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The steering of health care through patient choice has become an integral part of several health 
systems. In Sweden, the government introduced a legal right for patients to choose their own 
primary care provider in 2010. The reform was built on the principles of a quasi-market, 
meaning that public reimbursement follows patients’ choices to stimulate both public and private 
providers to compete for patients. Through this the government hoped to achieve higher quality 
and efficiency of services as large groups of patients were assumed to seek care from the best 
performing providers. An important precondition of a functioning quasi-market such as the 
patient choice is that patients make informed choices. By this is implied that they consider 
the service quality of different providers by actively seeking and using relevant and reliable 
information. Otherwise, the mechanism behind patient choice might be lost as providers will 
not be exposed of the risk of being outcompeted due to inferior quality. The specific aim of 
this thesis was to investigate how patients engage with the assumptions of the informed choice 
of a primary care provider and the conditions that influence them in this regard. This aim was 
achieved by conducting four empirical studies. The main findings of the studies demonstrated 
that not even patients in active choice situations, as they had switched or considered switching 
primary care provider, searched for information which could underpin a judgment of the quality 
of different providers. Findings indicated that patients’ overall lack of engagement in making 
informed choices was the result of how they experienced the conditions of choice, such as a 
lack of promoted differences in the range and quality of services and a general trust in that they 
would receive health care of equal quality regardless of choice. Patients also actively resisted the 
very premises of an informed choice by arguing that the convenience of being geographically 
close to services was more important than opting for the clinically best provider, or that access 
to primary care services of high quality should not be dependent on making an informed choice. 
The results implicate that patients’ choices have poor prospects of function as drivers of quality, 
and that public authorities must continue to safeguard quality to ensure that all patients receive 
an acceptable standard of primary care services. 
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Introduction 

The opportunity to choose one’s own health care provider has become an 

important feature of health care systems in several developed countries 

(Aggarwal et al., 2016; Vrangbaek et al., 2012). The micro-economic 

assumption behind patient choice reforms is that patients will make an 

informed choice of provider, that is, to seek and use information about the 

service quality of different providers as a basis for their choice. Providers 

should then be incentivized to improve quality and responsiveness in order not 

to lose money from not being chosen. Poorly performing providers are 

expected to be outcompeted from the market (Le Grand, 2009; Victoor et al., 

Delnoij, 2012). This shift to a market-based steering of health care services 

has been particularly evident in Sweden (Andersson, Eriksson, & Müllern, 

2021). For over a decade, Swedish patients have a legal right to freely choose 

their primary care provider (Patient Act, 2014:821) The right to choose is 

organized according to the principles of a quasi-market where publicly funded 

reimbursement follows with patients’ choices.  Private providers are, 

alongside public providers, allowed to freely establish their businesses as long 

as they meet certain criteria set up by the regional health authorities (Act on 

System of Choice, 2008:962, Health and Medical Services Act, 2017:30).  

A central motive for introducing a market-oriented steering model in the 

predominantly publicly organized Swedish health care system was an 

ideological belief in that patients should be able to decide on their own whom 

would provide for their health care services. During a debate in the Swedish 

Parliament the minister of Health and Social Affairs initiated his speech for 

the reform as the following:  

(…) For a long time in Sweden there has been too much faith in central planning of 

health care – every little detail can and should be decided by politicians. With patient 

choice we transfer power from the meeting rooms of politicians to the kitchen tables 

of the people (…). We send today a clear message. It’s the patient’s daily need and 

preferences which should decide what doctor is to provide care, not her residence 

(Swedish Parliament, 2008, pp. 26).  

Apart from considering the choice of one’s health care provider as a right in 

and of itself, the government also launched the reform as a response to a 

widespread criticism of Swedish health care as not being sufficiently available 

and responsive to patients’ needs. Patients had long waiting times for 
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treatment and it was difficult to obtain a permanent care contact  (Swedish 

Government, 2007; SOU, 2008a). By allowing patients to actively choose 

their own primary care provider, the government hoped that the reform would 

stimulate service quality as large groups of patients were assumed to seek out 

care from those providers offering the best services (Government bill, 

2008/09:74).  

With the legal right to choose a primary care provider also follows another 

role and responsibility for Swedish patients. From being considered as 

recipients of health care services they were now imbued with the role of 

consumers in a health care market, expected to advance the quality of services 

(Fredriksson, 2013; Pierre, 2009). Scholars suggest this role entails at least 

three responsibilities. First, patients need to articulate their preferences 

concerning the services of different providers by actively choosing a provider 

(Le Grand, 2007). As money follows patients’ choices this also implies that 

they have the economic power to allocate resources to providers (Fredriksson, 

2013). Second, patients assume at least some of the responsibility of assessing 

the quality of services prior to choosing by means of making an informed 

choice (Glenngård, 2016; Smith et al., 2012). According to the literature this 

entails considering the quality of services of different providers by actively 

seeking and using relevant and reliable information (Dixon et al., 2010; Jepson 

et al., 2005; Victoor et al., 2012). Relevant information, in this regard, entails 

seeking for a broad spectrum of information types and from multiple sources, 

which may encompass different quality dimensions of health care, such as 

staff competence and patient satisfaction. Reliable information refers to 

seeking information provided from trustworthy sources and information based 

on reliable data collection methods (Guo, 2011; Moberg, Blomqvist, & 

Winblad, 2016; Spetzler, 2016). 

Third, patients assume the responsibility of holding providers accountable 

for the services they deliver by actively deciding whether to remain with their 

current provider or to choose another provider if being dissatisfied with the 

quality of services being offered (Bendz, 2015; Glenngård, 2013).  

At the center of this thesis is the question of patients’ engagement in 

making an informed choice. If patients are not sufficiently informed about the 

quality of services, the very mechanism behind patient choice may be moot, 

as providers are not exposed to the risks of not being chosen due to inferior 

quality. At worst, providers may take advantage of patients’ uninformed 

choices by reducing expenses and thus increase operating margins at the 

expense of quality (Le Grand, 2007; Le Grand & Bartlett, 1993). An 

uninformed choice of provider may also result in that patients miss out on the 

potential benefits with actively choosing a provider or that they receive 

services of unmotivated differences in quality.   

The extent to which patients align themselves with the theoretical premises 

supporting the patient choice reform by assuming the role of informed 

consumers in a market-based primary health care system, remains to be 
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explored. A substantial body of research has demonstrated that individuals 

face cognitive challenges in seeking and using the amount of information as 

expected by micro-economic theory, and that the complexity of health 

caremakes it difficult to assess the quality of services (Haas-Wilson, 2001; 

Hibbard, Greene, & Daniel, 2010). There is however still limited empirical 

knowledge of the extent to which patients seek such information that can 

underpin an informed choice.  Furthermore, little is known about under which 

conditions patients are willing to engage or not in making an informed choice 

of a primary care provider. Previous studies have also largely taken patients’ 

approval of their role as health-care consumers for granted, ignoring how 

patients themselves understand and reason about the necessity to be informed 

prior to making a choice. With this thesis I thus aim to contribute to the 

literature on patient choice by studying how patients assume their role as 

informed consumers in a market-oriented health care system. As the title of 

the thesis suggests, I investigate whether informed patient choice is merely a 

chimera or reality. 

