

  ijerph-18-08628




ijerph-18-08628







Int. J. Environ. Res. Public Health 2021, 18(16), 8628; doi:10.3390/ijerph18168628




Article



The Mediated Role of Credibility on Information Sources and Patient Awareness toward Patient Rights



Osnat Roth-Cohen 1,*[image: Orcid], Shalom Levy 2[image: Orcid] and Avi Zigdon 3[image: Orcid]





1



School of Communication, Ariel University, Science Park, POB 3, Ariel 40700, Israel






2



Department of Economics and Business Administration, Ariel University, Science Park, POB 3, Ariel 40700, Israel






3



Department of Health Systems Management, School of Health Systems, Ariel University, Science Park, POB 3, Ariel 40700, Israel









*



Correspondence: osnatrc@ariel.ac.il







Academic Editors: Andrea Langbecker and Daniel Catalan-Matamoros



Received: 7 June 2021 / Accepted: 12 August 2021 / Published: 15 August 2021



Abstract

:

Although patient rights are an important issue, this remains an understudied research area. Patients are unaware of their rights, lacking control of health care treatments they might deserve. This can contribute to sustaining inequality as well as failure in achieving welfare policy goals. Drawing on channel complementarity theory, the current study explored patients’ awareness toward their rights, and the credibility of information sources related to patient rights. In a web-based survey, 994 Israeli participants, suffering from chronic illness and using health services, were recruited. To examine the study’s theoretical framework and relationships among the constructs and test the hypotheses, a path analysis was conducted using Structural Equation Modeling. The research model depicts direct and indirect relationships between constructs, and the relevant coefficients. The results show a direct and positive interaction between information credibility and patient rights awareness (β = 0.10, p = 0.019). Information credibility partially mediates the relationship between public service information sources and patient rights awareness (bootstrap with 95% CI: 0.01–0.07; p = 0.015). The mass media information sources construct is directly and positively related to information credibility (β = 0.36, p = 0.000). Age was found as a moderator, indicating that information credibility is a factor only at lower ages. Therefore, patient rights should be systematically and reliably accessible in order to raise the awareness and trust of chronic patients regarding information about patient rights. Using planned health communication campaigns mainly via public service sources that are perceived as trustworthy can help contribute to approach patients more effectively and provide them with accessible and detailed information about their rights.
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1. Introduction


The media plays an important role in providing accessibility to patient rights [1], which are an inseparable part of human rights. Patient rights promote long-term patient autonomy [2], patient empowerment, the development of health system reforms, and increased awareness for patient participation and inclusion in treatment processes [3]. The principles for advancing patient rights established in 1964 [4] led to a progression in the field of accessibility and realization of patient rights in western societies—both inseparable components of the “right to health” [2]. Failure to provide patient rights information accessibility can disempower patients’ control over their health care treatments as well as cause social gaps and act as a stumbling block for relevant government institutions.



One of the main channels to inform patients about their rights is mass media (e.g., television, radio, newspaper, internet). Although mass media sources convey patient rights information effectively [5], there are those who prefer to receive this information from formal sources such as medical staff (e.g., nurses, doctors, or social workers) or informal sources such as family and patient organizations [6,7,8,9]. As per a European Commission report, a large portion of Europeans will seek to obtain their medical rights from their health insurer or national health service (44%). In addition, 40% will ask their general practitioner or another doctor or specialist and 34% will check the internet (information websites, blogs, or social media) [10]. Yet, chronically ill patients tend to not trust their doctor or the medical staff, and trust similar patients who deliver non-evidence based information about their medical rights [6]. Sources with high credibility have a positive impact on consumer attitudes and behavior [11]. When consumers perceive a source to be credible, they are more likely to accept ideas, resulting in more positive mindsets and behavior attitudes [12,13]. The credibility of health information is also likely to determine the choice of health information sources, which, in turn, may influence an individual’s decisions and behaviors based upon that information [14]. Source credibility, therefore, can act as an effective variable in order to influence consumers.



In light of the need of patients to be aware of their rights, health institutes must learn about information-seeking behavior and possible information channels and how to convey patient rights effectively. Furthermore, research on patient rights is relatively scant [15,16]. The juxtaposition of patients’ awareness of their rights with credibility as a main construct and limited health communication research accentuates the importance of the current study.



