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Abstract 

This article proposes that the accessibility of and access to health information is linked to health 
disparities, particularly in the area of African American birth outcomes.  Social, cognitive and 
multiperspective frameworks in information behavior research provide important insights into a 
better understanding health care consumers and health care providers.  Research employing these 
frameworks goes beyond studies of patient-physician communication issues which have been 
linked to health care disparities (Johnson, Roter, Powe & Cooper, 2004; van Ryn, 2002).  These 
studies focus on the more general processes of information seeking used by both patients and 
providers through examinations of information needs, social networks, cognitive authority, and 
trust, and have found that health consumers and providers are confronted with many social, 
cognitive, and physical obstructions to gathering high quality and valuable information with 
which to make decisions.  A more thorough analysis of the role of individual-level information 
seeking processes and group-level information environments has potential to improve African 
American women’s birth outcomes.  

 
Introduction 

 
The accessibility of and access to information may be linked to health disparities, particularly in 
the area of African American birth outcomes.  Social, cognitive and multiperspective 
frameworks in information behavior research provide important insights in better understanding 
health care consumers and health care providers.  While several authors (Johnson , Roter, Powe 
& Cooper, 2004; van Ryn, 2002) have highlighted possible patient-physician communication 
issues that may exacerbate health care disparities, the more general process of information 
seeking by both patients and providers may provide useful insights in improving African 
American birth outcomes. 
 
For the purposes of this paper, access denotes the availability of information and accessibility 
refers to whether the information seeker can find and understand the information.   Our 
underlying assumption is that the information infrastructure should be examined as part of the 
equation in any discussion of optimizing health, and more specifically, may be a useful model in 



improving birth outcomes.  Accessibility of and access to information is a problem faced by both 
African American women and their health care providers.  Although this is manifest in different 
ways, the dimensions of the problem pervade the medical encounter. We do not assume that 
there is one or even a suite of technological solutions that will fully solve or alleviate disparities 
in African American birth outcomes; however, several political influences may expedite the 
introduction of these technologies into health care delivery including President Bush’s Executive 
Order on April 27, 2004 calling for widespread deployment of health information technology 
within 10 years (National Alliance for Health Information Technology, 2005; PITAC, 2004).  
 

Roots of Multiperspective Frameworks in Information Behavior 
 

A discussion about improving African American birth outcomes through evaluating information-
seeking roles necessitates some initial discourse on the broader topic of information seeking.  
The term “information seeking” describes the process by which an individual seeks out new 
information to “change his or her state of knowledge” (Choo, 1998).  The two schools of thought 
in information behavior, espousing on the one hand individual cognitive explanations and, on the 
other, social contextual influences, have converged to a more holistic way of thinking called the 
multiperspective approach.  For example, elements of the individual cognition model as well as 
models concerned with context and environment inform Dervin’s “sense making” model 
(Leckie, Pettigrew & Sylvain, 1996; Pettigrew, Fidel & Bruce, 2001). 
 

Constructionism and Cognitive Authority Decisions 
 

The multiperspective model lends itself to instances of active information seekers, those who are 
researching information about a medical procedure or participating in child birth education 
classes.  But what about less active or deliberate information seeking behavior?  Rieh (2003) 
studied “everyday life information seeking” (ELIS) in the home. Her work showed that most 
information need situations are complex and rich with cultural context.  A multitude of factors 
including information-sharing in relationships, social communities that shape information 
behavior, and the trajectory of a lifetime of information seeking behavior all come to bear and 
must be considered.  In the psychological and medical fields much has been written about “help 
seeking” and associated health or mental health risk. (e.g., Sen, 2004; Meadows, Mrkonjic & 
Lagendyk, 2005)  How effectively do information seeking models map to what the medical field 
refers to as “help seeking?”   
 
The answer to this question might be found in constructionism, an approach that sees 
“information use as discursive action” where knowledge forming is connected to conversation 
and language.  McKenzie, (2003) building on the work of Tuominen, Talja, and Savolainen 
(2003), describes discourse as “the vehicle through which the self and the world are articulated, 
and on the way different discourses enable different versions of selves and reality to be built.”  
Our experience shapes our reality, and information seeking can be facilitated or squelched 
depending on our construction of reality.  For example, we assume notions of health as 
individuals and as members of a reference group (family, class, or culture), and this shapes how 
we step into the patient role.  Am I at high risk of Caesarian section?  Is this doctor going to 
understand my concerns?   
 
