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Information Search and
Decision Making in the
Selection of Family Health

Care
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David W. Stewart
Gerald B. Hickson
Connie Pechmann
Scott Koslow
William A. Altemeier

Changes in the supply and demand
characteristics of health care services have
introduced a strong element of com-
petition into the health care markert.
This new competitive environment has
produced a wide range of health care
alternatives that differ on a variety of
dimensions. New health care services
and products are being introduced at
an accelerating rate, yet the response of
consumers to these new services, prac-
tice plans, and provider alternatives is
not well understood. Though we have
a large body of literature on parient
satisfaction (see Ware, Davies-Avery,
and Stewart 1978 for a comprehensive
review and Felecti, Firman, and San-
son-Fisher 1986 for a recent empirical
study), patient/provider interaction (cf.
Hickson, Altemeier, and O’Connor
1983; O’Hair 1986; Rosenberg and
Towers 1986; Smith and Pettegrew
1986), patient perception of provider
(cf. Deisher er al. 1965; DiMatteo and
Hays 1980; Taylor 1986), and patient
compliance with provider's advice (cf.
Becker and Maiman 1975, 1980; Davis
1968), virtually all of the research cen-
ters on the process and outcomes of
health care after the patient/provider
relationship has been established. How
this link is established and the poten-
tial relationships between the search
process and later process and outcome
factors have been all but ignored.

Few studies have explored the nature of
the consumer search process for a health
care provider. One of the earliest stud-

ies (Cartwright 1967) revealed that many
consumers share the implicit or explicit
belief that they lack the competence to
evaluate a physician's performance in
terms of the quality of medical care. As
a result, consumers tend to evaluate
physicians only on such aspects as per-
sonality, quality of interaction, and “art-
of-care,” for which they believe they
can make accurate judgments. Similar
findings have been reported by Kane
(1969) and Doyle and Ware (1977).
These studies are useful and informa-
tive, but they were done before the re-
cent proliferation of health care alter-
natives. In addition, certain information
sources, such as advertising, were not
available at the time some of these
studies were carried out. Further lim-
iting these studies is the rather general
nature of the questions put to health
care consumers and the fact that no ef-
fort was made to identify different pat-
terns of information acquisition or sys-
tematic differences in search activity
associated with the type of health care
provider selected.

Recent studies, though also having
limitations, have sought to address some
of these problems. Glassman and
Glassman (1981) report an investiga-
tion of the determinants of the selec-
tion of obstetric care. They found that
in a sample of 286 women, an average
of only 1.2 sources of information were
consulted in selecting an obsretrician.
Forty-six percent of the women sam-
pled reported using the advice of a friend
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Two studies on consumer information
search and decision strategies involved in
the selection of family health care provid-
ers are reported. The first study exam-
ined the selection process for both adults
and children within the family. Factors as-
sociated with dissatisfaction with pro-
vider were identified. The second study
explored differences among individuals in
self-reported presence of a regular health
care provider and use of recent innova-
tions in health care such as walk-in clinics
and HMOs.
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or neighbor, the largest single source
of informarion. These findings suggest
that most consumers do little infor-
mation acquisition when selecting a
physician. They differ little from the
findings of Parsons (1951) 30 years be-
fore showing that the majority of peo-
ple choose their physicians “blindly™
on the basis of friends' or neighbors’
recommendations.

Stewarc et al. (1985) and Hickson,
Stewart, and Altemeier (1988) report
the results of pilot studies on the se-
lection of health care providers by par-
ents for their children. These authors
found that 53% of the respondents in
their study relied on the advice of
friends, relatives, or neighbors. They,
too, report an average of only 1.2 in-
formation sources consulted and found
that fully 82% of the respondents used
only one information source. No re-
spondent in their study mentioned
consulting more than three sources.
Differences in information sources were
associated with the type of health care
provider selected: families choosing a
pediatrician were significantly more
likely to use recommendations from a
friend or neighbor and from another
physician, whereas those selecting a
generalist (either a general or family
practitioner) were more likely to use
their own experience as a patient. Fur-
ther, these authors note that respon-
dents who selected pediatricians placed
greater importance on a recommenda-
tion from another physician and the
willingness of the physician to return
telephone calls quickly, whereas those
selecting a generalist placed greater
importance on whether the physician
could treat all family members, pro-
vide prenatal care, provide care ar a
lower price, offer shorter waiting times,
and prescribe medication over the tele-
phone.

Having a “usual source” of health care
undoubtedly influences the selection of
a health care provider, even when this
usual source is not qualified to provide
the services required. Such usual sources

may be powerful referral agents, as in
the case of an obstetrician referring a
pediatrician. The determinants and in-
fluence of this “usual-source” effect have
been investigated by Kuder and Levitz
(1985). They found that having a usual
source of health care service was asso-
ciated with more frequent visits to the
provider for illness-related causes even
after controlling for differences in other
health need and access factors. In ad-
dition, having a usual source was a more
important determinant of illness-re-
lated physician use than was income,
expected travel time, or expected wait-
ing time. Kuder and Levitz conclude
that che lack of information available
to potential users of health care ser-
vices, particularly lack of specific entry
points into the medical care system such
as regular sources of advice, treatment,
and referrals, is a significant barrier to
utilization of health care services.

