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Developing a Questionnaire to Measure
Perceived Attributes of eHealth Innovations
Nancy L. Atkinson, PhD
Objectives: To design a valid and
reliable questionnaire to assess
perceived attributes of technology-based health education innovations. Methods: College students in 12 personal health
courses reviewed a prototype
eHealth intervention using a 30item instrument based upon diffusion theory’s perceived attributes of an innovation. Results:
Principal components analysis
found 5 factors accounted for
44.4% of the variance: 29.0%
(relative advantage), 9.6% (sim-

T

he purpose of this paper is to describe the development of an instrument that can be used to measure
reactions to eHealth applications in order
to predict and improve the likelihood of
adoption. Continued improvements in
communication technology have increased the number of ways public health
practitioners can access information and
deliver health messages and interventions.1 As technology becomes faster, more
flexible, and less expensive2 and barriers
to access are reduced, developers must
continue to examine the feasibility and
usefulness of each new medium with the
needs and wants of the target audience.1
EHealth is “an emerging field in the
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plicity), 6.5% (trialability), 5.0%
(observability), and 4.4% (translatability). Internal consistency
reliability ranged from .66 to .91
for the 5 factors. Conclusions:
The instrument can help eHealth
developers determine and improve
the adoption potential of their
applications throughout the development cycle.
Key words: eHealth, diffusion
of innovation, instrument development, college health, health
education
Am J Health Behav. 2007;31(6):612-621

lic health and business, referring to health
services and information delivered or
enhanced through the Internet and related technologies.”3 Much formative and
outcome research has been conducted
examining the effectiveness of interactive programs for increasing health-related knowledge and promoting positive
health behavior.4-6 However, eHealth applications can be expensive and difficult
to develop, so developers must continue to
evaluate the ability of these interventions to connect with their target audiences throughout development as well as
their efficacy and effectiveness.1,4 Previous evaluations of the use and acceptance of computer-assisted instruction
(CAI) revealed concerns about price, userfriendliness, and efficacy.7-9 These issues
have been reexamined as advanced communications technology has evolved and
is applied to new tasks.4
Diffusion of Innovations
The theory diffusion of innovations10,11
served as a basis of an instrument that
was developed to inform eHealth develop-
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Table 1
Core Perceived Attributes of Innovations
Attribute

Definition

Application

Relative
Advantage

The degree to which an innovation
is perceived as being better than
the idea it supersedes

The benefits may be in relation to economic, social
status, or other factors. Innovations that appear to
be beneficial when compared to other methods, both
current and previous, are more likely to be adopted.13

Compatibility The degree to which an innovation
is perceived as consistent with the
existing values, past experiences,
and needs of potential adopters

Adoption is more likely when the innovation is
consistent with the economic, sociocultural, and
Philosophical value system of the adopter13 and the
adopter’s expectations and needs.10 “Positioning”
techniques match the needs and values of potential
adopters with the innovation to facilitate its
introduction.

Complexity/
Simplicity

The degree to which an innovation
is perceived as relatively difficult
to understand and use

Innovations that are perceived as more complex
are less likely to be adopted.13 Complexity is the
only attribute negatively related to adoption. Some
researchers 14 have used the term simplicity so that
the attributes would have the same directionality in
terms of their relationship with adoption.

Trialability

The degree to which an innovation
may be experimented with on a
limited basis

Innovations that can be tried before adoption are
adopted more rapidly than those that cannot,
especially among those who adopt earlier relative to
the majority of potential adopters. Later adopters
use the experience of peers as a vicarious trial of the
innovation.10

Observability The degree to which the results of
an innovation are visible to others

ers how well an application connects with
target audiences. Diffusion is the process by which an innovation (new idea,
product, practice, or service) is communicated through certain channels over time
among members of a social system and
subsequently considered for adoption, utilization, and implementation.10,11 Some
innovations are communicated and
adopted at great speed, and others never
appeal to many people.11 The difference in
rate of adoption can often be explained by
the differences in how the potential
adopter perceives the innovation’s characteristics, or attributes.
Previous research has shown that perAm J Health Behav.™
™ 2007;31(6):612-621

