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42 Abstract

43 Objective: This study examined how educational preparation and social media use shape 
44 healthcare delivery among healthcare professionals in a district-level public hospital in Ghana. It 
45 explored how education influences health communication and patient engagement, how social 
46 media platforms are used in routine practice, and how ethical concerns shape digital engagement.

47 Study Design: An exploratory qualitative case study was conducted within an interpretivist 
48 paradigm to capture healthcare professionals’ experiences and interpretations of digital 
49 communication in everyday clinical practice.

50 Methods: Thirty healthcare professionals from different cadres were purposively sampled from a 
51 district-level public hospital. Data were collected through semi-structured interviews conducted 
52 between May and July 2024. Interviews were audio-recorded, transcribed verbatim, and analyzed 
53 thematically using Braun and Clarke’s six-step approach. A hybrid deductive and inductive coding 
54 strategy was applied, informed by sensitizing concepts from the Technology Acceptance Model 
55 and the Health Belief Model.

56 Results: Participants described strong confidence in their medical knowledge and communication 
57 skills, shaped by formal education and continuous learning, which supported both face-to-face and 
58 digital patient engagement. Social media use was selective and purpose-driven. WhatsApp was 
59 commonly used for patient reminders and follow-up communication, Facebook for community 
60 health outreach, and Twitter for professional learning. Decisions to engage digitally were mediated 
61 by concerns about misinformation, confidentiality, and professional boundaries. In the absence of 
62 clear institutional guidance, healthcare professionals relied on personal judgment to balance the 
63 perceived usefulness of social media with ethical risk, resulting in cautious and bounded digital 
64 practices.

65 Conclusion: The findings show that healthcare professionals’ use of social media is shaped by the 
66 interaction of education, perceived usefulness, ethical responsibility, and institutional context. By 
67 integrating the Technology Acceptance Model and the Health Belief Model, the study 
68 demonstrates that digital engagement in healthcare involves both adoption and restraint. The study 
69 provides context-specific insight from a district-level hospital and highlights the need for clear 
70 policies, training, and institutional support to promote safe and effective digital communication in 
71 healthcare.

72 Keywords: Social media; Healthcare professionals; Digital health communication; Health 
73 education; Ethics; Ghana
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79 Introduction

80 The use of digital platforms in healthcare delivery has expanded rapidly over the past decade, 

81 particularly in low- and middle-income countries where mobile phone access has outpaced the 

82 development of formal digital health systems [1,2]. Globally, more than 5 billion people now use 

83 mobile phones, and over 60 percent of adults report seeking health information online at least 

84 occasionally [3,4]. In sub-Saharan Africa, mobile broadband subscriptions increased by more than 

85 40 percent between 2018 and 2023, creating new pathways for health communication outside 

86 formal clinical settings [5].

87 In Ghana, digital connectivity has grown steadily. Recent national data indicate that over 70 

88 percent of adults own a smartphone, and WhatsApp and Facebook remain among the most widely 

89 used platforms across age groups [6,7]. The Ghana Health Service has acknowledged that social 

90 media has become an important channel for public health messaging, patient follow-up, and 

91 community engagement, particularly during public health emergencies such as COVID-19 [8]. At 

92 the same time, national reports have highlighted persistent challenges related to misinformation, 

93 weak regulation of online health content, and uncertainty about professional boundaries in digital 

94 communication [9,10].

95 Healthcare professionals play a critical role in this digital environment. Studies across Ghana and 

96 similar contexts show that nurses, midwives, physician assistants, and public health practitioners 

97 are increasingly approached by patients for clarification of health information encountered online 

98 [11,12]. Messaging platforms are often used informally for appointment reminders, medication 

99 follow-up, and health education, especially in district-level facilities where patient volumes are 

100 high and continuity of care can be difficult to maintain [13]. Despite this growing reliance on 

101 digital tools, formal institutional guidance on professional social media use remains limited in 

102 many public healthcare facilities [9,14].

103 Existing literature on social media and healthcare has documented both opportunities and risks. 

104 On one hand, digital platforms have been shown to support patient engagement, expand access to 

105 health information, and enhance health promotion activities [2,4,15]. On the other hand, research 

106 consistently points to the spread of misinformation, breaches of confidentiality, and blurred 

107 professional roles as significant concerns [10,16,17]. In Ghana, empirical studies suggest that 
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108 healthcare professionals are aware of these risks and often adopt cautious digital practices, yet 

109 these practices are shaped largely by individual judgment rather than formal policy [11,12].