The availability of usual sources has in-
creased considerably in recent years and
consumers now have a wide array of
health care plans from which to choose.
Grazier et al. (1986) examined deter-
minants of choice among different health
care insurance plans. As the entire pre-
mium was paid by the employer, the
selection decision was based on factors
other than price, though the plans dif-
fered in terms of deductibles and co-
payment requirements. The researchers
found that the single most important
determinant of choice of health care plan
was past experience, whether the con-
sumer was satisfied or dissatisfied with
the usual (past) provider. Thus, con-
sumers who used a particular provider,
were satisfied, and found that provider
available only under a particular healch
plan tended to select that plan, regard-
less of whether the plan was new or had
been in force for some time. This find-
ing seems to suggest that consumers
have an aversion to switching from
health care providers who are providing
care they perceive as satisfactory. It is
consistent with the earlier findings of
Cartwright (1967), who comments

. in spite of this somewhat arbi-

trary method of selection, people do not
change their doctor frequently. . . ."”
(p. 21-2).

The pattern emerging from these stud-
ies is that consumers engage in rela-
tively little information search when
selecting a health care provider and are
loath to switch once one has been iden-
tified. The reason appears to be con-
sumers’ inability to evaluate the qual-
ity of health care service in more than
the most general and superficial way.
The pattern of behavior observed is
consistent with chat suggested in the
information processing (Petty, Ca-
cioppo, and Schumann 1983) and at-
titude formation literature (Chaiken
1980), which suggests that the ability
to use information is a key determinant
of the acquisition and use of informa-
tion.

Though the pattern of findings is con-
sistent, prior studies have tended to ex-
amine only the population in aggre-
gate. Researchers have not sought to
identify different segments of con-
sumers based on information search and
decision criteria (with the exception of
the Stewart et al. 1985). Prior studies
also are decidedly lacking in richness of
description, particularly where hetero-
geneity may be present among health
care consumers. The studies we report
are designed to provide some of this
detail.

PURPOSE OF THE STUDIES

Our studies are part of an ongoing
project investigating the determinants
of health care provider selection. They
were designed to answer the following
questions.

1. How do consumers search for a primary
health care provider?

2. Are consumers who select different #ypes
of providers in fact seeking different (or
differently weighted) sets of benefits?

3. Can these consumers be segmented
meaningfully on the basis of demo-
graphic or psychological variables?
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4. Does the process of provider selection
differ between selection for self and se-
lection for others?

5. Do consumers who have a personal
physician differ in characteristic ways
from those who do not? If so, in what
ways?

6. Do consumers who have used walk-in
medical clinics or who have selected
HMO:s instead of more traditional in-
surance coverage differ in systematic
ways from other health care consumers?

7. Whar are the markering implications
of the answers to the preceding ques-
tions for consumers and different types
of providers?

Study 1 addressed the first four ques-
tions. Its focus was the choice of a given
type of health care provider and whether
the selection process differs when the
provider is for self versus a child in the
household. The critical question ad-
dressed in this study was whether there
are different consumer segments in the
selection of a physician and how these
segments are manifested in terms of the
information used in the selection pro-
cess and the benefits sought from the
physician. Study 2 was designed to ad-
dress questions 5 and 6. Because rela-
tively few individuals in study 1 re-
ported having no physician or using a
walk-in medical clinic or HMO, ad-
ditional data were required.

The studies were exploratory and each
complements the other. After describ-
ing each study in turn, we draw some
generalizations from the pattern of re-
sules in both studies.

STUDY 1

Method

A survey was conducted among mem-
bers of a mail panel developed and
maintained by the School of Business
of a large university in the southwest-
ern United States. The panel consists
of families recruited to be a represen-
tative cross-section of the State of Ar-
kansas in terms of location, age, house-

hold composition, and socioeconomic
status.

Though the panel is designed to be
broadly representative of the popula-
tion of Arkansas, it has che limitations
of all household panels. It tends to un-
derrepresent the very poor, the very rich,
and households that are very mobile.
Further, because the panel is contacted
by mail, a certain level of literacy is
necessary for participation. Like all panel
members, persons in the Arkansas panel
have been prerecruited, that is, indi-
vidual household members have agreed
in advance to serve on the panel for a
specific period of time during which
they may be asked to participate in sev-
eral different surveys or studies. Such
panels have the advantage of providing
a relatively high response rate in survey
studies and can be constructed through
the use of quota sampling in such a way
that panel members match the general
population demographically.