When a person sees another person using a particular
innovation, such as a cellular phone, the other person
models how the innovation works as well as the
benefits of use. One is less likely to observe the
results of an innovative idea, so innovative products
are more likely to be adopted than innovative ideas.10

ceived characteristics of the innovation
have explained 49 to 87% of the variance
in rate of adoption.10 Studies of perceived
attributes have included several attributes, or characteristics, that have
been used to predict the rate of adoption.1014
Most studies of the attributes include 5
core characteristics: relative advantage,
compatibility, complexity, trialability, and
observability (Table 1).
Other studies have included perceived
attributes other than the 5 listed above.
Kolbe and Iverson15 included flexibility,
reversability, cost-efficiency, and risk.
Dearing and Meyer12 included economic
advantage, effectiveness, reliability, di-

613

Delivered by Publishing Technology to: Washington University School of Medicine Library IP: 128.252.1.10 on: Tue, 03 Apr 2012 15:13:24
Copyright (c) PNG Publications. All rights reserved.

Measuring Perceived Attributes

visibility, applicability, commutuality, and
radicalness. Moore and Benbasat16 added
image and voluntariness to the perceived
attributes of an information technology
innovation. Rogers10 recommended limiting attributes to the 5 core characteristics, arguing that they were conceptually
distinct, supported by the literature, and
allowed for maximum generality across
studies of perceived attributes.
The research design for studies of perceived attributes that is purported to be
ideal is one that measures perceived
attributes at time 0 (T0) in order to predict
the rate of adoption for the innovation at
time 1 (T1).17 Investigating the acceptability of an innovation in its prediffusion
stages, such as when it is being testmarketed, is one approach to this type of
study.17 Health educators would benefit
from examining preliminary beta test
data to evaluate the value of their development efforts and make midcourse corrections. Identifying attributes that are
perceived less favorably may enable health
educators to refine an innovation to improve its acceptability and rate of adoption.10,18 Examining perceived attributes
over time may also help identify the reasons for implementation failure after a
decision to adopt.14
Despite the explanatory power of perceived attributes, little diffusion research
appears to be conducted in this area.10
The reason that literature on this approach has been rare may be that findings are kept in confidence for the purpose of market research. Research on
information systems has been based on
diffusion of innovation theory,19 but little
research has been extended to healthrelated information systems.
In terms of perceived attributes, few
valid and reliable instruments exist for
measuring these constructs in general.
In 1983, Bolton developed an instrument
to measure perceived attributes of a videotex innovation, Channel 2000, over 3
points in time.20 Eight years later, Moore
and Benbasat16 conducted a study to develop an instrument that could be used to
study the initial adoption and diffusion of
information technology innovations in
organizations, citing the lack of valid and
reliable scales for measuring perceived
attributes. Neither of these studies measured attributes of health-related innovations, and no further research using
the developed instruments was evident
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in the published literature.
In 2004, a special issue of the Journal of
Health Communication was published to
mark the 40th anniversary of the diffusion
of innovations model and to acknowledge
its contributions to the field of public
health.21 In the same issue, Meyer 22
discussed how diffusion-related research
in public health was hampered by focusing on single innovations rather than
clusters of innovations and by post hoc
analysis.
A scale that measured the perceived
attributes of eHealth interventions would
enable researchers to determine the relevance of the innovation to the target
audiences, or end users.23 This information would also enable developers to respond to the perceived attributes and position the innovation more effectively
during dissemination so that it is more
appealing to potential adopters. Having a
valid and reliable instrument that could
be adapted for assessing other eHealth
interventions would streamline the process of conducting target audience research at each stage of the development
process. Conducting panel studies with
such an instrument might also allow practitioners to compare the relative acceptability of various eHealth applications as
end users became familiar with the features and functionality of the particular
application over time. Such a scale could
be administered at different points in
time to see if and how the innovation fails
to satisfy the target audience, leading to
adoption failure and rejection.
METHODOLOGY
This study was part of a beta test of a
CD-ROM-based health education application for an undergraduate personal health
course. College students provided demographic information and were asked to
report their perceptions of the innovation
and their intention to adopt (use) it in the
future. These data were used to conduct
analyses to develop valid and reliable perceived attribute measures.
The eHealth Innovation
HealthQuest was a multimedia CDROM-based computer application that was
designed to be used as a supplement to a
college-level personal health course. The
program was divided into an introductory
module called the Wellboard and 9 content-oriented modules: Stress Manage-
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ment and Mental Health, Fitness, Nutrition and Weight Control, Communicable
Diseases, Cardiovascular Health, Cancer, Tobacco, Alcohol, and Other Drugs.
Content-oriented modules contained didactic content and a variety of interactive
activities (health-risk assessment, simulation, stage-of-change activity) with tailored feedback. At the time of the beta
test, HealthQuest was not fully developed.
The only sections ready for review were
the Wellboard and 5 modules: Fitness,
Nutrition and Weight Control, Cardiovascular Health, Communicable Diseases,
and Cancer.
Sample
The publisher of the innovation, Brown
& Benchmark Publishers (now WCB/
McGraw-Hill Higher Education), invited
college health instructors who were teaching undergraduate personal health
courses to participate with their students
in a beta test of the program. They contacted instructors through a mass mailing of instructors on their mailing list
(N=2000) and through distribution of a
flyer announcing the beta test at the
annual convention of the American Alliance for Health, Physical Education, Recreation and Dance (AAPHERD). A second
mailing was sent to 200 instructors who
expressed interest in participating, of
which 84 responded.
Instructors who were not teaching personal health courses in the target semester were excluded from the study. Others
with inadequate computer facilities at their
institution removed themselves from consideration. Instructors who said they would
use the program with only students who
volunteered were also excluded to limit
self-selection among student participants.
The number of instructors accepted in this
phase of the beta test was 12, and together
they submitted questionnaires from a total
of 230 students.
Instrumentation
Students were asked to complete a
questionnaire twice. This instrument was
developed with items likely to fall into
specific subscales for Rogers’ 5 perceived
attributes, based on a previous study by
Bolton measuring perceived attributes of
a videotex system that used television
monitors to display computer information.20 To create the a priori items, Bolton’s
original 30 items were reworded slightly
Am J Health Behav.™
™ 2007;31(6):612-621