110 Importantly, much of the existing research treats education, technology use, and ethics as separate 

111 domains. Studies on digital health adoption often focus on access and skills, while ethical 

112 discussions are addressed in isolation, and professional education is examined primarily in relation 

113 to clinical competence [15,18]. This fragmented approach limits understanding of how these 

114 elements intersect in everyday practice, particularly in district-level hospitals where frontline 

115 workers must balance patient needs, institutional constraints, and ethical responsibility with 

116 minimal organisational support.

117 District-level hospitals represent a critical but under-researched setting in Ghana’s health system. 

118 These facilities deliver essential services to large populations and often serve as the first point of 

119 referral for surrounding communities [19]. Healthcare professionals working in these settings face 

120 high workloads and resource constraints, which may increase reliance on informal digital 

121 communication. Yet evidence on how these professionals navigate social media use in relation to 

122 their training and ethical obligations remains sparse [11,14].

123 This study addresses this gap by examining how educational preparation and social media use 

124 shape healthcare delivery among healthcare professionals working in a district-level public 

125 hospital in Ghana. It explores how education influences health communication and patient 

126 engagement, how social media platforms are used to disseminate and verify health information, 

127 and how ethical concerns shape digital practice. These insights are particularly relevant for 

128 informing digital health policy and professional guidance in settings where technological adoption 

129 continues to outpace regulation [9,10].

130 Theoretical Underpinning

131 This study is grounded in two complementary theoretical frameworks. These are the Technology 

132 Acceptance Model (TAM) and the Health Belief Model (HBM). Together, these frameworks 

133 provide an analytical lens for understanding how healthcare professionals adopt digital tools while 

134 simultaneously exercising caution in their use. The combined application of these models is 

135 particularly relevant in contexts where digital technologies are widely available but institutional 

136 guidance remains limited [11,15].
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137 TAM has been widely used to explain individuals’ adoption of information technologies across 

138 healthcare settings [16,17]. In health research, TAM has been applied to examine acceptance of 

139 electronic health records, telemedicine platforms, and mobile health applications [17,20]. The 

140 model focuses on how perceived usefulness and perceived ease of use shape individuals’ 

141 willingness to engage with technology. In the context of this study, TAM provides a useful 

142 framework for examining why healthcare professionals perceive certain social media platforms as 

143 appropriate for patient communication, follow-up, and health education. It helps explain platform 

144 preferences, frequency of use, and the integration of digital tools into routine practice.

145 However, TAM alone offers limited insight into why healthcare professionals may deliberately 

146 restrict or avoid certain forms of digital engagement despite recognizing their functional benefits 

147 [15,21]. In healthcare contexts, technology use is closely tied to ethical responsibility, professional 

148 identity, and perceptions of risk. These dimensions extend beyond technical acceptance and 

149 require a behavioral framework that accounts for judgment and restraint. HBM complements TAM 

150 by focusing on how perceptions of risk and responsibility shape behavior [14,18]. HBM has been 

151 extensively applied in health research to explain decision-making related to prevention, treatment 

152 adherence, and professional practice [18,22]. Key constructs of the model include perceived 

153 severity, perceived susceptibility, perceived barriers, self-efficacy, and cues to action. In the 

154 context of digital communication, these constructs are particularly relevant for understanding how 

155 healthcare professionals assess the potential consequences of sharing information online, manage 

156 concerns about confidentiality, and decide when digital engagement is appropriate.

157 In this study, HBM provides a framework for interpreting healthcare professionals’ cautious and 

158 selective use of social media. Perceived severity and perceived barriers help explain concerns 

159 about misinformation, misinterpretation, and breaches of confidentiality. Self-efficacy reflects 

160 confidence in professional knowledge and communication skills, which supports engagement 

161 when risks are considered manageable. The absence of institutional guidelines can be understood 

162 as a lack of formal cues to action, which contributes to uncertainty and variability in practice 

163 [9,14].

164 The integration of TAM and HBM allows for a more comprehensive understanding of digital 

165 engagement among healthcare professionals than either framework alone. TAM explains why 

166 social media platforms are perceived as useful and accessible tools for patient communication. 
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167 HBM explains why these same platforms are used cautiously and within clearly defined 

168 boundaries. Together, the frameworks capture both adoption and restraint as interconnected 

169 processes rather than opposing outcomes [15,21].

