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Context: American health policy is increasingly relying on consumerism to
improve its performance. This article examines a neglected aspect of medical
consumerism: the extent to which consumers respond to problems with their
health plans.

Methods: Using a telephone survey of five thousand consumers conducted in
2002, this article assesses how frequently consumers voice formal grievances
or exit from their health plan in response to problems of differing severity.
This article also examines the potential impact of this responsiveness on both
individuals and the market. In addition, using cross-group comparisons of
means and regressions, it looks at how the responses of “empowered” consumers
compared with those who are “less empowered.”

Findings: The vast majority of consumers do not formally voice their com-
plaints or exit health plans, even in response to problems with significant
consequences. “Empowered” consumers are only minimally more likely to for-
mally voice and no more likely to leave their plan. Moreover, given the greater
prevalence of trivial problems, consumers are much more likely to complain or
leave their plans because of problems that are not severe. Greater empowerment
does not alleviate this.

Conclusions: While much of the attention on consumerism has focused on
prospective choice, understanding how consumers respond to problems is
equally, if not more, important. Relying on consumers’ responses as a means
to protect individual consumers or influence the market for health plans is
unlikely to be successful in its current form.
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Despite some skepticism about the benefits of market-

based medical care (Nichols et al. 2004), the United States’
current health policy continues to rely on individual consumers

to improve the performance of its health system. This is evident in the
recent design of Medicare Part D (Hanoch and Rice 2006), the con-
tinuing emphasis on plan choice under Medicaid (NASHP 2001), the
emphasis on public reporting of quality data (Marshall et al. 2003), and
the use of consumer-driven health plans and health savings accounts in
employer-sponsored insurance (Gabel, Lo Sasso, and Rice 2002; Havlin
et al. 2003). Recently proposed policies from the current Democratic-
controlled Congress and the Obama administration continue to rely on
consumer empowerment as an integral part of their health reform efforts.
Public policies that promote consumer engagement are expected to im-
prove performance by (1) providing consumers with timely performance
measures so that they can select the health plans and providers that best
match their preferences and (2) helping consumers recognize and take
appropriate action when products or services are substandard.

The first aspect of consumerism, which we term prospective choice, has
received most of the attention of researchers and policymakers. As a
result, the criteria for adequate consumer involvement are reasonably
well defined: consumers must have timely access to reliable measures of
performance, be able to use these measures to identify desirable alterna-
tives, and translate their assessments into choices (Hibbard et al. 2002;
Hibbard, Stockard, and Tusler 2005). A substantial body of research
has documented the extent to which various groups of consumers meet
these criteria (Dranove and Sfekas 2008; Hibbard et al. 1998; Lake,
Kvam, and Gold 2005; Lubalin and Harris-Kojetin 1999; Neuman and
Langwell 1999; Scanlon et al. 2002). State and federal governments con-
tinue to adopt new policies designed to enhance this aspect of consumer
empowerment, by creating new report cards for health plans, hospi-
tals, physicians, and nursing homes; incentives for employers to offer
more options to their workers; and incentives for consumers to make
cost-effective choices (Stevenson 2006; Thorpe 2005).

By contrast, consumers’ reactions to shortfalls in their own care, which
we term responsive consumerism, have received relatively little attention



Responsive Consumerism: Empowerment in Markets for Health Plans 635

from either researchers or policymakers. As a result, expectations for
effective empowerment are ill defined. Little is known about the extent
to which consumers recognize problems when they occur or how they
respond to them.

The conventional emphasis on prospective choice is problematic be-
cause it neglects key ways in which consumers can draw on their own
experiences to improve the quality of their care or insurance coverage.
We develop this claim in the next section of this article, after which
we (1) describe the distinctive features of responsive consumerism and
two sets of expectations (consumer protection and market signaling)
for effective consumer responses to problems and (2) propose criteria to
determine whether consumer behaviors meet these expectations.

Using a national survey of the health care experiences of five thou-
sand Americans, we examined responsive consumerism with respect
to health plans in expressing grievances (voicing) or switching to a
competing plan (exiting) in the aftermath of perceived problems. We
found that consumers’ current responses neither safeguard individual
enrollees (consumer protection) nor reliably signal the most problematic
plan practices (market signaling). We then modeled the responses of two
more empowered subsets of consumers to determine whether consumers’
empowerment initiatives might improve their responses. Our findings
suggest that these would be more effective for enhancing voice than
for exit but still would have only a limited impact on either response.
From these findings, we made some policy-relevant conclusions about
consumers’ responses to problematic experiences involving health plans.

Forms, Norms, and Expectations for
Responsive Medical Consumerism

In this section we explain our rationale for focusing on responsive con-
sumerism and identify our criteria for assessing consumers’ responses to
problems with their health plans.

Why Prospective Choice Is Not Sufficient to
Improve Quality for Serious Illnesses

Strategies for consumer involvement cannot rely solely, or even pri-
marily, on consumers’ selecting the best-quality health plans before
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their enrollment, for three reasons. Together, they suggest that at best,
prospective choice among plans would have only a modest influence on
quality of care and even less influence on the care of the most serious
health problems.

First, prospective measures of plan performance present information
about quality of care at a time when it has little salience to most con-
sumers; that is, many of them have not been seriously ill or in need
of medical care. Moreover, even consumers who have this information
often do not use it (Kaiser Family Foundation and Agency for Health-
care Research and Quality 2004, 2006), and such information generally
has only little influence on the choice of a plan (Abraham et al. 2006;
Beaulieu 2002; Chernew and Scanlon 1998; Scanlon et al. 2002; Uhrig
and Short 2002/2003; Wedig and Tai-Seale 2002).

Second, even if more consumers paid close attention to most quality
ratings, they would learn little about the plans’ ability to care for the
most serious illnesses. Report card performance measures, particularly
those based on consumers’ rating of their own experiences, dispropor-
tionately report on the much more common minor illness or routine
care, as opposed to more serious illnesses. Condition-specific scores such
as HEDIS (Healthcare Effectiveness Data and Information Set) measures
are more relevant to serious conditions, but unless consumers have those
particular conditions, the HEDIS measures will seem largely irrelevant
to them.

The third limitation on prospective choice stems from consumers’
limited ability to process information. Most people have a hard time
evaluating multiple dimensions of performance across health plans, and
these cognitive constraints become even more pronounced as more plans
are considered (Hanoch and Rice 2006). Unable to fully process informa-
tion about their choices, most consumers fall back on simplified decision
heuristics that emphasize performance measures unrelated to quality of
care, such as cost-sharing provisions, provider panels, and scope of treat-
ment coverage (Hibbard et al. 1997; Scanlon et al. 2002; Tumlinson
et al. 1997). Given these difficulties, it is clear that prospectively choos-
ing a health plan will not be based on quality of care in the manner that
analysts generally consider most meaningful. Next we consider the deci-
sion processes that consumers use when their health care experiences fall
short of their expectations, which should have a more direct relationship
to the quality of care that they can subsequently expect.
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Responsive Consumerism and Its Potential
Influence on Quality

Responsive consumerism refers to consumers’ actions after experiencing a
problem with their health plan. This form of consumerism differs from
prospective choice in the actions that consumers take, the influence these
actions might have on the health plan’s performance, and the standards
for assessing adequate consumer engagement.

