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Abstract

For two decades, various initiatives have encouraged Americans to consider quality when 

choosing clinicians, both to enhance informed choice and to reduce disparities in access to high-

quality providers. The literature portrays these efforts as largely ineffective. But this depiction 

overlooks two factors: the dramatic expansion since 2010 in the availability of patients’ narratives 

about care and the growth of information seeking among consumers. Using surveys fielded in 

2010, 2014, and 2015, we assessed the impact of these changes on consumers’ awareness of 

quality information and sociodemographic differences. Public exposure to any quality information 

doubled between 2010 and 2015, while exposure to patient narratives and experience surveys 

tripled. Reflecting a greater propensity to seek quality metrics, minority consumers remained 

better informed than whites over time, albeit with differences across subgroups in the types of 

information encountered. An education-related gradient in quality awareness also emerged over 

the past decade. Public policy should respond to emerging trends in information exposure, 

establish standards for rigorous elicitation of narratives, and assist consumers’ learning from a 

combination of narratives and quantified metrics on clinician quality.
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For the past two decades, public programs (for example, Medicare’s Compare sites) and 

private initiatives (such as the Robert Wood Johnson Foundation’s Aligning Forces for 

Quality) have encouraged Americans to choose clinicians in quality-informed ways.1,2 

These efforts to promote medical consumerism aspired to help consumers find their 

preferred clinicians3 and to reduce disparities in access to high-quality providers.4 Spurred 

by these initiatives and other factors, sources of comparative quality information on 

individual clinicians have proliferated, appearing on a growing number of commercial, 

nonprofit, and government-sponsored websites.5,6

Despite the increased availability of quality information, the impact on public awareness has 

often been judged disappointing.7,8 Although roughly half to two-thirds of consumers who 

visit quality-reporting websites use the information to select clinicians,2,9,10 relatively few 

Americans appear to find their way to these sites.8 Extant measures of consumer exposure 

show little increase over the past ten years.11 Members of ethnic and racial minority groups 

see more of this information,4,12 but their exposure to quality information also remains 

limited.12,13

Introducing Americans to comparative quality information about clinicians clearly remains a 

work in progress. But conventional assessments may be unduly pessimistic because they 

overlook two potentially important trends. The first involves content: Websites presenting 

quantitative performance metrics on clinicians have been joined by websites that primarily 

present patients’ verbatim comments about their care.14,15 The availability of comments may 

enhance the appeal of quality-reporting websites for some consumers who are confused or 

put off by quantified ratings of clinician quality.2,8 However, because many newly emerging 

web-sites exclusively present patients’ comments,14 some consumers may be exposed to 

anecdotal comments only and miss out on other forms of quality information.16

A second notable trend is the emergence of new information sources. The first generation of 

websites that reported clinician quality were sponsored by either government agencies or 

state-level quality coalitions, neither of which was familiar to or trusted by most Americans.
17 Newly emerging websites, by contrast, are often sponsored by familiar internet “brand 

names” (for example, Yelp and Angie’s List) or local health care systems, both of which are 

seen as trustworthy sources of information by a substantial portion of the public.6,17 The 

growing availability of familiar and trusted sources may encourage more consumers to seek 

out performance information when searching for a new clinician.

To increase understanding of the impact of these emerging trends, it is instructive to delve 

deeper into consumers’ awareness of physician-level quality. How did exposure to physician 

quality information change between 2010 and 2015? To what extent did this change depend 

on how consumers encountered information? Finally, how did this change affect disparities 

in information exposure? In this article we explore these questions using survey data that 

provide a more detailed portrait of the information that Americans observe, and we consider 

implications of these insights for research and contemporary health policy.
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Study Data And Methods

DATA

The data for this article came from three surveys of our own design, fielded in 2010, 2014, 

and 2015. These surveys were components in three studies of consumers’ choice of 

clinicians.18 Different objectives for each study shaped the sampling strategy for each 

survey.