Aim and research questions  

The specific aim of this thesis is to investigate how patients engage with the 

assumptions of the informed choice of a primary care provider and the 

conditions that influence them in this regard.  

 

This aim was achieved by answering the following research questions: 

 

1. To what extent do patients actively seek for such information that may 

support an informed choice of a primary care provider?  

 

2. What conditions influence patients’ level of engagement in making an 

informed choice of a primary care provider?  

 

3. How do patients themselves explain their engagement or non-

engagement in making an informed choice of a primary care provider?  

These research questions were answered by performing four studies based on 

quantitative and qualitative empirical data from a Swedish primary care 

setting. In the first two studies, a web-based survey was used to investigate 

the amount of information as well as the types and sources of information 

patients turned to prior to their choice of a primary care provider. Furthermore, 

the personal conditions (e.g., self-perceived motivations to switch or consider 

switching primary care provider) under which patients were more likely to 

seek information according to the theoretical assumptions of the informed 

patient choice were investigated. In the third and fourth study, data from 
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interviews with people having experience from seeking care at a primary care 

provider was used to analyse how the structural conditions of patient choice 

(e.g., incentives to register with a provider and offered care services) 

influenced their level of engagement in the informed choice, but also how they 

themselves explained their engagement or lack of engagement in this regard. 

Prior to presenting the principal findings and implication of the studies, a 

background to the origins, premises and theoretical understandings of an 

informed patient choice is provided for. Additionally, the study setting of 

Swedish primary care and the patient choice reform is expounded upon.  
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Background  

Patient choice – a case of New Public Management 
reform  

Patient choice as a mode of steering and organizing health care is considered 

to be part of a global paradigm known as New Public Management (NPM). 

Originating from United Kingdom during the latter half of the 1900s, it has 

spread onwards to mainly the United States, Australia, New Zealand, and then 

further on to Europe and Scandinavia (Lane, 2000). The paradigm of NPM is 

an umbrella term for a broad set of reforms which reorganize steering and 

organization of public sector through the imitation of the private sector (Hood, 

1991). In its origins, NPM rose from a neo-liberal reaction to rising public 

costs as well as a swelling bureaucracy and its concentration of power and 

lack of legitimacy. By borrowing the logic of market from the private sector, 

governments hoped to achieve a more decentralized public sector where 

mandates and decisions were transferred to the lowest possible decision level. 

The removal of decision hierarchies was expected to improve innovativeness 

and result in more efficient production in public sector (Christensen & 

Lægreid, 2016; Hyndman & Liguori, 2016; Karlsson, 2017).  

Some have argued that NPM has reached its peak as an influential role-

model for governments’ policy-instruments, while others argue that it is still 

in place though developing in new forms and in different contexts (Hyndman 

& Lapsley, 2016; Osborne, 2006). This is not surprising since a flora of 

managerial tools and techniques have been associated with NPM over time 

and there is no agreement on which measures that belong within its framework 

(Kjær, 2004). Several categorizations have been used to capture the breadth 

of reforms (see for instance Christensen & Lægreid, 2016; Hood, 1991), but 

for the sake of convenience they can be divided into two main categories 

(Karlsson, 2017): (1) management-based reforms and (2) market-based 

reforms. Management-based reforms are typically organizational solutions to 

encourage economic responsibility and transparency in public sector, for 

instance performance-based reimbursement and an increase of internal 

economic monitoring. Market-based reforms, such as different forms of 

consumer choice models, refer to efforts which partly or entirely contract out 

public services to be run by private providers.  
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Steering through a quasi-market 

Patient choice as a steering instrument belongs to the second category of 

reforms within NPM as outlined above, that is, the steering of public sector 

through market-based reforms. The possibility to choose a provider exists 

across several welfare services, such as health care, education, disability and 

elderly care, and is therefore often referred to in the literature by the more 

general term ‘user choice’. The main objectives of user choice is nevertheless 

to foster better quality, cost-efficiency, and responsiveness to users’ 

expectations of publicly financed services through means of increased 

competition (Le Grand, 2007, 2009) . Although user choice carries several 

traits of a market, it is not a market in the sense intended by micro economic 

theory. User choice is thus often termed a ‘quasi-market’, implying a hybrid 

between a hierarchical bureaucracy and a traditional economic market (Carey 

et al.., 2020; Lewis, 2017). What then distinguishes a quasi-market from a 

conventional market?  First, in a quasi-market the purchaser- and provider role 

is separated. This entails that the state and not the user is responsible for 

purchasing the services in question, either directly from a provider through 

public procurement or indirectly by means of users’ choices.  Second, there is 

a split between the user and the provider as a third-party, usually the state, 

pays for the services being purchased. To ensure users’ equal access to, for 

instance, health care- or educational services regardless of their purchasing 

power, the state reimburses providers either directly to the provider or 

indirectly through a voucher system (Carey et al., 2020; Jordahl, 2019). In the 

voucher model, this means that the public reimbursement follows with users’ 

choices. However, unlike a conventional market where prices are set 

according to supply and demand, users in a quasi-market do not express their 

purchasing power in monetary terms, but with an earmarked budget. 

Accordingly, prices on a quasi-market are fixed, meaning that the providers 

cannot compete based on the price of the services but only with the quality of 

services provided. The mechanism behind user choice in a quasi-market is 

thus that providers will be incentivized to compete for their users by means of 

better quality of services. Those providers who offer services of poorer quality 

will risk not being chosen by their users, and eventually will have to exit the 

market (Le Grand, 2007; Le Grand & Bartlett, 1993). Hence, a quasi-market 

is not a complete privatization of public services as the financing of services 

remains as a responsibility of the state, and the services are free or subsidized 

for the users at the point of purchase (Carey et al., 2020; Jordahl, 2019). 

An efficient quasi-market that achieves its objectives concerning better 

quality, cost-efficiency, and responsiveness, necessitates several 

preconditions. Users must be allowed to choose between different providers. 

These may be both public, for- profit, or non-profit providers. Of importance 

is that new providers can enter the market and grow, and that existing 

providers are able to exit the market. Furthermore, providers must be 
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incentivized to actively compete for their users (Gash et al., 2013; Jordahl, 

2019). Apart from being able to actively choose between different providers, 

users must also be able and motivated to make informed choices (Gash et al., 

2013; Glenngård, 2016). Le Grand (2007) argues that the quality of services 

will only increase if users can judge the quality of services of different 

providers and if providers can react on the choices based on those judgements. 

There is also a problem of information asymmetry, with providers being better 

informed about the quality of services than their users. If users are not aware 

of the level of quality, or rather lack information about the quality, providers 

might exploit this ignorance by continuing to offer services of low quality 

while remaining in the market (Dietrichson, Ellegård, & Kjellsson, 2020; 

Lewis, 2017). A consequence of uninformed user choices is thus that the key 

mechanism behind user choice risks becoming ineffectual.  