This research contributes to understanding the importance and relevance of patient rights awareness, allowing patients accessibility to information that can guide them in the health care system. Credible information sources on patient rights can facilitate relevant and valuable information exchange, and help patients manage uncertainties.




2. Patient Rights


Health and healthcare are a fundamental human right [17,18]. Therefore, patient rights are an integral part of the basic right to health and can be defined as the care, treatments, support, and services that the patient needs from the medical, social, and regulatory environment in the process of treatment. In Israel, government and public organizations do not provide accessibility to patient rights information for patients or their family members in a complete and methodical manner. This is especially the case for patients with chronic illness, who do not receive systematic and complete information about their rights [19]. In Israel, studies found that chronic patients expect to receive information about their rights from patient organizations relating to three key aspects: patient rights information, assistance in utilizing patient rights, and financial support for treatments [6]. In the last few years, companies, NGOs, private organizations, and lawyers have begun increasing the accessibility of patient rights information online. The motives for this are diverse: from commercial goals to community contribution following a personal or familial event with the goal of helping the typical citizen learn about their rights. Government organizations are also using this tool to inform the general population about their rights, while continuing their routine activity of providing accessibility to patient rights information. Providing accessibility and utilization of rights is thus a critical issue—half of the eligible population in western European countries do not receive their rights [10]. This causes inequality as well as failure in achieving welfare policy goals, and not using appropriate funds harms progress in this field. Ultimately, providing accessibility to rights by government institutions will assist those who are eligible to utilize their rights, resulting in decreased future expenditure on health services [20].




3. Channel Complementarity Theory and Health Information Seeking


Channel complementarity theory suggests that the arrival of a new medium complements the existing channels of information seeking because of underlying interest [21,22,23,24,25]. This idea is different than earlier literature that suggested that the rise of a new medium such as the Internet would displace existing media channels of information seeking [26].



Recent studies used channel complementarity theory to examine health information seeking patterns [23,25,27]. However, only scant studies have applied the theory to examine health information seeking patterns in different countries that differ from the United States, such as Puerto Rico [28] and India [29,30]. Similarly, using channel complementarity theory as a theoretical lens can contribute to the understudied field of patient rights in Israel, as Israel is a unique collectivistic oriented society [31] that is geographically located far from Puerto Rico and India, in the Middle East, and is characterized by a deeply rooted social welfare system [32].



Drawing on channel complementarity theory to investigate health information sources will help us better understand the process through which patients gain information. Ruppel and Rains [23,27] identified several characteristics of health information sources that they argued might function as a basis for source complementarity. They identified four complementarity characteristics: (a) access to medical expertise; (b) tailorability; (c) anonymity; and (d) convenience. In the current research, we present credibility as an important construct when seeking information about patient rights.




4. Credibility of Health Information Sources


The credibility of health information is likely to determine the choice of health information sources, which, in turn, may influence patient decisions and behaviors based upon that information [11]. Earlier literature discussed the main role of credibility in the health information domain [13,14,33], illustrating its effect on evaluating health information. Hence, health communication campaigns are likely to increase their effectiveness when they identify and take advantage of information sources that are not only widely accessed by the population, but those that are also recognized as trustworthy channels of communication. Compared to mass media, interpersonal communication is believed to enhance the credibility of health information issues and motivate people to act accordingly to reduce health risk [34]. When consumers perceive a source to be credible, i.e., to possess high levels of expertise and trustworthiness, they are more likely to accept message content, resulting in more positive mindsets and behavior attitudes [12].




5. Age and Health Information Seeking


Age has many effects on the patterns of medical information searching, and on the choice of information sources. It even influences medical teams’ patterns of evidence-based medical information use [35,36,37,38,39,40,41]. Studies performed on elderly populations found that older age is significantly correlated to lower health literacy, which in turn impacts search patterns [36,37] and the choice of medical information source [35]. Moreover, elderly people do not utilize credible information supplied by physicians [40], while having a higher likelihood of suffering from chronic illnesses, which leads to a higher dependency on medical information [39]. Combining that with a disadvantage in online health information searching [39,40,41,42] leads to the emergence that age-related processes influence decision-making [29,43]. For example, older adults tend to sample less information and use fewer complex strategies than younger adults [13,44,45]. In addition, older adults appear to adapt to real or perceived declines in cognitive resources by becoming increasingly selective about where they expend cognitive effort. According to earlier research [46,47], older adults’ life experiences, such as social interactions and health decisions, appear to allow them to develop expertise in these areas that may benefit judgment and decision-making. To our knowledge, few health information seeking studies have examined the role of age as a moderating variable [29]; therefore, exploring how age moderates the relationship between patient rights information credibility and patient rights awareness while seeking health information is another contribution of this research.