Questionnaires for study 1 were de-
signed after a series of open-ended in-
terviews with 108 health care con-
sumers in Nashville, TN, whose
children were patients of pediatricians,
family practitioners, and general prac-
titioners. Questions in the survey cov-
ered topics related to use of health care
providers by adults and children in the
household, factors involved in the se-
lection of health care providers, type of
providers used, information sources
consulted, level and reason for dissat-
isfaction with current and past provid-
ers, and whether the family had ever
changed physicians. A variety of de-
mographic questions also were asked.
Because the presurvey interview dara
suggested that the female head of
household was most likely o be the
primary decision maker in choosing a
child’s health care provider, the female
head of household was asked to com-
plete the survey unless there was no fe-
male head of household.

Of the 750 families contacted, 581
(77.5%) completed and returned usa-
ble questionnaires. Table 1 provides a
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simple demographic description of the
respondents. Among respondents re-
turning the questionnaire, 549 (94%)
reported having a regular health care
provider. Among the 182 households
reporting children under the age of 18
living at home, 175 (93%) reported
having a regular physician for their
children living at home. In 36% of the
latter households, the same provider was
reported to serve both the adulr house-
hold member responding to the ques-
tionnaire and the child in cthe home.

Findings

Respondents were asked to indicate the
type of health care professional they saw
on a regular basis. Of those responding
to this question, 192 (40%) reported
seeing a general practitioner, 174 (36%)
reported seeing a family practitioner,
66 (14%) reported seeing an internist
(internal medicine specialist), 32 (7%)
reported seeing an obstetrician/gyne-
cologist, and 15 (3%) reported seeing
some other type of provider. Sevenrty of
the 549 respondents (13%) failed to
identify their provider, though they in-
dicated that they did have a regular
provider. This finding may reflect a lack
of familiarity with types of health care
specialists on the part of a subset of
consumers.

Age appears to be an important factor
in the type of physician an adult se-
lects.' For example, persons between
19 and 35 years of age, regardless of
sex, are rather unlikely to use an in-
ternist. Only 2% of households with a
male household member between 19 and
35 years of age report that an internist
is the primary health care provider,
whereas 14% report using an internist
when the male head of household is be-
tween 36 and 49 years of age. At age
50 and older, internists represent 42%
of the primary health care providers for

'All comparisons reporred are based on the Z test for
differences berween proportions (Churchill 1987).
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TABLE 1
Demographic Characteristics of Respondents in Study 1
%
Age of Respondent (years)
19-35 23
36-49 23
50—65 36
66+ 19
Education of Respondent
High school education or less 46
Some college 39
College graduare or postigraduace work 10
Marital Status of Respondent
Married 77
Single 5
Widowed /Divorced 17
Number of Children in Home
None 61
1 13
2 16
3 or more 10
Age of Youngest Child in Home (years)
0-4 30
5-10 27
11-18 43
Race of Respondent
White 95
Black 4
Orther |
Household Income
Less than or equal to $15,000 31
$15,001 ro 30,000 34
$30,001 or more 35

the sample. These differences are sta-
tistically significant (p < .05). This
general pattern appears to hold regard-
less of the sex of the respondent.

Among women, obstetricians are the
most frequently reported primary health
care provider among respondents aged
19 to 35 years. Not surprisingly, this
percentage declines with age to zero at
age 66+. Family practitioners and
general practitioners (FP/GP) are most
likely to be primary health care pro-
viders during the middle years, 35
through 65. Their share of patients
ranges from about 40% of respondents
aged 19 through 35, to 50% of those
aged 36 through 49, to almost 70% of
those aged 50 through 65. For respon-
dents older than 65 years, the FP/GP
share of patients again is only about
40%. These differences are statistically

significance (p < .05). Throughour all
age categories, the division berween re-
spondents seeing family practitioners
and those seeing general practitioners
is consistently even,

Choice of adult health care provider does
not appear to be influenced greatly by
socioeconomic factors. No significant
differences in health care provider are
associated with income, occupation, ot
education. This finding holds for the
choice of child health care provider as
well.

Among households with a regular health
care provider for cheir children, 37%
report seeing a pediatrician, 40% re-
port seeing a family practitioner, 19%
report seeing a general practitioner, and
3% report seeing some other type of
provider. In general, the younger the

child, the more likely a pediatrician is
to be used as a primary provider, bur
age of child appears to have little in-
fluence on the selection of a general
practitioner or family practitioner. Forty-
four percent of households with chil-
dren under 4 years of age report using
a pediatrician, as do 36% of those with
children 5 chrough 10 years of age and
20% of those with children berween 11
and 18. The last figure is statistically
significantly different from the per-
centage of households with children
under 4 who use pediatricians (p < .05).
The use of FP/GPs increases as use of
pediatricians declines.

