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

Changes in the supply and demand 
clwacteristics of health care services have 
introduced a strong element of com­
petition into the health care market. 
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 co these new services, prac­
tice plans, and provider alternatives is 
not well understood. Though we have 
a large body of literature on patient 
satisfaction (see Ware, Davies-Avery, 
and Stewart 1978 for a comprehensive 
review and FeJecti, Firman, and San­
son-Fisher 1986 for a recent empirical 
study), patient/provider interaction (cf. 
Hickson, .AJtemeier, and O'Connor 
1983; O'Hair 1986; Rosenberg and 
Towers 1986; Smith and Pettegrew 
1986), patient perception of provider 
(cf. Deisher ec al. 1965; DiMacteo 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 fur a health 
care provider. One of the earliest stud-

ies (Cartwright 1967) revealed chat many 
consumers share the implicit or explicit 
belief that they lack the competence co 

evaluate a physician's performance in 
terms of the quality of medical care . .As 
a result, consumers rend co evaluate 
physicians only on such aspects as per­
sonality, quality of interaction, and "an­
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 rime some of these 
studies were carried out. Funher lim­
iting these studies is the rather general 
nature of the questions put co 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 scudies, 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 chat 
in a sample of 286 women, an average 
of only l. 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 ind1v1duals m 
self-reported presence of a regular health 
care provider and use of recent innova­
tions m health care such as walk-in clinics 
and HMOs. 
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or neighbor, the largest single source 
of information. 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 chat the majority of peo­

ple choose their physicians "blindly" 
on the basis of friends' or neighbors' 
recommendations. 

Stewart et al. ( 1985) and Hickson, 
Stewart, and Alremeier (1988) report 
the results of pilot studies on the se­
lcccion 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 che rype of health care 
provider selected: families choosing a 
pediatrician were significandy 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 at 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 Catt 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 co the 
provider for illness-related causes even 
after controlling for differences in ocher 
health need and access faccors. In ad­
dition, having a usual source was a more 
imporcanc determinant of illness-re­
lated physician use than was income, 
expected travel time, or expected wait­
ing time. Kuder and Levitz conclude 
that the Jack 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 co 
ucili.zacion of health care services. 

The availability of usual sources has in­
c~ considerably in recent years and 
consumers now have a wide array of 
health care plans from which co choose. 
Grazier et al. (1986) examined deter­
mifWlts of choice among different hcalth 
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 che single most important 
determinant of choice of hcalth care plan 
was past experience, whether the con­
sumer was satisfied or dissatisfied with 
the usual (past) provider. Thus, con­
swners who used a pacticulac provider, 
were satisfied, and found that provider 
available only under a pacticulac health 
plan tended to select that plan, regard­
less of whether the plan was new or had 
been in foccc 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 spice of chis somewhat arbi-

teary 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 licde information search when 
selecting a health care provider and are 
loath co switch once one has been iden­
tified. The reason appears co be con­
sumers' inabiliry to evaluate che 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 (Peery, Ca­
cioppo, and Schwnann 1983) and at­
titude formation literature (Chaiken 
1980), which suggests chat 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 infunnation search and 
decision criteria (with the exception of 
the Stewart et al. 1985). Prior studies 
also a.re 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 pact of an ongoing 
project investigating the determinants 
of health care provider selection. They 
were designed to answer the following 
questions. 

1. How do consumcn search for a primary 
heakh att provider? 

2. Ate coosumers who sckct different tyJla 
of providcn in fact seeking difkttnr (or 
dilkrcndy weighttd) sea of bendits? 

3. Can these conswners be segmented 
meaningfully on the bail of demo­
graphic or psychological variable5? 



4. Does the process of provider selection 
differ between selection for self and se­
lection for ochers? 

5. Do consumers who have a per:sonal 
physician differ in characceriscic ways 
from those who do notJ If so, in whac 
ways? 

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

7. What are the marketing implications 
of the answers to the preceding ques­
tions for consumers and different types 
of providers? 