Distinctive Consumer Behaviors. Responsive consumerism also involves
choice. Consumers who perceive a shortfall in quality or service must
decide how best to remedy the problem and/or reduce the risk of its
recurrence. They can “exit,” or switch, to another plan that they believe
can better meet their needs or “voice” their concerns by expressing
their dissatisfaction to the plan’s administrators to encourage the plan
to change its practices (Annas 1997; Hirschman 1970, 1980; Rodwin
2001). These complaints can take a variety of forms, including informal
interactions with representatives of the plan, formal grievances to plans
and state agencies, and engaging third parties, such as family members,
clinicians, or employers who might act as advocates for the aggrieved
enrollee (Schlesinger, Mitchell, and Elbel 2002).

Although prospective choice has a more powerful influence on current
health policy, particularly at the federal level, recent state efforts to
pursue market-oriented health care reforms embody both voice and
exit. These efforts include the required reporting of formal complaint
and disenrollment rates to consumers at the state (private insurance
and Medicaid) (Tapay, Feder, and Dallek 1998) and federal (Medicare)
levels, although we know relatively little about how such requirements
might affect either voice or exit as forms of responsive consumerism.
Past research does show that voice is a more common response than exit
for consumers who have had problems with their health plans. That is,
aggrieved enrollees are eight to ten times more likely to contact a plan
in response to a problem than to switch plans, and they are two to three
times more likely to file a formal grievance or complaint than to switch
plans (Schlesinger, Mitchell, and Elbel 2002).

Influence on Plan Performance. Prospective choice means matching
a health plan’s performance to individual preferences. Consumers
are effectively engaged when they can identify those performance
differences that are relevant to their perceived needs or health-related
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concerns and are able to select the plans that match those preferences. If
prospective consumerism meets its proponents’ expectations, as health
plans compete they can be expected to alter their medical coverage and
administrative practices to better match consumers’ preferences and
attract new enrollees.

Responsive consumerism is expected to improve plan performance
and enhance enrollees’ well-being in quite different ways. We identify
two such mechanisms in the literature, each with its own expected
benefits; these two are often combined or obscured in the current policy
discourse. Proponents of the “consumer protection” paradigm suggest
that the foremost goal of consumer engagement is safeguarding the
well-being of individual enrollees. This requires that each consumer be
able to seek suitable recourse (through either exit or voice) when he or
she has been treated inappropriately (Meier 1987; Miller 1998; Tapay,
Feder, and Dallek 1998; Webb 1995).

Many proponents of medical markets hold quite different expec-
tations for consumer responsiveness, which we label market signaling.
Viewed from this perspective, consumers are adequately protected if at
least some of them respond to problematic plan practices by either filing
a grievance or switching their plan. By so doing, poorly performing
plans are “marked” by the actions of these aggrieved enrollees, allowing
other consumers, purchasers, and the firms themselves to respond to
these “red flags.”

Not surprisingly, proponents of the market signaling notion of re-
sponsive consumerism tend to be more sanguine about the prospects
for medical markets than are those who endorse the consumer pro-
tection paradigm. With market signaling, actions by a modest num-
ber of consumers might suffice if their actions (switching plans or
filing grievances) were reliable markers for poorly functioning health
plans. Other consumers, even if less well informed, could benefit from
the actions of these active consumers, who effectively “police” the
market.

Criteria for Assessing Successful Consumerism. Assessments of prospec-
tive choice have measured consumers’ ability to foresee their future
health needs (Klinkman 1991; Robinson and Gardner 1996), to under-
stand ratings on report cards (Hibbard et al. 1998; Vaiana and McGlynn
2002), and to make choices based on these performance ratings (Beaulieu
2002; Scanlon et al. 2002; Uhrig and Short 2002/2003). Assessing
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the effectiveness of responsive consumerism requires a different set of
standards.

Viewed from the consumer protection paradigm, a reasonable
threshold for consumer engagement is that most of the consumers
who have serious problems take action to remedy the problem or to
reduce the risk of its being repeated. Many scholars would also hold
essential, for the sake of equity, that the probability of taking action
be distributed reasonably evenly throughout the population. This
is so certain vulnerable groups are not “trapped” in bad plans by a
low propensity to respond to problematic experiences. If consumers
neglect both exit and voice, they will be unable to safeguard their own
well-being.

By contrast, the market signaling paradigm indicates that consumers’
involvement is adequate if either exit or voice signals which plans have
elevated levels of serious problems. To be an effective signal, consumers’
responses to serious problems must not be “adulterated” by their re-
sponses to more trivial concerns. That is, if many consumers complain
about minor annoyances or switch health plans whenever they are in-
convenienced by paperwork, plans that cause more serious harms may
prove difficult to detect.

Readers who are familiar with diagnostic testing for medical condi-
tions will recognize a rough analogy between these two standards and the
criteria conventionally used to evaluate diagnostic tests.1 The consumer
protection paradigm is analogous to the “sensitivity” of a diagnostic test,
that is, its ability to indicate reliably when a particular medical condi-
tion exists, by generating low rates of “false negatives.” In contrast, the
market signaling paradigm corresponds to the specificity of a diagnostic
test—the propensity for either disenrollment or grievances to signal a
problem that is truly serious, rather than a “false positive” involving
only a minor annoyance or irritation.

We now apply these criteria to provide the first examination us-
ing nationally representative data on the prevailing levels of responsive
consumerism in the American health care system. We focus on those con-
sumers who could arguably be labeled as the most empowered—those
who are best able to respond adequately when they have a problem.
These consumers become our standard for assessing the potential of fu-
ture efforts to enhance responsive consumer empowerment in medical
care.
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Analytic Methods

To assess the state of responsive consumerism, we used a national survey
of Americans’ health care experiences to determine the prevalence of con-
sumer behaviors (voice and exit) in response to problems blamed on the
health plan, identifying subsets of “empowered” consumers to determine
how different forms of empowerment can enhance responsiveness.

Data for Measuring Consumer Experiences
and Responsiveness

We used a telephone survey, fielded between June 26 and September 20,
2002, which assessed Americans’ experiences with health care. Although
the survey was designed primarily to study other aspects of health system
performance (Schlesinger, Mitchell, and Gray 2004a, 2004b), it contains
detailed questions about problems with health care, consumers’ assess-
ment of those problems, and their responses (if any). We interviewed
five thousand people for an average of thirty minutes. The response rate
on the survey was 49.5 percent (calculated by the AAPOR method).
Because the survey was designed to assess enrollees’ interactions with
their health plans, we surveyed only respondents enrolled in some form
of health plan (as a result, we excluded 18.7 percent of the potential
respondents and interviewed Medicare and Medicaid enrollees only if
their benefits were administered through a managed care plan). The
survey oversampled people with chronic and serious physical illnesses
to identify Americans most likely to interact with their health care
providers and health plans. No incentives were offered for the respon-
dents’ participation, and the survey completion rates were quite high
(98.3 percent).