to refer to the ehealth innovation rather
than the videotex innovation. All of the
items are presented in the results section in Table 4 which displays the factor
and factor scores found in this study.
Students were asked to read 30 statements (items 1 to 30) about the application and to indicate their level of agreement or disagreement on a 6-point Likert
scale: 1=strongly agree, 2=agree, 3=somewhat agree, 4=somewhat disagree, 5=disagree, and 6=strongly disagree. Although
these statements followed Rogers’ 5 perceived attributes, they were worded to
focus on use of the HealthQuest application in a personal health course.
Data Collection
Each beta test site was to consist of one
instructor and one class of undergraduate health education students (10 to 50
students approximately) per instructor.
Instructors were asked to enlist the participation of all students to increase the
likelihood that students with a range of
experience with computer technology
would contribute to the beta test. Participating instructors and their students were
asked to review a preliminary version of
the CD-ROM (5 of the 9 modules and the
Wellboard).
Upon receiving the beta test materials,
students were asked to first become familiar with the different materials in the
program by reviewing the material for
approximately 3 hours. During the review, they were to individually look at the
different activities and supporting materials in the 5 modules and Wellboard.
Participants were asked to do this over
the first 2 weeks of the beta test. Afterward, the beta test reviewers were asked
to complete the questionnaire to assess
the attributes of HealthQuest. They then
used the program for another month and
completed the same questionnaire again
at the end of that period.
Data Analysis
The beta test data were coded and entered into an SPSS (Statistical Package
for the Social Sciences) database by the
market research department of Brown &
Benchmark Publishers. Frequencies for
each item were calculated and presented
in a report to the textbook company.
The data from the first review questionnaire were used to conduct validity
and reliability analyses. A confirmatory
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Table 2
Demographics of Beta Test Participants (N=193)
Demographic

Categories

Age-Group

18-21
22-25
26-29
30-39
40+
Missing
Female
Male
Missing
African American
White
Hispanic/Latino
Asian/Pacific Islander
Other
Missing
Single
Married
Separated
Divorced
Missing
Freshman
Sophomore
Junior
Senior
Graduate
Other
Missing

Sex
Race/Ethnicity

Marital Status

Class Standing

N (%)

%

Adjusted %a

130
32
6
10
7
8
88
98
7
7
141
14
6
2
23
156
28
1
1
7
43
60
40
40
1
2
7

67.4
16.6
3.1
5.2
3.6
4.1
45.6
50.8
3.6
3.6
73.1
7.3
3.1
1.0
11.9
80.8
14.5
0.5
0.5
3.6
22.3
31.1
20.7
20.7
0.5
1.0
3.6