6. Study Framework and Hypotheses


Following the channel complementarity theory [21,22], the current study suggests positive relationships between information sources (e.g., mass media and public health) and patients’ awareness of their rights. However, the study further asserts that information source perceived trustworthiness serves as a significant factor for its use during patient information seeking. Therefore, this study postulates that patients’ need for credible information relates to patients’ awareness of their rights and mediates the relationships between information sources and patients’ awareness of their rights. Finally, given that medical decision-making may differ by patient age, this study posits that age moderates the relationship between patients’ need for credible information and patients’ awareness of their rights. These relationships are presented in the following hypotheses:



Hypothesis H1.

Mass media information sources have a positive relationship with patient rights awareness.





Hypothesis H2.

Public service information sources have a positive relationship with patient rights awareness.





Hypothesis H3.

Patient rights information credibility has a positive relationship with patient rights awareness.





Hypothesis H4.

Patient rights information credibility mediates the relationship between mass media sources and patient rights awareness.





Hypothesis H5.

Patient rights information credibility mediates the relationship between public service information sources and patient rights awareness.





Hypothesis H6.

Age moderates the relationship between patient rights information credibility and patient rights awareness. That is, the relationship will be stronger for people of lower age.





Figure 1 illustrates the current study’s theoretical framework, construct relationships, and hypotheses.




7. Method


7.1. Study Design and Data Collection


Data were collected through a national web-based survey. Invitations to participate were distributed to the general population over the age of 18 by research assistants through social media platforms, including an individual disposable non-reusable link to the questionnaire. Written informed consent was obtained from all participants prior to the questionnaire. Ariel University’s research ethics committee (ref AU-HEA-AZ-20170730) reviewed and approved all aspects of this study. The self-reported questionnaires were coded for anonymous data analysis.



A preliminary requirement for participating in this study was having a chronic illness and using health services. Out of 8839 respondents who entered the survey’s website, 994 complied with research requirements and formed the sample of the study.



The sample size estimation was based upon data of the general population and chronically ill patients (21%) from the Israel Central Bureau of Statistics (CBS). Assuming that the incidence of chronic diseases is estimated at about 21% of the general population in Israel, and the population of Israel at the end of 2020 is estimated at about 9,291,000 [48], the population of chronically ill patients in Israel is estimated at 1,951,111. At a confidence level of 95%, when the rate in the population is unpredictable and taken as 50% (maximum), at a significance level of 5%, a sample size for the purpose of this study was calculated based upon these variables to be approximately 384 participants. The sample used in this study highly exceeds the satisfying sample size.




7.2. Measures


For the dependent variable, patient rights awareness, a set of 24 questions was designed to capture varied patient rights that belong to three different categories: (1) social security rights (e.g., eligibility for a nursing benefit, income support, mobility allowance, etc.); (2) health care system rights (e.g., eligibility for benefits for patients with various diseases, ceiling payment for medications for chronic patients, medicines based on the health basket, etc.); and (3) other rights (e.g., eligibility to employ a foreign nursing worker, for income tax exemption for those with a high medical disability, for a discount on public transportation, etc.). Respondents were asked to indicate their familiarity with the different patient rights on a six-point Likert scale, ranging from 1 = very unfamiliar to 6 = very familiar. Independent variables were adopted from Slaughter and Turban [49] and Remmerswaal and Muris [50]. The information credibility scale was based on three items that express perception of the credibility of patient rights general information: (1) a publication detailing information, data, and facts on patient rights will include reliable information; (2) a published article (i.e., editorial) on patient rights is more credible than an advertisement because it is not sponsored by an interested party; and (3) an advertisement for patient rights funded by an institutional body will provide reliable information. The mass media information sources scale was based on three items expressing mass media preference as a source for patient rights information: (1) I prefer to receive information about my patient rights in advertisements on various mass media channels (e.g., TV, radio, newspaper, Internet); (2) I prefer to receive information about my patient rights in articles/programs on various mass media channels (e.g., TV, radio, newspaper, Internet); and (3) I prefer to receive information about my patient rights on social media. The public service information sources scale was also based on three items expressing preference for health authority databases and services as sources for medial rights information: (1) I prefer to receive information about my patient rights on the website of the social security service/health services; (2) I prefer to receive the information about my patient rights directly from the clerk at my health services branch; and (3) I prefer to receive information about my patient rights from a health service/social security information booklet. The respondents were asked to indicate their level of agreement with different statements. A six-point Likert scale was used, ranging from 1 = strongly disagree to 6 = strongly agree. Demographic and health related data were also collected.