Citizens equated with the role of consumers  

The introduction of user choice implies a reconfiguration of the bureaucratic 

steering-model to that of a market-based steering-model of welfare services. 

It also implies a new role for citizens, whether they be patients receiving health 

care services, pupils attending school, or elderly in need of social care. From 

being considered recipients of public services they are increasingly equated 

with the role of consumers in a market and expected to hold providers 

accountable for the quality of services (Nordgren, 2010; Rose, 1999) 

In the traditional organization of public welfare services, such as health 

care or elderly care, services are more closely attached to the notion of 

citizenship. Citizens as part of a collective community have equal and 

individual rights such as the right to vote, freedom of speech, but also to social 

benefits like a minimum living standard, health insurance and education. 

Citizenship is, however, a mutual commitment with the state. Citizens have 

not only rights but also duties. From this perspective citizens should not 

merely behave as self-interested individuals but take responsibility for the 

public as a whole by being carriers of a public ethos and moral principles. 

With respect to democratic societies, it is a matter of showing concern for 

others by taking action through collective forums such as political parties, 

neighborhood groups and communities (Aberbach & Christensen, 2005; 

Clarke, 2007; Simmons, Powell, & Greener, 2009). With respect to welfare 

services it entails what Aberbach and Christensen (2005, pp. 227) express as 

being “encouraged (and trained) to focus on questions beyond ‘Am I 

personally satisfied?’ or ‘Does this policy or service advance my own 

interest?’ in relationship to government”. Citizenship in relation to welfare 

services is thus reflected in a sense of deeper membership. Dissatisfaction (or 

satisfaction) with services is expressed through what Hirschman (1970) 

defined as individual or collective voice. In the individualistic voice 
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mechanism citizens communicate directly with providers of services about 

concerns regarding, for instance, the level of quality or personal treatment. In 

the collective mechanism citizens express their views by voting for or against 

politicians in a system of representative democracy.  Citizenship through 

“voice” is thus something more than merely choosing or opting out of a 

common service. It entails expressing a deeper feeling and opinion which may 

benefit a wider collective community than the sole interests of the individual 

(Simmons et al., 2009).  

In quasi-markets citizens are redefined as consumers. The right to choose 

is a defining feature of the consumer role since choice is a symbol of 

consumers’ opportunity to freely purchase goods and services on a market 

according to one’s own preferences. Obligations to a wider community are set 

aside in favor of the individual’s self-interest and utility-maximization in the 

use of public services (Rose, 1999). In the choice model, voice as a mechanism 

to express views on, for instance, the quality of public services is de-

emphasized and replaced by what Hirschman (1970) denoted as “exit”. 

Through exit citizens vote with their feet and choose other options if not being 

satisfied with the services in question. In the consumer role, citizens’ relation 

to the state thus changes to a focus on the expression of personal satisfaction 

with public services rather than promoting the interest of a wider community. 

While some have described the consumer role as a betrayal of the citizen’s 

mutual commitment to the state, others have seen it as an extension of 

representative democracy; a hybrid of the citizen-consumer role.  From this 

perspective, the consumer-role liberates individuals from the passive 

authoritarian state-client role, where public professionals decide what is best 

for them. Accordingly it is argued that the introduction of choice in relation to 

public services becomes a measure which activates and empowers citizens in 

a kind of joint-partnership with the state (Clarke, 2007; Simmons et al., 2009).  

The shift from citizens to consumers thus infers another demanding role for 

citizens with respect to the state. The literature points to increased 

responsibilities of citizens vis à vis the state in at least three senses. First, in 

contrast to the bureaucratic steering model where citizens’ preferences are 

articulated and aggregated by elected politicians, user choice demands of 

citizens to independently express their preferences concerning provided health 

care services by actively making a choice of a preferred provider. As the 

reimbursement follows with users’ choices, this also entails that citizens are 

placed at the forefront of allocating resources to providers (Fredriksson, 

2013). Second, the steering logic of user choice implies a responsibility for 

evaluating the performance of providers. Steering through user choice requires 

citizens to review the quality of public services by informing themselves of 

the different providers and the quality of the services they provide (Glenngård, 

2016; Smith et al., 2012). This does not relieve the state of its overall 

responsibility to define and follow-up on the requirements which providers 

have to fulfil in order to be eligible as providers of public services (Le Grand, 
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2007; Le Grand & Bartlett, 1993). Yet, in the steering logic of user choice, the 

responsibility of monitoring performance shifts from the state as the sole 

assessor of quality to one of several actors’ responsible for ensuring service 

quality, including the state, citizens, professionals, and providers themselves. 

Consequently, the state’s role turns more to promoting transparency of public 

services, by collecting, analyzing and disseminating information about 

provider quality (Smith et al., 2012). Third, citizens assume the responsibility 

of holding providers accountable for the services they provide. Pierre (2009) 

describes this as a transfer from accountability of procedure to that of 

performance. In the bureaucratic steering model, citizens hold politicians 

accountable for the provision of public services through elections, and 

accountability for the services of providers is thus only indirect. In a user 

choice-system citizens are expected to directly and continuously hold 

providers accountable for the quality of services by either remaining with their 

current provider or switching provider if dissatisfied (Bendz, 2015; 

Glenngård, 2013) . 

What is an informed choice? 

The specific aim of this thesis is to investigate how patients engage with the 

assumptions of the informed choice of a primary care provider and the 

conditions that influence them in this regard. To address this aim and to put 

the separate studies into a broader context it is essential to understand the 

definition and implications of informed choices. In this section, the concept of 

an informed choice is therefore further developed and discussed.  

Definitions of an informed patient choice 

In the earlier chapter it was described that the theoretical assumptions of a 

quasi-market, such as the patient choice reform in Swedish primary care, 

attaches great importance to patients making informed choices of health care 

providers. However, the very essence of an informed choice is not well-

developed. An overall review of the literature suggests that there are several 

definitions (see Table 1).  