Study 1 addressed the first four ques­
tions. Ics 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 
segmencs 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
sults in both studies. 

STUDY 1 

J\ survey was conducted among mem­
bers of a mail panel developed and 
maintained by the School of Business 
of a lacge university in the southwest­
ern United States. The panel consists 
of families recruited to be a represen­
tative cross-section of the Seate 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 the limitations 
of all household panels. It tends co un­
derrepresent the very poor, the very rich, 
and households that are very mobile. 
Fure her, 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 prerecruiced, that is, indi­
vidual household members have agreed 
in advance to serve on the panel for a 
specific period of cime 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 
chat panel members match che 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, facrors 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. J\ variety of de­
mographic questions also were asked. 
Because the presurvey interview data 
suggested chat che female head of 
household was most likely co 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 l 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. J\rnong the 182 households 
reporting children under the age of 18 
living at home, 175 (93%) reported 
having a regular physician for cheir 
children living at home. In 36% of the 
latter households, the same provider was 
reported co serve both che adult house­
hold member responding to the ques­
tionnaire and the child in the home. 

Findings 

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

J\ge appears co be an important facror 
in the type of physician an adult se­
lects. 1 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 
3 5 years of age report that an internist 
is che 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. J\c age 
50 and older, internists represent 42% 
of the primary health cace providers for 

'All compuisons rq>e>ned uc hued on rhr Z rest for 
diffrftnces bttwttn proportions (Churchill 1987). 
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TABLE l 
Demographic Characteristics of Respondents in Study l 

~ of Rnpondenc (yun) 
19- 3:S 
36-49 
:So-6:S 
66+ 

Education of Rnpondenc 
High school ~ucauon or les.s 
Somt college 
College graduate or postgraduate work 

Marital Stanu of Respondenc 
Muri~ 

Single 
Widow~/Divorc~ 

Number of Children in Home 
N0tt 
1 
2 
3 or mott 

A,e of Y OWlflCSt Child in Home (yews) 

0-4 
:S- 10 
11-18 

Race of Respondent 
White 
Bl.ck 
Other 

HOUKhold Income 
Less than or equal to$ l:S ,000 
$ 15,001 to 30,000 
$30,001 or mo~ 

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

Among women, obstetricians arc the 
most frequendy reported primary health 
ca.tt provider among respondents aged 
19 to 35 years. Not surprisingly, this 
percentage declines with age co zero at 
age 66+ . Family practitioners and 
general practitioners (FP /GP) are most 
likely to be primary health catt pro­
viders during the middle years, 3 5 
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 
shatt of patients again is only about 
40%. These differences are statistically 

% 

23 
23 
36 
19 

46 
39 
10 

77 
:s 

17 

61 
l3 
16 
10 

30 
27 
43 

95 
4 

31 
34 
35 

significance (p < .05). Throughout all 
age categories, the division between re­
spondents seeing f:amily 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, or 
education. This finding bolds for che 
choice of child health care provider as 
well. 

Among households with a regular health 
care provider for their children, 37% 
report seeing a pediatrician, 40% re­
port seeing a family practitioner, 19% 
l'CpOtt seeing a general practitioner, and 
396 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, but 
age of child appears to have Jicde in­
fluence on che 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 through 10 years of age and 
20% of those with children berween 11 
and 18. The last figure is statistically 
signific.andy 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 paniculacly 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). 