8. Results


The sample was 71 percent female, aged 18–96 years, with an average age of 41. Most were married or lived with a partner (60%). The education level of the majority of the participants was above high school (63%), with 53% reporting a below-average income (Table 1).



8.1. Validity and Reliability


Given the exploratory study, the sample was split in order to estimate construct validity and reliability. First, in half of the sample, items were subjected to exploratory factor analysis (EFA) via SPSS. Six factors were produced, explaining 59.55 percent of the cumulative variance, and almost all item loadings were above 0.5, with one above 0.4, which is acceptable in an exploratory study [51]. Next, in the other half, the six variable items were subjected to confirmatory factor analysis (CFA), using AMOS-25 Program, for estimating construct validity and reliability. The results confirm the constructs for the overall CFA (χ2 value (438) = 861.31, p = 0.000 (χ2/df < 2); Comparative Fit Index (CFI) = 0.952; Normed Fit Index (NFI) = 0.907; and Root Mean Square Error of Approximation (RMSEA) = 0.044). The CFA shows that scale items loaded satisfactorily on the relevant latent variables. The standardized regression estimates of the six constructs were above 0.50, reflecting acceptable fit of the measures.



Next, the dependent variable, patient rights awareness, is a construct of three facets. A second confirmatory factor analysis (CFA) was conducted on the three facets of patient rights awareness to estimate the second-order construct validity. The results confirm the second-order construct (χ2 value (209) = 448.04, p =000 0.05 (χ2/df < 3); Comparative Fit Index (CFI) = 0.968; Normed Fit Index (NFI) = 0.943; and Root Mean Square Error of Approximation (RMSEA) = 0.048). The CFA shows that the constructs loaded satisfactorily: the loadings were 0.82, 0.96, and 0.99 (above 0.5). Therefore, the second-order patient rights awareness construct is significantly fitted for further model testing.



Finally, CFA was measured while the dependent variable, patient rights awareness, was treated as a second-order construct. Here, the results also confirm the constructs (χ2 value (438) = 860.44, p = 0.000 (χ2/df < 2); Comparative Fit Index (CFI) = 0.952; Normed Fit Index (NFI) = 0.908; and Root Mean Square Error of Approximation (RMSEA) = 0.044) and the standardized regression estimates were above 0.50. For this CFA measure, Average Variance Extracted (AVE) and Composite Reliability (CR) were calculated (see Table 2). An acceptable level of convergent validity (AVE) was found for most of the measurements, except for two measurement that were close to the acceptable level of 0.5. Internal consistency (CR above 0.6) was found in all measurements. Additionally, composite reliability measures are higher than 0.6; therefore, the convergent validity of the constructs is satisfactory [35,52]. Comparing the square of the correlation estimate between any pair of these study constructs with the Average Variance Extracted (AVE) values reveals greater values for AVE in all cases, which verifies the discriminant validity of the constructs (Table 3 shows the correlation patterns between variables and the Maximum Shared squared Variance (MSV)).



The internal consistency was further examined using Cronbach’s alpha. All constructs of patient rights awareness (social security rights, health care system rights, and other rights) achieved high reliability of measurement (Cronbach’s alphas of 0.90, 0.90, and 0.87, respectively). The independent variables of information credibility, mass media information sources, and public service information sources displayed acceptable reliability of measurement (Cronbach’s alphas of 0.68, 0.80, and 0.62, respectively), with Cronbach’s alpha above 0.6 being acceptable in an exploratory study [51].