Table 1. Definitions of informed choice 
 

Terms Definitions 

Informed choice Users being properly informed about the 
quality of the alternatives (Le Grand, 2007, 
pp. 84) 

 

 
One that is based on relevant knowledge, 
consistent with the decision- maker's values 
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and behaviourally implemented (Marteau, 
Dormandy, & Michie, 2001, pp. 100) 

 

 

A choice based on known quality differences 
between available providers, both with 
regard to ‘objective’ quality criteria such as 
staff competence and ‘subjective’ ones such 
as user satisfaction (Moberg, Blomqvist, & 
Winblad, 2016, pp. 283) 

 

 

That patients use quality as the main factor 
when choosing, and have relevant and 
appropriate information on quality to inform 
their decision (Dixon et al., 2010, pp. 7) 

 

 

The provision of unbiased, up to date 
relevant information on the consequences of 
the choice (s) and the ability of the person to 
make an autonomous choice between more 
than one option (Jepson et al., 2005, pp. 195) 

 

Informed decision One where a reasoned choice is made by a 
reasonable individual using relevant 
information about the advantages and 
disadvantages of all the possible courses of 
action, in accord with the individual’s beliefs 
(Bekker et al.., 1999 in Jepson et al.., 2005) 

 

Active patient choice  Patients invest effort in acquiring 
information and making a conscious decision 
based on that information (Victoor et al., 
2012) 

The identified definitions vary both in terminology and content. First, different 

terms are used to denote the same underlying concept, for instance, ‘informed 

choice’ and ‘active patient choice’. Second, they comprehend different aspects 

including access to information, the quality of the information, and the 

information being used. Jepson et al., (2005) argues that an informed choice 

may have different connotations for different people depending on their role 

and perspectives with respect to the health care system. A health care 

professional might suggest that an informed choice entails choosing the best 

alternative in terms of clinical quality. The patient may feel sufficiently 

informed as a result of being satisfied or less anxious with the choice being 

made. According to the theoretical assumptions, an informed patient choice 

must however inevitably comprehend the seeking and use of such information 

that can support the evaluation of the quality of the different alternatives at 

hand. This implies that choices with the potential to stimulate quality should 

entail a fact-based assessment of the quality of services provided. To be able 

to use information about the quality of services, patients need access to such 

information and must actively seek it in the first place. While information 
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availability is a necessary precondition for an informed choice of primary care 

provider, it is not sufficient for the process of informed choice to take place. 

Therefore, in the further writings of this thesis an informed choice is defined 

as and restricted to a choice where patients consider the quality of services of 

different providers by actively seeking and using relevant and reliable 

information.  

Defining and assessing health care quality 

As stated above, the definition of an informed choice implies that patients 

consider the quality of services when choosing health care provider. This is 

due to the theoretical assumption that patients assess and hold providers 

accountable for the quality of services being offered. A complication with this 

assumption is the difficulties in both describing, measuring and judging the 

level of quality in the context of health care. It is simply not obvious for neither 

patients nor contractors which providers that offer the best services and on 

what premises this should be evaluated.  

Quality means different things for different stakeholders  

One of the challenges in evaluating service quality lies in the lack of a coherent 

view between stakeholders of what constitutes quality in health care. Patients 

may, for instance, stress aspects of care related to communication and personal 

treatment as important, whereas medical professionals may value quality from 

a strict outcome perspective, for instance, surgical operation success rates. 

This is also manifested in the various ways the concept has been defined and 

operationalized over the years. For instance, the Institute of Medicine (1990) 

defines health care quality as “the degree to which health care services for 

individuals and populations increase the likelihood of desired health outcomes 

and are consistent with current professional knowledge.” The World Health 

Organization (2019) defines quality of care as “the extent to which health care 

services provided to individuals and patient populations improve desired 

health outcomes”. In both of these definitions quality is defined from a 

system-perspective, where emphasis is placed on results in terms of health 

care services’ likelihood to improve health outcomes, rather than fulfilling 

expectations of individual patients. In contrast, there are definitions which to 

a larger extent stress the patient perspective on quality. The Dutch 

Standardization Agency (NNI) (1992) defines quality as “the totality of 

features and characteristics of a health care product or services, that bear on 

its ability to satisfy stated or implied needs of the consumers of these products 

or services”, thus emphasizing the need to not only achieving better health 

outcomes but also satisfy the needs of the patient. The Agency for Healthcare 

Research and Quality (AHRQ) (2019) has a similar definition stressing the 

importance of tailoring care in a manner that is best for the patient: “quality is 
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doing the right thing for the right patient, at the right time, in the right way to 

achieve the best possible results”. 

Several approaches to measure quality  

The assumptions of informed choice entail that quality can be measured and 

objectively described in information directed to patients.  Public reporting in 

primary care has been criticized for not capturing the complexity of care 

provided at this level. Unlike specialized health care, primary care cannot 

easily be categorized into different diagnoses or processes. One obstacle is for 

instance that not more than a third of initial medical consultations result in a 

diagnosis compared to the possibilities of specific diagnosis in specialized 

hospital care. Outcomes in primary care are also highly dependent on the 

health status of the population: socioeconomic and lifestyle factors affect the 

success of care, which make it more difficult for health care professionals to 

control the outcome of a treatment. Moreover, for many measures in primary 

care there are not enough patients subscribed to the PHCCs to allow for 

statistically or clinically meaningful comparisons. To this can be added low 

patient compliance, drop-out from treatments and socio economic factors that 

may affect results (Engström, 2013; Young, Roberts, & Holden, 2017). 

Despite shortcomings and difficulties in measuring quality in health care, 

it is still undertaken to a large extent. The most well-known framework to 

assess quality is that of Donabedian (1988, 2003, 2005), also known as the 

quality triade (Nylenna, Bjertnaes, Saunes, & Lindahl, 2015). The framework 

consists of three approaches to measuring health care quality: structure, 

process, and outcome.  Structural aspects measure the quality of the setting in 

which health care services are delivered, for instance, facilities, staff’s 

competencies, economic resources. Processes refers to how the health care 

organization and clinical process function. This may entail measuring 

adherence to guidelines or communication with patients. Outcomes can be 

measured from both a patient- and organizational perspective. From patients’ 

point of view relevant outcomes measures may be survival rates, quality of 

life, or patient satisfaction. Outcome measures from an organizational point 

of view may comprehend for instance number of patients treated or cost-

efficiency measures (Donabedian, 2005; Nylenna et al., 2015). According to 

Donabedian (2003), it is not possible to assess the quality of health care 

services from each approach per se. Rather, he argues that the three 

approaches to measuring quality must be combined to be able to evaluate the 

overall quality of service. 

However, other attempts have also been made to define a coherent 

framework for measuring health care quality. One example is the distinction 

between interpersonal and technical quality, although some scholars argue that 

this is merely another way of describing what Donabedian pointed to as 

processual approach to measuring quality (Campbell et al., 2003). 

Interpersonal quality refers to patients’ personal experience of care such as 
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professionals’ communication, accessibility and timeliness of treatment 

whereas technical quality refers to the clinical procedures and achieving the 

best outcomes possible according to latest evidence and technology (Kenagy, 

Berwick, & Shore, 1999). A second example is the distinction between what 

has been called vertical and horizontal functions of care. According to Heath 

et al., (2009) this distinction in measuring quality is of special importance in 

primary care, which deals with broad and complex care processes including 

both medical treatment and preventive care. Vertical care on the one hand is 

defined as the management of specific diseases and preventive care.  

Horizontal care, on the other hand, is defined as a broader, holistic concept, 

comprehending integrated care chains, personalized care, and measures of 

public health. As such, vertical care has been considered easier to measure 

than its counterpart horizontal care. 