Infonnation So111W 

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 foe 

the adult's health care provider and io 
Table 3 for the child's health care pro-

.H:ll( Vot a Ma. Z U-. _, 



TABLE 2 
Information Sources Used in Selection of Adult's Health 
Care Provider by Type of Provider (percent saying "very 
imponant") 

lnrer-
Information nist 
Source (N = 66) 

friends 19.7 
fam.ily 25.8 
Phooe call to provider 16.7 
Obtenuion of office 

when passi11g by 3.4 
Ano<her doctor 33. 3 
Hard doctor speak 

(YTA, chun;h, ere .) 7.0 
Nonphysic.ian medjal 

prokuional (nurse , 
panunedic, ere.) 7.0 

Employtt provides att 

rhrough rhis doctor 
or pncticc 6 . 1 

Provider Used 

Family General All 
Prac- Prac- h$· 

titioner 08/GYN' titioner poodencs 
(N = 174) (N = 32) (N = 192) (N = 479) 

21.4 
27.6 
18.4 

9.8 
17.8 

6 .0 

14.4 

6 .3 

34.8 26.4 23.4 
25.0 27.0 26.5 
15.6 94 14. 1 

9.7 3.7 6 .4 
25.0 16.2 19.5 

13.8 4.9 6. 3 

33.3 14.3 14.7 

15.6 4.7 6 .0 

specialized a provider (an internist in 
the case of adults), the more important 
ocher physicians become as information 
sources. 

TABLE 3 
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Some findings in Tables 2 and 3 att 

not as clearly related co usage patterns. 
Friends appear to be relatively more 
important sowces 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 together, 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 che respondents, a finding 
consistent with prior srudies suggest­
ing chat consumers engage in modest 
shopping activity when selecting a 
physician. 

FattOJ'J Jmporta,,t to the Stleaio" Dtcisio" 

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

vider. These tables suggest chat 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 
in the selection of an OB/GYN. In 
contrast, family and other doctors ap­
pear to be the important information 
sources in the selection of an incernist. 
Interesting differences also are found in 
the perceived relative importance of 
various information sources used in 
choosing health care providers for chil­
dren. Friends, for example, are a more 
important information source in select­
ing a pediatrician than in selecting ocher 
types of specialists. 

Information Sources Used in Selection of Child's Health 
Care Provider by Type of Provider (percent saying '"very 
important") 

Many of the differences among practi­
tioner types observed in Tables 2 and 
3 are consistent with common health 
care usage parterns. For example, 
households using FPs and GPs as the 
child's health care provider are much 
more likely to report previous experi­
ence with the provider than households 
using pediatricians. It is also not un-
reasonable to assume chat the more 

Information 
Source 

Friends 
Family 
PhoM cal.I ro provider 
Observar1on of office when 

pas.sing by 
Anorher doctor 
Heard doctor~ (YTA, 

church, ere.) 
Nonphysician medical 

pro(essional (nurse, 
~ic:,erc. ) 

Prmatal vujr 
Previous espcrimc~ w1ch 

provider 
Employer provides care 

duoush mis doctor or 
pninicc 

.. • ..... ..,, ~...,,in dte St'I.,,,,,.,,,, #Wit c.. 

Pedia· 
cric:ian 

(N = 64) 

23.40 
22.20 
14.3-0 

4.80 
21.30 

6.(i() 

16.40 
24.60 

11.90 

6.80 

Provlder Used 

family General 
Pnc- Pnc· All Res· 

citionec tiriontt pondmrt 
(N = 69) (N =Bl (N = 172) 

12.30 16.IO 17.47 
13.90 25.80 19.40 
15 .60 6.~o 12.80 

7.70 9.70 6.70 
20.00 13.30 19.10 

3.10 3.20 4 .30 

9.50 6.70 11.30 
27.00 20.70 24. IO 

n.10 ~5.20 39.)0 

4.80 10.70 7.10 
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to rate the relative importance of var­
ious factors in their selection decision 
on a scale ranging from l, unimpor­
tant/not considered, to 5, extremely 
important. Table 4 is a breakdown, by 
type of provider selected, of the per­
centage of respondents who indicated 
chat 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 
overaU responses between factors re-

TABLE 4 

laced to the adult selection decision and 
those related to che child selection de­
cision. Very substantial differences are 
found in the relative importance as­
signed to particular factors across pro­
vider types, how~r. 11iese 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 co vary in imporcance across 
provider types for both the adults' pro­
viders and the children's providers. 