170 Methodology

171 Study Design

172 This study followed the Standards for Reporting Qualitative Research as outlined by O’Brien et 

173 al. [19]. An exploratory qualitative case study design was adopted within an interpretivist 

174 paradigm, which recognizes that meaning is constructed through individuals’ lived experiences 

175 and social contexts [18]. The case study approach was selected to enable an in-depth examination 

176 of how healthcare professionals working within a single institutional setting interpret their 

177 educational preparation, engage with social media, and navigate ethical concerns in everyday 

178 practice. Focusing on one hospital allowed for close attention to contextual influences, 

179 organisational routines, and shared professional norms that shape digital engagement.

180 Study Setting

181 The study was conducted at Ahmadiyya Islamic Hospital, a district-level public hospital located 

182 in the Agona West Municipality of Ghana. The facility provides outpatient, inpatient, maternal, 

183 and community-based services to a mixed urban and peri-urban population. The hospital plays a 

184 central role in the local health system and serves as a first point of referral for surrounding 

185 communities. Preliminary engagement with staff indicated that social media platforms were 

186 commonly used for routine communication, patient follow-up, and dissemination of health 

187 information. This made the hospital an appropriate and information-rich case for examining digital 

188 communication within everyday healthcare delivery.

189 Participants and Sampling

190 Participants were healthcare professionals who had worked at the hospital for at least one year and 

191 who reported active use of at least one social media platform for personal or professional purposes. 

192 The sample included registered general nurses, midwives, physician assistants, public health 

193 nurses, and health information officers. Given this diversity of professional roles, a maximum-

194 variation purposive sampling strategy was employed [20]. This approach was intentional and 

195 aimed to capture a wide range of perspectives on how education, digital engagement, and ethical 

196 considerations intersect across different cadres within the same institutional context.
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197

198 A total of thirty participants were recruited and interviewed. Data saturation was reached after 

199 approximately twenty-five interviews, at which point no substantively new insights were 

200 emerging. The remaining interviews were conducted to confirm the stability and completeness of 

201 the developing themes and to ensure adequate representation across professional roles.

202 Data Collection Instrument

203 Data were collected using a semi-structured interview guide developed in alignment with the study 

204 objectives, relevant empirical literature [7,15,16], and concepts drawn from TAM and HBM. 

205 Constructs from TAM informed questions related to perceived usefulness and perceived ease of 

206 use of social media platforms [16]. Constructs from HBM informed questions related to perceived 

207 benefits, perceived barriers, perceived severity, and professional self-efficacy [14].

208 The interview guide explored participants’ educational preparation, communication practices, use 

209 of social media in patient engagement, approaches to verifying health information, and experiences 

210 of ethical uncertainty. Open-ended questions encouraged participants to reflect on concrete 

211 examples from their daily work rather than abstract opinions. The guide was piloted with two 

212 healthcare professionals from a different district-level facility to assess clarity and flow. Minor 

213 revisions were made following the pilot to strengthen probing around ethical dilemmas and 

214 platform-specific decision-making.

215 Data Collection Procedures

216 Data were collected between May 1 and July 2, 2024. Face-to-face interviews were conducted in 

217 English in quiet locations within the hospital to ensure privacy and minimize disruption to clinical 

218 duties. Interviews lasted between thirty and sixty minutes. All interviews were audio-recorded with 

219 participants’ consent to ensure accurate capture of their accounts. Field notes were taken during 

220 and immediately after each interview to document contextual details, non-verbal cues, and initial 

221 analytical reflections. These notes were later used to enrich interpretation during analysis.

222 Data Analysis

223 Data analysis followed Braun and Clarke’s six-step approach to thematic analysis [21]. Analysis 

224 began with repeated reading of the transcripts to achieve familiarization with the data. Coding was 

225 conducted using a hybrid deductive and inductive strategy. Deductive codes were informed by the 
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226 study objectives and key constructs from TAM and HBM, which were used as sensitizing concepts 

227 rather than rigid categories. At the same time, inductive codes were generated directly from 

228 participants’ accounts to allow unanticipated patterns and meanings to emerge. Codes were 

229 iteratively reviewed and refined through constant comparison across transcripts. Related codes 

230 were clustered into preliminary themes, which were then examined for coherence, distinctiveness, 

231 and alignment with both the data and the theoretical underpinnings of the study. Regular analytic 

232 discussions were held among members of the research team to compare interpretations, refine 

233 theme boundaries, and enhance analytic depth. Microsoft Word and Excel were used to organize 

234 transcripts, coding matrices, and analytic memos. An audit trail documenting analytic decisions 

235 was maintained throughout the process.