Pediatricians are particularly likely to
be the provider of choice when an OB/
GYN delivered the child. Eighty-three
percent of children delivered by an OB/
GYN are seeing pediatricians. In con-
trast, if the child was delivered by an
FP, the household is about equally likely
to use an FP or pediatrician, but not a
GP. If the child was delivered by a GP,
the household tends to select either a
GP (39%) or a pediatrician (62%), but
not an FP. In general, households that
select a pediatrician as the primary care
provider for the child consider more
physicians and more types of physicians
than those selecting either a GP or FP.
For example, 53% of households se-
lecting a pediatrician report consider-
ing more than one type of provider in
comparison with only 25% of house-
holds selecting an FP and 39% of
households selecting a GP (all statis-
tically significant differences, p < .05).

Information Sources

Respondents were asked to rate the rel-
ative importance of various information
sources used in selecting a health care
provider on a scale ranging from 1 (not
at all important) to 4 (very important).
The percentage of respondents indicat-
ing a source was very important is re-
ported by provider type in Table 2 for
the adult’s health care provider and in
Table 3 for the child’s health care pro-
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TABLE 2
Information Sources Used in Selection of Adult’s Health
Care Provider by Type of Provider (percent saying “very
important”’)
Provider Used
Family General All
Inrer- Prac- Prac- Res-
Information nisc titioner OB/GYN’ titioner pondents
Source (N=66 (N=174 (N=32) (N=192) (N =479
Friends 19.7 21.4 34.8 26.4 23.4
Family 25.8 27.6 25.0 27.0 26.5
Phone call to provider 16.7 18.4 15.6 94 14.1
Observation of office
when passing by 3.4 9.8 9.7 3.7 6.4
Another doctor 33.3 17.8 25.0 16.2 19.5
Heard doctor speak
(PTA, church, etc.) 7.0 6.0 13.8 4.9 6.3
Nonphysician medical
professional (nurse,
paramedic, erc.) 7.0 14.4 33.3 14.3 14.7
Employer provides care
through this doctor
or practice 6.1 6.3 15.6 4.7 6.0

vider. These tables suggest that the
perceived relative importance of a source
of information varies with the type of
provider selected. For example, friends,
family, other doctors, and nonphysi-

cian medical health professionals all ap-
pear to be relatively important sources TABLE 3
in. the sclecn‘on of an OB/GYN. In Information Sources Used in Selection of Child's Health
contrast, family and other doctors ap- Care Provider by Type of Provider (percent saying'“very
pear to be the important information important”)
sources in the selection of an internist.
Interesting differences also are found in Provider Used
the perceived relative importance of Family P
various information sources used in o Pedia- Prac- Prac- All Res-
4 - . Ormacion trician actoner nioner p)ndenu
choosing health care providers for chil- Soece N=6§) (N=69 (N=33) N=172
dren. Friends, for example, are a more
; ; : ; : Friends 23.40 12.30 16.10 17.47
important m_ﬁ?rmmon source in select Sty i 590 25 86 9
ing a pediatrician than in selecting other Phone call to provider 14.30 15.60 6.50 12.80
iali Observation of office when
eypes; ok prciiling, passing by 4.80 7.70 9.70 6.70
Another docror 21.30 20.00 13.30 19.10
Many of the differences among practi- Heard doctor speak (PTA, c60 1o s20 b
tioner types observed in Tables 2 and N:‘:';‘“;’c i ‘ : : :
3 are consistent with common health professional (nurse, 6do 050 Lo 3o
paramedic, etc.) 16. ] : :
care usage patterns. For example, Premacel visit 24.60 27.00 20.70 24.10
households using FPs and GPs as the Previous experience with
child’s health care provider are much provider 11.90 57.10 55.20 39.50
. 4 . Employer provides care
more likely to report previous experi- through this doctor or
ence with the provider than households practice 6.80 4.80 10:70 7.19
using pediatricians. It is also not un-
reasonable to assume that the more

specialized a provider (an internist in
the case of adults), the more important
other physicians become as information
SOUrces.
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Some findings in Tables 2 and 3 are
not as clearly related to usage patterns.
Friends appear to be relatively more
important sources of information among
families selecting pediatricians for their
children. Telephone inquiries appear to
be less important in the case of GPs for
both adults and children.

Taken rogether, Tables 2 and 3 pro-
vide an interesting and potentially use-
ful guide to the relative importance of
various information channels. Note,
however, that no channel of informa-
tion received endorsement by more than
a third of the respondents, a finding
consistent with prior studies suggest-
ing that consumers engage in modest
shopping activity when selecting a
physician.

Factors Important to the Selection Decision

Though sources of information used in
the selection of a primary health care
provider may be limited, specific fac-
tors may nevertheless drive the selec-
tion decision. Respondents were asked

information Search and Decision Making in the Selection of Family Health Care
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to rate the relative importance of var-
ious factors in their selection decision
on a scale ranging from 1, unimpor-
tant/not considered, to 5, excremely
important. Table 4 is a breakdown, by
type of provider selected, of the per-
centage of respondents who indicated
that a factor was either 4, very impor-
tant, or 5, extremely important, in the
selection of the adult's primary health
care provider. Table 5 provides com-
parable information for households se-
lecting a provider for children. Rela-
tively few differences are found in the
overall responses between factors re-

lated o the adult selection decision and
those related to the child selection de-
cision. Very substantial differences are
found in the relative importance as-
signed to particular factors across pro-
vider types, however. These factors range
from the physician’s formal qualifica-
tions, to the recommendations of
friends, to the physician's personality
and listening abilities. Various char-
acteristics of the practice and the ser-
vices offered by the physician also
appear to vary in importance across
provider types for both the adults’ pro-
viders and che children’s providers.