Not surprisingly, parents att less con­
cerned that 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. 
Adults who select FPs appear particu­
larly interested in responsiveness, im­
mediacy of care, and the personal rap­
port of the physician with the patient. 
ln contrast, persons selecting an in­
ternist appear generally Jess concerned 
about all of these factors. Indeed, for 

Factors Considered Very Important or Extremely Important in Selection of a Health Catt Provider 
for Self (percentage of respondents) 

ProviMr Used 

family General All 
fore.min Pniaicioner 08/GYN Pniaitioner Respondenrs 

Factor (N = 66) (N = l74) (N = 32) (N = l92) (N = 479) 

I . Doct0t'1 formal qualifications 65.4 80.3 80.7 78.4 77.9 
2. ungrh oi time doc:ror lw practiced 44.4 38.7 51.6 33.5 38.0 
3. Doctor lw ttandy complered 

res1dtncy 22.8 23.8 20. 7 18.5 20.9 
4. Rttommendcd by another physician 68.9 63.9 61.3 60.7 62.6 
5. ll«'onlmmdcd by • fri~nd 23.7 35.8 46.9 29.9 32 5 
6. Docror lw smsc oi humor l5.0 20.8 29.0 18.8 20.3 
7. Doctor does 00( appear '" • huny 58.3 n .5 67.7 55.1 64.4 
8 . Doctor is • good linmtt 75.8 89.2 90.0 78.7 83.0 
9. Docroc lw warm penooa.lu:y 48.3 61.7 64 .5 50.9 5S.8 

10. Doctor ain 1-r whole family 41.7 67.3 32.3 B .S 5U 
I I. Docror lw cwnin& and Suod.ay office 

houn 11.8 26.2 20.0 20.5 21.l 
12. Docror will pmcrrbc medicine 

wirhour an office vim 27.9 36.0 25 .0 28.8 3o.9 
13. Could gee an appoinrmenr quickly H .9 66.0 64.8 61. 7 6U 
14. Pncucc wu convcnicnr (to home, 

work. ere.) 36.7 46. 1 45.2 41.S 42. 1 
15. Pnnicc lw a short wt.iring rime 33.8 47. l 46.7 4S.O 44.7 
16. Doctor mu.ms calls quickly S2.5 63.0 45.2 S5.0 S6.8 
17. Doctor lw low fee schrdulc 2S.8 26.2 33.3 31.8 32.4 
18. Doctor don no< rcquesc paymmr on 

day ol servic~ 3S.5 37.2 37.7 30.6 34.4 
19. The practice lw more r.ban ooe doc:ror 28.8 36.5 33.3 27.3 30.9 
20. Doctor is williq ro go to emergency 

room 70.3 80. 1 71.0 74.4 n .1 
21 . Doctor wiUin& to raJk about .du.Ir 

Rl'CSS 58.6 S5 .0 44.8 51 .2 53.4 
22. Doctor is female 3.4 12.5 16. l 4.2 7.8 
23. Neu, acmcti\'f oaia 22.0 23.6 19.4 18. 1 20.2 
24. Doctor is male 27.6 27.4 10.7 13.7 20.S 
2~. Doctor's officc bu an X-ray machine 31.6 36.4 30.0 27.8 3l.5 
26. Doctor p«OYidcs infi>rmacioo on bealrh 

promcxion (ways co avoid illneu, 
~ physteal wdlbring) 62.9 64.3 61.3 55.S S9.9 

27. Doctor WIUiOB tO di.am mauucnr 
alrunariwa 80.7 85.S n .o 76.6 80.0 

28. Doctor ~ pcnodic chcclrups 65.0 55.2 S8.6 47.4 52.9 
29. Doctor tries 10 noid hospiralizatioo 84.1 79.2 64.S 80.2 79.0 
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TABLE 5 
Factors Considered Very Important or Extremely Important in Selection of a Health Catt Provider 
for Child (percentage of respondents) 

