western) medicine there are only steroid drugs. The 

Internet will change the perception of American people towards healthcare” 

“The cost of healthcare is rising. Doctors have no time to spend with their patients, the 

visits are becoming shorter day by day, and most insurance companies do not cover 

alternative therapies like Ayurveda, Homeopathy and Acupressure. With all this 

background and the advent of access to the Internet, more and more people will rely on 

the Internet for their health related information. They will look for cheaper and 

alternative therapies for their chronic conditions. I believe the Internet will provide 

choices to American consumers to find solutions for their health problems” 

Dissatisfaction with the search results – Eight of the ten participants’ agreed that health 

information on the Internet will take time to mature and display relevant search results. 

Their overall concern was that much of the health information currently available is 

written at a level that exceeds the reading recognition and comprehension skills of many 

non-medical readers.  

 

 

Participants’ were personally not too happy with the search results for cholesterol related 

information. 
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“I will trust a site which focuses on environmental issues to cholesterol in Indians. I know 

the genetic part but I want website to tell me about diet, exercise for Indians. There is no 

such website available” 

 

In future content will be delivered through micro sites, self-help groups and social 

networking sites – four of my subjects envisioned the growing role of Twitter in future to 

deliver customized health content. All but one saw the emerging role of self-help groups 

and social networking sites in health education and awareness.  

“Twitter will play an important role in sharing health information during epidemics and 

pandemics” 

“In Twitter, no one can censor tweet, the flip side is accuracy of what is promoted” 

“I grew up on the motto of prevention is better than cure. In this country prevention 

requires more effort” 

“Self help groups and social networking sites like “patients like me” and “Facebook” will 

provide voice to patient view” 

“Information in future will delivered and stored on hand held devices” 

“Innovation is missing in health information delivery and care. I wish, my cholesterol 

readings could go to my Doctor in real-time” 
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Discussion 

The results from this study indicate that consumers search for and appraise health 

information for trustworthiness of the content and simplicity of layout51, 52. Several 

criteria to assess credibility emerged from the interviews. Websites from Government 

authorities, understandable and professional writing laid out in a simple manner were the 

most often mentioned criteria for trustworthiness51. 

The Internet users explore only the first few links on general search engines when 

seeking health information and do not check out the "about us" sections of websites or 

read disclaimer or disclosure statements. Often they don't remember the site they got their 

health information from52. 

Participants were generally successful in getting the desired search results by rephrasing 

their search query. They looked at the first five search results and fine tuned their search 

strategy for better results.  

This study had several limitations. The overall information-seeking behavior of a specific 

population is far too broad and general a topic to investigate adequately in the context of 

a single study, and thus cholesterol related health information was chosen as a situational 

focus. Participants were professionals with high levels of information literacy and 

education. Also, results from a small sample size (n=10) may not be generalized to the 

whole South Asian Indian male population. 
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The future of the Internet in Health Care 

Several developments will influence consumer access to information on the Internet in 

the future55. 

Because much diverse, inconsistent, and incoherent information is now available on the 

Web, opportunities exist for new approaches to collect and combine information for 

easier use55. 

Consumers need help in sorting through the extensive “noise” on health care Web sites. 

Search engines with a stronger editorial voice – specialized health “portals” that compile 

and index health information rather than simply accumulate information from the Internet 

– will be the choice of the majority of Web searchers55.  

A small number of trusted services that rate the quality of information on health care sites 

will emerge from efforts such as Health On The Net (www.hon.ch). Mainstream sites will 

comply with the raters’ guidelines to get their coveted seals of approval. At the same 

time, the multitude of sites that don’t care about ratings will continue to thrive. 

New forms of health care information on the Internet will proliferate. With the growing 

availability of inexpensive data and storage, more images, animation, video clips, and 

interactive learning systems will be put in place. Few consumers, however, will have 

wide enough bandwidth connections to the Internet to be able to take advantage of that 

rich content55.  

Patients, especially those with chronic diseases, will begin to use personalized health 

records services to track their health status. These systems will allow patients to perform 

health risk assessments online and to track their adherence to diet, exercise, or medication 

regimens55. 
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Conclusion 

The Internet may be a valuable resource for researchers to identify health beliefs, 

common topics, motives, information, and emotional needs of patients, and point to areas 

where research is needed53.   

The South Asian Indians may seek cholesterol related information on the web because of 

the condition of self or loved ones. Their perspective on the quality of health information 

and other characteristics available on the web is important and should be studied for 

future guidance in the development of patient centric online content54.  

Sample size of ten participants’ is too small to conclusively assess the search trends of 

large South Asian Indian population. Therefore further observational studies will be 

needed to elicit the perceptions of South Asian Indian population which can then be 

utilized to design and evaluate educational and technological innovations for guiding this 

population to search for high quality health information on the web51.    
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