236 Trustworthiness

237 Trustworthiness was addressed in line with guidance by Creswell and Poth [18]. Credibility was 

238 enhanced through member checking, whereby participants reviewed summaries of their interviews 

239 to confirm accuracy and meaning. Field notes were used to triangulate interview data and support 

240 interpretation. Transferability was supported through detailed description of the study setting, 

241 participants, and analytic process, enabling readers to assess relevance to other contexts. 

242 Dependability was ensured through transparent documentation of sampling decisions, interview 

243 procedures, and analytic steps. Confirmability was strengthened through reflexive journaling, 

244 which allowed the researchers to examine how their professional backgrounds and assumptions 

245 could influence interpretation.

246 Ethical Considerations

247 Ethical approval for the study was obtained from the University of Education, Winneba Ethical 

248 Review Board, with clearance number UEW-ERB/HS/2024/018. Written permission was also 

249 granted by the hospital administration. All participants provided informed consent after receiving 

250 detailed information about the study purpose and procedures. Participation was voluntary, and 

251 participants could withdraw at any time without consequence. Measures were taken to protect 

252 anonymity and confidentiality. Audio recordings and transcripts were stored securely, and no 

253 identifying information was included in the report.

254
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255 Findings

256 The findings describe how healthcare professionals at Ahmadiyya Islamic Hospital interpret their 

257 educational preparation, use social media in everyday practice, and manage ethical uncertainty in 

258 digital communication. The analysis followed a hybrid deductive and inductive approach. 

259 Sensitizing concepts from TAM and HBM informed early coding. Themes were refined through 

260 repeated engagement with the data. The final structure reflects how theoretical ideas were 

261 expressed through routine professional decisions within a district-level hospital context.

262 Theme 1: Educational Preparation and Professional Confidence in Communication

263 Participants consistently linked their communication practices to their educational background and 

264 ongoing professional learning. Education was described as more than formal qualification. It was 

265 framed as a process that built confidence, shaped judgment, and defined professional boundaries. 

266 Participants repeatedly emphasized their responsibility to translate medical knowledge into 

267 language patients could understand. Several participants described confidence as emerging 

268 through training and reinforced by practice. 

269 One registered general nurse explained, “As a nurse, I’ve been trained to explain medical issues 

270 in ways that patients can understand. Whether it is in the ward or on WhatsApp, I am confident in 

271 what I say because I know I have been trained to do this well” - Participant 4. 

272 This account illustrates how formal education supported communication across both physical and 

273 digital settings. Other participants emphasized the role of continuous learning. A public health 

274 nurse described how staying updated reduced uncertainty during online engagement. 

275 “I read and update myself regularly, so I am not worried when people ask me about medical issues 

276 on Facebook or in our health group. I feel prepared and sure of the information I share” - 

277 Participant 8. 

278 For this participant, ongoing education strengthened confidence and supported willingness to 

279 engage digitally. Participants also described limits to this confidence. A midwife explained how 

280 she exercised caution when responding to online health queries. 

281 “Sometimes patients send me messages online asking about their symptoms. I take my time to 

282 respond. I only give answers I am sure about. If I am not certain, I refer them” - Participant 11. 
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283 These accounts address the first study objective by showing how education contributes to health 

284 literacy and patient engagement. Education strengthened professional self-efficacy, a core 

285 construct of the HBM. Participants believed they were capable of communicating accurate 

286 information. At the same time, awareness of potential harm moderated their actions. Digital 

287 engagement was therefore shaped by confidence and by perceived severity. From a TAM 

288 perspective, confidence increased perceived usefulness of social media for patient communication, 

289 while caution limited the scope of use.

290 Theme 2: Negotiating Comfort in Provider-Patient Communication Across Settings

291 Participants described differences in comfort between face-to-face communication and digital 

292 interaction. In-person encounters were described as familiar and structured. Digital 

293 communication introduced new dynamics that required adjustment. Comfort depended on 

294 perceived clarity, feedback, and professional control. Some participants viewed digital 

295 communication as supportive of patient engagement.