Identifying Problems Related to Respondents’
Health Plan

Our analysis examined respondents who reported having at least one of
fifteen listed negative events in the last year.2 Slightly more than half
of all respondents reported at least one such problem, and those who
reported one problem typically reported several (on average, 3.5 of the
15 problems probed in the survey). The frequency with which these
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problems were reported is presented in the two left-hand columns in
table 1 for (1) all respondents and (2) those respondents who reported at
least one problem.

To make these problems easier to understand, we placed them in three
groups identified through an exploratory factor analysis: (1) (three) prob-
lems related to access barriers, (2) (seven) problems related to quality of
care, and (3) (five) problems related to medical costs or the ways in which
insurance benefits are administered. Several problems overlap these cat-
egories (in the sense of loading on multiple factors), including all three
problems categorized as access barriers (those involving clinical services
correlated with quality problems and those related to drug coverage cor-
related with cost problems), disagreements regarding treatment (which
had a secondary correlation with cost concerns), and limits on coverage
(which had a strong secondary loading on the factor connected to access
barriers). Coverage and billing problems clearly were the most common,
but problems getting answers to questions regarding both care and cov-
erage as well as access issues, considered in the aggregate, also were quite
prevalent.

To explore in more detail how consumers responded to these prob-
lems, we analyzed one problem for each person. For those respondents
reporting more than one problem, we selected the problem identified in
an earlier survey (Kaiser Family Foundation 1999) as the most important
to consumers. The prevalence of focal problems is reported in the mid-
dle column of table 1. Costs and denials of access were equally common
focal problems (each representing roughly 35 percent of focal problems
for those reporting at least one problem), with quality shortfalls only
slightly less common.

For the focal problem, we asked the respondents the extent (on a four-
point Likert scale ranging from none to complete) to which they blamed
the problem on their physicians, other physicians, the physician’s office
staff, their health plan or health insurer, their hospital (if the problem had
been associated with treatment in a hospital), themselves, the Medicare
or Medicaid programs (if they were beneficiaries of these programs), or
any other party they wished to identify.

Given our examination of problems with health plans, we restricted
our analytic subsample to those respondents who held their health plan
at least somewhat to blame for the problem. This represented roughly
two-thirds (67 percent) of those who reported at least one problem. The
respondents most frequently blamed the health plan when the problem
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Year

Did Not Report Problem 
in Last Year 

n=2,195

Year
n=2,805

Did  Not Blame Problem on 
Plan

n=925

Blamed Problem on Plan
n=1,880

FINAL SAMPLE

n=5,000
Initial Sample

Reported ≥1 Problem in Last

figure 1. Description of Study Sample

was related to costs and paperwork (80 percent of all problems in this
category) and least frequently when it was related to quality of care
(40 percent of problems in this category).

These combined sample restrictions, shown in figure 1, yielded a
working sample of 1,880 respondents. Table 2 describes this analytic
subsample. Approximately 67 percent of the respondents were female.
Because the survey was administered only to people with health insur-
ance, our sample’s household income was higher than the U.S. popu-
lation’s average. Our sample was 73.1 percent white, with 44 percent
having one or more chronic conditions. Just under 20 percent of our
sample rated their health status as fair or poor, and half our sample had
been with their health plan for less than three years at the time they
reported the problem.

Responsive consumers should react most strongly to the most serious
problems. Past studies suggest that consumers determine the seriousness
of a problem in two ways: first, if it produces more deleterious short-term
effects and, second, if it is repeated over time (Kolodinsky 1992, 1993;
Mulcahy and Tritter 1998). We examined both experiential measures.

Our survey measured the problem’s deleterious short-term conse-
quences according to whether consumers reported that this problem
required them to pay more or whether it caused a decline in their health.
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TABLE 2
Characteristics of Study Sample (n = 1,880)

Percent

Female 67
Age

18–30 15
31–45 41
46–60 33
61+ 11

Yearly Household Income
<30K 15
30–49K 22
50–74K 21
75–99K 13
100K+ 17
Missing (set to the mean) 12

Married 63

Number of Chronic Conditions
0 56
1 28
2 or more 16

Race
Black 9
Hispanic 10
Asian 2
Other 7
White 73

Health Status
Excellent 18
Very good 33
Good 29
Fair 15
Poor 5

Time with Health Plan
<1 year 13
More than 1 to 3 years 36
More than 3 to 7 years 25
More than 7 years 26

Note: Sample of 1,880 respondents who reported in the last year at least one problem with their
health care that was blamed on their health plan.
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TABLE 3
Consumers’ Reports of Problematic Experiences

Of Those That Reported
Characteristics of Problems a Problem (%)

Impact of Focal Problem
Cost Impact

None 53
Less than $500 28
From $501 to $1,000 10
More than $1,000 8

Health Impact
None 82
Not very serious 9
Somewhat or very serious 9

Assessment of Health Plan
Number of Separate Problems

1 25
2 to 3 33
4 to 5 19
6+ 23

Dissatisfaction with Plan
Very satisfied 27
Somewhat satisfied 43
Somewhat dissatisfied 13
Very dissatisfied 18

Note: Sample of 1,880 respondents who reported in the last year at least one problem with their
health care that was blamed on their health plan.

As table 3 shows, 47 percent of our sample said that the problem had
some financial impact (8 percent said it cost them more than $1,000
in additional spending). Eighteen percent of those with plan-related
problems reported some sort of health decline, with half those declines
assessed by the respondents as “somewhat serious” or “very serious.”
According to table 1, cost and administrative problems were the most
likely to be associated with large out-of-pocket expenses, whereas access
barriers were the most frequently associated with subsequent declines in
health.

We also identified “persisting problems” with the health plan by us-
ing two measures: the total number of problematic events the enrollee
experienced over the past year and the enrollee’s overall dissatisfaction
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with his or her health plan. Approximately 42 percent of our sample in-
dicated that they had had four or more problems over the past year. Only
31 percent of the sample were dissatisfied with their plan (18 percent
very dissatisfied), despite reporting that they blamed their problem at
least in part on their plan.

We used multiple measures of problematic experiences because each
captures somewhat different facets of the consumers’ experiences. Be-
cause we identified the focal problems by emphasizing episodes with
more consequential outcomes, we obtained a clearer picture of how con-
sumers respond to more serious concerns. But this may also distort our
picture of consumerism if the responses were driven more by consumers’
accumulated experiences with a health plan or its affiliated clinicians.
Our second set of measures (“persisting problems”) was intended to
capture these latter circumstances.

Measuring Consumer Protection
and Market Signaling

Our measure of the reliability of consumer protection is the proportion of
all individuals with a problem who responded through exit or voice; we
also examined the differential response by the severity of the problem.
Our measure of the fidelity of market signaling is the proportion of voice
or exit associated with more serious problems—that is, those causing a
decline in health, substantial additional spending, frequently repeated
problems, or dissatisfaction with the plan—compared with voice or
exit not associated with problems of greater severity. Market signaling
improves as the percentage of complaints resulting from these serious
problems increases.

