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Abstract
Background: To stimulate quality through choice of provider, patients need to seek and base their
decisions on both relevant and reliable information describing providers’ clinical quality. The purpose of
this study was �rst to investigate what types of information and information sources patients turned to in
the active choice of primary care provider. Second, it investigated whether a sub-group of patients
considered more likely to actively seek information, also sought more advanced information about the
clinical quality of providers.

Methods: Data collection was performed through a web-based survey to the general adult (18+) Swedish
population, for a net sample of 3 150 respondents. Descriptive statistics were used to study what types of
information and information sources respondents used prior to their choice. Multiple regression analysis
was employed to examine predictors for seeking relevant and reliable information describing providers’
clinical quality.

Results: Patients in active choice situations searched mainly for basic information, for instance, how to
switch providers and their geographical location, and used a median of one information source.
Information sources used were mainly dependent sources, such as providers themselves, and family and
acquaintances. The sub-group of individuals more likely to seek information were not found to seek more
advanced forms of information. 

Conclusions: Not even the patients considered most likely to seek information prior to their choice of
primary care provider, searched for information deemed necessary to make well-informed choices. Thus,
patients did not act according to the theoretical assumptions underlying the patient choice reforms, i.e.,
making informed choices based on clinical quality in order to promote the best providers over inferior
ones. The results call for governments and health care authorities to actively assess and develop
providers’ clinical quality by means other than patient choice.

Background
Choice of health care provider has been introduced in several health care systems with the objective of
improving quality of care and e�ciency. Microeconomic theory presupposes that allowing patients to
freely choose their health care service provider will stimulate competition and send signals to providers to
improve quality and responsiveness. As money follows patients’ choices, this is expected to economically
bene�t providers with better quality over providers with lower quality. Poorly performing providers will
thus eventually be forced to exit the market (1, 2).

An important assumption behind introducing choice policies in health care is that patients will choose
those health care providers offering the best service and medical quality. This requires patients to not
only choose a provider based on their personal preferences and values (for instance, the geographically
closest provider), but a provider which performs well in terms of clinical quality and safety (3). To
promote high quality-providers, patients need to make informed choices, basing their decisions on
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information that enables them to judge the clinical quality and responsiveness of the services offered.
Uninformed choices may lead to providers shirking on quality and under-performing providers may not be
outcompeted (1, 4).

Previous studies have not explicitly discussed what kind of information patients should seek in order to
make well-informed decisions regarding their choice of healthcare provider. The broader �eld of decision
theory states that in order for individuals to make good decisions, they need to use information that helps
them understand the potential consequences of choosing one alternative over another. This involves
using both relevant and reliable information (5, 6). The use of relevant information requires that
individuals seek a breadth of information that covers as many aspects as possible of the different
alternatives available as possible (7–9). In the context of health care, we argue that this includes seeking
multiple types of information from several information sources. Patients may thus gain a multi-faceted
understanding of provider quality regarding areas including for instance competence, accessibility, and
clinical results. The use of reliable information requires that individuals turn to trustworthy information
sources to avoid biased and potentially incorrect information (5). With respect to the choice of provider,
we argue that this entails the use of professional and independent sources, such as data disclosed by
public authorities, which facilitate comparisons of different health care providers and ensure a certain
quality and objectivity of the information.

Previous research shows that patients consider several aspects of quality to be important when asked to
hypothetically choose a health care provider. These include for instance expected treatment outcomes,
complication risks, the staff’s competence and responsiveness, care facilities, accessibility and other
patients’ recommendations (10–12). However, studies reporting whether patients seek information about
the quality of services in hypothetical choice situations show that less than 40% would actually do so (13,
14). In a study by authors x (15) which investigated if patients in active choice situations (i.e. patients
who had previously switched or considered switching health care provider) searched for information prior
to their choice, not even 20% reported that they had done so.

In studies investigating information seeking behaviour among patients who did seek some sort of
information prior to their choice of provider, results demonstrated that most patients relied on dependent
information sources such as recommendations from family and friends, information from the referring
doctor, or from the chosen provider (16–18). Signi�cantly fewer had searched for “advanced” information
from independent and professional information sources, such as comparative information about
differences in quality of services disclosed by o�cial authorities (19–21).

Despite the vast number of studies which have investigated if and how patients use information when
choosing health care provider, research has paid limited attention to what speci�c types of information
patients seek and the number of different information sources patients turn to when actively choosing a
health care provider. Although studies about patients’ information preferences in hypothetical choice
situations may contribute with interesting insights, those results give a limited understanding regarding
patients’ information seeking behaviour in real choice situations. By more thoroughly analysing the
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speci�c types of information and the number of information sources patients turn to in active choice
situations, this study contributes with a more in-depth understanding of how patients use information,
and hence to what extent they are engaged in making well-informed choices according to theoretical
premises underlying patient choice.