70.3
17.3
3.2
5.4
3.8
-.47.3
52.7
-.4.1
82.9
8.2
3.5
1.2
-.83.9
15.1
0.5
0.5
-.23.1
32.3
21.5
21.5
0.5
1.1
-.-

Note.
a Percentages were adjusted to account for missing values.

factor analysis was first conducted to assess whether the 5 a priori scales were
supported. Although 3 attributes—relative advantage, trialability, and simplicity—loaded together, compatibility and
observability items loaded on other factors or across factors, limiting interpretability. Therefore, exploratory factor analysis procedures were used to validate the
contribution of individual items to the
subscales and determine the final
subscale structure. A Varimax rotation
was initially used to simplify the interpretation of factors, and factors with eigenvalues greater than 1 were retained.
Missing variables were excluded using a
listwise deletion. The factors were then
analyzed to determine whether they were
orthogonal. When the factors were found
to be correlated and nonorthogonal, an
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oblique rotation was used to determine
the final factor solution. In the oblique
rotation, factors with eigenvalues greater
than 1 were retained.
Two criteria were used to determine
whether a variable was retained on a
factor. One, the factor loading had to be
greater or equal to .40 (Loadings of .30 to
.40 and above are typically considered the
rule of thumb threshold for this determination).24 Two, if a variable loaded on more
than one factor, the variable was retained
on the factor with the highest loading.
The group of variables loading on each
factor was examined against the original
perceived attribute items to see if they
confirmed the existence of perceived attribute factors.
The resulting scales were then examined for internal consistency reliability
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Table 3
Oblique Rotation Statistics for Factors With Eigenvalues
Greater Than 1
Factor

Eigenvalue

% of Variance

Cumulative %

1
2
3
4
5
6
7
8

8.686
2.892
2.024
1.498
1.317
1.283
1.184
1.058

29.0
9.6
6.7
5.0
4.4
4.3
3.9
3.5

29.0
38.6
45.3
50.3
54.7
59.0
62.9
66.5

using Cronbach’s alpha. Only scales demonstrating a minimum standard for reliability were used for further analysis (alpha > .70).25
RESULTS
Characteristics of the Sample
Population
A total of 230 students participated in
the beta test at 12 beta test sites; 193
completed the first review questionnaire.
Instructors did not report the number of
students in their class, so a precise response rate cannot be calculated. Half
the 12 sites that submitted beta test data
were community colleges (N=6), 5 were
state colleges or universities (one of which
was a military school), and one was a
private college. The sites were geographically distributed across the United States,
with 5 in the Midwest, 3 in the West, 3 on
the East Coast, and one in the center of
the country. Schools in the Southwest
and Northeast were not represented.
Table 2 presents the demographics of
the sample population. The population
consisted of largely single, white students between 18 and 21 years of age.
More males participated in the beta test
than females. The largest percentage of
students was of sophomore standing with
approximately one fifth of the sample from
each of the other classes.
Instrument Validity
The factor analysis resulted in 8 factors, of which 2 sets of factors were significantly correlated. Factor 1 and Factor
2 had a correlation of .385 (P=.036), and
Factor 1 and Factor 3 had a correlation of
.464 (P=.010).
Am J Health Behav.™
™ 2007;31(6):612-621

Because the resulting factor solution
was not orthogonal, an oblique rotation
was used to produce the terminal solution. The new factor solution also consisted of 8 factors with eigenvalues greater
than 1. The first factor accounted for 29%
of the variance, and the second factor
accounted for nearly 10% (9.6%). The
cumulative percent of variance accounted
for with the 8 factors was 66.5%. Table 3
presents the communality, eigenvalues,
percent of variance, and cumulative percent of variance for the 8 factors.
Table 4 presents the factor loadings for
each variable in context of the a priori
attribute names and the questionnaire
items. The first factor consisted of 8
variables, including all 6 relative advantage items and 2 compatibility items.
The second factor included 5 of the 7
simplicity items. Three of the trialability
factors and one compatibility item loaded
together on the third factor. Because the
observability item referred to the name of
the innovation making the person want
to “use the program,” this item appears to
be measuring trialability.
Three
observability items loaded together as a
fourth factor. In the fifth factor, 2 other
observability items loaded with 2 compatibility items. One item—“I would have no
difficulty in telling others taking this
course how HealthQuest improved it.”—
loaded on both the fourth and fifth factors.
Because it loaded more highly on the fifth
factor (.5103 versus .4022), it was included on the fifth factor.
The last 3 factors included the remaining 6 items. The sixth factor consisted of
only one variable, a compatibility item.
The seventh factor included 2 trialability
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Table 4
Factor Loadings for Oblique Rotation by a
Priori Attribute and Questionnaire Item
Factor
Factor Score
1

a Priori
Attribute

.9260

Relative Adv.