296  One nurse explained, “I feel relaxed when chatting with patients through WhatsApp. It is easier 

297 to explain things when people are not rushed or nervous like they are in the hospital” - Participant 

298 2. 

299 This environment was perceived as less intimidating for patients and more flexible for providers. 

300 Other participants expressed discomfort with online exchanges. 

301 A physician assistant explained, “I prefer face-to-face interactions. Online communication can be 

302 misunderstood. I want to see the person’s reaction. It helps me know if they understand” - 

303 Participant 14. 

304 For this participant, the absence of visual cues increased uncertainty and reduced confidence in 

305 digital communication. Several participants also described adopting selective engagement 

306 strategies. 

307 A midwife explained, “I reply to patients’ messages when it is something simple. I avoid giving 

308 too much advice online. Anything complicated, I ask them to come in” - Participant 9. 

309 These findings further address the first objective by illustrating how communication comfort 

310 shapes patient engagement. Differences in comfort reflect perceived barriers and perceived 
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311 severity within the HBM. Digital communication was adopted when it felt manageable and 

312 restrained when risks were perceived as high. From the TAM perspective, perceived ease of use 

313 influenced willingness to engage. When platforms supported clarity and control, they were used 

314 more readily.

315 Theme 3: Trust, Verification, and the Management of Health Information Online

316 Participants expressed strong concern about the quality of health information circulating on social 

317 media. Misinformation was described as widespread and dangerous. Professional training shaped 

318 how participants evaluated credibility and decided what to share. A public health nurse described 

319 her criteria for trust:

320  “I do not trust health tips on social media unless they come from WHO, Ghana Health Service, or 

321 a medical journal. There is too much false information online” - Participant 1. Credibility was 

322 therefore linked to institutional authority rather than online popularity.

323 Other participants described verification as a routine professional practice. One nurse explained, 

324 “WhatsApp groups share all kinds of health tips. Before I forward anything, I double-check. I 

325 search online or ask colleagues” - Participant 6. 

326 Verification was framed as part of professional responsibility. First-hand experiences reinforced 

327 caution. One participant explained, “I have seen people use herbal remedies they found on 

328 Facebook and end up with complications” - Participant 12.

329 These experiences increased vigilance and skepticism. These findings address the second study 

330 objective by explaining how healthcare professionals engage with digital information 

331 dissemination. Participants’ actions reflect perceived susceptibility and perceived severity within 

332 the HBM. Misinformation was seen as likely and harmful. These perceptions shaped cautious 

333 behavior. From the TAM perspective, credibility influenced perceived usefulness. Social media 

334 was used as an information channel only when trust could be established.

335 Theme 4: Platform Use as Strategic and Context-Dependent Practice

336 Participants described platform choice as intentional and situational. Different platforms served 

337 different purposes. Decisions were shaped by accessibility, audience, and risk. WhatsApp was 

338 described as the most practical platform. 
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339 One nurse explained, “I use WhatsApp every day. We have patient groups and community groups. 

340 It is the fastest way to communicate” - Participant 3. 

341 Familiarity and widespread use supported routine engagement. Facebook was used for outreach 

342 rather than personal communication. 

343 A health information officer explained, “Facebook is where I share health posts during outreach 

344 programs. It reaches many people” - Participant 7. 

345 Privacy concerns however limited its use for individual patient interaction. Twitter was described 

346 as a professional space. 

347 A physician assistant explained, “Twitter gives me updates from global health organizations. I 

348 rarely interact with patients there” - Participant 10. 

349 This platform supported professional learning rather than patient care. These findings address the 

350 second objective by showing how platform preferences shape information dissemination. Choices 

351 reflect perceived usefulness and perceived ease of use from the TAM. Social norms and patient 

352 access also influenced decisions. The absence of institutional guidance meant that platform use 

353 depended on individual judgment and experience.

354 Theme 5: Ethical Uncertainty and the Absence of Institutional Guidance

355 Ethical concerns featured prominently across participants’ accounts. Confidentiality was described 

356 as a persistent source of anxiety. Digital communication was perceived as difficult to control once 

357 information was shared.

358 A midwife explained, “I worry about privacy. If something is shared out of context, it can cause 

359 problems” - Participant 5. 

360 Participants repeatedly highlighted the lack of formal guidance. A nurse explained, “We do not 

361 have clear guidelines from management. It is trial and error” - Participant 13. Without institutional 

362 policies, professionals relied on personal judgment.