Furthermore, it has not been investigated whether patients who actively seek some sort of information
prior to their choice of health care provider are also more inclined to seek more “advanced” information in
line with the theoretical premises behind patient choice, i.e. seeking a breadth of relevant information
types and from multiple reliable sources. This is important knowledge, since this group of patients may
potentially have better quali�cations to perform well- informed choices and thus stimulate competition
among providers. Also, if the results show that more active information seekers do not act in a way that
underpins informed choices it is not reasonable to expect that other patient groups will do so either.

To bridge the knowledge gap outlined above this study aims to investigate the following two questions:

1) What types of information and information sources do patients turn to when actively choosing a
health care provider?

2) Are active information seekers also more motivated to seek a more advanced information, i.e., relevant
and reliable information when choosing a health care provider?

Theoretical framework

An informed choice has been described in literature as a patient being properly informed to judge the
quality and responsiveness of services offered by different health care providers (4). Yet, the concept of
being ‘properly informed’ is not well developed. Several studies emphasise the importance of patients
being provided with physically and cognitively accessible information, as well as accurate, timely and
relevant information. Furthermore, patients need to base their choice on the accessible information. This
entails processing, correctly interpreting, and identifying relevant factors in the information to integrate
into the decision. It also includes weighing and making trade-offs between those factors (22, 23).

We argue, however, that essential components of an informed choice are left out by previous literature.
First, patients cannot use information as a basis for their choice of provider before they have actively
searched for accessible information. Second, the information patients seek must also be of such a
quality that it allows them to independently determine the best provider in terms of both personal
preferences and clinical performance.

In normative decision theory the process of supporting a choice or a decision through a thorough analysis
of information has been termed “decision quality” or “information processing performance” (5, 6). A good
decision in a choice situation requires that the individual systematically process information so that
arguments for and against an alternative are carefully examined and related to earlier experience. This
further implies that the information sought out must be of such quality that it ful�ls the requirements of
relevance and reliability (5, 24, 25).
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Relevant information is de�ned as all the important information that the individual already has, wants, or
needs to acquire to understand the outcomes of a decision (5). Gathering relevant information requires
that the individual has a su�cient “search breadth”, i.e., that the individual searches for information that
covers as many arguments for or against a certain choice as possible. Apart from seeking many different
types of information, it also entails seeking information from several information sources. Using varied
types and sources of information facilitates comparisons of different alternatives, and allows patients to
judge the quality and value of information from each source (7–9, 26).

Reliable information implies information that is trustworthy and supplied by professional and
independent sources. In seeking reliable information, the individual needs to avoid using dependent
sources, information based on incorrect data, or information “cherry picked” to support biased opinions
and assumptions (5).

We argue that both the breadth of relevant information and the reliability of the information patients seek
are crucial to making sound judgments about providers’ quality of services, and consequently their ability
to make informed choices. In this speci�c context, i.e., primary healthcare, it includes seeking various
types of information that may capture the complexity of the notion of quality of health care services:
providers’ structural quality (e.g., quality of professionals and medical facilities), process quality (e.g.,
waiting times, staff courtesy) and outcome quality (e.g., improvement in health) (27). Additionally, it
includes seeking information from a number of professional and independent sources that describe the
quality of health care providers’ services in a correct and unbiased manner (e.g., information from clinical
registries or patient surveys supplied by public authorities).

Methods
Study setting

The study was performed in Swedish primary care, which is primarily organized and �nanced by
administrative regions with a high degree of local self-governance. Primary care constitutes the level of
care that the great majority of patients turn to when in need of health care. As such it provides a
favourable setting for studying patients’ information seeking behaviours when choosing a health care
provider.

Choice of primary care provider has been a statutory right in Sweden since 2010 (28). Patients can
choose between publicly and privately-run Primary Health Care Centres. These are larger care units
staffed with multi-disciplinary teams of competencies including doctors, nurses, and counsellors (29). All
private providers are connected to a county council health care organisation through public procurement
and can freely establish their businesses with public funding as long as they meet certain economic and
quality standards. Reimbursement follows patients’ choices (30).