8.2. Model Testing


To examine the relationships among the constructs (Table 4) and test the hypotheses, a path analysis was conducted using Structural Equation Modeling (SEM) using AMOS-25 Program. In order to create interaction variables for the age moderation check, a three-step procedure [53] was followed to standardize the relevant independent variables. The procedure suggested by Bagozzi and Edwards was followed, and a number of alternative models were compared [54]. The model that gave a better fit was retained as the final model.



The overall fit statistics (goodness of fit measures) exhibit an acceptable level of fit (χ2 value (489) = 1431.55, p = 0.000 (χ2/df < 3); Comparative Fit Index (CFI) = 0.944; Normed Fit Index (NFI) = 0.917; Root Mean Square Error of Approximation (RMSEA) = 0.044), indicating that the path model is valid. The path model, regression standardized coefficients, and their significance are illustrated in Figure 2. Table 2 summarizes the relationships between the model’s constructs.



The model depicts direct and indirect relationships between constructs, and the relevant coefficients. As indicated by Figure 2, information credibility is directly and positively related to patient rights awareness (β = 0.10, p = 0.019). Therefore, Hypothesis H3 is supported.



The mass media information sources construct is directly and positively related to information credibility (β = 0.36, p = 0.000); however, no direct relationship was found with patient rights awareness. Additionally, the relationship between mass media information source and patient rights awareness was actually indirect (β(c-c′) = 0.04) and fully mediated by credibility (bootstrap with 95% CI: 0.01–0.07; p = 0.015; Sobel test Z = 2.19, p = 0.028). Table 5 summarizes the mediation analysis measures. Thus, Hypothesis H4 was supported while Hypothesis H1 was not supported.



The public service information sources construct displays both direct (β = 0.14, p = 0.003) and indirect (β(c-c′) = 0.04) relationships with patient rights awareness (displaying a total relationship of β = 0.18), and also a direct relationship with credibility (β = 0.41, p = 0.000). That is, credibility partially mediates the relationship between public service information sources and patient rights awareness (bootstrap with 95% CI: 0.01–0.07; p = 0.017; Sobel test Z = 2.23, p = 0.026). Hence, Hypotheses H2 and H5 were supported.



The regression results also show a moderation effect of age. The age and information credibility interaction variable has a negative relationship with patient rights awareness (β = −0.10, p = 0.002). This indicates that age dampens the positive relationship between credibility and patient rights awareness, which means that credibility has a significantly stronger positive effect on patient rights awareness at lower ages (Figure 3). In other words, credibility is a factor only at lower ages, supporting Hypothesis H6.





9. Discussion


Patient rights are an integral part of the basic right to human health, empowering patients to make informed decisions about their health services and treatments and contributing to achieving welfare policy goals. The present study provides a novel understanding of patients’ awareness of their rights and the importance of credibility as a mediator of patient rights information sources. Examining the process through which patients select and use multiple sources when acquiring health information can help us better understand the role of sources in health information-seeking behavior [27].



Sources produce information that may be vital to chronic patients when seeking health information through various channels. Patient awareness of sources for health information is necessary for the design of effective health information services and information systems [9]. However, no direct relationship was found between mass media information source and patient rights awareness (H1). This finding is surprising as a lack of patient rights awareness might lead to receiving unsuitable treatment and influence patient access to services, causing social gaps and acting as a stumbling block for relevant government institutions [19]. The issue of a lack of patient rights awareness is of high importance, since health decision-making poses several challenges to patients such as acting under distress, uncertainty, and often under time pressure.



Our findings illustrate the central role of credibility, as we found a direct and positive interaction between information credibility and patient rights awareness (H3). Relying on a credible source for conveying patient rights might create beneficial relationships in which the patients will be more aware of their rights, allowing them to optimize their decision-making process in managing their illness. Moreover, awareness of patient rights is important for showing progress in building positive relations [55] with government and public organizations and enhancing patients’ knowledge in relation to their rights and access to rights-related information. Since mass media channels convey persuasive messages, a possible explanation is that mass media sources lack the attributes of trustworthiness and reliability and are perceived by consumers (i.e., patients) as unreliable. Indeed, some media platforms are viewed with more skepticism [56]. Moreover, low mass media credibility may negatively affect perceptions of organizations due to the persuasive intent and ambiguity of content sources [57]. Consequently, patients do not adopt information directly transferred via mass media but obtain awareness only when mediated with credibility.