Provider U-1 

Family Gawra1 All 
Pedial:ric:ian Pncticiontt Pr.:~ llapoadenu 

Facuw CN = 64) CN = 69> 

I. Doctor's fonnal qualificuions 81.7 77.4 
2. Leogtb of time doctor has prw:tico:I 36.7 42.9 
3. Doctor bas re«ndy compltto:I mickncy 25.9 18.0 
4 . llccommmded by &DO<ber physician Sl 7 H.O 
5. ll~ by a friend 37.3 3-0.2 
6. Doctor lw sense of humor 30.0 23.8 
7. Docror does no< appear in a bwry 73.3 67.8 
8. Doctor is a good lineatt 80.0 86.9 
9. 0oct0f has wann penonaliry 49 .2 50.0 

10. Doctor an rreat whole &mtly 23.J 72. l 
11. Doctor has eTening and Sunday office hows 28 .8 30.0 
12. Doctor will prescribe medicine wirbour an office vuic 23.7 31.2 
13. <:ouJd get an appoinrmeor qu.icld y 61.7 65. 1 
14. Pnctice was conftruent (to home, worlc, etc.) 28.3 4 1.9 
15. Pncuce has a short waiting ti.me 47.5 50.0 
16. Doctor retUmS calls quickJy 6H 64.5 
17. Doctor has low ke schedule 28.3 29.5 
18. Doctor does no< request p&ymmt on day of savice 22.4 32.2 
19. 1be pnctice has more than one doctor J2.6 34.4 
20. Doctor is willing to go ro emu~ room 85.0 &U 
21. Docror willins ro ralk about adulc st=s 61.0 jJ .6 
22. Ooctor is kmak 76.7 66.7 
n . Noc, UU'IC'f ift cBia 33.3 28.6 
24 . Doctor is mak 16.7 18.0 
25. Doctor will discuss child~ 39.0 35.9 
26. Doctor allows pueor penicipuion in 5elecring 

traUllmt alttmatiftl 62.7 65.1 
27. Doctor pl'OOMlttS periodic cbedcups 54. 2 44 .2 
28. Doctor mes ro a90id hc»piralilation 76.2 74.2 
29. Doctor g1YU ahou rubtt thao onl meclicine 23.7 26.6 

each of the practitioner types in Tabl~ 
4 and 5, a characteristic set of factors 
and benefits appears to be related ro the 
selection decision. 

FtKttm Rekmd to DisS4tisf"'1it1t1 

Contrary to prior findings, study 1 
suggests that health catt consumers ex­

perience a high degree of dissatis&.ction 
with providers, at Jeast at some point 
in time. Sixty-one percent of the re­
spondents reported that they had been 
sufficiently diuatis6cd with a health arc 
provider to contemplate change and 
52% had actually changed physicians 
as a result of t~ir dissatisfaction. 2 Ta-

~with i-lr.h cue J>IO"idtt could have 
been in ft.luioo ro the adulr respondeor's provider OI 

a pn1'rider len'ing the rapoodmt's child. 

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

.......... s.dt .. ......,. ..... ,.. S.'llfl'CINll of,.,,,,,,_, c-

CN = 33) CN = 1'72) 

71.0 76 . l 
31.2 37.9 

3.2 17.3 
40.6 50.3 
32.3 33.3 
21.9 25.4 
B. l 65.6 
6J.6 79.2 
43.7 48.1 
J9.4 49.7 
21.9 27.4 
18.8 26.1 
46.9 59.0 
25.0 H. l 
40.6 48.5 
48.4 60.5 
3-0.2 28.3 
25.8 26.8 
22.5 38. 1 
65.6 79 .6 
43.7 H .4 
58.J 67.7 
19.4 27.5 
9.7 !5.2 

25.8 33.8 

J6.J 62.2 
34.4 46.2 
75.0 74 .7 
31.3 27.3 

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

STUDY 2 

Two potentially important questions 
could not be addressed with c~ data 
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 f.acilitics. Thus, comparisons 
could not be made between users of 
those providers and users of matt tra­

ditional providers. Study 2 was de-
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TABLE 6 
Factors Raced Very Imponant or Extremely lmponant in Determining Dissatisfaction with Health 
Care Provider by Type of Provider (percentage of respondents) 