When relevant areas for assessing quality have been established, 

quantitative measures are needed to assess the level of performance in each 

area, so called quality- or clinical indicators or often referred to as clinical 

indicators. These indicators are often expressed as numbers, rates or averages 

and can be used with many purposes and by different stakeholders. For 

instance, administrators’ purpose with measuring can be quality improvement 

in response to patient complaints, contracting parties’ or regulatory demands. 

Professionals’ measurement can be about improving a specific care process to 

increase the output value of a medical treatment. Literature on the 

development of quality indicators stresses the importance of deciding the 

purpose of a measure as well as balancing competing expectations on quality 

as this decides which indicators to use and combine (Mainz, 2003a; 2003b; 

McGlynn, 1997). 

As described earlier, indicators can measure quality in terms of structure, 

process, and outcome. Additionally, they can be generic measures relevant for 

all diseases or disease-specific measures describing the quality of care related 

to a specific diagnosis. Since medical treatments and techniques change 

rapidly there is often a need for developing new indicators, which in turn 

demands priorities on what types of indicators and in which fields these should 

be developed. These priorities are frequently based on criteria such as the 

importance of a health care problem or the possibility of clinical interventions 

(Mainz, 2003a). 

What should be the gold standard? 

The type of indicator is not enough to decide whether or not it is acceptable 

with respect to the quality aspect being measured. A judgement must also be 

made regarding the acceptable rate of the indicator in relation to the purpose 

for which it is used (Mainz, 2003a; 2003b). Nylenna et al. (2015) argue that 

this judgment can be both relative and subjective.  

First, quality is often judged by prior knowledge or an expectation on the 

standard of a product or service in comparison with others, thus giving it a 
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relative value such as poor, good, or excellent.  Hence, the level of quality can 

be defined by the ratio of outcome (result, experience etc.) and requirements 

(needs or expectations). Since expectations may vary across social, cultural, 

economic or other factors, the level of quality is decided not only by higher 

outcomes but out of variations in expectations. Second, even though 

expectations on a good or service could be much about the same, quality may 

be judged differently by different individuals or organizations. The judgment 

of quality from this perspective is usually related to different opinions on 

whether or not requirements have been met. In the context of health care, 

professionals may for instance judge the quality as high due to providers’ 

clinical performance, whereas patients may judge it as low due to limited 

accessibility and opening hours. In sum, this causes challenges in how to judge 

the level of quality indicators. 

Although judging health care quality is beset by difficulties a common 

procedure to do so is to set standards of quality that reflect an acceptable level 

of a specific outcome rate. Standards can be evidence-based and derived from 

academic literature such as literature synthesis, meta-analyses or randomized 

controlled trials. These are often called explicit criteria for determining 

standards. When gaps exist in the literature, implicit criteria can also be 

developed through consensus among health professionals. An additional 

method for determining quality standards is using benchmarks. With this 

method preliminary data collection is used and providers or populations are 

compared to determine relative quality of care. Preferably, quality standards 

should be based on clinical evidence rather than on expert opinions alone, 

which is why these are often called “gold standards” (Mainz, 2003b; 

McGlynn, 1997).  

The criteria of an informed patient choice 

In the following sections, the chosen definition of an informed choice is 

developed more thoroughly with the intention to outline the criteria which 

must be achieved if patients’ choices are to stimulate quality in the setting of 

primary care. These criteria include: (1) the active search for information, (2) 

the search for relevant and reliable information, and (3) the use of information. 

This thesis is restricted to the investigation of the first two criteria of an 

informed choice. The final use of information is however an integral and 

necessary element to understand the entire implication of an informed patient 

choice, why this is also developed upon in this section. 

As shown above, previous literature lacks a coherent and well-defined 

concept of the very essence of an informed choice of health care provider. 

Therefore, other fields of research are used to elaborate on the underpinnings 

of an informed patient choice. Normative decision theory is particularly useful 

in this regard, since it sets up heuristics on how to make the best choice or 

decision in uncertain situations, such as, choosing between different primary 
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care providers (Peterson, 2009). A concept which derives from the theory of 

normative decision making is that of ‘decision quality’, also denoted as 

‘problem solving performance’ or ‘information processing 

performance’(Spetzler, 2016; Visinescu, Jones, & Sidorova, 2017). Decision 

quality is a function of effectiveness and efficiency in the process of decision-

making and has been described as choosing “the alternative that, based on our 

information and analysis, has the best chance of delivering the value we want 

in the decision situation we have defined” (Spetzler, 2016, pp. 6). Below, 

important elements of the concept of decision quality are used to elaborate on 

the different criteria of an informed choice.   

Active search for information 

The amount of information that patients should seek to reach a decision of 

high quality is related to the framing of the problem in which the decision has 

to be made. According to Visinescu et al. (2017) the more complex a problem, 

the more information and intellectual effort is required to analyse it.  The 

complexity of the problem is further defined by the number, variety and 

interactions of variables involved in the decision. This is especially true in a 

health care setting where services are characterized by high complexity and 

difficulty in judging and evaluating the quality of the care offered (Arrow, 

1963; Haas-Wilson, 2001). From this can be concluded that the first criterion 

of an informed choice entails that patients must actively, and to a significant 

extent, seek information. Following the notion of decision-quality this is 

obtained when a person can advance in the decision process without having to 

seek additional information. Eagly and Chaiken (1993) label it as the 

‘sufficiency threshold’, by which they mean that people will seek for 

information until they have reached a ‘sufficient’ degree of judgemental 

confidence to arrive at a decision.  The sufficiency threshold is moderated by 

the relevance of the topic of the information and people’s information-

processing ability. Whereas personal relevance may motivate a greater effort 

in acquiring and evaluating information, low cognitive ability to process 

information may be a barrier to reach sufficiency (Griffin et al., 2004; 

Trumbo, 2002). Most importantly, failure to reach information sufficiency can 

prevent an individual from making a qualitative decision due to a knowledge 

gap not being filled or incorrectly filled with earlier, that is, outdated 

experiences in relation to the present problem to solve (Browne & Pitts, 2004; 

Guo, 2011). 

Relevant and reliable information 

The informed choice of a primary care provider is not just about actively 

searching for a significant amount of information. To reach a high qualitative 

decision, patients should also seek information of sufficient quality to 

understand the potential outcome of choosing one health care provider over 

others. The quality of the information is determined by both its relevance and 
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reliability. Hence, the second criterion of an informed choice, that is, that the 

information searched for must be both relevant and reliable. 

 

Requirements on relevant information seeking 

Seeking relevant information entails seeking for information that helps the 

individual to identify all possible alternatives and to foresee the consequences 

of choosing one alternative over another (Spetzler, 2016). According to the 

literature this requires information seeking with both breadth and search 

depth. The breadth of information seeking involves seeking for both many 

types of information and information sources (Asp, 1986; Terjesen & Patel, 

2015). Seeking for several information types enables the individual to 

compare and judge similarities and differences between the alternatives and 

to make a rational calculation on what alternative to choose (Asp, 1986). 