Not surprisingly, parents are less con-
cerned rhat a pediatrician can treat the
whole family if they have selected a pe-
diatrician. More important to users of
pediatricians is that the practice have
more than one doctor and that the doc-
tor be willing to evaluate and discuss
a child’s development and behavior.
Adules who select FPs appear particu-
larly interested in responsiveness, im-
mediacy of care, and the personal rap-
port of the physician with the patient.
In contrast, persons selecting an in-
ternist appear generally less concerned
about all of these factors. Indeed, for

TABLE 4
Factors Considered Very Important or Extremely Important in Selection of a Health Care Provider
for Self (percentage of respondents)
Provider Used
Family General All
Internist Practitioner OB/GYN Practitioner Respondents
Factor (N = 66) (N = 174) (N = 32) N = 192) (N = 479)
1. Docror’s formal qualifications 65.4 80.3 80.7 78.4 77.9
2. Length of time doctor has practiced 44.4 38.7 51.6 33.5 38.0
3. Doctor has recently completed
residency 228 238 20.7 18.5 20.9
4. Recommended by another physician 68.9 63.9 61.3 60.7 62.6
5. Recommended by a friend 23.7 35.8 46.9 29.9 325
6. Doctor has sense of humor 15.0 20.8 29.0 18.8 20.3
7. Docror does not appear 1 a hurry 58.3 75.5 67.7 55.7 64.4
8. Docror is & good listener 75.8 89.2 90.0 78.7 83.0
9. Docror has warm personalicy 48.3 61.7 64.5 50.9 55.8
10. Doctor can trear whole family 41.7 67.3 32.3 53.5 55.1
11. Doctor has evening and Sunday office
hours 11.8 26.2 20.0 20.5 21,1
12. Doctor will prescribe medicine
without an office visic 219 36.0 25.0 28.8 30.9
13. Could ger an sppointment quickly 53.9 66.0 64.8 61.7 61.5
14, Practice was convenient (to home,
work, erc.) 36.7 46.1 45.2 41.5 42.1
15. Practice has a short wairing time 33.8 47.1 46.7 45.0 44.7
16. Docror recurns calls quickly 52.5 63.0 45.2 55.0 56.8
17. Doctor has low fee schedule 25.8 26.2 333 318 32.4
18. Doctor does not request payment on
day of service 35.5 37.2 37.7 30.6 34.4
19. The practice has more than one doctor 28.8 36.5 333 27.3 30.9
20. Docror is willing to go to emergency
room 70.3 80.1 710 74.4 75.7
21. Docror willing to ralk sbour adule
stress 58.6 55.0 44.8 51.2 53.4
22. Doctor is female 34 125 16.1 4.2 7.8
23. Neat, artractive office 22.0 23.6 19.4 18.1 20.2
24. Doctor is male 27.6 27.4 10.7 13.7 20.5
25. Doctor’s office has an X-ray machine 31.6 36.4 30.0 27.8 31.5
26. Doctor provides information on healch
promotion (ways to avoid illness,
promote physical wellbeing) 62.9 64.3 61.3 55.5 59.9
27. Docror willing ro discuss creacment
alternatives 80.7 B35.5 75.0 76.6 80.0
28. Doctor promoves penodic checkups 65.0 55.2 58.6 47.4 52.9
29. Doctor tries to svoid hospiralizarion B4.1 79.2 64.5 80.2 79.0