Voice and Exit in Response to Problematic
Experiences

Consumers who had had a plan-related problem were asked about a
variety of possible responses. We measured exit according to whether
the respondents said that they had switched health plans specifically
in response to the problem in question (6 percent had) or had filed “a
formal complaint or appeal” with their health plan (17 percent had). We
focused on complaints to health plans, as opposed to state regulatory
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agencies, because the latter were fairly rare (less than 3 percent of all
problems; not all states have agencies with a clear mandate to receive such
grievances). We examined the scope and determinants of complaints to
state authorities in another paper (Schlesinger forthcoming). We use the
terms formal complaints, formal grievances, and formal voice interchange-
ably to describe these, since some state regulations explicitly refer to
these as grievance procedures, others as complaint mechanisms. They
must be written requests in order for a plan practice or decision to be
reconsidered.

Many more respondents (70 percent) had contacted their health plan
in less formal ways about their problem. We focused on formal com-
plaints to health plans for two reasons. First, this is the form of voice
observable to state regulators, purchasers, or potential enrollees. Second,
informal contacts were often intended simply to clarify the situation
rather than to resolve the problem and so offer little if any protection
for consumers.

Identifying Empowered Consumers

Our goal was not just to identify the level of consumer protection or
the fidelity of market signaling. We also wanted to know how much
these could be improved within the structural arrangements for medical
markets and regulation by efforts to better inform consumers or enhance
their sense of self-efficacy. To do so, we found two groups of consumers
who could be considered more “empowered” in their consumerism and
thus more likely to respond in a manner suitable for improving con-
sumer protection and/or market signaling. The first had the capability
to respond (functional empowerment), based on three sets of attributes
that past research had identified as necessary conditions for consumer
activism (Hibbard and Weeks 1987). The second group was defined
based on their expressed understanding of their problem (psychological
empowerment), since consumers’ responses are more likely to be inhib-
ited if individuals are confused about why the problem emerged or who
ought to be held responsible (Annas 1997; Rosenthal and Schlesinger
2002).

Functional Empowerment. Past research suggests that effective med-
ical consumerism requires access to independent sources of informa-
tion, a willingness to take an active role in choosing treatment, and
the opportunity to exercise either exit or voice (Hibbard, Greene,
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and Tusler 2008). We labeled those consumers who met all three
of these criteria based on their survey responses as being functionally
empowered.

We measured the availability of information by whether respondents
indicated that they would know what to do if they had four common
problems with their health care: finding an error in the medical bill,
seeking an answer to a question about their health benefits, wanting
to learn more about a medical condition, and knowing what to do if
they thought their physician was making an error in their treatment.
Sixty-three percent of the sample stated that they definitely knew what
to do in all four circumstances. Independent decision making means
that respondents preferred to choose their own health care (as opposed
to leaving it to their physician; 86 percent of the sample favored this
active role).

We measured opportunities for action differently for voice and exit.
For voice, we asked whether the respondents were aware of their
plan’s formal grievance procedure and felt confident in their abil-
ity to use it (32 percent of the sample were and did). For exit,
we asked respondents whether they had a choice of plans during
their last open enrollment period and were satisfied with these op-
tions (42 percent of our sample had and were). Twenty-three percent
of our sample met all of these conditions for voice; 25 percent for
exit.

Psychological Empowerment. Consumers not able to make sense of
the causes of a problem are often uncertain how they should respond
(Hibbard, Greene, and Tusler 2008). Part of this understanding is know-
ing (or at least believing that one knows) whom to blame for a problem.
Past research demonstrates that assigning blame is a strong predictor of
consumers’ responses to problems (Rosenthal and Schlesinger 2002). To
assess this understanding in our respondents, we asked them, for each
party they held responsible, how confident they were in this attribu-
tion of blame. We labeled consumers as being psychologically empowered
if they reported holding only the plan responsible for the problems and
being very confident in this attribution of blame. Whether or not these
attributions were accurate, consumers’ understanding of the problem
will predispose them to take some action involving the plan. Further,
their confidence in this attribution should enhance their perceived self-
efficacy, which has been shown in previous research to be associated with
more active consumerism. Using these criteria of blame attribution,
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23 percent of our sample were psychologically empowered to be a
responsive consumer.

Analytic Approach

We calculated the percentage of consumers who formally voiced and
exited for both the sample as a whole and the appropriate subgroups. In
examining the differences in consumer responses between the empow-
ered and less empowered subsets of consumers, we controlled for factors
that could be confounding the relationship between being empowered
and consumers’ responses to problems (Rosenthal and Schlesinger 2002;
Schlesinger, Druss, and Thomas 1999; Schlesinger, Mitchell, and Elbel
2002). These multivariate models included an interaction term between
being empowered and the various problem characteristics (included in
the model as dummy variables; each problem characteristic was in-
cluded in a separate regression). Given the difficulty in interpreting
and calculating the standard errors of interaction terms with nonlinear
models (Ai and Norton 2003), we estimated linear probability models
(estimating logistic regressions did not change the results). The factors
shown in previous studies to be important in examining consumer be-
havior (Rosenthal and Schlesinger 2002; Schlesinger, Druss, and Thomas
1999; Schlesinger, Mitchell, and Elbel 2002) included sociodemographic
characteristics: marital status, family income, age, sex, race, and ethnic
group. We controlled for both self-reported health status and a count of
the respondents’ chronic conditions. We also controlled for the source
of insurance (acquired through an employer, a government program, or
individual purchase) as well as two aspects of social support: whether
the respondents had friends or family who could help with difficult
decisions and whether they had friends or family who could help them
obtain information needed to make decisions.

Past research also suggests that exit and voice are influenced by the
length of time that consumers have been enrolled in a plan or have been
seeing their current physician(s). We controlled for both these factors.
Finally, to control for the community’s familiarity with managed care
plans, we included the number of HMOs in the county in 2002 (as
captured from the Area Resource File). The appendix contains the full
set of linear probability models.
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Findings: The Responsiveness of Exit
and Voice to Problematic Health
Plan Experiences

We first present the findings for our sample as a whole and then for
the empowered and less empowered subgroups. We begin with the
propensity of consumers to respond to problems and then consider the
reliability of these actions as signals for other consumers or relevant
parties.

The Prevalence of Exit and Voice among Typical
Health Care Consumers

Consumer Protection. As table 4 shows, the average consumer is not
particularly responsive to problematic experiences with his or her health
plan. Even for problems blamed on the plan that caused out-of-pocket
costs of more than $1,000 or led to a serious decline in health, fewer than
40 percent of individuals complained to the plan about the problem. Exit
was less sensitive. Even for problems that had the most severe financial or
health implications, fewer than 15 percent of the respondents switched
plans.

Consumer responsiveness also was limited for persisting problems.
Among those enrollees who had had six or more problems in the past
year or who were most dissatisfied, fewer than 30 percent had filed a
grievance with their plan and fewer than 12 percent had switched plans
as a result of the problem. When both forms of response are considered
together (the third column in table 4), 60 to 65 percent of consumers
who experienced problems with deleterious effects neither complained
nor switched plans.