363 Despite these concerns, participants continued to use social media for patient education. One nurse 

364 described sending reminders. “I send messages about medication or blood pressure management. 

365 It helps patients remember” - Participant 15. Others emphasized using verified materials. “I use 

366 flyers or infographics from health authorities. Otherwise, people will not trust it” - Participant 6.
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367 These findings address the third study objective by highlighting ethical considerations associated 

368 with digital engagement. Participants’ concerns reflect perceived severity and perceived barriers 

369 within the HBM. The absence of institutional cues limited confidence in digital practice. From the 

370 TAM perspective, lack of organisational support constrained adoption even when perceived 

371 usefulness was high.

372 Discussion

373 This study examined how educational preparation, social media use, and ethical considerations 

374 shape healthcare delivery among professionals working in a district-level hospital in Ghana. The 

375 findings show that digital engagement is neither automatic nor uniform. Instead, it is shaped by 

376 professional training, perceptions of risk, and the institutional environment within which 

377 healthcare workers operate. By combining the TAM and the Health Belief Model, the study 

378 provides a layered explanation of how healthcare professionals adopt digital tools while 

379 simultaneously exercising restraint.

380 Education as the Foundation of Digital Confidence and Professional Judgment

381 A central contribution of this study is the demonstration of how education functions as the 

382 foundation of digital engagement rather than simply as background context. Participants 

383 repeatedly linked their ability to communicate with patients to formal training and continuous 

384 learning. Education shaped not only what participants knew, but how confident they felt in sharing 

385 information and how they judged the limits of appropriate communication. This finding aligns 

386 with earlier work showing that provider confidence is critical for effective patient engagement and 

387 health communication [5]. However, the present study extends this literature by showing how 

388 educational confidence operates within digital environments.

389 From the perspective of the HBM, participants’ accounts strongly reflect the construct of self-

390 efficacy [14]. Healthcare professionals believed they were capable of explaining medical 

391 information clearly and responsibly. This belief supported engagement through platforms such as 

392 WhatsApp and Facebook. At the same time, education informed professional restraint. Participants 

393 did not describe digital engagement as unrestricted. Instead, they demonstrated awareness of 

394 potential harm, which reflects perceived severity within the HBM. This balance between 
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395 confidence and caution suggests that self-efficacy does not automatically lead to increased digital 

396 activity. Rather, it interacts with risk assessment to shape practice.

397 These findings complement studies conducted among nurses in rural Ghana, which found that 

398 professional training influenced willingness to adopt social media for health education [6]. Unlike 

399 some prior studies that emphasize technology skills alone, the present findings highlight education 

400 as a moral and professional anchor that guides digital behavior. This distinction is important in 

401 low-resource settings where formal digital health guidelines are still emerging.

402 Communication Comfort and the Limits of Digital Interaction

403 The findings also show that comfort with patient communication varies across settings. Face-to-

404 face encounters were described as structured and predictable. Digital communication required 

405 adaptation and introduced uncertainty for some participants. This pattern reflects earlier research 

406 showing that healthcare professionals value visual cues and immediate feedback in clinical 

407 communication [16]. In the present study, the absence of these cues shaped cautious engagement 

408 for some participants.

409 From the HBM perspective, discomfort with digital communication reflects perceived barriers 

410 [14]. Fear of misunderstanding or misinterpretation reduced willingness to engage fully online. 

411 From the TAM perspective, perceived ease of use influenced adoption [11]. Platforms that felt 

412 intuitive and manageable were more readily used. Those perceived as ambiguous or risky were 

413 restricted to limited functions. Importantly, participants did not frame digital communication as 

414 replacing face-to-face care. Instead, they described it as complementary. This finding contrasts 

415 with some digital health narratives that suggest technology will transform care delivery entirely. 

416 Instead, the study supports more recent qualitative work showing that healthcare professionals 

417 integrate digital tools selectively while preserving traditional clinical boundaries [4]. This selective 

418 integration reflects professional norms rather than technological resistance.