Constructionist theory helps to explain what happens next, how information becomes action.  For 
example, this approach looks at the decisions people make based on an information source, such 



as those regarding their health, as “cognitive authority decisions” (McKenzie, 2003).  The source 
is key to the action taken.  The source must have “occupational or educational expertise; success 
in an endeavor in the field; a good reputation among others in the field; endorsement by someone 
else whom one considers a cognitive authority; and intrinsic plausibility, persuasiveness, or 
personal trust.” (MacKenzie, 2003).  Where do African American women seek health 
information?  To whom do they turn to help with decisions about their health?  
 

Information Seeking of African American Women 
 
Although few studies have looked at information seeking among African Americans per se, more 
have explored help seeking behavior.  Help seeking encompasses not only information, but care 
and support in a situation where a person may be at risk.  Information behavior approaches may 
hold promise for looking at broader information access, i.e., the selection of the source of the 
information, the degree to which the information is accessible in the existing environment, 
salient issues for shaping interventions for consumers and making policy, and system changes in 
provider settings.   
 
Issues such as reliability of communication, health status, concerns about privacy, fear of 
burdening others and distrust of the system have all been shown to influence information seeking 
behavior among African Americans.  Adolescent African American girls chose their mothers as a 
source for general health information but turned to friends and other women regarding concerns 
about reproductive health (McKee, Karasz & Weber, 2004).   While some girls turned to 
providers, the quality of these relationships varied, and thus, the role they played in the girls’ 
decision making.  In a survey conducted by Matthews, Sellergren, Manfredi & Williams (2002), 
21 female, mostly African American cancer patients said they were confident in the care they 
received.  Still, they described how physicians gave them incomplete information resulting in 
erroneous diagnoses.   
 
Respondents also noted communication problems and suggested difficulty in understanding 
information provided by the physician and in reporting new symptoms to the doctor.  Other 
factors affecting help seeking included the fear of cancer, family history, a desire to protect 
personal privacy, cancer misinformation (i.e., the belief that surgery causes cancer to spread), 
and coping style as influenced by unsupportive physicians and a concern for “burdening family 
members.”  Interestingly, religion was cited as both a deterrent to help seeking and a coping 
style.  In another study, low income African Americans said they felt more comfortable in a 
primary care physician’s office when there were culturally sensitive reading materials and health 
information directly addressing their major health issues (Tucker et al., 2003). 
 
Gollop (1997) surveyed 55 elderly African American women in an attempt to understand their 
health information seeking behavior.  Gollop points to age, self-reported literacy, and media as 
factors influencing information seeking behavior and the selection of a source.  Gollop also 
reported that women first sought physicians, then print and non-print media, and then family and 
close friends (in that order) for health-related information.  Other studies (e.g., Karasz, Sacajui & 
Garcia, 2003) have confirmed the preference for physicians.  Spink and Cole (2001) concluded 
that African Americans sought an established source (doctor, nurse, social worker, minister) for 
health care information outside of their community or environment.   
 



Reference group theory provides important insight into understanding how African Americans 
use the standards and values associated with membership in a cultural group as a “reference 
point” for information behavior (Dawson, 2001).  Mistrust of the medical community, religious 
beliefs, and preference for receiving health information “word-of-mouth” have been identified as 
issues associated with African American culture in impeding health information accessibility 
(Matthews, 2002).  Health promotion interventions designed to address breast cancer have been 
built around the notion that African American women turn to community organizations such as 
beauty parlors and churches for health information and support (e.g., Thomas, Quinn, Billingsley 
& Caldwell, 1994; Sadler, Thomas, Gebrekristos, Dhanjal & Mugo, 2000; Husaini et al, 2002; 
Davis et al, 1994).  Other research with African American women and youths has indicated the 
family as a primary source for reproductive (e.g., Dienes, Morrissey & Wilson, 2004) and 
menopause information (Grisso, Freeman, Maurin, Garcia-Espana & Berlin, 1999).  Further 
research is needed to better understand how African American women’s information behavior, 
shaped by many factors over their lives, may influence their experience with pregnancy and child 
birth, both in terms of access to information (the selection of sources for that information) and 
the degree to which existing information in specific environments is understandable.  
 