Our findings also reveal both direct and indirect relationships with patient rights awareness for public service information sources and a direct relationship with credibility. That is, credibility partially mediates the relationship between public service information sources and patient rights awareness (H2 and H5). This mirrors earlier research findings that information from government and noncommercial entities is viewed as having higher levels of trustworthiness and expertise [14,58] and can be explained by the fact that public health sources (i.e., health care system, social security) are considered authoritative in the field of health care. Identified as health care providers, they are, therefore, initially perceived as credible. Earlier research found that credibility lies foremost in the trustworthiness and expertise of the source itself [59]. This explains why patients may feel supported and empowered by a reliable information source such as a health care provider (e.g., nurses, doctors, or social workers). Moreover, users tend to transfer the reputation of the information source to the content itself [60]. Thus, public services are more associated with patient rights-related objectivity and specialized expertise, reflecting why they are relied on directly as information sources. This strengthens our finding that public service information sources display both direct and indirect relationships with patient rights awareness. Moreover, we may assume that complementary relationships exist between health information seeking from both information sources: mass media and public health (i.e., interpersonal), with patients seeking health information from interpersonal sources also being more likely to seek health information from mass media as compared to patients who did not use these public health sources.



Credibility is perceived as vital as it challenges the individual to evaluate and select trustworthy information sources. As such, the mass media information source is directly and positively related to information credibility (H4). That is, the relationship between mass media information source and patient rights awareness was indirect and fully mediated by credibility. Patients do not rely on mass communication tools and need to assess their credibility and reliability before considering the data. When patients perceive a source as credible (i.e., to possess high levels of expertise and trustworthiness), they are more likely to accept its message content, resulting in more positive mindsets and attitudes [61]. Only then can the usefulness of the information take root and ultimately lead to higher awareness of patient rights.



Our study indicates that credibility has a significantly stronger positive effect on patient rights awareness in low age groups (H6—Figure 3). This is interesting since chronic disease is associated with older age [9], and it can be assumed that this would influence high age source credibility evaluation. According to earlier research [46,47], older adults’ life experiences, such as social interactions and health decisions, appear to allow them to develop expertise in areas that may benefit judgment and decision-making. When older adults are faced with decisions or judgments in health contexts they frequently encounter, their previous experience may enable them to avoid bias that affects younger adults in the same decisions [62]. In addition, older adults tend to sample less information and use less complex strategies than younger adults and have a more difficult time multitasking than younger ones [63], thus showing that high age group awareness of patient rights will rely on less information seeking, without considering its credibility.



This research makes several contributions. First, it provides a theoretical contribution by suggesting credibility as a complementarity characteristic of sources, which is argued to serve as a basis for source use during information seeking [56]. Earlier research [23,27] presented four characteristics: access to medical expertise, tailorability, anonymity, and convenience, disregarding the trustworthiness construct. Second, to the best of our knowledge, patients’ awareness toward their rights and the credibility of information sources has yet to be adequately studied. This is surprising, as in order to be aware of patient rights, the reliability of the information source is necessary in addition to the information itself. Credibility is, therefore, an essential feature as it facilitates the exchange and use of information due to the increased perceived reliability when the information source is trusted [34]. Third, this is a timely study discussing the effects of credibility on patient awareness toward patient rights. As we are currently facing an ongoing global health crisis, the issue of patient rights is becoming more crucial than ever. People are seeking information in relation to their health rights (e.g., the COVID-19 vaccine; at risk population restrictions). Health institutions looking to reach constituents during the COVID-19 pandemic or future crises can use this study’s findings for better planning of effective health communication campaigns. For example, a planned health communication campaign that is conveyed using public service sources perceived as trustworthy can help contribute to approaching patients more effectively and providing them with accessible and detailed information about their rights.