Using multiple information sources is necessary to succeed at conflict 

resolution when different types of information or sources demonstrate 

potential conflicts or inconsistencies, and results in a multi-faceted description 

of the pros and cons of different alternatives (Guo, 2011). The depth of 

information seeking is determined by how deeply the individual explores each 

information source. A deeper information search facilitates a judgement of the 

quality of the different arguments in favour of one or the other option. 

Furthermore, it increases trust in that the information is valid and 

trustworthy(Asp, 1986; Guo, 2011).  

Apart from seeking information with both breadth and depth, the types of 

information sought must be of such relevance that they can support the 

evaluation of what outcome to expect from choosing one of the different 

alternatives. With respect to the definition of an informed choice of primary 

care provider this includes seeking information that describes the quality of 

the services provided. As outlined in the earlier section, health care quality 

must be judged and measured on more than one dimension (Nylenna et al., 

2015). Quality can thus be seen as a product of multiple integrated 

components. These include available resources (staff, competence, technical 

equipment -structures), the way health care is performed (waiting-times, 

continuity in the doctor-patient relationship - processes) and results of those 

structures and processes (medical results, patient satisfaction - outcomes) 

(Campbell et al., 2003; Donabedian, 2005). Hence, informed choices that 

drive quality must involve searching for a broad spectrum of information that 

encompasses different health care quality dimensions. 

Requirements on reliable information 

The information patients seek prior to their choice must also be reliable. By 

this is meant accurate, updated, and unbiased information provided by 

trustworthy sources.  Information that is out of date or cherry-picked can give 

a misleading view of available providers and favour or disadvantage certain 
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alternatives based on imprecise grounds (Spetzler, 2016). Information must 

also fulfil criteria of both reliability and validity, meaning that quality 

measures used must be based on reliable data collection methods and 

measures that accurately reflects the quality of care delivered. Furthermore, 

data comparing providers on outcome measures must also fulfil the criteria of 

adjustability, meaning that factors other than quality such as patients’ age or 

socioeconomic characteristics are adjusted for (McGlynn, 1997; The Swedish 

Agency for Public Management, 2007). 

Information use 

Of final importance to reach ‘decision quality’ is to reason about and decide 

what option to choose based on acquired information and individual 

preferences regarding the available alternatives. The last and final criterion of 

an informed choice is, thus, that patients use the information they have 

searched for. According to Hibbard et al. (2003) this is a complex task 

encompassing a correct interpretation of data, identification of relevant factors 

to integrate in the decision, weighing those factors according to individual 

preference and needs, making trade-offs, and finally bringing the factors 

together into a choice. Moreover, the identification of relevant factors to 

integrate in the choice requires that patients have a clear picture of their 

preferences related to health care services and quality (Hibbard et al., 2010).  

Theoretical understandings of information-seeking and 
use 

As demonstrated above, the informed choice is central to the steering logic of 

patient choice. To investigate how patients align themselves to the theoretical 

assumptions of an informed choice of primary care provider, this thesis 

departs from partly different theoretical understandings of information-

seeking and use. The choice of theoretical starting point affects how one may 

understand and explain patients’ engagement in the informed choice. Hence, 

to support the reading of results and implications of this thesis the different 

theoretical pre-understandings are developed upon a bit more thoroughly in 

this section.  

Previous studies, which have aspired to explain patients’ preconditions to 

perform an informed choice of health care provider, have largely suggested 

that patients’ use or non-use of information prior to choice is related to their 

cognitive capacities to process and interpret complex information about the 

clinical quality of providers. Furthermore, they argue that a better content and 

design of the information could support patients in overcoming the barriers to 

using available information (Boyce et. al., 2010; Peters et. al., 2007). This 

research reveals little about what motivates patients to actively seek available 
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information in the first place – the very starting point of an informed choice. 

This thesis therefore takes its first point of departure from insights of the field 

of information- and communication research, which takes a slightly different 

perspective on the rationales behind people’s seeking and use of information. 

Mass communication research has long sought to explain the circumstances 

in which different types of information affect individuals’ behaviour, 

including propaganda and news media, as well as public information 

campaigns and advertising. In its early stage, a common assumption was that 

people were more or less passive receivers of information, meaning that they 

would use the information if it was available or directly transmitted to them. 

There was a strong belief that information, conditioned by certain type of 

content, could have direct effects on individuals’ actions and behaviour. 

Emphasis was  thus placed on the sender of the information and little 

consideration was given to how receivers of information affected its impact or 

level of use (Case & Given, 2016; Dervin et al., 2003). Today, there is a 

general agreement that one has to take the receiver’s perspective into account 

when studying the circumstances in which people pay attention to, process 

and learn from information they encounter (Glynn et al., 2015; Neuman & 

Guggenheim, 2011). The way in which people understand and gather 

information about their reality is nevertheless an ongoing discussion within 

the field and is dependent on which metatheoretical concept being used.  

In the first two studies of this thesis the approach to patients’ information-

seeking departs from the metatheoretical understanding of cognitive 

constructivism. From this perspective people’s knowledge and understanding 

of a situation is mainly a result of an individual process where individuals 

create a reality through their own mental constructions and experiences from 

the external world. The perspective has also been referred to as ‘the 

information man’ – an analogy to the ‘economic man’ of national economics, 

that is, a rational view of information seeking where the individual on her own 

constructs information and independently chooses if whether or not to receive 

the information at hand (Savolainen, 2007; Tabak, 2014; Talja, 1997). 

Information-seeking according to cognitive constructivism is regarded as 

actions performed to ultimately satisfy a ‘need’ with the purpose to fill a ‘gap’ 

in the individual’s cognitive structures (Johannisson & Sundin, 2007; Sanna 

Talja & Nyce, 2015). This ’need’, in turn, evolves from out of a feeling of 

uncertainty in the individual connected to problematic circumstances in her 

personal or professional life. It may involve dissatisfaction, anxiety, or more 

simple ‘question marks’ which arise with respect to different situations 

(Belkin, Oddy, & Brooks, 1982; Kuhlthau, 1993; Taylor, 1962). Thus, in the 

cognitive perspective, there is a strong belief in that the individual has the 

capacity and self-perceived motivation to rationally seek and use information 

to solve a problem or answer a question (Sundin & Johannisson, 2005; Talja, 

1997).  
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Although the cognitive approach acknowledges individuals’ self-

experienced situation as in important predictor of information-seeking, 

opponents argue that the ‘situation’ is still a narrow interpretation of the 

external context which influences on the extent to which people engage in 

information-seeking (Talja & Nyce, 2015). This was also partly confirmed by 

the results of the two first studies, as they showed that patients’ self-perceived 

experience of the choice situation as problematic or uncertain could not fully 

explain the extent to which they searched for information prior to choice. In 

the third and fourth study of this thesis, the metatheoretical understanding of 

the conditions that influence patients’ engagement in the informed choice of 

a primary care provider therefore departs from social constructivism. 