Market Signaling. Aggregate rates of consumer responses are a useful
signal of plan performance if, and only if, those with the most severe
problems represent a dominant share of responses. Although it is evident
from table 4 that both exit and voice are related to the severity of
the problems, table 3 shows that minor problems are most common.
The combined effects of problem frequency and consumer response are
captured in table 5. The percentages in this table reflect the percentage
of all enrollees who filed a grievance or switched health plans who
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TABLE 4
Consumers’ Responses to Problems with Health Plans: Consumer Protection

Formal Exit Either Voice Sample
Characteristics of Problems Voice (%) (%) or Exit (%) Size

Problem Assessment
Cost Impact

None 15 5 19 996
Less than $500 14 4 17 526
From $500 to $1,000 28 9 34 188
More than $1,000 35 11 41 150

Health Impact
None 15 5 19 1,542
Not very serious 18 8 23 169
Somewhat or very serious 34 11 41 169

General Plan Assessment
Number of Separate Problems

1 10 4 13 470
2 to 3 15 5 18 620
4 to 5 17 4 21 357
6+ 29 11 36 432

Dissatisfaction with Plan
Very satisfied 14 4 17 508
Somewhat satisfied 15 6 20 808
Somewhat dissatisfied 17 5 21 244
Very dissatisfied 29 10 35 338

Note: Percentages indicate the proportion of respondents with each type of problematic experience
who filed a grievance (formal voice) or switched health plans (exit) or did both (either formal voice
or exit).

met the criteria for a serious problem, with each row representing a
different criterion for the problem’s severity. For example, 31 percent of
the grievances filed with a health plan pertained to problems that had
increased the enrollees’ out-of-pocket medical spending by more than
$500.

One might have expected exit to provide a more specific measure
of serious problems, since switching plans requires that enrollees learn
how to use a whole new health plan, a burden that would not be taken
lightly. Yet we found that exit and voice were about equally specific
to more severe problems and thus equally (un)reliable signals of serious
problems with the plan. The percentage of formal grievances or exit
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TABLE 5
Percentage of Consumer Responses Resulting from Serious

Problems: Market Signals

Responses Resulting from
Serious Problem

Measures of Seriousness Formal Voice (%) Exit (%)

Added out-of-pocket costs of $500+ 31 31
Subsequent decline in health 26 26
Five or more problems in the past year 36 37
Dissatisfied with health plan 38 46

Note: The percentages in this table convey the proportion of all formal voice (grievances) or exit (plan
switching) that met the criterion for more serious problems identified in that row. For example,
(top row of table) only 31 percent of grievances filed with a health plan resulted from problems
that caused >$500 in added costs.

resulting from the problems that we identified as severe ranged from 26
to 46 percent, depending on the definition of severity. For neither form
of consumer response did we find that severe problems were the most
common circumstance leading to exit or voice.

The Potential for More Fully Empowering
Responsive Consumers

To determine how interventions to empower consumers might enhance
consumers’ responsiveness, we recalculated our measures of consumer
protection and market signaling for our functionally (tables 6 and 7)
and psychologically (tables 8 and 9) empowered subgroups of consumers.
We then compared consumer behaviors for empowered and less empow-
ered respondents, controlling statistically (in tables 6 and 8) for other
attributes that might affect their propensity toward exit or voice.

Functionally Empowered Patients and Consumer Response. Consumers
who regarded themselves as being informed, autonomous decision mak-
ers and having options with respect to their health plan were generally
more likely to voice their concerns to their current plan, compared with
the less empowered but otherwise comparable enrollees; this difference
was not always statistically significant (table 6). But voice was not com-
mon even among the most empowered consumers. In the functionally
empowered group, generally less than 40 percent of enrollees complained
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TABLE 6
Functional Empowerment and Consumer Protection

Probability That Consumer Voices or Exits

Empowered Sample
Less Empowered

Sample

Formal Formal
Characteristics of Problems Voice (%) Exit (%) Voice (%) Exit (%)

Specific Problem Assessment
Cost Impact

None 19∗ 3∗ 14 5
Less than $500 18 5 13 4
From $500 to $1,000 40 9 26 6
More than $1,000 40 12 33 10

Health Decline
None 20∗∗ 5 14 5
Not very serious 19 1∗∗∗ 17 8
Somewhat or very serious 41 14 31 7

General Plan Assessment
Number of Separate Problems

1 17∗∗ 6 8 4
2 to 3 13 4 15 5
4 to 5 25∗ 2 15 4
6+ 39∗∗ 9 26 9

Dissatisfaction with Plan
Very satisfied 17 4 13 4
Somewhat satisfied 21∗∗ 6 14 7
Somewhat dissatisfied 19 7 17 5
Very dissatisfied 33 3 27 8

Sample Size n = 432 n = 1,448 n = 1,410

Notes: Difference indicated between empowered and less empowered groups: ∗p < 0.10; ∗∗p <
0.05; ∗∗∗p < 0.01.
Authors’ calculations of predicted probabilities from a linear probability model, holding all other
variables at their mean. Statistically significant differences are calculated for differences in the
predicated probability between the empowered group and the less empowered group (e.g., percent
of formal voicing for those with no cost impact in the empowered group versus percent of formal
voicing for those with no cost impact in the less empowered group). The empowered sample are
those who understand how to deal with health care problems, want to be active decision makers, and
either know how to formal voice (for voicing models) or have and are satisfied with their alternative
plan options (for exit models). Each reported probability is from one of eight separate regressions
that includes interactions between the problem characteristic and empowerment and has been
regression-adjusted to control for marital status; family income; age; sex; race and ethnic group;
region; whether their health insurance was individually purchased, provided through an employer,
or through a government program; self-reported health status; the number of chronic conditions
the respondent reported; the number of HMO plans in the county; social support available for
helping to address problems; the length of time they had been treated by their current physician;
and the length of time they had been enrolled in the health plan in which they experienced the
problem. See appendix for full results.
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TABLE 7
Functional Empowerment and Market Signaling

(Percentage of All Responses That Involve Serious Problems)

Empowered
Sample

Less Empowered
Sample

Formal Exit Formal Exit
Measures of Seriousness Voice (%) (%) Voice (%) (%)

Added out-of-pocket costs $500+ 28 29 30 25
Subsequent decline in health 25 30 33 27
Five or more problems in the past year 28 26 36 37
Dissatisfied with health plan 33 18 38 35

Note: Here we present the percentage of formal voicing and exit associated with more serious
problems, as defined by our four measures of severity and separating out the functionally empowered
consumers from those who are less empowered.

to the plan, even when facing severe problems or being extremely dis-
satisfied. Exit appeared even less responsive to this method of empower-
ment. Functionally empowered enrollees (who reported being informed,
autonomous, and having options to act) were more likely than other
enrollees to switch plans if their health seriously declined owing to a
plan-related problem, but (1) 90 percent of this group still failed to exit
and (2) for all other strata of problem severity, structural empowerment
was associated with no increase in exit at all.

Functionally Empowered Patients and Market Signaling. We might think
that the most empowered consumers would more reliably differentiate
between severe and trivial problems, responding more often and vigor-
ously to the former. However, functional empowerment actually reduced
the fidelity of market signals for six of our eight strata of problem sever-
ity, and in one case (seriousness as measured by plan dissatisfaction),
the fidelity of empowered consumers was only about half that of less
empowered enrollees (table 7). The problem is that this method of em-
powerment increases responsiveness almost as much for trivial problems
as for serious ones. Since there are many more trivial problems, the speci-
ficity of both exit and voice was reduced in the empowered sample and
was markedly lower for half our measures.