Although adding to the limited research on patient rights awareness and source credibility, this study’s main limitation includes the fact that patient illness or health status was self-reported, and their medical files were not checked. Further research should compare participants with chronic illness that use health services with healthy people that do not confront specific illness in order to learn more about their perceptions toward patient rights awareness and information source credibility. Additionally, we tested participant attitudes toward mass media as a whole, and so future research that distinguishes media channel types (off-line vs. on-line) is warranted. When discussing optional information sources, additional future research should investigate the role of interpersonal communication—whether it enhances the credibility of information on health issues and motivates people to act accordingly.




10. Conclusions


This research discussed the understudied topic of patient rights awareness and revealed the relationships between patient rights awareness and information credibility. Despite earlier studies that found awareness to be an important factor in the decision-making process, this research highlights that evaluating information as credible is highly significant since it affects health-related issues. Based on channel complementarity theory, we observed complementary patterns with mass media as well as public health channels. Complementarity is important as participants change sources during a search, thus illustrating Lin and Dutta’s notion that “the complementarity lens posits that different channels can be integrated into a broader media ecosystem, performing complementary functions to each other”.



Using channel complementarity theory [27,56], this study achieved several objectives: First, to better understand what influences patients’ awareness toward their rights, we presented a conceptual model that will assist health institutions with providing patient rights via information sources. Second, the earlier literature neglected patient rights as a research area. This is surprising as unawareness of patient rights may disempower patients’ control over their health care treatments, aggravate inequality, and undermine the poverty-reducing capacity of the welfare state. This research aim was to bridge this gap and add to patient rights literature, by focusing on credibility as a main construct when choosing information sources related to patient rights.



Future research can further use Rains and Ruppel [27] channel complementarity theory to investigate the relationships between the four complementarity characteristics (i.e., access to medical expertise, tailorability, anonymity, and convenience) and information credibility in order to learn more about the role of credibility in patient rights.



Practice Implications


The credibility of health information may influence patient decisions and behaviors based on the information source. Hence, in order to inform patients of their rights, health communication campaigns are likely to increase their effectiveness when they identify and take advantage of information sources that are recognized as direct trustworthy channels of communication. We advise government and public organizations to use public health sources as they possess direct credibility and are not perceived as commercial mass communication channels.



Since fewer barriers to source credibility exist for the elderly, when approaching older people on patient rights-related issues, information sources focusing on emotional content should perhaps be privileged as this population tends to sample less information and uses fewer complex strategies than younger adults. Since older adults appear to be more selective about where they expend cognitive effort, health care providers should adopt this patient rights transmission approach while diminishing strictly rational information.
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Figure 1. The current study’s theoretical framework, construct relationships, and hypotheses. Mass media information sources and public service information sources are antecedents of patient rights awareness. Information credibility is a mediator and age is a moderator. 
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Figure 2. Awareness of patient rights: a path model a. Mass media information sources and public service information sources are antecedents of patient rights awareness. Information credibility is a mediator and age is a moderator. a Path parameters are standardized parameter estimates and only significant paths are shown. Significance is displayed in parenthesis. 
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Figure 3. The moderation effect of age. 






Figure 3. The moderation effect of age.



[image: Ijerph 18 08628 g003]







[image: Table] 





Table 1. Respondent characteristics (n = 994).
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	Respondent Characteristics
	n (%)





	Gender
	



	Female
	711 (71.5)



	Male
	283 (28.5)



	Age (years)
	



	18–24
	211 (21.2)



	25–34
	190 (19.1)



	35–44
	166 (16.7)



	45–54
	210 (21.1)



	55–64
	143 (14.4)



	65+
	74 (7.5)



	Marital Status
	



	Married/Partner
	596 (60.0)



	Bachelor/Never Married
	275 (27.7)



	Divorced
	89 (9.0)



	Widowed
	28 (2.8)



	Others
	6 (0.6)



	Country of Birth
	



	Israel
	657 (66.1)



	Other
	337 (33.9)



	Education Background
	



	Primary education
	51 (5.1)



	Secondary education
	292 (29.3)



	Further education
	131 (13.2)



	University degree and higher
	499 (50.2)



	Other
	22 (2.2)



	Income
	



	Considerably below average
	298 (30.0)