According to social constructivism people gain knowledge about and 

understand their reality with respect to their social context. This implies that 

the explanations of people’s information-seeking and use cannot be studied as 

cognitive functions detached from the outside world, but must be understood 

as something embedded in social and cultural contexts, so called social 

practices (Lipponen, 2010; Pritchard & Woollard, 2010). Hence, the use of 

information is not primarily viewed as a matter of individual actions to resolve 

problems or relieve a feeling of anxiety, but as daily and routinized actions, 

institutionalized through both formal and informal norms in a social context 

(Savolainen, 2007; Sanna Talja & Nyce, 2015). In the third paper of this 

thesis, patients’ motivations, and rationales to actively seek and use 

information prior to their choice of a primary care provider was thus explored 

in relation to their interpretation of the social setting of patient choice, more 

specifically the structural conditions in terms of organization, regulations, and 

norms. 

Reckwitz (2002), however, emphasizes that people as carriers of social 

practices are neither fully autonomous nor totally norm-driven with respect to 

their social environment. Although people’s actions, for instance, 

information-seeking and use, is socially and culturally influenced, people are 

capable of using their way of knowing through conscious reflections about 

themselves and their social environment. This line of thinking is taken to its 

furthest extent in the final study of the thesis, in which the theoretical 

framework draws on the pragmatic sociology of critique (Boltanski & 

Chiapello, 2018; Boltanski & Elliott, 2011; Boltanski & Thévenot, 2006). 

According to the pragmatic sociology of critique people are competent and 

critical individuals who are able to independently justify their standpoints in 

relation to current social conventions, in this case, the market-based steering 

principle of patient choice. This further implies that patients’ engagement in 

the informed choice cannot be taken for granted but must be analyzed by 

exploring how they themselves reason about the necessity to inform 

themselves in line with the expectations of an informed choice.  
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Study setting – Swedish primary care 

To achieve the specific aim of this thesis, namely, to investigate patients’ 

engagement with the informed choice of a primary care provider, Swedish 

primary care was chosen as the study setting. As described in the introduction, 

patients in Sweden have far-reaching rights to choose their own primary care 

provider. As such it provides a favorable setting to empirically investigate the 

extent to which patients seek information in support of an informed choice, 

and how patients themselves understand and reflect upon the conditions of the 

informed choice. Below, the patient choice-reform is described more 

thoroughly, and a general description of the steering and organization of the 

primary health care system before and after the introduction of the reform is 

provided. 

A decentralized health care system  

The overall responsibility for health care services in Sweden lies ultimately 

with the central government and is primarily manifested through the 

government’s legislative power (Fredriksson & Winblad, 2008). The most 

essential national regulation in this regard is the Health and Medical Services 

Act (2017:30) which establishes the governing principles of health care as 

well as the principles of how the health system should be organized and 

financed. The preamble of the law (chap. 3, 1§) states that the goal of health 

care is to achieve a good health and health care on equal premises for the entire 

population. Furthermore, it stresses that care must be given with respect for 

the equal value of all people and that those who have the greatest need for 

health- and medical care must be given priority. To ensure all citizens access 

to health care service according to their needs, coverage of services is 

universal and automatic. Funding is principally assured through system of 

public taxes, with only a small share of the financing deriving from patient-

fees (Glenngård, 2022). Hence, the Swedish health care system is a typical 

case of welfare regime, which rests on the principles of solidarity and 

universalism (Esping-Andersen, 1990).  

However, beyond its’ regulatory responsibility, the central government has 

a relatively withdrawn role with respect to the operational execution of health 

care services. Both secondary- and primary care is organized and mainly 

financed at the local political and administrative level in Sweden – the so-



 31 

called regions (Fredriksson & Winblad, 2008). This is due to the Swedish 

Constitution and the Medical Services Act, which gives regions far reaching 

rights to decide on both how to plan, produce and finance health care. The 21 

regions are in effect constitutionally assigned local self-governance, which 

implies that locally elected politicians have the task of commissioning health 

care services to cover the residentials’ needs (Fredriksson, 2013). The 

Swedish health system is thus highly decentralized relative to other European 

nations. 

Swedish primary care, which constitutes the study setting of this thesis, has 

as its core mission to provide for planned and unplanned health care within 

general medicine, rehabilitation, psychosocial care, health promotion and 

preventive care. The gate-keeping role of primary care in Sweden is however 

weak, as a substantial share of out-patient visits to doctors still take place at 

the hospitals (Anell, 2011). As local regions decide upon the organization of 

primary care services, these may also differ somewhat with respect to the 

scope of services, reimbursement, and the types of services which are 

contracted out (Myndigheten för vård- och omsorgsanalys, 2017). Services 

are typically organized around so-called Primary Health Care Centres 

(PHCCs), which are larger care units managing an average of 8000 patients. 

Solo physician practices exist but are not common. The PHCCs work in 

multidisciplinary teams staffed with competencies including general 

practitioners, nurses, and counsellors. There is about an average of four to five 

general practitioners at each PHCC. The task of the PHCC is to offer care that 

does not require the medical or technical resources at the hospital, for instance 

basic medical examinations and treatment, nursing and preventive care. Some 

also provide prenatal and maternity care (Glenngard, 2020; Isaksson, 

Blomqvist, & Winblad, 2016). As such, the Swedish organization of primary 

care differs from most other OECD (Organisation for Economic Co-operation 

and Development) countries, where private General Practitioners (GPs) 

provide primary care services alone or in small groups and care for those 

patients who visit them or who are registered on their lists (Anell, 2011). 

The patient choice reform 

Now and then the local self-government of Swedish regions has led to 

controversial variations in service types and quality offered to patients 

(Fredriksson, 2012). The possibility to choose one’s own primary care 

provider is one such example. Previously, only a few regions offered their 

residentials the possibility to choose a primary care provider, but in 2010, the 

central government mandated through legislation all regions to establish a 

patient choice system (Anell, 2011). Consequently, regions’ autonomy was 

over-ruled with the argument that patients’ right to choose should not be 

dependent on their place of residence (Government bill, 2008/09:74).   
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This transition entailed a rupture with the traditional organization of 

primary care services in Sweden. As described above, one of the main 

principles in a publicly financed health care system as the Swedish is that 

patients’ access to care should be based on need. To ensure this principle, and 

to ensure that all citizens have equitable access to primary care irrespective of 

location or socioeconomic background, a system of planned PHCC allocation 

was formerly used in Swedish primary care. This system was characterized by 

the regions (earlier named county-councils) deciding upon where to locate 

PHCCs based on geographical accessibility and population statistics regarding 

health care needs. Primary care physicians were predominantly salaried 

employees of the regions, and thus the establishment of primary care facilities 

was mainly the result of public planning rather than decisions by self-

employed doctors. Private providers were formally allowed in the system, but 

their locations had to be authorized by the regions. Most importantly however, 

the system of public planning meant that patients had essentially no choice of 

provider and that they were assigned to the PHCC closest to their residence. 

With the introduction of patient choice, this type of steering radically changed 

and was replaced with the market-based steering logic of the quasi-market 

(Isaksson, Blomqvist & Winblad, 2016; Winblad, Isaksson, & Blomqvist 

2021).   