Psychologically Empowered Patients and Consumer Response. Recall that
psychologically empowered consumers were confident of their attribu-
tion of blame and designated the health plan as the only blameworthy
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TABLE 8
Psychological Empowerment and Consumer Protection

Probability That Consumer Voices or Exits

Empowered Sample
Less Empowered

Sample

Formal Formal
Characteristics of Problems Voice (%) Exit (%) Voice (%) Exit (%)

Specific Problem Assessment
Cost Impact

None 19∗ 5 13 5
Less than $500 14 9∗∗ 14 3
From $500 to $1,000 31 8 28 6
More than $1,000 40 12 33 10

Health Decline
None 20∗∗ 7 14 5
Not very serious 11 9 19 6
Somewhat or very serious 44 8 31 8

General Plan Assessment
Number of Separate Problems

1 11 6 10 4
2 to 3 20∗∗ 6 13 4
4 to 5 22 6 17 3
6+ 31 11 28 9

Dissatisfaction with Plan
Very satisfied 16 4 13 4
Somewhat satisfied 18 9 14 6
Somewhat dissatisfied 24 5 15 5
Very dissatisfied 29 5 29 8

Sample Size n = 432 n = 1,448

Notes: Difference indicated between empowered and less empowered groups: ∗p < 0.10; ∗∗p <
0.05; ∗∗∗p < 0.01.
Authors’ calculations of predicted probabilities from a linear probability model. Here empowerment
is defined as blaming only the health plan for the problem and being very confident in that blame
attribution. See note in table 6 and appendix for greater information on our model specification.

party (i.e., they considered the plan to be responsible for the problem
and did not consider any other party culpable). As table 8 suggests, these
consumers were more likely to voice their complaints, although these
differences rarely reached statistical significance. Even in the most severe
cases, only about 40 percent of empowered consumers filed complaints
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TABLE 9
Psychological Empowerment and Market Signaling

(Percentage of All Responses That Involve Serious Problems)

Empowered
Sample

Less Empowered
Sample

Formal Exit Formal Exit
Measures of Seriousness Voice (%) (%) Voice (%) (%)

Added out-of-pocket costs $500+ 26 18 30 29
Subsequent decline in health 24 23 33 28
Five or more problems in past year 23 24 38 38
Dissatisfied with health plan 34 12 38 39

Note: Here empowerment is defined as those that blamed only their health plan for their problem
and were highly confident in their attribution of blame. See note in table 7 for greater explanation
and interpretation.

with their health plan, and this form of empowerment seemed to have
no impact on their switching plans.

Psychologically Empowered Patients and Market Signaling. Psycholog-
ical empowerment also holds the same problematic consequences for
market signaling as functional empowerment does. After taking into
account the greater prevalence of minor problems, the empowerment
effects were larger for more trivial concerns (table 9). Indeed, the de-
graded fidelity of market signals was more pronounced with this form
of empowerment, consistently for both exit and voice for each of our
strata of problem severity. These declines are substantial: on average,
the fidelity of consumers’ response in the empowered sample was less
than three-quarters the level of the less empowered sample. In one case
(exit in response to dissatisfaction with health plan), the fidelity in the
empowered sample was less than a third that of the less empowered
sample.

Discussion and Conclusion

Relatively few consumers voice their concerns through formal com-
plaints or exit their health plan in response to even the most severe
problems. Given that the costs of such action might outweigh the lim-
ited benefits of doing so, this does not mean that consumers are making
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poor judgments in this regard. But even if these choices can be ex-
plained at the individual level, they may not have a public benefit in
either reducing the risk of future problems for these individuals (con-
sumer protection) or identifying health plans that are performing poorly
(market signaling).

Many observers have asserted that American medicine can best be
improved by informing and empowering consumers. This claim is most
often made by those in the federal government (Cooper and Vladeck
2000). For example, in a March 2004 speech to the U.S. Chamber of
Commerce, President George W. Bush announced, “I believe that the
best health care policy is one that trusts and empowers consumers and one
that understands the market” (Toner 2004). President Barack Obama,
who professes a quite different approach to health policy, nonetheless
promotes the choice of health plans and physicians as a central aspect of
reform (White House 2009).

Our findings suggest that if one really understands the market, one
learns not to trust empowerment strategies too much. Even if every
American were magically endowed with the skills and awareness of
the most empowered consumers in our sample, consumer responsive-
ness would not rise dramatically, even in response to severe problems.
Greater empowerment also does little to improve responsiveness to more
persistent problems and appears to decrease the specificity of response
by encouraging voice for less consequential problems. These findings
raise serious doubts about relying on consumer empowerment as a prin-
cipal means of improving American health care. To be clear, we are not
suggesting that either empowerment strategies in particular or market-
oriented health policies in general have no useful role. We seek only to
caution against treating these strategies as transformational, as claimed
by some of their advocates, or as reliable as would be needed to have
them serve as the foundation for quality assurance.

More specifically, we do see real potential for responsive medical con-
sumerism in health policy if it is correctly understood and realistically
implemented. From the standpoint of consumer protection, voice ap-
pears to be a somewhat more reliable avenue of consumer response than
exit. Both the empowerment strategies we identified were associated
with a somewhat greater propensity for consumers to file grievances in
response to problems. But even at its best, responsive consumerism with
respect to health plans appears limited.
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The failure to recognize the limitations of policies based on respon-
sive consumerism makes their application a potential concern. Surely a
medical diagnostic test that is capable of identifying less than half of
even the most severe cases of a disease would be seen at best as appropri-
ate only as a supplement to other tests. And clinicians would certainly
think twice about using a diagnostic test that registers “false positives”
more than two-thirds of the time. Yet that is precisely the reliability
and fidelity of exit and voice in response to health plans’ problematic
practices. Unfortunately, no law requires the equivalent of a Food and
Drug Administration review of policy ideas, that is, an assessment of the
realistic impact of the proposed policy change on patients’ well-being.
Policymakers can thus blithely and repeatedly propose initiatives that
have, at best, a checkered track record or prospect of future impact, with-
out worry that these claims will be subject to a public test of efficacy or
safety.

How Much Responsiveness Is Necessary?

Defenders of market reforms in medical care might argue that this assess-
ment is unduly pessimistic. Our results indicate that up to 40 percent
of enrollees with the most serious problems either formally voice or exit
and that about a third of the reported disenrollment or grievances were
in response to relatively serious problems. Although neither response
meets what most would consider an ideal of empowered consumerism,
arguably each represents a significant source of inducement for plans to
change their practices. This is true, but not always in ways that would
actually enhance quality of care for enrollees. If the enrollees with prob-
lems have chronic conditions that predict high costs, it is actually in the
plan’s financial interests to encourage disenrollment, especially if other
prospective enrollees with these chronic conditions are thereby deterred
from ever enrolling in the plan.

Moreover, we must caution that our findings concerning consumer
responsiveness err on the side of being overly optimistic in regard to the
capacity of responsive consumerism to provide either effective consumer
protection or market signaling. We now briefly reconsider the criteria
for each of these paradigms in light of our findings.