All surveys drew participants from the internet-based Knowledge Panel of over 60,000 

households recruited and maintained by the research firm GfK. This panel is representative 

of the US noninstitutionalized population in terms of demographic characteristics and health 

status, with internet access provided by GfK if not otherwise available.19 Random samples 

of panelists were invited to participate. In 2010 the sample was restricted to panelists ages 

25–64; the latter two surveys were open to all panelists ages 18 and older.

The three surveys were fielded in July–August 2010, July–August 2014, and June 2015. 

Participation rates were, respectively, 49 percent, 65 percent, and 52 percent, yielding 

sample sizes of 849, 787, and 1,456.20 The sociodemographic characteristics and health 

status of respondents were similar to those of the overall American population (online 

appendix A).21 The surveys took an average of ten minutes to complete and had virtually no 

attrition once started. However, because there was differential participation across subgroups 

that tend to have different levels of exposure to quality information,7,8,12,13 the measures of 

information exposure presented below were adjusted by sampling weights.

MEASURES

Three measures characterized Americans’ exposure to quality information. The surveys first 

asked whether the respondent had seen any information comparing the quality among 

different health plans, hospitals, or doctors in the past twelve months (using the same 

wording as surveys previously fielded by the Henry J. Kaiser Family Foundation).22,23 The 

remaining questions inquired about performance information for clinicians alone.

Prior studies typically grouped together all forms of comparative quality under the broad 

rubric of “ratings and reviews.”10,11 Our surveys instead asked about specific types of 

information: ratings from surveys about patients’ experiences with their doctors, ratings 

derived from clinical records or administrative data indicating how well doctors cared for 

particular illnesses or acted to prevent disease, and patients’ written comments about their 

doctors. As public reports expanded their scope, we added to the 2014–15 surveys an 

additional category: ratings of how well doctors prevented medical errors.

Past research on health communications suggests that information acquisition can differ 

substantially based on whether people actively search for information (aka “information 

seeking”) or passively encounter it (aka “information scanning”).24 The 2014 and 2015 

surveys added a question to explore this issue, asking whether respondents actively sought 

out quality information: “In the past 12 months, have you ever visited an internet website to 

learn specifically about the quality of doctors in your area?”
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To assess potential disparities in public awareness, we examined differences in information 

seeking and exposure by educational attainment and race/ethnicity. To make these 

comparisons consistent with those reported in previous studies, some of our analyses 

statistically controlled for other characteristics correlated with education or race/ethnicity, 

including age, sex, income, and health status.7,8,13,25

STATISTICAL ANALYSIS

To assess changes over time in exposure to quality information, we adjusted for the 

restricted age range (ages 25–64) for the 2010 sample. Past studies have found that both 

younger and older adults are less likely to report having encountered quality information on 

health care providers online, the former because they are relatively healthy and less likely to 

have chosen a clinician (particularly specialists), and the latter because they are less likely to 

use the internet to acquire information.13 For comparisons to earlier Kaiser Family 

Foundation surveys, we used data from comparable questions on the 2014 and 2015 surveys, 

which sampled adults ages 18 and older, to reweight the frequencies for 2010 proportional to 

each ten-year age stratum. For comparisons among 2010, 2014, and 2015, we limited the 

sample to respondents ages 25–64.

To parse out factors influencing information seeking and exposure, we estimated a set of 

multivariate logistic regressions. To maximize the stability and precision of these estimates, 

we pooled the 2014 and 2015 survey responses and used all respondents ages eighteen and 

older. Models were estimated for three outcome variables: having seen any information on 

clinician quality, having seen any quantified quality metric, and having seen narrative 

comments. Each regression had two specifications: The first controlled only for 

sociodemographic attributes and health status, while the second also controlled for whether 

respondents were active information seekers. Comparing across the two specifications 

revealed how much sociodemographic differences in each form of quality information 

exposure can be accounted for by differences in information seeking.