.7811

Relative Adv.

.7227

Relative Adv.

.6538

Relative Adv.

.5934
.4818
.4249
.4019

Compatibility
Compatibility
Relative Adv.
Relative Adv.

.8193
.8031
.7663
.7304
.7001
.8574

Simplicity
Simplicity
Simplicity
Simplicity
Simplicity
Trialability

.6823

Trialability

.5642

Trialability

.5124
.8242

Compatibility
Observability

.8070

Observability

.6518
.6148
.5889

Observability
Observability
Compatibility

.5103*

Observability

.5062

Compatibility

6

.7565

Compatibility

7

.8841
.6105

Trialability
Trialability

8

.8042
.4529
.4437

Simplicity
Simplicity
Observability

2

3

4

5

Questionnaire Item
HealthQuest is better than using workbooks or paper and pencil tests
for learning about health.
HealthQuest is more interesting than other materials I have used as part
of a course.
Using HealthQuest made learning about health a better experience than I
would have otherwise.
I learned about health more quickly and easily because of using
HealthQuest.
HealthQuest fit right into the way I like to take courses.
I think other classes should have programs like HealthQuest.
I had more fun learning about my health because of using HealthQuest.
HealthQuest offered me real advantages over the way I usually take
classes.
I had no difficulty finding the information that I wanted.
I had no difficulty understanding how to get around in HealthQuest.
I had no difficulty understanding how HealthQuest technically worked.
I had no difficulty getting the program to work on a CD-ROM.
I had no difficulty in getting the activities to work.
Being able to try out HealthQuest was important in my deciding
whether or not to buy it.
Being able to try out HealthQuest was important in my decision to use
it.
I am more likely to want to use HealthQuest because of being part of
this pilot test.
The name “HealthQuest” made me want to use the program.
Other students seemed interested in HealthQuest when they saw me
using it.
People can tell that I know more about my health since I’ve used
HealthQuest.
Other students using HealthQuest liked using it.
I would have no difficulty in telling friends what HealthQuest is like.
Using this program made what I was learning in class seem more
relevant to me.
I would have no difficulty in telling others taking this course how
HealthQuest improved it.
HealthQuest helped me learn more about myself while also learning
about health.
HealthQuest helped me to learn more about technology while also
learning about personal health.
I really won’t lose much by trying HealthQuest, even if I don’t like it.
I like being able to try out HealthQuest before deciding whether I like it
or not.
I had no difficulty controlling the audio and video segments.
I had no difficulty understanding the information in HealthQuest.
My instructor for this health class seemed to like using HealthQuest.

items, and the eighth factor included 2
simplicity items and the remaining
observability item.
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Instrument Reliability
The factor scales were next examined
for internal consistency reliability using
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Table 5
Alpha Coefficients for Factors Resulting From Factor Analysis
Factor

# Items
in Scale

1
2
3
4
5
6
7
8

8
5
4
3
4
1
2
3

Factor Name

Alpha

Standardized
Item Alpha

Relative Advantage
Simplicity
Trialability
Observability
Translatability
Not Retained
Not Retained
Not Retained

.9121
.8454
.6560
.7581
.7428
N/A
.4479
.5102

.9133
.8479
.6682
.7622
.7422
N/A
.4562
.5685

Cronbach’s alpha. Factor 6 had only one
item, so no internal consistency was calculated. Only scales demonstrating an
acceptable reliability were used for further analysis. Factors 1, 2, 3, 4, and 5 had
alpha coefficients close to or above the
minimum standard for reliability (≈.70).25
Table 5 presents the alpha coefficient and
unstandardized item alpha. According to
the factor analysis, the 5 factors accepted
for further analysis accounted for over
half of the variance (54.7%).
In factors 1 through 4, the items loaded
together in such a way that they were
largely made up of one a priori scale
name. Therefore, those scales bear the
name of the predominant attribute. Factor 5 had 2 compatability items and 2
observability items. Upon inspection of
these items, they appeared to focus on
the application of knowledge gained in
use of the innovation. Therefore, factor 5
was named “translatability,” an attribute
unique from the 5 typical attributes used.
CONCLUSIONS AND
RECOMMENDATIONS
This study was conducted in light of the
need to examine how target audiences of
health education innovations respond to
them, particularly health education programs involving advanced communications technology. Because of the time,
expense, and effort needed to develop useful and interesting technological innovations for health education, health educators need to examine their acceptability
and attraction during development and
implementation.
The investigation was framed using
recommendations from diffusion theory
Am J Health Behav.™
™ 2007;31(6):612-621