Responsive Consumerism as Protection for Individual Consumers. In our
analyses, we considered only those problems that consumers notice and
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blame on their health plan. But consumers may not recognize many of
the problems associated with medical care or incorrectly believe them
not to be caused by the plan (Goold and Klipp 2002; Rosenthal and
Schlesinger 2002; Schlesinger, Mitchell, and Elbel 2002). If consumers
fail to recognize that a problem exists or do not understand that the
plan is to blame, consumer responsiveness will be even weaker than
we describe. A second factor to consider that is relevant to consumer
protection is the efficacy of exit and voice. Past research suggests that
about two-thirds of enrollees who voice their concerns have the problem
resolved to their satisfaction but that only about 22 percent of those who
switch plans report an equally positive outcome (Schlesinger, Mitchell,
and Elbel 2002).

Considered together, these factors suggest that even the most effective
empowerment strategies offer far less than a fifty-fifty chance of enhanc-
ing the welfare of people who have had a problem with their health plan.
Voicing has the greater promise in this regard. By contrast, the option
of exit borders on worthless at safeguarding individual consumers’ well-
being. Even the most aggrieved enrollees rarely switch plans and, when
they do, may not resolve their problem if their new plan subjects them
to the same constraints on coverage or access as did their previous plan.

To be sure, there may be other ways in which consumers’ responses
trigger actions by other relevant parties and thus indirectly enhance
consumer protection. Aggrieved patients, for example, might voice their
concerns to either employers or clinicians in addition to their health plan.
In earlier work, we noted that these complementary avenues for voice
were used only moderately by consumers with problematic medical
experiences (reported by 16 percent and 28 percent, to employers and
clinicians, respectively). And while voice to physician was associated
with a moderate increase in the probability that consumers’ problems
would be resolved, voice to employers did not seem to help resolve
individual consumers’ complaints at all (Schlesinger, Mitchell, and Elbel
2002).

Responsive Consumerism as a Market Signal. Our findings initially ap-
pear more promising with respect to market signaling. For both exit
and voice, about a third of all consumer responses reflect more seri-
ous or chronic problems with the health plan. Even if only a subset of
aggrieved consumers respond in these ways, as long as this proportion
stays constant across plans, even this partial response becomes a use-
ful way of distinguishing plans’ performance relative to one another.
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Here again, however, a more complete consideration of the implica-
tions of our findings reveals that even when comparing relative per-
formance, disenrollment has serious shortcomings as a signal of plan
performance.

It is safe to assume that enrollees rarely file a formal complaint un-
less they feel somehow aggrieved. By contrast, as we alluded to ear-
lier, studies suggest that less than a quarter of all disenrollment in
employer-based insurance is a consequence of dissatisfaction with the
plan (Cunningham and Kohn 2000). Most disenrollment reflects other
considerations, including employers changing the plans offered to their
workers, plans withdrawing from public programs, people switching
jobs, and Medicaid enrollees losing eligibility as their family income
increases or they are otherwise dropped from the program (Cunningham
and Kohn 2000; Riley, Ingber, and Tudor 1997; Silberman et al. 2002).
Factoring in these other sources of disenrollment significantly reduces
the specificity of exit as a signal of serious problems in health plan
practices.

Methodological Limitations and Directions
for Future Research

Several limitations of this study are important to note. First, the data
are based on respondents’ self-report from a telephone survey with an
approximately 50 percent response rate. Given the proliferation of call
screening, this response rate is reasonably good for a survey of the pub-
lic. Nonetheless, a 50 percent response rate could be a concern if it
systematically underrepresented or overrepresented either the nature of
consumers’ problems with medical care or the forms of their responses
to those problems. For some of consumers’ experiences or practices, we
might worry that asking respondents to recall a full year of events might
lead to underreporting. This does not seem likely for medical care,
however, since problematic experiences appeared highly salient to our
respondents. Indeed, our interviewers reported often having difficulty
getting the respondents off the phone, and the survey’s discontinuation
rates were very low.

Given the various sample restrictions that we used for our analysis
(and the fact that the sample included only those respondents with
some form of insurance), we could not explore with analytic precision
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the relative reliability of responsive consumerism for minority popu-
lations. Previous research, however, does suggest that voice might be
more constrained among disadvantaged groups (limited resources in-
hibit aggressive use of grievance mechanisms, and lesser trust in health
care professionals inhibits engaging them as advocates in the voicing
process) and may also discourage exit (if all plans are presumed to
mistreat less advantaged patients, consumers will see little benefit in
switching). But these implications are speculative; more research needs
to be done on the relationship between social advantage and responsive
consumerism.

Also of note are the implications of using cross-sectional data, as we
do here. With survey data of this type, we cannot objectively confirm the
chronological order in which consumers responded to various parties or
took various actions. It would be useful, in future research, to construct
a more longitudinal portrait of consumer responses or to use qualitative
methods to assess more closely the narrative histories of patients’ respon-
siveness. In addition, future work should examine the role of specific
market characteristics as they relate to consumers’ involvement more
generally. In earlier work, we found that state laws did influence re-
sponse, at least if consumers knew about these regulations. But other
contextual factors may matter as well, other than familiarity with man-
aged care plans (which we controlled for statistically here) (Schlesinger,
Mitchell, and Elbel 2002).

It also is important to recognize that our measures identifying “em-
powered” consumers have limitations, since they were based on self-
reports by survey respondents. It could be argued that there are some
considerable and consequential differences with regard to empowerment,
between consumers who think they are well informed about medical con-
cerns and those who actually are well informed. We attempted to capture
this with our distinction between functional and psychological empow-
erment, but since even the functional measures are self-reported (we
know only whether consumers think that they have access to good in-
formation supporting choice and cannot determine for certain whether
they actually do), we could argue that all our measures are really more
psychological. Of course, since most efforts to “activate” consumers de-
pend on this sort of psychological engagement, it is useful to focus in
this manner (Hibbard, Greene, and Tusler 2008). But it still is pos-
sible that other public policies might facilitate empowerment in ways
that we could not measure here—for instance, by promoting access to
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information about other consumers’ experiences (anecdotal accounts) in
the same locale.

Conversely, it is possible that our comparisons of “empowered” and
“less empowered” consumers actually overstate the potential for empow-
erment initiatives to alter responsive consumerism. Our subgroups of
consumers may well have differed on the basis of other unmeasured char-
acteristics. As an example, consumers who reported being empowered
because they had more complete information about health care may have
acted differently in response to problems, not because they had this in-
formation, but because they had some intrinsic motivation (e.g., a sense
of self-efficacy). This motivation may have caused them both to seek
out information and to respond differently to problematic health care
experiences. These deeper-rooted personality traits are almost certainly
less influenced by policy initiatives, however well designed. This may
render the behavioral differences induced by empowerment initiatives
even smaller than those reported here.