Past research suggests that disparities in information seeking reflect a combination of 

people’s concerns, perceptions, and circumstances. Consumers who have less trusting or less 

established relationships with doctors, who have had those relationships disrupted by 

insurance coverage instability,26 or who are in poor health will feel a greater need to assess 

their options.7,8,13 Those inclined to search the internet for information on other products 

may be similarly motivated for choices related to health care.25

These past studies also suggest other individual and household characteristics that promote 

or inhibit information seeking. We needed to control for these factors to accurately assess 

how changes over time might affect key disparities in exposure to information about 

clinician quality. Consequently, our regression models controlled for a set of other 

respondent characteristics: age, sex, racial/ethnic background, educational attainment, 

household income, health status (having chronic or recent serious acute health problems), 

and living in a state with a clinician quality report.
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LIMITATIONS

Our study had several limitations. First, our survey results provide insights into the nature of 

clinician quality information that respondents encountered, as well as how they encountered 

it, but they do not indicate whether or how that information was used. Exposure to 

information does not guarantee that it will be used.8,13,22 However, while awareness of 

information is not a sufficient condition for use, it is a necessary one. Moreover, exposure to 

provider quality information may be valuable in other ways, such as enhancing the public’s 

understanding of variations in health care quality or familiarizing consumers with quality 

metrics that may become useful as their health needs change over time.

Also, because our survey questions did not identify the sources of the quality information to 

which consumers had been exposed, we could not determine whether most consumers 

obtained their information from a single site or multiple sites, nor can we speak to the 

trustworthiness of the information presented on those sites.

Study Results

INCREASING AWARENESS OF PHYSICIAN QUALITY INFORMATION

To measure trends in exposure to physician quality information over time, we present our 

survey findings together with those from comparably worded questions from four Kaiser 

Family Foundation surveys fielded in the period 1996–2008. As shown in exhibit 1, the 

percentage of respondents who saw comparative information on hospital quality grew 

modestly since 1996, from just over 20 percent in the earlier years to not quite 25 percent in 

2010, 2014, and 2015. By contrast, our data point to a significant surge in Americans’ 

awareness of physician-level information. The percentage of respondents who reported 

seeing information on physician quality grew substantially over the past decade, from 12 

percent in 2008 to 26 percent in 2015.

GREATER EXPOSURE TO ALL QUALITY INFORMATION, BUT ESPECIALLY TO PATIENT 
COMMENTS

Our surveys offer a window into the specific types of quality information that people 

encountered in the period 2010–15. To ensure consistent comparisons over time, we limited 

the 2014 and 2015 samples in exhibit 2 to working-age respondents (those ages 25–64). Our 

measure of exposure to any quality information on clinicians also differs from the measure 

in exhibit 1, since in exhibit 2 we count any respondent who reported having seen at least 

one of the specific types of quality information identified in our surveys.

Exposure to all four types of information on physician quality—patient experience, clinical 

quality, patient safety, and patient comments—increased over time. In 2010, 15.1 percent of 

respondents ages 25–64 indicated that they had seen at least one of these types of 

information. That figure had doubled to 30.1 percent by 2015. This is a higher prevalence of 

exposure than reported on the question borrowed from the Kaiser Family Foundation 

surveys (exhibit 1), even after adjustment for age differences in the sample—either because 

more specific questions led to more accurate recall, or because some people who saw only 
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narrative comments did not consider them to be quality information when responding to the 

Kaiser Family Foundation–based question.

Awareness of patient-reported information is clearly growing most rapidly, with exposure to 

patient experience survey results and patient comments roughly tripling from 2010 to 2015. 

Exposure to at least one of the quantified forms of quality information (scores for patient 

experience, clinical quality, or patient safety) doubled from 2010 to 2015. Because exposure 

to patient comments was growing even faster, the relative proportion of consumers who saw 

only comments grew as well, constituting a quarter of those who saw any clinician quality 

information in 2015.