Health Care Workers 
 

Health providers (doctors, nurses, midwives, physician’s assistants, social workers) search for 
information about patients as well as about the underlying diagnoses presented by patients.  
Correctly locating, synthesizing, and acting upon these types of information is directly related to 
continuity of care.  During this process, health care providers face issues of access and 
accessibility.  Previous research has demonstrated that doctors (e.g., Strasser, 1978) and nurses 
(e.g., Blythe & Royle, 1993; Wakeman, 1992) rely most heavily on colleagues for information.  
Clinicians regularly turned to colleagues or specialists for help in diagnoses (Paget, 1988) or to 
nurses for updates on patients’ conditions (Ngin, 1993). Type of practice has been linked to 
physician information-seeking patterns; obstetricians and family practitioners have been shown 
to use colleagues as their primary source of information (Strasser, 1978).  A physician’s need for 
immediate access to information may account for this preference for collegial information.   
 
Covell, Uman and Manning (1985) found that patient encounters are as likely to create questions 
as answer them.  The search for information can be difficult, and the reliance on consultations 
partly arises because access to patient information is problematic. Corcoran-Perry and Graves 
(1990) documented the substantial amounts of time nurses spend tracking down patient 
information.  The combination of time pressures and the lack of access to patient information 
leads to the situation noted by Dee and Blazek (1993), where physicians see their colleagues as 
“familiar, reliable, immediately available, and inexpensive; they give concise, organized answers 
that synthesize available information.” 
 
These clinical consultations are not without a downside, though.  Atkinson (1995) noted that 
consultation involves not only the transfer of information but often its translation, “physically, 
from one setting to another, and discursively from one linguistic or representational register to 
another.”  These differences in the use of medical terminology across specialties are also a 
problem. (Cascade & Kazerooni, 1994)  They serve as a reminder that even with “complete” 
information the recipient must understand its import.  Moreover, Anspach (1987) indicated that 
medical professionals (attending clinicians, residents, nurses) had access to, relied on, and 



weighed information sources differently.  These varied perceptions were rooted in the different 
organizational, cultural, and social structures in which groups of medical personnel work.   
 
An example of the intersection of access and accessibility (access to information through relying 
on colleagues and accessibility of that information when it must be acted upon) is the hand-off or 
sign off for physicians and the report for nurses.  While these encounters are a universal, 
routinized form of mandated information seeking and sharing designed to promote the continuity 
of care, they have been identified as a site of medical errors in hospitals (Coiera, 2000; Parker & 
Coiera, 2000; Ransom, Joshi & Nash, 2004).  Evidence in the nursing literature1 (Lamond, 2000; 
Payne, Hardey & Coleman, 2000) indicates that oral shift reports serve as a means of 
highlighting aspects of and reinforcing key points in the written record, thus increasing 
accessibility of the information.  Concern about how shift reporting and sign offs may influence 
disparities is little understood.  Computerization of the sign-out process has been shown to 
reduce errors (Petersen, Orav, Teich, O’Neil & Brennan, 1998; Bates & Gawande, 2003), but 
more research is needed to replicate these findings and to understand exactly what factor(s) in 
the automation process reduces errors most significantly. 
 
Research is needed to examine whether access and accessibility, as they relate to information 
seeking by consumers or between providers, contribute to health disparities and particularly birth 
outcomes.  How can we enrich clinical communication among health care professionals to 
enhance continuity of care?  Does the handoff problem, so well documented in hospitals, also 
happen in prenatal clinics?  What are the information needs of other health care professionals 
(midwives, PA’s, social workers)? 
 