Data Source
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This study analysed data from a web-based survey distributed to the general Swedish population, aged
15 years or older. The survey consisted of a questionnaire with 39 questions, of which 14 were relevant to
this study. The entire questionnaire was �rst published in a report by The Swedish Agency for Health and
Care Services Analysis (31). All respondents were asked to answer questions on their demographic and
socioeconomic background, as well as an initial screening question which identi�ed if they had recently
switched, considered switching, or neither switched nor considered switching primary care provider.
Remaining questions were targeted to respondents depending on their response to the screening
question. Questions concerned respondents’ reasons for switching primary care provider, as well as what
information types they sought and the sources they used prior to their choice.

Data was collected during spring of 2013 from an online panel with 100 000 members, developed and
maintained by the for-pro�t Swedish-based market research company TNS Sifo (currently Kantar Sifo).
Members of the panel were exclusively recruited from other studies based on random population samples
and could only participate in a restricted number of surveys during a limited time period.

Study Sample

To enable analysis on both a national and regional level, a net sample of 3 150 respondents, divided in
quotas according to the geographical organization and population size of Swedish county councils, was
calculated. Survey respondents were randomly drawn from the online panel and invited to answer the
web-based survey, which was distributed until the calculated net sample was reached.

For the purpose of this study only respondents who answered that they had switched or considered
switching primary care provider were used in the analysis (n= 901), henceforth termed “switchers” and
“potential switchers” respectively. These two groups of respondents had experienced a real choice
situation and consequently had reasons to seek information prior to their decision of switching primary
care provider or not. Hence, respondents who answered that they had neither switched nor considered
switching were omitted (n=2111). Also excluded were respondents answering “Other reason” or “Do not
know” to questions concerning motivations for switching or considering switching provider (n=138).

Measures

Two dependent variables were to operationalize search breadth in the study: “information types” and
“information sources”. The �rst dependent variable, “Information types”, was derived from the web-based
survey questions asking switchers and potential switchers what types of information they sought prior to
switching or considering switching primary care provider. Respondents could answer 19 subqueries about
different information types (see Figure 1), with four response alternatives: (1) “Yes, sought and found
information”, (2) “Yes, sought but did not �nd information”, (3) “No, did not seek information”, (4) “Do not
know”. Response alternatives (1) and (2) were merged for the purposes of this study.

The second dependent variable, “information sources”, was derived from questions asking switchers and
potential switchers from where/whom they received information prior to their choice. Respondents could
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choose from among 20 different information sources (see Figure 2).

The primary independent variable used in the study was motivation for switching or considering
switching primary care provider and was derived by survey questions asking for the most important
reason for switching or considering switching. Response alternatives were multiple and included “due to
moving house”, “provider closed o�ces”, “a new provider opened”, “dissatisfaction with provider” and
“another provider seemed better”. Available alternatives omitted from the analysis were “Other reason”
(open-ended question) and “Do not know”. Respondents could only indicate one response alternative.

The different combinations of the primary independent variable (see below) were chosen based on an
earlier study by authors x et al. (15), which found that people’s self-perceived motivations for switching
primary care provider, such as experiencing a problem or uncertainty with respect to their provider, were
strong predictors of the likelihood of seeking information prior to switching. Data was derived from the
same web-based survey used in this study.

Switchers with internal motivations: Respondents who had switched primary care provider due to
dissatisfaction with previous provider, because a new provider opened, or because another provider
seemed better were categorised as switchers with internal motivations. This group was found in authors x
et al. (15) to be signi�cantly more prone to seek out information than those who had switched due to
external motivations, such as moving house. Effects on the degree of information seeking were also
larger than among sociodemographic predictors including gender, education, and type of employment.
We hypothesised that switchers with internal motivations may be more quali�ed in making informed
choices since they have been found to be ‘most likely’ to search for information in general, and hence
might be more inclined to perform a broader information search and utilise trustworthy sources. We
consider this group as a ‘most likely’ case, in the sense that if this group of respondents do not seek a
breadth of information and from reliable sources it is doubtful whether other groups will either. The
remaining groups of respondents were used as comparison groups.

Switchers with external motivations: Respondents who had switched primary care provider due to moving
house or the closure of their former provider.

Potential switchers with internal motivations: Respondents who had considered switching primary care
provider due to dissatisfaction with current provider, a new provider opened, or another provider seemed
better.

Potential switchers with external motivations: Respondents who had considered switching primary care
provider due to moving house or the closure of their current provider.

Other variables: To control for differences in demographic and socioeconomic background, some
additional independent variables were used. These were derived from survey questions asking about
gender, age, place of residence, income, education, occupation, self-rated health, and number of visits to
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the provider in the last 12 months (proxy for overall health status). Country of birth was not included as a
variable due to the low number of respondents born outside Sweden.