GREATER EXPOSURE TO PHYSICIAN QUALITY INFORMATION AMONG ACTIVE AND 
PASSIVE CONSUMERS

To gain further insights into these trends, we contrasted quality-information exposure 

between active and passive information seekers. Among respondents to the 2014 survey, 

18.4 percent reported themselves to be information seekers (that is, they looked specifically 

for information about clinician quality on the internet), consistent with previous national 

surveys that found that 17 percent of internet users consulted online rankings or reviews of 

doctors or other providers in 2012 (up modestly from the 16 percent reported by the Pew 

Research Center in 2010).27 The share of respondents actively seeking information on 

clinician quality had climbed to 27.1 percent by 2015 (data not shown).

The difference in exposure to physician quality information between active and passive 

information seekers was significant. People who actively looked for quality information on 

the internet were often (though not always) able to find something relevant. In both the 2014 

and 2015 surveys, roughly 85 percent of information seekers found at least one type of 

information on physician quality (appendix B).21

Naturally, people who were not intentionally seeking this information reported lower levels 

of exposure. But even though the prevalence of exposure in this group was low, it was not 

trivial. And that share increased from 4.5 percent of respondents in 2014 to 7.9 percent in 

2015.

Thus, the increase in exposure to physician quality information between 2010 and 2015 can 

be attributed to three factors: the high rate of exposure among information seekers, a modest 

growth in the number of information seekers, and the increase in passive exposure among 

Americans not seeking quality metrics. We can calculate their proportional importance, 

based on our prevalence measures and comparisons to the Pew data on information seeking 

in 2010.

In 2015, out of 1,000 consumers, 184 were information seekers. Eighty-five percent of this 

subgroup (156 of the 1,000) found that information. Of the 816 who were not seeking 

information, 8 percent (64 people) were exposed to the information anyway. This means that 

out of the 220 Americans per 1,000 who encountered clinician quality information, 30 

percent did so through passive exposure.
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Although we can compare the exposure induced by information seeking across only two 

years (2014 versus 2015), our data also suggest that both active and passive consumers are 

increasingly exposed to patient comments—and a nontrivial proportion to only comments. 

Among information seekers, the percentage of respondents ages 25–64 who saw only 

comments increased in that one-year period from 13.9 percent to 22.6 percent. Among 

passive consumers, there was a modest increase in respondents who reported seeing only 

comments (from 0.7 percent to 1.7 percent) (appendix B).21

GREATER INFORMATION SEEKING AMONG MEMBERS OF RACIAL AND ETHNIC 
MINORITY GROUPS

Uneven exposure to quality information may be a consequence of sociodemographic 

variation in information seeking. Our regression analysis revealed that active information 

seeking was more common in respondents who were younger, were female, and had chronic 

health problems (appendix C).21 By contrast, income and education gradients were not very 

pronounced. When sociodemographic differences in the sample were controlled for, it 

appeared that the prevalence of active information seeking for physician quality information 

almost doubled from 2014 to 2015.

Perhaps most consequentially for disparities in health-related information, members of racial 

and ethnic minority groups are significantly more likely to seek out clinician quality 

information (odds ratios compared to otherwise comparable white respondents were 1.66 for 

African Americans, 1.38 for Latinos, and 1.57 for those who reported their racial/ethnic 

background to be mixed or other). This last finding is consistent with some past studies that 

found higher levels of awareness of comparative quality information among African 

Americans and Latinos and identified greater information seeking among minority 

respondents as a key reason for this enhanced awareness.13

SHIFTING DISPARITIES IN EXPOSURE TO PHYSICIAN QUALITY INFORMATION

Given differences in information seeking, substantial sociodemographic differences in 

exposure to physician quality information in 2015 are not surprising. But many of the 

differences in exposure emerged quite recently, as physician quality information became 

more widely available. As of 2010 no disparities related to education for any type of quality 

information were evident (exhibit 3). Racial/ethnic differences were uneven and modest in 

magnitude, with African American and other racial/ethnic groups (largely Asian American) 

showing moderately elevated exposure to quality information, while Latinos and mixed-race 

respondents did not.