Technological Solutions 
 

Technology can alleviate communication problems and enhance encounters between doctors and 
patients as well as among health care professionals; however, technology alone cannot erase 
disparities.  In fact, the implementation of systems must be done carefully so as not to make the 
problems worse. This is particularly important since researchers (e.g., Atkinson, 1995; Pettinari, 
1988) have argued that medicine is an oral culture.  Therefore, the relationship between written 
and image-based (online) information and this oral culture needs to be considered, given that the 
use of automation changes work practices (e.g., Heath & Luff, 1996).  Research questions in this 
area might focus on how technologies can be used to better support oral exchanges.  
 
Technological interventions for consumers have been the focus of a series of studies and much 
has been made of the so-called digital divide (Jackson, 2003; Mehra, Bishop, Bazzell & Smith, 
2002; Robinson, Flowers, Alperson & Norris, 1999).  While birth outcomes are generally worse 
for all African American women, those in the lower socio-economic group face even greater 
hurdles.  Robinson, et al. (1999) reported a willingness on the part of a sample of low income 
African Americans to use the Internet to communicate with physicians and seek health 
information; however, participants level of access to the Internet was low.  The HomeNetToo 
Project provided 123 adult participants, primarily unmarried, African American, female, with 
household annual incomes of less than $15,000, with a personal computer.  After one year, 
findings indicated African American participants used the Internet less than did European 
American participants when controlling for income, even though both groups required 
considerable technical support (Jackson et al., 2003).  The study concluded that the digital divide 
should be viewed as a "use" divide rather than an "access" divide.  Would improving capacity of 



African American women to make use of the Internet contribute to positive birth outcomes?  
Research questions must address increasing use of the Internet, not just access. 
 
From the perspective of health care workers, we know that the systems for managing patient 
information vary greatly (Brailer, 2004).  Health care organizations have traditionally used paper 
medical records to translate information from providers regarding various patient encounters.  
Unfortunately, the paper record is frequently illegible and unavailable for a specific patient 
encounter. In addition, several simultaneous paper records often exist as patients seek care from 
multiple physicians, hospitals, and clinics.  This is a particular problem for low income women 
seeking care.  The electronic medical record has presented a methodology to improve access to 
up-to-date and legible information for all patient encounters (Brailer, 2004a).  For example, the 
Veterans Administration has established a comprehensive medical record that integrates all 
provider and hospital encounters with instant access to laboratory, radiology, operative reports, 
discharge summaries, and clinic notes (Ransom, 2004).  Several authors have cited the benefits 
of comprehensive electronic medical records:  reduced medication errors, reduced duplication of 
services, improved communication, and improved overall quality (e.g., Ransom, Pinsky & 
Tropman, 2000; James, 2005; Poon et al., 2004).  Further research is needed to assess the 
effectiveness of these different models of patient information handling and to better understand 
the conditions under which each of these models works best. 
 
While the United States has the most contemporary health care delivery services, it lags behind 
other nations in its ability to integrate an individual’s health information across the lifespan.  
Important interventions are often overlooked due to this poor integration of health information.  
Other countries have made great strides to achieve this goal.  The Taiwanese IC-Card provides 
access to each individual’s information for all healthcare encounters (Jui-Fen and Hsiao, 2003).  
This technology has played a role in decreasing medical errors and maintaining continuity of 
care between physicians and among different facilities throughout Taiwan.   
 
Technology has the opportunity to improve health outcomes and, hopefully, contribute to a 
reduction in birth outcome disparities for African Americans.  Several attempts have been made 
to improve information access to uninsured and low income populations, for whom integrated 
and accessible health information is most problematic.  For example, Hutzel Hospital in Detroit 
serves a predominantly low income population of African American women.  For years patients 
at Hutzel have carried to every clinical encounter a ‘gold card’ with their obstetrical information.  
The ‘gold card’ was developed due to poor medical record availability and the need to provide 
important information to providers.  While the program has been a welcome improvement over 
no information, frequently the patient cannot locate the card, preventing information transfer.  In 
addition, the one page card has only limited room for medical information.  A more 
comprehensive and life time ‘smart card’ has significant appeal for improving care to vulnerable 
populations.    
 