419 Misinformation, Verification, and Professional Gatekeeping

420 Concerns about misinformation were pervasive in participants’ accounts. Healthcare professionals 

421 described social media as a space where inaccurate health information circulates rapidly. These 

422 concerns are consistent with broader literature on the infodemic and information quality in digital 

423 health communication [7]. In the present study, professional training shaped how participants 
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424 responded to this challenge. Participants described verification as a routine part of their work. This 

425 behavior reflects high perceived susceptibility and perceived severity within the Health Belief 

426 Model [14]. Participants believed that patients were likely to encounter misinformation and that 

427 the consequences could be serious. These beliefs motivated careful filtering of information. From 

428 the Technology Acceptance Model perspective, credibility strongly influenced perceived 

429 usefulness [11]. Social media platforms were only considered useful when they could support the 

430 dissemination of accurate information.

431 This finding aligns with research showing that Ghanaian health professionals apply selective trust 

432 when engaging with digital content [7]. The present study adds depth by showing how verification 

433 practices are embedded in everyday routines rather than treated as exceptional tasks. Healthcare 

434 professionals positioned themselves as intermediaries who translate digital information into 

435 clinically appropriate messages. This gatekeeping role is particularly important in contexts where 

436 patients rely heavily on informal digital sources for health advice.

437 Platform Choice as Situated and Strategic Practice

438 The study found that platform use was deliberate and context-dependent. WhatsApp, Facebook, 

439 and Twitter served different functions within participants’ professional lives. These choices were 

440 shaped by accessibility, audience characteristics, and perceived risk. Similar patterns have been 

441 reported in studies of healthcare workers in Cape Coast and other parts of Ghana [4]. However, 

442 the present study shows how these patterns operate within a single institutional setting. From the 

443 TAM perspective, platform choice reflects perceived usefulness and perceived ease of use [11]. 

444 WhatsApp was favored because it aligned with patients’ communication habits and required 

445 minimal technical effort. Facebook supported broader outreach. Twitter functioned as a 

446 professional learning space rather than a patient-facing tool. These distinctions demonstrate that 

447 social media use among healthcare professionals is not uniform. It is shaped by context and 

448 purpose.

449 The absence of institutional guidance amplified the role of individual judgment. Without formal 

450 policies, healthcare professionals developed their own strategies for platform use. This finding 

451 resonates with earlier research highlighting institutional unpreparedness for regulating digital 

452 health technologies in Ghana [9]. It also explains variation in practice within the same hospital. 

453 Digital engagement became a negotiated practice rather than a standardized organisational process.
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454 Ethical Uncertainty and the Consequences of Institutional Silence

455 Ethical concerns emerged as a central theme across participants’ narratives. Confidentiality was a 

456 persistent worry. Participants expressed uncertainty about boundaries and responsibility in digital 

457 spaces. These concerns are widely documented in studies examining social media use among 

458 healthcare professionals [16]. In the present study, ethical uncertainty was intensified by the 

459 absence of formal institutional guidance. Within the HBM, ethical concerns reflect perceived 

460 severity and perceived barriers [14]. Fear of breaching confidentiality discouraged unrestricted 

461 digital engagement. The absence of institutional cues limited confidence in decision-making. From 

462 the TAM, lack of organisational support constrained adoption even when perceived usefulness was 

463 high [11].

464 Despite these constraints, participants continued to use social media for patient education. They 

465 relied on verified materials and limited the scope of digital interaction. This behavior suggests 

466 active negotiation rather than disengagement. Healthcare professionals balanced professional 

467 obligation with ethical caution. This finding extends prior work by showing how ethical 

468 uncertainty shapes daily practice rather than abstract attitudes [9].

469 Integrating TAM and HBM to Explain Digital Engagement

470 The combined use of TAM and HBM offers a more comprehensive explanation of healthcare 

471 professionals’ digital behavior than either model alone. TAM explains why certain platforms are 

472 adopted based on usefulness and ease of use [11]. HBM explains why adoption is cautious, 

473 selective, and ethically constrained [14]. Education strengthened self-efficacy and increased 

474 perceived usefulness. Misinformation and confidentiality concerns increased perceived severity 

475 and barriers. The absence of institutional guidance limited cues to action. These factors interacted 

476 to shape digital engagement as a negotiated process. This integrated approach responds to calls in 

477 the literature for multi-theoretical frameworks that capture both technological and behavioral 

478 dimensions of digital health practice [15].