By 2015 marked changes were evident. Exposure to all forms of quality information became 

significantly related to educational attainment. Previously uneven disparities by race/

ethnicity became consistent and larger, with whites less likely to see clinician quality 

information than any other subgroup. Some subtle differences also emerged in the types of 

information seen by each subgroup. Between 2010 and 2015 the white–African American 

differential for quantified quality metrics more than doubled, from 4.4 percentage points to 

10.8 percentage points (exhibit 3), whereas the white–African American differential for 

comments declined slightly. By contrast, the primary differences between whites and either 
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Latinos or other racial/ethnic groups were far larger for comments than for quantified 

metrics. For multiracial respondents, differences with whites grew for both forms of quality 

information.

The regression models that controlled for associations with other respondent characteristics 

provided additional insights into the nature of these differences (exhibit 4). When other 

sociodemographic characteristics were controlled for, education became consequential only 

for college graduates, who had higher exposure to all forms of clinician quality information 

than did people with a high school education or less. Racial/ethnic differences were 

pronounced for all subgroups, though they were largest for African Americans related to 

quantifiable metrics and largest for Latinos related to narrative comments.

How much of this is due to differences in the propensity to search for quality data? In 

models that incorporated a measure of active information seeking, the greater exposure to 

quality information among the college educated remained unaltered. But the African 

American–white differential for patient comments, the Latino-white differential for 

quantifiable metrics, and the mixed or other race differential for all forms of quality 

information largely vanished after information seeking was controlled for. Some differences 

persisted, however—most strikingly, the propensity of Latinos to have been exposed to 

comments.

The regressions also allowed us to identify the relationship between other respondent 

characteristics and exposure to clinician quality information (exhibit 4). Adults younger than 

age thirty-five were more likely than older adults to see any physician quality information 

and especially more likely to see patient comments. Information exposure was also higher 

for women than for men. In both cases, differences in the propensity to actively search for 

information accounted for the relationships involving quantifiable metrics, but even after 

active searching was controlled for, sex and age differences persisted in exposure to 

comments.

Respondents from higher-income households were also significantly more likely to report all 

forms of information exposure, after educational attainment was controlled for. Because 

income was not related to information seeking, this income gradient persisted even after the 

propensity to search was controlled for. A final predictive factor was the presence of a 

chronic condition or the experience of a serious or life-threatening medical need in the 

previous year. Having a chronic condition increased awareness of both quantified metrics 

and patient comments. For quantified metrics, this relationship is a by-product of more 

active information seeking. But here again, respondents with chronic conditions reported 

greater awareness of patient comments, even when that behavior was controlled for. Having 

had a serious or life-threatening medical need, on the other hand, galvanized attention to 

quantified metrics of quality. However, this remained unaffected by the propensity to search 

for information.
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Discussion

Our findings suggest that Americans have recently become much more aware of information 

that compares clinician quality—a contrast with the pessimistic assessments commonly 

found in the literature. Americans are also somewhat more active in seeking out this 

information and have been exposed to different forms of quality-related information than in 

the past. Most strikingly, more people are viewing patients’ comments about doctors. 

Members of racial/ethnic minority groups continue to see quality information more 

frequently, in part because they tend to seek it.

Our surveys were fielded during a period characterized by increases in both information 

availability and information seeking. It is unclear how long this expansionary period will 

persist, or what longer-term impact might emerge if it does. Past studies estimate that as 

much as 40 percent of the public might consider seeking out a new clinician each year.14,15 

Because 40 percent is a substantially larger portion of the public than our 2015 survey 

identified as seeking quality information, there is considerable potential for continued 

growth in the number of active information seekers.

The extent to which passive exposure could expand among consumers is harder to assess. 

Because much of this exposure likely comes from internet searches that involve other 

consumer services, factors that promote web-based consumerism would likely foster passive 

exposure to health care quality information. This would include generational transitions, as 

older cohorts are replaced by younger people more accustomed to using the internet as 

consumers.25,27

Additional research is required to help interpret some of our findings. First, it would be 

helpful to better understand how consumers make sense of their search results when they 

encounter only some forms of quality information. For example, are those consumers not 

exposed to clinical quality or safety metrics aware that they are missing potentially useful 

information? Past research on hospitals suggests that the valence (the comment’s tone on a 

positive-negative spectrum) of online comments is positively correlated with clinical quality 

metrics.28 But this correlation is not high, and it remains unclear whether the same 

correlations hold for outpatient settings. When consumers encounter only comments from 

patients, are they aware that they could also seek other measures of patient experience with 

clinicians that, in combination with comments, would offer a more representative or 

complete picture of clinical care?