Statistical Analysis

Descriptive statistics were used to analyse the distribution of the study sample with respect to
respondents’ demographic and socio-economic characteristics, as well as what types of information and
information sources respondents had searched for prior to their choice.

Fischer’s test was used to identify any signi�cant differences in relation to background characteristics. A
Mann-Whitney test was performed to analyse which group on average had sought the largest number of
information types and sources. Additionally, a Kruskal-Wallis test was used to study any signi�cant
differences between all four groups. Negative Binomial regression analysis and Poisson regression were
used to identify any signi�cant associations between the dependent and independent variables described
in the earlier section. A Normal Linear regression was used to analyse predictors of searching for a
combination of various information types and information sources. The dependent variable was
constructed as an index-value ranging from 0-1. As residuals showed an approximative normal
distribution this allowed for a linear estimation.

Results
Characteristics of survey respondents

The total sample used for the purpose of this study showed an even distribution concerning age and
gender (see Table 1). A majority of respondents were born in Sweden, lived in a city with more than 3000
inhabitants, and had studied at the university. Most were full-time employees or pensioners and earned
middle incomes ranging from 20 000 to about 40 000 SEK per month. A majority considered their health
good or very good and had never or very seldom visited their primary care provider. Analysis of
respondents strati�ed by their motivation for switching demonstrated few notable differences between
groups. Switchers and potential switchers with internal motivations (switching due to dissatisfaction or
the belief that other providers offered superior services) were somewhat older and had visited their
primary care provider more frequently than the other two groups. A higher proportion of students and
respondents on leave of absence were switchers or potential switchers with external motivations.

Information describing the quality of providers’ services was sought to a limited extent

Overall, results demonstrated that respondents in actual choice situations searched for the different
information types indicated in Figure 1 to a limited extent. About half of the respondents searched for
basic information, e.g., which providers to choose from, how to switch provider, and information about
providers’ geographical location. Less than a third searched for information types describing the quality
of services offered by primary care providers, e.g., the opportunity to meet the same doctor and providers’
medical results.
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Respondents mostly used dependent sources in the search for information

Respondents used dependent information sources to a greater extent than professional and independent
sources when considering switching primary care provider (see Figure 2).

The most frequently used dependent sources were “the provider respondents wanted to switch to” (30%)
and “family and acquaintances” (21%). The least used dependent sources were privately run web pages
and social media, which not more than 1% had turned to when choosing primary care provider. Among
the independent sources, about 20% of respondents had turned to the county council’s webpage, whereas
less than 10% had turned to the other sources within this category (see Figure 2).

Switchers with internal motivations searched for a larger number of information types and sources

Results in Table 2 show that the total group of respondents searched for on average 5.15 information
types out of a total of 19 different types and on average 1,38 information sources out of a total of 19
different information sources.

A comparison between the different groups of respondents showed that switchers with internal
motivations (switching due to dissatisfaction or the belief that other providers offered superior services)
searched for a signi�cantly larger number of information types than all the other three groups (all p-
values < 0,04), with a mean of 6.13 types of information. The group also used a signi�cantly larger
number of information sources than both switchers and potential switchers with external motivations
(switching due to moving house or that provider closed o�ces), with a mean of 1.56 sources. Differences
in the use of information sources were not, however, signi�cant when comparing switchers and potential
switchers with internal motivations.

The most likely group was not signi�cantly more motivated to seek for relevant and reliable information

In Table 3, signi�cant associations between the likelihood of seeking relevant and reliable information
and respondents’ motivations for switching were tested. Basic information types and dependent
information sources were excluded from the dependent variables, since searching only for a large number
of information types and information sources is not enough to ful�l the requirements of an informed
choice. If people restrict their information seeking to basic information types (e.g., opening hours and
geographical location) and dependent sources (e.g., family and friends) this might add up to a relatively
large number of information types and sources, but the information will not be of such character that it
has the potential to drive clinical quality.

Model 1 investigated the impact of the independent variables on the number of relevant information
types sought by respondents. Results initially con�rmed the hypothesis that being a switcher with internal
motivations was a signi�cant predictor of being more likely to seek a larger number of relevant
information types. Upon controlling for socioeconomic characteristics, the ‘most likely’ group to search
for information, i.e., respondents who had switched primary care provider due to dissatisfaction or a
belief that other providers may offer superior services (internal motivations) were in average 71.6 % more
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likely to search for a larger number of relevant information types than its reference group, i.e.,
respondents who had considered switching due to moving house or that the provider closed its o�ces
(external motivations). Analysis of contrasts between switchers with internal and external motivations
also demonstrated signi�cant differences as switchers with external motivations were 53.5 % less likely
to seek for a larger number of information types than switchers with internal motivations (p <0.0001).
Among the control variables, educational background and number of visits to a provider were positively
associated with information seeking. Respondents with a higher level of education were 36.3 % more
likely than respondents with a lower education to have searched for a larger number of relevant
information types. Equivalent numbers for respondents who had visited their provider three or more times
were 33.3%.