479 Contribution to Digital Health Research

480 This study contributes to digital health research by providing context-specific insight from a 

481 district-level hospital in Ghana. Much existing research focuses on urban or policy-level settings 

482 [4,7]. By examining frontline practice, the study shows how healthcare professionals integrate 

483 digital tools under conditions of limited guidance and high responsibility. The findings 
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484 demonstrate that healthcare professionals are reflective practitioners who adapt technology to align 

485 with training, ethics, and patient needs. This contribution is particularly relevant for low-resource 

486 settings where digital adoption often outpaces regulation. The study therefore adds empirical depth 

487 to ongoing debates about responsible digital health engagement in sub-Saharan Africa.

488 Conclusion, Policy Implications and Recommendations 

489 This study examined how healthcare professionals in a district-level hospital in Ghana understand 

490 and enact digital communication in their everyday work. The study focuses on educational 

491 preparation, social media use, and ethical concerns, and shows that digital engagement in 

492 healthcare is shaped by professional judgment rather than by technology alone. Healthcare workers 

493 did not describe social media as a neutral tool. They described it as something that required careful 

494 assessment, boundary setting, and ethical reflection.

495 The findings of this study have important implications for health policy and practice in Ghana and 

496 in similar settings where digital communication is becoming embedded in everyday healthcare 

497 delivery. Healthcare professionals are already using social media to support patient education and 

498 follow-up. However, they are doing so in the absence of clear institutional guidance. This gap 

499 places the burden of ethical decision-making on individual workers and increases uncertainty in 

500 practice.

501 Health authorities and healthcare institutions should prioritize the development of clear and 

502 practical guidelines on professional social media use. Such guidelines should address 

503 confidentiality, documentation, patient-provider boundaries, and appropriate scope of digital 

504 communication. Policies should recognize that social media is already part of routine care rather 

505 than treating it as an optional or future tool. Clear guidance would provide healthcare workers with 

506 institutional cues to action and reduce reliance on trial-and-error decision-making.

507 Training and capacity building are also essential. Digital literacy and ethical communication 

508 should be integrated into both pre-service and in-service training programs. These trainings should 

509 move beyond technical skills and focus on professional judgment, risk assessment, and responsible 

510 information sharing. Strengthening self-efficacy through structured training aligns with the Health 

511 Belief Model and supports confident yet cautious digital engagement [14].
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512 Institutions should also invest in the provision of verified digital health materials. Participants in 

513 this study relied heavily on trusted sources such as the Ghana Health Service and the World Health 

514 Organization when sharing information online. Providing healthcare workers with approved 

515 infographics, short educational messages, and visual materials would reduce dependence on 

516 unverified sources and improve consistency in patient education. This approach enhances 

517 perceived usefulness while reducing ethical risk, which supports sustainable adoption as described 

518 by the TAM [11].

519 At a broader level, policymakers should recognize that digital health adoption in low-resource 

520 settings often outpaces regulation. Policies must therefore be responsive to frontline realities. 

521 Engaging healthcare professionals in the development of digital communication guidelines can 

522 ensure that policies reflect everyday practice rather than abstract ideals. Such engagement would 

523 strengthen ownership, improve compliance, and support responsible digital health integration.

524 Study Limitations

525 This study has some limitations that should be considered when interpreting the findings. The 

526 research was conducted in a single district-level hospital, which limits the extent to which the 

527 findings can be transferred to other healthcare settings. While the case-study approach allowed for 

528 in-depth exploration of professional experiences within a specific institutional context, digital 

529 communication practices may differ in tertiary hospitals, private facilities, or rural clinics with 

530 different resource profiles.

531 The study also relied on self-reported experiences from healthcare professionals. Participants may 

532 have described their practices in ways that reflect professional norms or ethical expectations. This 

533 may have influenced how openly challenges and uncertainties were discussed. Although the use 

534 of in-depth interviews and reflexive analysis helped to mitigate this risk, the findings remain 

535 shaped by participants’ interpretations of their own behavior.

536 Further, the study focused on healthcare professionals’ perspectives and did not include patients’ 

537 views. As a result, the findings reflect how providers understand digital engagement rather than 

538 how patients experience or interpret these interactions. Including patient perspectives could 

539 provide a more complete picture of how digital communication influences healthcare delivery.

540
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541 Lastly, the study was conducted in a context where formal digital health policies and institutional 

542 guidelines are still evolving. Practices described by participants may change as national or 

543 organisational regulations become clearer. This limits the ability to draw conclusions about long-

544 term patterns of digital engagement. However, the findings remain valuable for understanding 

545 current practices during a period of transition.
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