The origins of the racial/ethnic disparities in health information exposure also merit some 

additional study, because they represent a rare case where minority consumers are 

considerably better informed than otherwise comparable non-Latino whites. As noted above, 

several possible explanations exist for this anomaly. Greater distrust in health care may 

motivate minority patients to seek comparative performance information as a form of self-

protection from discriminatory or unreliable providers.12,13 Alternatively, groups with less 

stable insurance coverage may have more frequently disrupted relationships with clinicians 

and therefore more reason to seek out new providers.26
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However, there is little reason to think that distrust or insurance instability grew from 2010 

to 2015. Nonetheless, minority patients became distinctly more exposed to quality 

information on clinicians during that time. What might account for this—or for the greater 

exposure of Latinos to patient comments—warrants further investigation.

Finally, it is striking that, after sociodemographic characteristics were controlled for, 

respondents with chronic health conditions were more exposed to patient comments, even 

after accounting for their greater propensity to search for quality information. This, too, 

merits additional research.

Although there remain unanswered questions about emerging forms of information seeking 

and exposure regarding clinician quality, some policy-relevant observations already seem 

clear. First, as patient comments become a dominant source of information for consumers, 

creating standards for rigorously eliciting patient narratives that are representative and 

complete as well as for thoughtfully integrating narratives into quality-reporting websites 

becomes a high priority for contemporary health policy.16 Second, given the persisting 

propensity for consumers from ethnic and racial minority groups to more actively seek out 

comparative quality information, new policy initiatives could constructively leverage these 

differences to reduce disparities in exposure to other essential health-related information.26

Conclusion

After decades of stagnation, public awareness of information about health care quality is 

undergoing a sea change, albeit one largely overlooked in the health services literature. This 

transformation is driven by newly available forms of quality information, with patient 

comments about physicians at the forefront. It therefore behooves proponents of medical 

consumerism to pay careful attention to the content and impact of patient narratives and 

other innovative quality metrics.15 More troublingly, exposure to clinical quality and safety 

metrics lags behind patient-reported information. And emerging gradients related to 

education portend potentially larger future disparities in information exposure.

Because a larger portion of the public searches for a new clinician each year than selects 

hospitals or health plans, clinician quality data become a lens for educating the public about 

health care quality. This process of learning and extrapolation deserves more attention from 

policy makers as they strive to more effectively harness consumer choice as a tool for 

making the health care system more responsive to patients.
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EXHIBIT 1. 
Percent of US survey respondents ages 18 and older who saw comparative quality 

information on physicians and hospitals, selected years 1996–2015

SOURCE Authors’ analysis of data for 2010–15 from their own surveys and of data for 

1996–2008 from Henry J. Kaiser Family Foundation. 2008 update on consumers’ views of 

patient safety and quality information (see note 22 in text).
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EXHIBIT 2

Percent of survey respondents ages 25–64 exposed in the past 12 months to physician quality information, by 

type of information, selected years 2010–15

Type of information 2010
(n = 847)

2014
(n = 579)

2015
(n = 1,012)

Patient experience surveys 6.8% 13.5% 17.7%

Clinical quality metrics 7.9 6.7 10.4

Patient safety metrics _
a 2.4 4.0

Patient narrative comments 8.7 15.5 23.1

Of the types of information above:

 Saw any quality information 15.1 20.7 30.1

 Saw at least one quantified metric 11.7 17.4 22.4

 Saw qualitative comments only 3.4 3.3 7.7

SOURCE Authors’ analysis of data for 2010, 2014, and 2015 from their own surveys.

a
Question about exposure to safety metrics not asked on the 2010 survey.
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