In Model 2, the association between the independent variables and the number of reliable sources used
by respondents was tested. Non-signi�cant negative associations were found between being a switcher
or potential switcher with internal motivations and the likelihood to search for a larger number of reliable
information sources. Signi�cant positive effects were, however, found in relation to occupation, self-
estimated health and place of residence. Pensioners were 55.3 % more likely to use a higher number of
reliable information sources than their reference group, i.e. full-time employees. Respondents with an
inferior health status were in average 66.5 % more likely to use a higher number of reliable information
sources than respondents rating their health as good. Results were the opposite among respondents
living in bigger cities, as they had used in average 66.7 % less information sources than respondents
living in cities with fewer than 3000 inhabitants.

In Model 3, the independent variables were tested against a combination of relevant information types
and reliable information sources as the dependent variable. This is the ideal model of information
seeking since an informed choice of primary care provider requires that people seek both a breadth of
relevant information types and from several reliable sources. However, when testing the association
between respondents’ self-perceived motivations and the likelihood for seeking information according to
the theoretical premises of an informed choice, signi�cant effects disappeared. The most likely group to
seek information, i.e., respondents who had switched provider due to dissatisfaction or the belief that
other providers could offer superior services (switchers with internal motivations), even demonstrated a
negative relationship, albeit not signi�cant. Positive associations were found among respondents with a
higher educational background, pensioners, and respondents rating their health as bad. These groups
searched for a breadth of relevant and reliable information to between about 0.457 to 1.102 percentage
points more than their reference groups. 

Discussion
The results show that patients in active choice situations searched for a median of four information types
and used one information source. Notably, the information sought was mainly comprised of basic
information such as how to choose a provider and the geographical location of providers. Information
describing different aspects of providers’ quality, for instance providers’ accessibility and medical results,
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was of considerably less interest. As found in previous research, respondents most frequently turned to
biased sources of information, such as the provider they wanted to switch to, or family and
acquaintances (16, 19, 32). Patients sought neither a su�cient breadth of relevant information, nor did
they seek information from reliable and professional sources. Thus, the prerequisites for making
informed judgments regarding the pros and cons of different alternatives as assumed by the patient
choice reforms were not ful�lled.

The results are strengthened by the study of a speci�c sub-group of patients which had been previously
found to be more inclined to actively seek information due to a personal self-perceived motivation (i.e.,
respondents who had switched provider due to dissatisfaction with their former provider, or a feeling that
other providers may offer superior services) (15). Not even this ‘most likely’ group of patients searched for
more advanced information in terms of a signi�cantly larger amount of relevant and reliable information
about the providers’ service than the reference groups. Thus, the �ndings were in line with previous
studies indicating that people neither intend to, nor actually do seek information prior to their choice of
health care provider (13, 14, 33).

Why is it then that even patients with explicit reasons for switching fail to seek information prior to their
choice? The behavioural approach described earlier often stresses individuals’ cognitive barriers as an
explanation to the limited amount of information seeking in choice situations. To seek and compare
complex and ambiguous information describing health care quality is a burdensome and di�cult task,
and there is evidence to suggest that people in general have a limited cognitive capacity to process large
quantities of information (34). Moreover, people seldom have a priori preferences regarding what
information to seek when making a choice (35). This usually leads people to construct their preferences
on the spot or to take shortcuts when seeking and processing information, for instance by basing their
decision on one single quality aspect and leaving others out (23, 35). The selection of information is
often attached to an affective dimension, by which is meant that people tend to value the relevance of the
information based on how easily they can understand the information, or to what degree they can
emotionally attach to its message (36, 37). Patients may for instance consider information describing
providers’ geographical location as more easily interpreted and concrete than performance data, which
may explain why they prefer this type of information above more clinically relevant information. Thus, the
respondents' relatively narrow search for information in the study might suggest that they simply were
not cognitively capable of processing a larger amount of information, or that they chose to consider only
a few information types based on an assessment of its relevance when informing themselves on the
different primary care providers.