Conclusions 
 

A better understanding of the information seeking process and information environments has 
potential to improve African American women’s birth outcomes. Health consumers and 
providers are confronted with many process obstructions to gathering high quality and valuable 
information with which to make decisions.  We believe the social, cognitive and 



multiperspective frameworks in information behavior research have the potential to improve 
health and possibly reduce health disparities for African American women.   

 

References 

Anspach, R. R.  (1987).  Prognostic conflict in life-and-death decisions: The organization as an 
ecology of knowledge.  Journal of Health and Social Behavior (28), 215-231. 

 
Ash, J. S. & Bates, D. W.  (2005).  Factors and forces affecting HER system adoption: report of a 

2004 ACMI discussion.  Journal of the American Medical Informatics Association, 12/1, 
8-12. 

 
Atkinson, P. A.  (1995).  Medical talk and medical work: The liturgy of the clinic.  London, 

Sage. 
 
Bates, D. W. & Gawande, A. A. (2003).  Improving safety with information technology.  New 

England Journal of Medicine, 348/25, 2526-34. 
 
Blythe, J. & Royle, J. A. (1993).  Assessing nurses' information needs in the work environment. 

Bulletin of the Medical Library Association, 81(October), 189-96. 
 
Brailer, D.J.  (2004).  Interview with a quality leader: David Brailer on a private-public health 

information technology infrastructure.  Journal of Healthcare Quality, 26/6, 20-4. 
 
Brailer, D.J. (2004a).  Translating ideals for health information technology into practice.  Health 

Affairs, (Jan-Jun; Suppl Web Exclusives), W4-305-317. 
 
Cascade, P. N. & Kazerooni, E. A. (1994).  Aspects of chest imaging in the intensive care unit.  

Critical Care Clinics, (10), 247-265. 
 
Choo, C. W. (1998).  The Knowing Organization How Organizations Use Information to 

Construct Meaning, Create Knowledge, and Make Decisions, New York, Oxford 
University Press. 

 
Coiera, E. (2000).  When conversation is better than computation.  Journal of the American 

Medical Informatics Association, 7(3), 277-286. 
 
Corcoran-Perry, S. & Graves, J.  (1990).  Supplemental information-seeking behaviour of 

cardiovascular nurses. Research in Nursing and Health, 13 (April), 119-127. 
 
Covell, D. G., Uman, G. C. & Manning, P. R. (1985).  Information needs in office practice: are 

they being met? Annals of Internal Medicine, 103 (October), 596-599. 
 
Davis, D. T., Bustamante, A., Brown, C. P., Wolde-Tsadik, G., Savage, E. W., Cheng, X. & 

Howland, L. (1994).  The urban church and cancer control: a source of social influence in 
minority communities. Public Health Reports, 109 (4), 500-506. 

 



Dawson, E. M. & Chatman, E. A. (2001).  Reference group theory with implications for 
information studies: a theoretical essay.  Information Research, 6(3) Available at: 
http://InformationR.net/6-3/paper105.html 

 
Dee, C. & Blazek, R. (1993).  Information needs of the rural physician: a descriptive study. 

Bulletin of the Medical Library Association, 81 (July 1993): 259-264. 
 
Dienes, C. L., Morrissey, S. L. & Wilson, A.V. (2004).  Health care experiences of African 

American teen women in eastern North Carolina.  Family Medicine, 36 (5), 346-351. 
 
Gollop, C. J. (1997).  Health information–seeking behavior and older African American women, 

Bulletin of the Medical Library Association, 85/2, 141-146. 
 
Grisso, J. A., Freeman, E. W., Maurin, E., Garcia-Espana, B. & Berlin, J. A. (1999).  Racial 

differences in menopause information and the experience of hot flashes.  Journal of 
General Internal Medicine, 14/2, 98-103. 

 
Heath, C. & Luff, P. (1996).  Documents and professional practice: ‘Bad’ organizational reasons 

for ‘good’ clinical records.  Proceedings of the ACM 1996 Conference on Computer 
Supported Cooperative Work, Boston, MA 1996, 354-363. 