regarding the study of perceived attributes
and their relationship to adoption intentions. The findings from the factor analysis and internal consistency reliability
demonstrated that 5 interpretable factors
with acceptable internal consistency existed in the questionnaire on perceived
attributes.
The a priori attributes appeared to cluster together in a logical way for 4 of the 5
attributes: relative advantage, simplicity, observability, and trialability. The
study did not find that the a priori items
measured compatibility. This finding suggests 2 courses of action. One, future
studies can redevelop and test items to
assess perceived compatibility of eHealth
innovations. Two, future studies can also
assess the importance and usefulness of
the new perceived attribute that emerged
from the analysis.
The attribute that emerged had elements of compatibility (2 items) and
observability (2 items). The items that
loaded together appeared to measure the
perceived ability to use and translate the
information gained from the innovation,
or perceived “translatability.” The translatability attribute found in this study
appeared to measure a construct useful
in evaluating the effect of health education interventions. According to Green
and Kreuter, the definition of health education is “any combination of learning
experiences designed to facilitate voluntary actions conducive to health.” 26 This
attribute may demonstrate whether students perceive that they will be able to
translate what they learn through health
education to their everyday life. Instead
of choosing among the health messages
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that work (or are “compatible”) for them,
students, learners, and target audiences
would discover how the health information can be relevant in their lives. Therefore, the emergence of this new attribute
was useful and relevant to the current
study and may prove useful in other studies of health education innovation attributes.
Aspects of the a priori perceived attribute compatibility appeared to play a
role in several factors that were retained:
relative
advantage,
trialability,
observability, and translatability. This
finding suggests that compatibility was
less a unique attribute than one that
accentuated other perceived attributes,
contradicting Rogers’ assertion that compatibility was self-contained.10 The findings from the factor analysis may also
suggest the instrument was not developed to be sensitive enough to measure
compatibility. Although the items related
to compatibility were adapted from compatibility items on other instruments,19
further instrument development may
have enabled the measurement of this
perceived attribute.
The present study has limitations concerning instrumentation, sampling, and
response rate, which affect the internal
and external validity of the study. Regarding instrumentation, the use of a newly
developed survey that was not pilot tested
may have introduced error into the data
and results from the data analysis. Although the factor analysis revealed
useable factors, compatibility could not be
measured with this instrument, which
limits the ability to compare results to
other studies.
The study was also limited by the sampling strategy used in the primary data
collection. These data were drawn from a
convenience sample of instructors and
their students who were chosen to participate after several screening steps.
Instructors were asked to involve all students in the beta test to limit self-selection bias, but some may have included
only students who volunteered. However,
no determination can be made about students who chose to participate in the beta
test compared to those who did not.
Response rate limited the sample size
to 193 students in the first wave of data
collection. This situation may have led to
misleading results in the factor analysis.
Larger samples tend to maximize the
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accuracy of population estimates and increase the generalizability of the results.
Although some researchers recommend
a subject-to-item ratio of 10:1,25 several
researchers recommend a minimum
The
subject to item ratio of 5:1.27,28
current study had a subject-to-item ratio
of 6.3:1, which was considered acceptable
in an exploratory study.
The findings from this study suggest
future lines of inquiry. Because the perceived attribute instrument in this study
was determined to be valid and reliable,
further study of multimedia applications
for health education should be conducted
using the items selected in the factor
analysis and internal consistency analysis.
This
would
determine
the
instrument’s usefulness in other situations and add to the literature on the
diffusion potential of other health education innovations.
An attribute other than the 5 suggested by Rogers (1995)—translatability—
emerged out of the factor analysis. The
items in this attribute referred to the
perceived ability to use and transfer
knowledge gained from an innovation.
Such an attribute may hold promise for
reviewing health education innovations.
Studies are needed to examine the usefulness of this attribute and to determine
its ability to predict adoption intentions.
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