However, the behavioural approach does not fully explain why some people do not seek or use certain
information at all. In contrast to the cognitively focused explanations of the limited search breadth of
respondents, information practice theory suggests that people’s seeking and use of information is
predominantly a result of their social context (38). According to this theory, information seeking is an
expression of institutionalized and routinized every-day actions that people undertake within different
socially determined rules and norms. These speci�c rules and norms ‘direct’ people’s knowledge on how
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to practice information seeking, what types of information that is deemed relevant, and what emotions or
values to attach to the information seeking process, e.g., the importance of seeking information when
choosing a health care provider. As a result, the degree of information seeking and what types of
information and sources that are used may vary depending on what rules and norms that are accepted by
the individuals’ social adherence (38, 39).

The results of this study demonstrated that certain socio-economic characteristics among respondents
did signi�cantly increase their likelihood of searching for information that could support informed
choices, and hence stimulate competition among providers leading to quality improvements.
Respondents with a higher level of education, pensioners, and those reporting poor self-rated health were
more likely to search for both a larger number of relevant information types and to use more reliable
sources compared to their reference groups, i.e., respondents with a lower level of education, full-time
employees, and respondents estimating their health as good/very good. However, the mechanisms that
explain why people’s socio-economic characteristics affect information seeking remain as questions for
further research. Do for instance highly-educated individuals – apart from potentially being more skilled
in searching for information than less educated individuals – have other social expectations to actively
choose a provider? Or does a higher level of education raise awareness of the importance in making
informed choices, thus leading to greater interest in seeking information?

From a policy perspective, the study highlights the importance of supplementing patient choice with
public monitoring of primary care providers’ quality of services. The right to choose may have an intrinsic
value in that patients feel more satis�ed with their health care through being enabled to choose a provider
according to individual preferences about, for instance, providers’ responsiveness and geographical
accessibility. However, this mechanism does not appear to be su�cient to assure the clinical quality of
health care providers, for instance with regards to medical results and patient safety. These aspects of
quality must instead be guaranteed by the providers themselves and the contracting authority. Although
certain groups were found to be more inclined to seek relevant and reliable information, this does not
ensure that all patients receive good care regardless of their socio-economic background or personal
inclination to seek information. Furthermore, the results question the value and bene�ts of investing
resources in information systems aimed at supporting patients in making informed choices. People’s
limited extent of information seeking, in combination with the more frequent use of informal sources,
stresses the importance of carefully considering the purpose of disclosing quality performance data, and
which groups are to be targeted. The disclosure of comparative information on clinical quality might have
better effects if aimed toward health care providers and contracting authorities to use in the
benchmarking and continuous internal work to improve medical quality.

Limitations
The study had some methodological limitations, which may have had an impact on the results. The study
sample was a non-probability sample in that the survey used to gather data was distributed to
respondents until the calculated net sample was reached. Hence, it was not possible to analyse non-
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respondents and eventual non-response bias. Moreover, data collection was performed with a web-based
survey to an online panel. This might have affected the generalizability of study results in at least two
senses. Although panel members were recruited from other studies based on random population
samples, it cannot be excluded that the panel was biased with respect to panellists’ demographic and
socioeconomic characteristics. Also, the web-based construction of the survey prevented people with no
access to the Internet from participating in the study.

Another factor that may have affected study results was that data were collected in close connection to
the introduction of the legislated right for patients to choose their primary care provider in Sweden. Since
then, people’s knowledge and experience in choosing a provider, and consequently their inclination to seek
information, might have increased. Additionally, it is possible that more information about the quality of
providers’ services has been made accessible since data collection was performed. Therefore, it could be
that people search for a larger number of information types today than they did at the time when this
study was conducted.

Furthermore, the study draws conclusions about the search patterns of different groups of respondents
depending on their motivations for switching or considering switching. However, since respondents were
not randomly assigned to each group it was not possible to completely ensure that, for instance,
switchers with internal motivations had searched for signi�cantly more information due to these speci�c
reasons. Results between groups are signi�cant but they might be explained by other factors. Finally, the
regression analysis used in the study identi�ed the most essential direct effects between seeking
information and different background characteristics of respondents. However, this methodology does
not take into account possible interaction effects between variables, nor that some correlations might be
masked indirect correlations. Furthermore, results were not tested for non-linear effects.