 
Husaini B. A., Sherkat, D. E., Levine, R., Bragg, R., Van, C. A., Emerson, J. S. & Mentes, C. M. 

(2002).  The effect of a church-based breast cancer screening education program on 
mammography rates among African American women. Journal of the National Medical 
Association, 94 (2), 100-106. 

 
Jackson, L. A., Barbatsis, G., von Eye, A., Biocca, F., Zhao, Y. & Fitzgerald, H. (2003).  Internet 

use in low income families:  implications for the digital divide.  IT & Society, 1/5 
Summer), 141-165. 

 
James, B. (2005).  E-Health: Steps on the road to interoperability.  Health Affairs, January 19 

(Millwood). 
 
Johnson, R. L., Roter, D., Powe, N. R. & Cooper, L.A. (2004).  Patient race/ethnicity and quality 

of patient-physician communication during medical visits.  American Journal of Public 
Health, 94/12, 2084-2090. 

 
Jui-Fen, R. L. & Hsiao, W. L. (2003).  Does universal health insurance make health care 

unaffordable? Lessons from Taiwan. Health Affairs, 22/3 (May/June), 77  
 
Karasz, A., Sacajui, C. & Garcia, N. (2003).  Conceptual models of psychological distress among 

low-income patients in an inner-city primary care clinic.  Journal of General Internal 
Medicine. 18/6, 475-477. 

 
Lamond, D. (2000).  The information content of the nursing change of shift report: a comparative 

study.  Journal of Advanced Nursing, 31/4, 794-804. 
 

http://proquest.umi.com/pqdweb?index=0&did=334580351&SrchMode=1&sid=1&Fmt=3&VInst=PROD&VType=PQD&RQT=309&VName=PQD&TS=1107377172&clientId=17822
http://proquest.umi.com/pqdweb?index=0&did=334580351&SrchMode=1&sid=1&Fmt=3&VInst=PROD&VType=PQD&RQT=309&VName=PQD&TS=1107377172&clientId=17822


Leckie, G. J., Pettigrew, K. E. & Sylvain, C. (1996).  Modeling the information seeking of 
professionals: a general model derived from research on engineers, health care 
professionals, and lawyers.  Library Quarterly, 66/2 (April), 161-194. 

 
Matthews, A. K., Sellergren, S. A., Manfredi, C. & Williams, M. (2002).  Factors influencing 

medical information seeking among African American cancer patients.  Journal of Health 
Communications, (3), 205-219. 

 
McKee, M. D., Karasz, A. & Weber, C. M., (2004).  Health care seeking among urban minority 

adolescent girls: the crisis at sexual debut. Annals of Family Medicine 2(6), 549-554. 
 
McKenzie, P. J. (2003).  Justifying cognitive authority decisions: discursive strategies of 

information seekers.  Library Quarterly, 73(3): 261-288. 
 
Meadows L. M., Mrkonjic, L. & Lagendyk, L. (2005).  Women's perceptions of future risk after 

low-energy fractures at midlife.  Annals of Family Medicine, 3(1): (January-February), 
64-9. 

 
Mehra, B., Bishop, A. P., Bazzell, I. & Smith, C. (2002).  Scenarios in the Afya Project as a 

participatory action research (APR) tool for studying information seeking and use across 
the digital divide.   Journal of the American Society for Information Science and 
Technology, 53/14 (December), 1259-1266. 

 
National Alliance for Health Information Technology, (2005).  Collaborative ONCHIT RFI 

Response, (January 18) in 
http://www.connectingforhealth.org/resources/collaborative_response/toc.php

 
Ngin, P. M. (1993).  Organizational analyses of computer user acceptance among nurses.  

(Doctoral dissertation, University of Michigan - Ann Arbor, 1993).  Dissertation 
Abstracts International, 54, AAC 9332141. 

 
Paget, M. A. (1988).  The unity of mistakes: A phenomenological interpretation of medical work.  

Philadelphia: Temple University Press. 
 
Parker, J. & Coiera, E. (2000).  Improving clinical communication:  a view from psychology.  

Journal of the American Medical Informatics Association, 7/5 (September-October), 453-
461. 