JHCM, Vol. 9, No. 2 [June 1989)
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TABLE 5
Factors Considered Very Important or Extremely Important in Selection of a Health Care Provider
for Child (percentage of respondents)
Provider Used
Family General All
Factor (N = 64) (N = 69) (N = 33) N =172
1. Docror’s formal qualifications 81.7 77.4 71.0 76.1
2. Length of time doctor has practiced 36.7 429 31.2 37.9
3. Doctor has recently completed residency 25.9 18.0 3.2 17.3
4. Recommended by another physician 517 54.0 40.6 50.3
5. Recommended by a friend 37.3 30.2 323 333
6. Doctor has sense of humor 30.0 23.8 21.9 25.4
7. Doctor does not appear in a hurry 73.3 67.8 53.1 65.6
8. Doctor is a good listener 80.0 86.9 65.6 79.2
9. Doctor has warm personality 49.2 50.0 43.7 48.1
10. Doctor can treat whole famuly 23.3 72.1 59.4 49.7
11. Doctor has evening and Sunday office hours 28.8 30.0 219 274
12. Doctor will prescribe medicine withour an office visic 23.7 31.2 18.8 26.1
13. Could ger an appointment quickly 61.7 65.1 46.9 59.0
14. Practice was convenient (to home, work, etc.) 28.3 41.9 25.0 33.1
15. Practice has a short waiting time 47.5 50.0 40.6 48.5
16. Doctor returns calls quickly 63.8 64.5 48.4 60.5
17. Doctor has low fee schedule 28.3 29.5 30.2 28.3
18. Doctor does not request payment on day of service 22.4 32.2 25.8 26.8
19. The practice has more than ope doctor 52.6 34.4 22.5 38.1
20. Docror is willing to go to emergency room 85.0 B4.1 65.6 79.6
21. Docror willing to talk about adult stress 61.0 51.6 43.7 53.4
22. Docror is female 76.7 66.7 58.3 67.7
23. Neat, artractive office 33.3 28.6 19.4 27.3
24. Doctor is male 16.7 18.0 9.7 15.2
25. Doctor will discuss child safery 39.0 35.9 25.8 338
26. Docror allows parent participation in selecting
trestment alternatives 62.7 65.1 56.3 62.2
27. Doctor promotes periodic checkups 54.2 44.2 34.4 46.2
28. Doctor tries to avoid hospitalization 76.2 74.2 75.0 74.7
29. Doctor gives shots rather than oral medicine 23.7 26.6 31.3 27.3

each of the practitioner types in Tables
4 and 5, a characteristic set of factors

and benefits appears to be related to the
selection decision.

Factors Related to Dissatisfaction

Contrary to prior findings, study 1
suggests that health care consumers ex-
perience a high degree of dissatisfaction
with providers, at least at some point
in time. Sixty-one percent of the re-
spondents reported that they had been
sufficiently dissatisfied with a health care
provider to contemplate change and
52% had actually changed physicians
as a result of their dissatisfaction.” Ta-

*Dissarisfaction with health care provider could have
been in relation to the adult respondent’s provider or
a provider serving the respondent’s child.

ble 6 summarizes the reasons respon-
dents gave as very or extremely impor-
tant determinants of this dissatisfaction
by type of provider with whom the re-
spondent was most recently dissatis-
fied. In general, the factors most fre-
quently contributing to dissatisfaction
are related to the perceived quality of
care, availability of the provider, and
the provider's perceived concern for the
patient. Interestingly, the frequency of
factors being cited as contributing ro
dissatisfaction varies by the type of
provider. Dissatisfaction with the phy-
sician’s expertise (concerned doctor did
not know as much as he should) ap-
pears to be a very potent contribution
to dissatisfaction with FPs. Virtually
all factors related to dissatisfaction are
mentioned more frequently for FPs than
for GPs. The reason may be a higher

Information Search and Decision Making in the Selection of Family Health Care

set of expections about FP performance
rather than actual differences in ser-
vices delivered.

STUDY 2

Two potentially important questions
could not be addressed with the dara
obtained from the Arkansas panel. Be-
cause relatively few respondents re-
ported not having a regular health care
provider, we could not do a meaning-
ful comparison of persons who had reg-
ular providers and those who did not.
Further, panel members did not report
large-scale use of HMOs or walk-in
medical facilities. Thus, comparisons
could not be made between users of
those providers and users of more tra-
ditional providers. Study 2 was de-



36

TABLE 6

Factors Rated Very Important or Extremely Important in Determining Dissatisfaction with Health
Care Provider by Type of Provider (percentage of respondents)

Provider Used
Family General All All
Practitioner Practitioner Pediatrician Others Respondents

Factor (N = 47) (N = 106) (N = 15) N =57 (N = 225)
1. Docror was unconcerned 73.2 65.7 58.3 65.9 66.9
2. Concemned doctor did not know as

much as he should 81.6 63.0 57.1 55.6 64.5
3. Could not see doctor when needed 52.5 49.4 57.1 47.6 54.7
4. Could not speak to doctor when needed 53.7 4.9 714 45.0 515
5. Inconvenient to get to docror’s office 20.5 23.2 28.6 16.6 24.6
6. Doctor charged too much 37.5 224 28.6 36.6 335
7. Doctor did not provide acceprable

payment plan 32.5 11.6 14.3 19.5 23.3
8. Doctor was too popular, had too many

patients 333 18.4 28.5 18.0 24.5
9. Did not ger well as fast as should have 437 47.3 38.5 43.7 43.9

signed to obrain dara for chese types of
comparisons.