Conclusions
The overall conclusion of the study was that a large majority of patients in actual choice situations, did
not seek information that could potentially form the basis for a well-informed, and thus a rational choice
of primary care provider. Not even more active information seekers met the requirements of an informed
choice. Hence, the �ndings illustrate that one of the core theoretical principles behind introducing choice
of provider, i.e., the expectation that patients will drive health care quality through their choices of the best
available health care providers, is not ful�lled.
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Table 1
Characteristics of Eligible Survey Respondents

Characteristics of Eligible
Respondents

Switchers
with
internal
motivations

% (n = 325)

Switchers
with
external
motivations

% (n = 294)

Potential
switchers
with
internal
motivations

% (n = 218)

Potential
switchers
with
external
motivations

% (n = 64)

Total

% (n 
= 
901)

Gender Female 53 52 55 55 53

  Male 47 48 45 45 47

Country of
birth

Sweden 93 94 92 99 94

  Other Nordic
country

2 3 6 1 3

  Other
European
country

4 2 2 0 2

  Outside Europe 1 1 0 0 1

  No answer 0 0 0 0 0

Age 18–24 5 21 6 26 12

  25–34 9 28 13 30 18

  35–44 9 10 12 5 10

  45–54 20 11 24 6 17

  55–64 14 7 16 5 11

  65–74 21 13 11 11 15

  75+ 22 10 18 17 17

  No answer 0 0 0 0 0

Education Elementary
school

7 5 7 5 6

  Upper
secondary
school

36 34 40 44 37

  University
studies

56 60 52 51 56

  No answer 1 1 1 0 0
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Characteristics of Eligible
Respondents

Switchers
with
internal
motivations

% (n = 325)

Switchers
with
external
motivations

% (n = 294)

Potential
switchers
with
internal
motivations

% (n = 218)

Potential
switchers
with
external
motivations

% (n = 64)

Total

% (n 
= 
901)

Employment Full time
employed

43 40 52 36 44

  Employed by
the hour

2 8 5 13 5

  Student/leave
of absence

8 21 7 20 13

  On sick leave 1 3 2 2 2

  Pensioner 41 23 29 26 31

  Other 5 4 5 3 4

  No answer 0 1 0 0 0

Income per
month (SEK)

-9999 7 20 8 11 12

  10000–19999 21 18 22 41 22

  20000–29900 37 32 35 30 34

  30000–39999 17 18 19 9 17

  40000+ 8 6 9 1 7

  No answer 10 6 7 8 8

Place of
residence

Stockholm,
Gothenburg or

Malmö

8 12 10 11 10

  Suburb to
Stockholm,
Gothenburg or
Malmö

3 5 5 5 4

  City > 3000
inhabitants

74 67 70 72 70

  City < 3000
inhabitants

15 15 15 12 15

  Don’t know/No
answer

0 1 0 0 0
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Characteristics of Eligible
Respondents

Switchers
with
internal
motivations

% (n = 325)

Switchers
with
external
motivations

% (n = 294)

Potential
switchers
with
internal
motivations

% (n = 218)

Potential
switchers
with
external
motivations

% (n = 64)

Total

% (n 
= 
901)

Self-
estimated
health

Very
good/Good

71 79 58 67 70

  Fair 25 17 32 31 25

  Poor/Very poor 4 3 10 2 5

  No answer 0 1 0 0 0

Number of
visits to
provider/year

Never 14 21 17 28 18

  1–2 times 41 46 39 39 42

  3–4 times 27 20 25 17 24

  5–10 times 15 10 14 10 13

  11 + times 3 3 5 6 4

  Don’t know/No
answer

0 0 0 0 0

Motivations
for switching

Moving house - 87 - 91 35

  Provider
closed o�ces

- 13 - 9 5

  New provider
opened

19 - 6 - 8

  Another
provider
seemed better

34 - 41 - 22

  Dissatisfaction
with earlier
provider

47 - 53 - 30
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Table 2
Number of information types and sources used prior to choice of primary care provider

  Information types Information sources

Motivations for switching Mean Median Mean Median

Switchers internal motivations 6.13 6 1.56 1

Switchers external motivations 3.97 3 1.14 1

Potential switchers internal motivations 5.61 4 1.49 1

Potential switchers external motivations 3.98 2.5 1.17 1

Total 5.15 4 1.38 1
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Table 3
Predictors associated with a higher likelihood of seeking relevant and reliable information

  Model 1 Model 2 Model 3

  Relevant
information
typesa

Reliable
information
sourcesb

Search breadth of relevant
and reliable informationc

Variabled IRR 95% CI IRR 95% CI Coe�cient 95% CI

Demographic            

Gender (female) 0.974 [0.80,
1.19]

1.062 [0.86,
1.32]

-0.154 [-0.62, 0.31]

Male (reference)            