F.aor 

I. Doctor wu unconcerned 
2. Concttned doctor did noc know u 

much u he should 
3. Could no< 1« donor when nttded 
4. Could noc Jpcalc co doctor when nttded 
S. lnconttn1nu to get to docror"s office 
6 . Doctor charrd roo much 
7. Doctor did noc provide acceptable 

p&ymenr pl.an 
8. Doctor wu roo popular, had roo many 

p&tltOU 

9. Did no< get well u fur u should have 

signed co obrain daca for rhese types of 
comparisons. 

Mt1hod 

A large psychographic study was car­
ried out in the greater metropolitan area 

of Nashville, TN. Questionnaires were 
mailed to approximately 3000 house­
holds chat were balanced for location, 
age, and socioeconomic status. Each 
household was notified prior co being 
sent a questionnaire. Of the households 
concacced, 1860 completed a usable 
questionnaire (a 61 % response rate). A 
quota sampling procedure was used co 
ensure char the respondents were broadly 
representative of che Nashville popu­
lation on key demographic character­
istics. Individuals who agreed to par­
ticipate in the study during the 
prenocilicarion phase of the project were 
sent a copy of the questionnaire with a 
dollar bill enclosed. Individuals who had 
nor returned the questionnaire within 
three weeks of the original mailing were 
sent another copy of the questionnaire 
and another dollar bill. Response races 
were cracked by key demographic char­
acteristics. When panicular groups ap­
peared co be underrepresented, addi­
tional individuals were contaered and 

Provi<kr Used 

Family Gentta1 
Pncticiontt Pnctitiooer Pediatrician 

CN = 47) (N = 106) (N = IS) 

73.2 6U 58.3 

81.6 63.0 S7. 1 
52.5 49.4 H . l 
H .7 44.9 71 4 
20.S 23.2 28.6 
37. S 22.4 28.6 

32.S 11.6 14.3 

33_3 18.4 28.S 
43 7 47.3 38.S 

invited co part1c1pace co ensure chat 
quotas were filled. Table 7 provides a 
description of the respondents in scudy 2. 

The data for study 2 were obtained as 
a pact of a much larger survey instru­
ment designed co assess a wide range 
of lifestyle faccors, produce and service 
wage patterns, and media habits. One 
part of the questionnaire contained items 
related co 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 produce ownership and usage. 

Findings 

In general, respondents who report 
having no regular health care provider 
are most likely to be single/ neve.r mar­
ried (only 57% of single persons report 
having a provider versus 78% of all re­
spondents, a difference that is statisti­
cally significant at the .05 level). Men 
are less likely co 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 c:ate provider tends to 
increase with age. Only 61% of re-

All All 
Others Rnponcknts 

CN = S7) (N = 225) 

65.9 66.9 

S5.6 64.s 
47.6 54.7 
o .o 51.S 
16.6 24.6 
36.6 33.S 

19.5 23.3 

18.0 24.S 
43.7 43.9 

spondencs under age 25 report having 
a regular provider. This figure in­
creases co 70% for ages 25 through 34, 
78% for ages 35 through 44, 83% foe 
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 co have a 
personal provider (70% for those below 
$25,000 vs. 80% for those above). This 
finding may be at least partly attrib­
utable to the fact chat persons without 
regular providers are more likely co be 
single and younger, and hence co have 
a lower household income figu.cc . 