Method

A large psychographic study was car-
ried out in the greater metropolitan area
of Nashville, TN. Questionnaires were
mailed to approximartely 3000 house-
holds that were balanced for location,
age, and socioeconomic status, Each
household was notified prior to being
sent a questionnaire. Of the households
contacted, 1860 completed a usable
questionnaire (a 61% response rate). A
quota sampling procedure was used to
ensure that the respondents were broadly
representative of the Nashville popu-
lation on key demographic character-
istics. Individuals who agreed to par-
ticipate in the study during cthe
prenotification phase of the project were
sent a copy of the questionnaire with a
dollar bill enclosed. Individuals who had
not returned the questionnaire within
three weeks of the original mailing were
sent another copy of the questionnaire
and another dollar bill. Response rates
were tracked by key demographic char-
acteristics. When particular groups ap-
peared to be underrepresented, addi-
tional individuals were contacted and

invited to participate to ensure that
quotas were filled. Table 7 provides a
descriprion of the respondents instudy 2.

The data for study 2 were obtained as
a part of a much larger survey instru-
ment designed to assess a wide range
of lifestyle factors, product and service
wage patterns, and media habits. One
part of the questionnaire contained items
related to utilization of health care ser-
vices. The rest of the questionnaire in-
cluded a broad range of attitude, in-
terest, and opinion items, demographic
questions, and an array of items related
to product ownership and usage.

Findings

In general, respondents who report
having no regular health care provider
are most likely to be single/never mar-
ried (only 57% of single persons report
having a provider versus 78% of all re-
spondents, a difference chat is statisti-
cally significant at the .05 level). Men
are less likely to report having a regular
provider (70% of men vs. 83% of
women report having a personal phy-
sician). The probability of having a
regular health care provider ténds to
increase with age. Only 61% of re-

spondents under age 25 report having
a regular provider. This figure in-
creases to 70% for ages 25 through 34,
78% for ages 35 through 44, 83% for
ages 45 through 54, and 90% for ages
55 and above. These findings undoubt-
edly reflect the increasing need for health
care with age. Respondents with an-
nual household income below $25,000
are also somewhat less likely to have a
personal provider (70% for those below
$25,000 vs. 80% for those above). This
finding may be at least partly acerib-
utable to the fact that persons without
regular providers are more likely to be
single and younger, and hence to have
a lower household income figure.

Some evidence is found that persons
without a regular physician compensate
by making greater use of walk-in med-
ical facilities. Among the 387 respon-
dents who report having no regular
provider, 33% report having used a
walk-in facility. Among the 1358 re-
spondents who claim to have a regular
provider, only 25% used a walk-in fa-
cility. This difference is stacistically
significant (» < .05). No differences
in use of a walk-in facility or use of a
regular provider are associated with the
type of insurance coverage a respondent

JHCM, Vol. 5, No. 2 (June 1989)



TABLE 7
Demographic Characteristics of Respondents in Study 2
%
Age of Respondent (years)
Under 25 8
25-34 28
35-44 23
45-54 13
5564 13
65+ 12
Education of Respondent
High school education or less 46
Some college 25
College grad or postgrad work 29
Marital Starus of Respondent
Single, never married 11
Divorced, separated, or widowed 20
Married 69
Persons Living in Household
One 24
Two 61
Three 1
Four or more 4
Race of Respondent
Whire B8
Black 11
Other 1
Sex of Respondent
Male 40
Female 60
Household Income
Less chan $15,000 23
$15,000 to $35,000 43
$35,000+ 34

claims (HMO vs. traditional indem-
nicy).

Users of walk-in facilities tend to be
more highly educated. The percentage
of users increases linearly with level of
education, from 13% of respondents
with less than eighth grade education
to more than 31% of respondents with
a college education. Users of walk-in
facilities also are younger; 38% of the
respondents under age 25 claim to have
used such clinics. This figure declines
with age to only 17% for those over
age 75.

Few differences among respondents are
related to type of health care coverage,
with the exception that lower income
individuals are least likely to have any
form of coverage and traditional in-

demnity plans are more likely to be used
by higher income consumers. Few psy-
chographic characteristics are related to
the use of walk-in facilities or type of
insurance other than those reflecting
basic demographic differences in age,
income, and education noted before,
Not surprisingly, respondents who claim
to have a regular health care provider
tend to be more concerned about health,
diet, and exercise.

DISCUSSION

Consistent with the results of prior
studies, the findings of the two srudies
reported here suggest that families carry
out very limited search when selecring
health care providers, regardless of
whether the provider is for an adult
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member of the household or for chil-
dren. No significant sociodemographic
differences are found berween families
carrying out limited search and exten-
sive search. Families tend to rely pri-
marily on information obtained by word
of mouth from just a few individuals
or on personal experiences as a patient.
These findings reinforce the notion that
high involvement (repeated contact with
a product or supplier of services with
important consequences) does not nec-
essarily produce substantial systematic
search behavior. Racher, the findings
appear consistent with prior empirical
findings (Furse, Punj, and Stewart 1984)
and theoretical arguments (Chaiken
1980; Petty, Cacioppo, and Schumann
1983) that high levels of information
search are rare, even in high involve-
ment situations, when consumers can-
not easily obtain or evaluate informa-
tion. Health care consumers appear to
use simple heuristics when obtaining
information about providers, relying on
friends, family, or other health care
professionals.