	Slightly below average
	230 (23.1)



	Average (10,000 Shekels)
	184 (18.5)



	Slightly above average
	202 (20.3)



	Considerably above average
	61 (6.2)



	Would rather not say
	19 (1.9)



	Reported Health Status
	



	Very good
	183 (18.4)



	Good
	519 (52.2)



	Not so good
	229 (23.0)



	Not good
	48 (4.9)



	Bad
	15 (1.5)
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Table 2. CFA—items’ factor loading range, variables’ reliability and validity measures.
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	Std. Coef.
	AVE
	CR





	Patient rights awareness—general
	0.82 *–0.99 *
	0.86
	0.95



	Social security rights
	0.72 *–0.82 *
	0.58
	0.91



	Health care system rights
	0.60 *–0.75 *
	0.46
	0.88



	Other rights
	0.67 *–0.75 *
	0.50
	0.89



	Information credibility
	0.54 *–0.80 *
	0.50
	0.74



	Mass media information sources
	0.56 *–0.84 *
	0.57
	0.79



	Public service information sources
	0.60 *–0.73 *
	0.42
	0.68







* Standardized Coefficients, p < 0.01; AVE = Average Variance Extracted; CR = Composite Reliability.
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Table 3. Correlations a between variables and the Maximum Shared squared Variance (MSV).






Table 3. Correlations a between variables and the Maximum Shared squared Variance (MSV).













	
	
	1
	2
	3
	4





	1
	Patient rights awareness
	0.86
	0.126 **
	0.084 **
	0.129 **



	2
	Information credibility
	0.016
	0.50
	0.357 **
	0.276 **



	3
	Mass media information sources
	0.001
	0.127
	0.57
	0.181 **



	4
	Public service information sources
	0.017
	0.076
	0.033
	0.42







** p < 0.01; a Correlations are in the upper right side while the MSV are in the lower left side. AVE (Average Variance Extracted) are in the diagonal italics.
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Table 4. Relationships between the model’s constructs: direct and indirect.
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Relationships

	
Standardized Effect (β)

	
Regression Weights (Direct)




	

	
Total

	
Direct

	
Indirect

	
Estimate (B)

	
C.R. (t)

	
p






	
Public service sources → Patient rights awareness

	
0.183

	
0.142

	
0.041 *

	
0.258

	
2.977

	
0.003




	
Mass media sources → Patient rights awareness

	
0.036

	
0.000

	
0.036 **

	

	

	




	
Information credibility → Patient rights awareness

	
0.100

	
0.100

	
0.000

	
0.105

	
2.336

	
0.019




	
Mass media sources → Information credibility

	
0.359

	
0.359

	
0.000

	
0.313

	
9.035

	
0.000




	
Public service sources → Information credibility

	
0.405

	
0.405

	
0.000

	
0.699

	
7.890

	
0.000




	
Age × Information credibility → Patient rights awareness

	
−0.101

	
−0.101

	
0.000

	
−0.109

	
−3.059

	
0.002








* p = 0.017, * p = 0.015, for indirect effects.
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Table 5. Mediation analysis.






Table 5. Mediation analysis.











	Path
	Std. Coef. (β)
	S.E.
	Bootstrap with 95% CI





	A
	
	
	



	Mass media information sources → Information credibility (a)
	0.359
	0.043
	0.292–0.428 **



	Information credibility → Patient rights awareness (b)
	0.100
	0.044
	0.034–0172 *



	Total effect: Mass media information sources → Patient rights awareness (c)
	0.036
	0.017
	0.012–0.070 *



	Direct effect: Mass media information sources → Patient rights awareness (c′)
	0.000
	0.000
	--



	B
	
	
	



	Public service information sources → Information credibility (a)
	0.405
	0.037
	0.348–0.474 **



	Information credibility → Patient rights awareness (b)
	0.100
	0.044
	0.034–0.172 *



	Total effect: Public service information sources → Patient rights awareness (c)
	0.183
	0.043
	0.104–0.252 *



	Direct effect: Public service information sources → Patient rights awareness (c′)
	0.142
	0.050
	0.061–0.227 *







Notes: * p < 0.05, ** p < 0.01; CI = Confidence Interval.
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