 
Payne, S., Hardey, M. & Coleman, P. (2000).  Interactions between nurses during handovers in 

elderly care.  Journal of Advanced Nursing, (August), 277-285. 
 
Petersen, L. A., Orav, E. J., Teich, J. M., O'Neil, A. C. & Brennan, T. A. (1998).  Using a 

computerized sign-out program to improve continuity of inpatient care and prevent 
adverse events.  Joint Commission Journal on Quality Improvement. 24/2, 77-87. 

 
Pettigrew, K., Fidel, R. & Bruce, H. (2001).  Conceptual frameworks in information behavior.  

Annual Review of Information Science and Technology, 35, 43-78. 
  

http://www.connectingforhealth.org/resources/collaborative_response/toc.php


Pettinari, C. J. (1988).  Task, talk, and text in the operating room: A study in medical discourse.  
Norwood, NJ: Ablex. 

 
Poon, E. G., Bumenthal, D., Jaggi, T., Honour, M. M., Bates, D. W. & Kaushal, R. (2004).  

Overcoming barriers to adopting and implementing computerized physician order entry 
systems in U.S. hospitals.  Health Affairs, 23 (4), 184-190. 

 
President’s Information Technology Advisory Committee (PITAC). (2004).  Revolutionizing 

Health Care through Information Technology, National Coordination Office for 
Information Technology Research and Development, (June) 

 
Ransom, S. B., Pinsky, W. W. & Tropman, J. E. (2000).  Enhancing Physician Performance.  

Tampa: ACPE Press: 299-320. 
 
Ransom, S. B., Joshi, M. & Nash, D. (2004). The Healthcare Quality Book.  Chicago: Health 

Administration Press: 267-301. 
 
Ransom, S. B. (2004)  The Wisdom of Top Healthcare CEOs. Tampa: ACPE Press. 
 
Rieh, S. Y. (2004).  On the web at home: information seeking and web searching in the home 

environment.  Journal of the American Society for Information Science and Technology, 
55/8, 743-753. 

 
Robinson, C., Flowers, C. W., Alperson, B. L. & Norris, K. C. (1999).  Internet access and use 

among disadvantaged inner-city patients.  Journal of the American Medical Association, 
281/11, 988-989. 

 
Sadler, G. R, Thomas, A. G., Gebrekristos, B., Dhanjal, S. K. & Mugo, J. (2000).  Black 

cosmetologists promoting health program: pilot study outcomes. Journal of Cancer 
Education, 15(1), 33-37. 

 
Sen, B. (2004).  Adolescent propensity for depressed mood and help seeking: race and gender 

differences.  The Journal of Mental Health Policy and Economics, 7(3) (September), 
133-45.  

 
Spink, A. & Cole, C. (2001). Information and poverty: The information environment of low 

income African American families.  Library and Information Science Research,  23(1): 
45-65. 

 
Strasser, T. C. (1978).  The information needs of practicing physicians in northeastern New York 

State. “Bulletin of the Medical Library Association, 66 (April), 200-209. 
 
Thomas, S. B., Quinn, S. C., Billingsley, A. & Caldwell, C. (1994). The characteristics of 

northern Black churches with community health outreach programs.  American Journal 
of Public Health, 84 (4), 575-579. 

 

http://www.icmpe.org/test1/journal/jourbot.htm


Tucker, C. M., Herman, K. C., Pederson, T. R., Higley, B., Montrichard, M. & Ivery, P. (2003).  
Cultural sensitivity in physician-patient relationships: perspectives of an of ethnically 
diverse sample of primary care Patients.  Medical Care, 41(7) 859-870. 

 
Tuominen, K., Talja, S. & Savolainen, R. (2003). Multiperspective digital libraries: The 

implications of constructionism for the development of digital libraries.  Journal of the 
American Society for Information Science and Technology, 54(6) (April), 561-569. 

 
van Ryn, M.  (2002).  Research on the provider contribution to race/ethnicity disparities in 

medical care.  Medical Care, 40/1, I140-I151. 
 
Wakeman, M. (1992).  The information seeking behavior of nurses in the U.K. Information 

Services and Use, 12, 131-40. 
 