We measured the amount of search ac-
tivity only by the number of sources
considered important in making the se-
lection decision. We did not examine
the amount and depth of information
obtained from a given source. Hence
consumers may have made very exten-
sive use of a single source of informa-
tion, such as friends or relatives who
had substantial experience with the
health care system or specific provid-
ers. Neicher did we examine the num-
ber of different individual sources of the
same general class that an individual
consulted. Therefore our findings sug-
gest only thatr che breadch of informa-
tion search across sources is very re-
stricted. We do not address the issue
of intensity of search within a given
source of information, which may be a
particularly fruitful area for future re-
search.

Differences in information sources used
are observed between families selecting
different types of providers, however.
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For example, differences are found be-
tween families selecting a pediatrician
and those selecting family and general
practitioners for their children. This
finding is not surprising, but probably
does nor represent different degrees of
sophistication berween consumer groups.
Families utilizing pediatricians were
more likely to consult other physicians,
whereas those seeing family and gen-
eral practitioners often had prior con-
tact with their child’s future physician
and hence could personally evaluate
provider conduct. In addition, to ex-
plain the finding aboutr other physi-
cians’ referrals, we speculate that in a
competitive market obstetricians might
prefer to refer mothers to pediatricians
and avoid the potential loss of repeat
business.

Our findings indicate that families who
selected alternative types of physicians
were seeking differenc sets of benefics.
Those urilizing family and general
practitioners obviously were seeking
providers who can care for the whole
family. Some of these families also ap-
pear to place a greater premium on cost
and convenience than do those using
pediartricians. In contrast, families with
very young children appear to be more
inclined to select pediatricians. The
reason may be simply thar some fam-
ilies perceive a need for a child’s health
care specialist during the first few years
of a child’s life.

Regardless of type of physician se-
lected, all families appear to place great
importance on issues related to the art
of care by the physician (willingness to
listen, explains well, warm personaliry,
and involves parients in decision mak-
ing). In addition, a high degree of im-
portance is atrached to ready access to
care when needed (physician returns calls
quickly and will go to the emergency
room). These findings are consistent
with previous work that documents the
overwhelming importance of physician
personality characteristics and access to
care in predicting satisfaction. Possibly
the significant practice dropout rare

documented in our study occurs in part
because personality and access cannot
be known in advance and expecrations
are not met in the context of the med-
ical encounter. Indeed, there is some
evidence that family practitioners may
have reason for particular concern on
this dimension.

How expecrations develop and in whar
circumstances unrealistic expectations
are created remain to be determined. It
is not unlikely, however, that the health
care provider creates such expectations
or at least contributes to them. If so,
health care professionals would be well
served by creating more realistic pa-
tient expectations.,

It is interesting to note the relative im-
portance parents place on behavioral and
developmental issues in the selection of
children's physicians. Other studies also
have documented the extent to which
psychosocial issues dominate the con-
cerns parent have for their children. Our
findings suggest that parents are inter-
ested in information abour these issues
and may investigate among friends and
neighbors the extent to which potential
physicians address them.

Another way to explain the high drop-
out rate identified in study 1 is to view
such behavior as a manifestation of
shopping behavior.? Initial visits to a
physician might be analogous to brand
trial, which may or may not be fol-
lowed by repeat purchase or adoprtion.
Future research should examine the class
of health care consumers based on their
relative loyalty /switching behavior.
Segments of loyal and nonloyal con-
sumers have long been recognized in
other product categories and it would
not be unreasonable to assume that they
can be identified in the health care field.

Though our studies are cross-sectional
rather than longitudinal, entry into the

"We are most appreciative to an anonymous JHCM
reviewer for this insight.

health care system appears to begin in
a rather superficial way. Younger con-
sumers seem less concerned with estab-
lishing a regular provider relationship
and are more likely to substitute con-
venient medical facilities for a tradi-
tional provider. As consumers grow
older they are more likely to establish
a primary provider relationship. The
studies also reveal some interesting
competitive dynamics among physi-
cians. Referral patterns from physician
to physician appear to reflect potential
competition.

Our studies have several limitations.
They are restricted to particular geo-
graphic areas that may not be repre-
sentative of the broader population of
the United States. The cross-sectional
nature of the studies creates problems
of recall and experience bias among re-
spondents. Like most mail surveys, our
studies underrepresent key demo-
graphic groups, particularly those at the
low end of the socioeconomic scale. That
group is likely to have unique prob-
lems associated with the selection and
utilization of health care and warrants
further study. Finally, the studies are
descriptive and provide few causal in-
sights.

Despite their limitations, our studies
afford some useful insights about con-
sumer information search and decision
making across several provider alter-
natives. No other studies to date have
examined this issue, which clearly war-
rants increased study as the number of
aleernatives available to the healch care
consumer continues o grow.
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