Finally, we note a few ways in which we were not able to estimate
precisely the total amount of exit and/or voice. First, we observed only
the responses to the principal problem. Individuals with more than one
problem might have responded to these other problems, adding to the
total amount of exit and/or voice. And since the focal problem (for which
we had adequate measures of consumer response) was chosen as being
the most consequential of potential problems, it is unlikely that these
additional responses would increase the overall fidelity of the market
signal. Put differently, these additional responses were more likely to
be for less consequential problems, leading to a likely overestimation of
the specificity of consumer response. Second, related specifically to exit,
many individuals switch health plans every year for reasons completely
unrelated to dissatisfaction, such as job changes, marriage, or divorce.
This also dilutes the market signal. Third, and working in the opposite
direction, given the timing of our data collection and the typical time
of open enrollment periods, we could be missing some consumers who
might exit when this period begins. To examine this possibility, we
compared the 6 percent exit figure for our entire analytic sample with
the 10 percent exit figure for those who purchased insurance in the
private market (and did not have an open enrollment period). While this
private market rate is somewhat larger, it does not appear to warrant
any alterations to our overall conclusions, particularly considered in
conjunction with the above two underestimations of the true exit rate.



664 B. Elbel and M. Schlesinger

Policy Implications

The realistic potential for consumer responsiveness, particularly plan
switching, seems far more limited than promised by many advocates
of market-oriented medical care who portray it as the primary bulwark
for quality assurance. Our evidence makes this seem quite unrealistic.
That does not necessarily mean that competition among plans might
not improve medical care through pathways involving plans’ influence
over medical practice that are not mediated by consumers’ assessments
(e.g., clinicians seeking to avoid public embarrassment about poor per-
formance). But there certainly are many dimensions of medical care and
plan performance for which assessments by individual patients and/or
plan enrollees are crucial to assessing that performance (Mobley et al.
2007).

Nor do the shortcomings identified in our analyses imply that we
should abandon empowerment strategies. In our assessment, the ap-
propriate policy responses need to be more nuanced and will differ in
important ways for the goals of market signaling and consumer protec-
tion. They may also differ as the focus of empowerment strategies shifts
from choice among health plans to choice among clinicians and clinician
groups, as it increasingly has in recent years. Although the context and
salient patient preferences for clinician choice will clearly differ from
those for plan choice, we believe that the analytic distinction between
consumer protection and market signaling remains useful, as does the
notion that policymakers need to realistically assess patients’ capacity to
engage as responsive consumers.

Using exit or voice as a market signaling mechanism is a rather
imprecise measure of health plan performance for those who care the
most about severe or harmful episodes. Because not all enrollees will
be equally willing or able to respond and some consequences (debili-
tating health effects from the problem) could impede exit and voice,
these forms of consumer influence will be seriously constrained. Un-
der these circumstances, policymakers should seek other avenues for
signaling poor performance—for example, through regular surveys of
enrollees’ experiences or by engaging other advocates such as physicians
or employers who can convey consumers’ concerns (Sofaer 2009). We
also could consider a better recording in formal complaint systems of
the type, severity, and consequences of the problem. This is the approach
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advocated in the Medicare Advantage voluntary disenrollment survey
and does show some promise (Mobley et al. 2007).

But if we care at all about protecting the individual consumer, it
is difficult to identify any plausible mechanisms that can serve as an
alternative to consumer-initiated responses. Any imaginable system of
surveying or monitoring enrollee well-being cannot effectively reach ev-
ery consumer without being extremely costly and problematically intru-
sive. So consumer protection will likely continue to depend on enrollees’
taking action in their own defense.

Our findings suggest that voicing has clear advantages over exit in
this regard. It is two to three times more sensitive as a marker for serious
problems, and it appears to have greater potential for improving con-
sumer responsiveness through additional consumer empowerment. As
mentioned earlier, previous research suggests that some state regulatory
policies can enhance the efficacy of voice as long as enrollees know that
those policies are in place (Schlesinger, Mitchell, and Elbel 2002). That
said, the same empowerment that enhances consumer protection will
likely adulterate market signaling even more.

A realistic view of responsive consumer behavior with respect to health
plans requires recognizing its limitations as well as its realistic potential
for improvement. Market-based reforms can never fully substitute for
regulatory oversight or professional norms as a safeguard for vulnerable
patients. These additional forms of protection become more vital if
individual consumer protection is given greater importance as compared
to market signaling. Policymakers need to take a more careful look at
the capabilities of consumers to properly determine how best to meet
their needs.

Endnotes

1. The following may be helpful to some readers:
Diagnostic Term Description

False positive Does not have a problem but responds Specificity
True positive Has a problem and responds Sensitivity
False negative Has a problem but does not respond Sensitivity
True negative Does not have a problem and does not respond Specificity

2. Individuals were asked whether they experienced the following in the last twelve months: (1)
Have you been unable to get medical care that you believed was needed? (2) Did you experience
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serious problems with the quality of your medical care? (3) Were you unable to get to see the
specialist who was best for your condition? (4) Were you unable to get a specific medication that
you needed? (5) Have you been told that your insurance did not cover a particular treatment
or service that you needed? (6) Did you experience long delays in getting an appointment
when you were sick? (7) Did you have a disagreement or misunderstanding about the type of
treatment that you needed? (8) Did you experience delays in getting referrals to specialists? (9)
Have you been asked to pay more for your medical services than you could afford? (10) Did
you have a misunderstanding over which health services were covered by your insurance plan?
(11) Did someone in the health care system treat you in a manner that was insensitive or
disrespectful? (12) Did you have difficulty getting someone to answer your questions about
your medical care? (13) Did you have difficulty getting someone to answer your questions
about your health insurance? (14) Did you have problems with paperwork regarding billing or
payment for services? (15) Did you have a health problem that got unexpectedly worse in a way
that seriously affected your well-being?
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Appendix

The following is the results for all the linear probability models used
to calculate the predicted probabilities for examining empowerment.
These models were run with (4) region-fixed effects. The standard errors
are clustered at the MSA level; n = 1,880. These results were used to
calculate the probability of consumer response for our empowered versus
less empowered groups by keeping all other variables at their means.

The definitions of all the control variables are as follows:

• Married = 1 if subjects are married.
• Income: Household income, 1 = <$20K, 2 = $20 to $30K, 3 =

$30 to $40K, 4 = $40 to $50K, 4.5 = individual did not answer
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and subjects were imputed to be 4.5 (representing $45K), 5 =
$50 to $75K, 6 = $75 to $100K, 7 = $100K+.

• Number of Chronic Conditions = Count of the following chronic
conditions diagnosed in subject: heart disease or stroke not count-
ing high blood pressure, mental illness, cancer, diabetes, serious
breathing disorder, chronic back pain, HIV/AIDS.

• Medicaid Plan = 1 if in a Medicaid health plan.
• Medicare Plan = 1 if in a Medicare health plan.
• Nongroup Plan = 1 if in a nongroup health plan.
• Plan Count = Number of health plans in county of residence in

2002 per area resource file.
• Black = Subject identifies as black (white is the excluded group

for all racial categories).
• Hispanic = Subject identifies as Hispanic.
• Asian = Subject identifies as Asian.
• Other Race = Subject identifies as other (white is the excluded

group).
• Age in Years = Represented as a continuous variable.
• Female = 1 if female.
• Support Index = Measure ranging from 0 to 2, indicating level

of external support available to help understand problem (0 to 1)
and make decision (0 to 1).

• Time with Primary MD: Time in years with primary doctor.
• Time with Main MD in Years (10 = ten or more years).
• Time in Plan = Time enrolled in plan in years.
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