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 statistically 
significant (p < .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 



TABLE 7 
Demographic Characteristics of Respondents in Study 2 

Age of Respondent (years) 
Uodtt 25 
25-34 
35-44 
45-54 
55-64 
6H 

Eduouion of Respondent 
High school eduarion or less 
Some college 
College graduate or poscgraduace worlc 

Marital Stanu of Rttpondent 
Single, ncvcc married 
Divorced, scparued, or widowed 
Mamed 

Persons Living in Household 
One 
Two 
Thrtt 
Four or mo~ 

Race of Respoodem 
Whicc 
Black 
Other 

Sa of ~poodenc 
Male 
Female 

Household Income 
L= chan 115,000 
115,000 co $35,000 
$35,000+ 

claims (HMO vs. traditional indem­
nity). 

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 che 
respondents under age 25 claim co have 
used such clinics. This figure declines 
with age to only 17% for those over 
age 75. 

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

% 

8 
28 
23 
15 
15 
12 

46 
25 
29 

ll 
20 
69 

24 
61 
11 
4 

88 
11 

40 
60 

23 
43 
34 

demnicy plans are more likely co be used 
by higher income consumers. Few psy­
chographic characteristics are related to 
che use of walk-in facilities or type of 
insurance other than those reflecting 
basic demographic differences in age, 
income, and education noted before. 
Noc surprisingly, respondents who claim 
co 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 studies 
reported here suggest thac funilics carry 
ouc very limited search when selecting 
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 infurmarion obtained by word 
of mouth from just a f-ew individuals 
or on personal experiences as a patient. 
These findings reinfurce the notion that 
high involvement (repeated contact with 
a product or supplier of services with 
important consequences) does not nee· 
essarily produce substantial systematic 
search behavior. Rather, the findings 
appear consiscenc with prior empirical 
findings (Furse, Punj, and Scewan 1984) 
and theoretical arguments (Chaiken 
1980; Percy, Cacioppo, and Schumann 
1983) chat high levels of information 
search are rare, even in high involve­
ment situations, when consumers can· 
not easily obtain or evaluate informa· 
cion. 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 arnounc of search ac­
tivity only by the number of sources 
considered important in making these­
lection decision. We did nor examine 
the amount and depch 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 subscantial 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 that the breadth 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 aample, differences are found be­
twttn 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 between con.sumer 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 about 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 different sets of benefits. 
Those utilizing 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 
pediatricians. Io contrast, families with 
very young children appear to be more 
inclined to select pediatricians. The 
reason may be simply that 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 t~ of physician se­
lected, all families appear to place great 
imponance on issues related co the art 

of care by the physician (willingness to 
listen, explains well, warm personality, 
and involves patients in decision mak­
ing). In addition, a high degree of im­
portance is attached to ready access to 
care when needed (physician .rerums 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 rate 

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

How expectations develop and in what 
circumstances unrealistic expectations 
are created remain to be determined. It 
is not unlikely, however, chat the health 
care provider creates such expectations 
or at lease 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
port.ance 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 childttn. Our 
findings suggest that parenrs are inrer­
ested in information about these issues 
and may investigate among friends and 
neighbors che extent co which potential 
physicians address them. 

Another way to explain che high drop­
out rate identified in study l is co view 
such behavior as a manifestation of 
shopping behavior. 3 Initial visits to a 
physician might be analogous to brand 
trial, which may or may not be fol­
lowed by repeat purchase or adoption. 
Future mcarch should c:xamine the class 
of health care consumers based on their 
relative loyalty /swicching behavior. 
Segments of loyal and nonloyal con­
sumers have long been recognized in 
other produce categories and it would 
not be ~nable to assume that they 
can be identified in the health care field. 

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

'We are IDOi! appm:iativc co an anooymous }HCM 
mrirwer for this insight. 

health care system appears to begin in 
a rather superficial way. Younger con­
sumers seem less concerned with escab­
lishing a reg ular 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 co reflect potential 
competition. 

Our studies have several limitations. 
They are restricted to panicular geo­
graphic areas that may not be repre­
sentative of the broader population of 
the United Scates. 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, particulatly t~ at the 
low end of the socioeconomic scale. 1bac 
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 is.sue, which clearly war­
rants increased study as the number of 
alternatives available to the health care 
consumer continues to grow. 
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