Age 1.004 [0.99,
1.01]

0.995 [0.98,
1.01]

-0.007 [-0.03, 0.02]

Place of living            

- Big city (including suburb) 0.779 [0.56,
1.09]

0.667* [0.44,
0.99]

-0.210 [-1.01, 0.59]

- Location > 3000 0.991 [0.77,
1.27]

1.017 [0.77,
1.36]

0.204 [-0.40, 0.81]

- Location < 3000 (reference)            

Social            

Education (higher) 1.363** [1.13,
1.65]

1.133 [0.92,
1.40]

0.457* [0.00, 0.91]

Education (lower) (reference)            

Employment status            

- On sick leave 0.950 [0.47,
2.04]

1.486 [0.73,
2.77]

0.942 [-0.80, 2.68]

- Student/leave of absence 0.811 [0.56,
1.19]

1.312 [0.87,
1.97]

0.201 [-0.70, 1.10]

- Pensioner 1.423 [0.99,
2.04]

1.553* [1.02,
2.37]

1.102* [0.22, 1.99]

- Employed by the hour 1.170 [0.74,
1.88]

0.882 [0.50,
1.46]

0.047 [-1.02, 1.11]

- Other occupation 0.961 [0.61,
1.54]

1.123 [0.64,
1.84]

0.271 [-0.84, 1.38]

- Full-time employee
(reference)
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  Model 1 Model 2 Model 3

Income 0.975 [0.92,
1.03]

0.998 [0.93,
1.06]

-0.044 [-0.19, 0.10]

Self-rated health (bad) 1.008 [0.68,
1.52]

1.665** [1.14,
2.37]

1.062* [0.07, 2.05]

Self-rated health (good)
(reference)

           

Number of visits to provider
last 12 months

           

≥ 3 times/year 1.333** [1.11,
1.61]

1.010 [0.82,
1.24]

0.405 [-0.05, 0.86]

< 3 times/year (reference)            

Situational motivations            

Switchers internal
motivations

1.716** [1.17,
2.48]

0.841 [0.57,
1.27]

-0.207 [-1.10, 0.69]

Switchers external
motivations

0.918 [0.63,
1.33]

0.883 [0.61,
1.32]

-0.604 [-1.48, 0.27]

Potential switchers internal
motivations

1.652* [1.11,
2.42]

0.962 [0.65,
1.47]

0.371 [-0.55, 1.30]

Potential switchers external
motivations (reference)

           

n 824 824 824

Note: IRR = Incidence Rate Ratio (Negative Binomial Regression Model); IRR = Incidence Rate Ratio
(Poisson Regression Model); Coe�cient = Normal Linear Regression; CI = con�dence interval. *p < .05.
**p < .01. *** p < .001.

a The dependent variable is the sum of information types describing structural, process, and outcome
aspects of providers’ quality, i.e., basic information types and “Other” are excluded from the
dependent variable (see Fig. 1). Variable had four response alternatives but was dichotomized
according to “Yes, searched for information and found it” and “Yes, searched for information, but did
not �nd it” (= 1), and “No, did not seek for information” (= 0). Response alternative “Do not know” was
not included in analysis.

b The dependent variable is the sum of information sources comprehending only reliable sources, i.e.,
dependent sources and “Other source” is excluded (see Fig. 2).

c Index (0–1) consisting of both relevant information types and reliable information sources (number
of information types used/total number of information types) x (number of sources used/total
number of sources) * 100.
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  Model 1 Model 2 Model 3

d The education variable was measured on three levels (elementary school, upper secondary school,
and university studies) but was dichotomised (lower education level vs. higher education level).
Income was measured with �ve different intervals but was turned into a continuous variable to
facilitate analysis. Self-rated health was dichotomised from three levels; very good/good, fair,
poor/very poor into good and bad health. Number of visits to provider was dichotomised from �ve
levels (zero times, 1–2 times, 3–4 times, 5–10 times, 11 or more times) into less than 3 times a year
and 3 or more times a year.

Figures

Figure 1

Types of information sought by respondents who switched or considered switching primary care provider
(%) (n=901) Note. The following response alternatives were omitted from the �gure: “Other” (7%) and “Do
not know” (varied from 1,8% to 23,5% depending on information type asked for).
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Figure 2

Information sources used by respondents who switched or considered switching (%) (n=901) Note. The
following response alternatives are omitted from the �gure: “Other source” (8%), “Did not seek for
information” (15%) and “Do not know/Not relevant” (4%). a Respondents could indicate several response
alternatives. * Webpage no longer exists. ** Webpage no longer exists.