Although regions, by virtue of their local self-governance, were left to 

determine some of the practicalities of how to implement patients’ right to 

choose a primary care provider, for instance, concerning coverage of services, 

reimbursement levels and rules on how to register with a provider, the patient 

choice reform rests on several nationally regulated principles. These principles 

entail that patients, free of charge, may choose between all privately and 

publicly run primary care providers who are connected to the patient choice 

system and which fulfil basic requirements on economic and quality 

standards. Furthermore, choice is not restricted to patients’ region or 

residence, and patients may choose primary care provider anywhere in the 

country (Patient Act, 2014:821). In contrast to a conventional market where 

providers may freely enter and exit the market, private providers of primary 

care may enter the patient choice system through public procurement and in 

accordance with the Act on System of Choice (2008:962). The Act on System 

of Choice allows regions to independently specify the requirements with 

which providers must comply in order to establish their businesses. However, 

according to the market principle of free establishment, there are no limits to 

the number of providers that can enter the system as long as the specified 

requirements are achieved. Also, providers are entitled to establish their 

businesses anywhere within the geographical boarders of a region.  The 

regions’ former monopoly to deciding where PHCCs should be located has 

thus been abolished, with the implication that health care facilities are not 

necessarily placed in  areas with populations in need of more care but rather 

in areas where patients’ demand for health care is strong (Isaksson et al., 
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2016). The Act further prescribes that no price competition between providers 

is allowed, but that regions are responsible for determining reimbursement 

levels. It is further stated that payment should follow with patients’ choices 

(SOU 2008b; Act on System of Choice, 2008:962). Hence, unlike a 

conventional market where consumers purchase services at their own expense 

at a price determined by supply and demand, patients ‘purchase’ health care 

services with public funding at fixed prices.  

At present, patients may choose and switch primary care provider as many 

times as they wish. There are no fees attached to choosing or switching 

provider, except the user fee paid by patients when seeking care. Registration 

is not mandatory in order to seek health care at a primary care provider. In 

several regions patients are nevertheless automatically registered with the 

primary care provider closest to their registered address if they do not actively 

choose to register with a specific provider. However, patients are still free to 

seek care at other primary care providers than where they are officially 

registered. National regulation does not formally allow providers to introduce 

so-called ‘capacity ceilings’ to limit the number of patients who wish to 

register with their chosen provider, but some regions allow providers to 

temporarily place patients in a waiting queue until there is capacity for new 

patients (1177 Vårdguiden, 2022a; The Health and Medical Services Act, 

2017:30).  Recently, the central government has proposed revisions of the 

rules concerning registration and capacity ceilings. For instance, it is 

suggested that all patients must be registered with a provider, that the right to 

switch provider should be restricted to a maximum of two times a year unless 

there are special reasons, and that providers may apply for a ‘capacity ceiling’ 

(Government bill, 2021/22:72).  

Although some regions and specific providers offer their patients the choice 

to register with a certain doctor, patient choice in Swedish primary care mainly 

covers choice of a PHCC. To support patients in making informed choices of 

a PHCC the Patient Act (2014:821) requires that patients are provided with 

information about the possibility to choose their provider of primary care, and 

furthermore that this information should be tailored to the recipients’ age, 

maturity, experience, language background, and other individual conditions. 

In the Act on System of Choice (2008:962) it is further specified that the 

contracting party, i.e., the region, should provide information about all 

contracted providers and that the information should be relevant, objective, 

comparable, easily understandable, and easily accessible. Reviews of the 

available information about patient choice in primary care, which was 

performed at the outset of the reform, demonstrated that the information was 

underdeveloped, especially concerning information about the quality of 

services (Ranerup, Norén, & Sparud-Lundin, 2012; Winblad & Andersson, 

2011). Patients had good access to basic information relevant to the choice, 

including, for instance, about the right to choose a provider, how to perform 

the choice, as well as providers’ geographical locations and opening hours. 
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Comparable information about the structural-, process-, and outcome quality 

of providers’ services was scarcer and varied depending on region. Publicly 

disclosed and comparable information was only partly available concerning 

the number of staff, waiting times, and rates of patient satisfaction with 

services. Information about the competence of staff, services being offered, 

number of registered patients at the clinic, and medical results were practically 

not existant. Today, information is even scarcer, as most regions have decided 

to remove the web-based decision support tools where patients could compare 

different primary care providers based on different quality indicators.  Patients 

are instead referred to providers’ individually disclosed information on 

webpages (1177 Vårdguiden, 2022b).  
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Presenting the studies: aims, methods and 
results  

Study I: When do people choose to be informed? 
Predictors of information-seeking in the choice of 
primary care provider in Sweden  

The aim of the first study was to identify under what circumstances, that is, 

when and why individuals seek information when choosing primary care 

provider. Previous research has found that although people often report that 

they would search for information prior to their choice of health care provider, 

relatively few patients do so in practice (Rademakers et al., 2014; Victoor et 

al., 2014). A number of explanations have been suggested for this behaviour. 

This study explains information seeking behaviour by turning to mass 

communication theory and specifically theories addressing the forces driving 

information seeking (Case, 2007). Earlier studies of people’s levels of 

information seeking prior to choice, have tended to investigate health literacy- 

and numeracy skills. The theories deployed here however stress individuals’ 

self-perceived motivations and situational context as important predictors of 

when and why they seek information in certain situations. People tend for 

instance to seek out information in situations where they experience a problem 

or uncertainty which they cannot solve or clarify without seeking information 

outside their own construed cognition (Kim & Grunig, 2011; Kuhlthau, 1993). 

We therefore investigated if situational motivations could also explain why 

and when people seek or do not seek information when choosing primary care 

provider.  

Methods  

Data was collected through a web-based survey where respondents were 

randomly drawn from an on-line panel of 100 000 panellists drawn from the 

general Swedish population. The survey questionnaire was distributed until a 

calculated net sample of 3 150 individuals was reached.  

All respondents had to answer socio-demographic questions and an initial 

screening question about whether they recently had switched or considered 

switching primary care provider (switchers and potential switchers 

respectively). Remaining survey questions focused on reasons for choosing or 
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switching primary care provider, the degree of information-seeking, and 

information preferences.  

Descriptive statistics were used to analyse the characteristics of the study 

sample, the extent to which switchers and potential switchers had sought 

information prior to their choice of primary care provider, and their reasons 

for switching or considering switching. Respondents not having switched nor 

having thought about switching primary care provider were excluded from the 

study sample as these did not have an evident need to seek information prior 

to a choice of provider. A multiple logistic regression model was used to 

identify significant predictors of information seeking. The dependent variable 

was operationalized by merging two questions from the survey which asked 

switchers and potential switchers about the extent to which they had searched 

for information prior to switching or considering switching providers. The 

independent variables were derived from respondents’ answers to reasons for 

switching or considering switching primary care provider: ‘moving house’, 

‘primary care provider closed offices,’ ‘a new primary care provider opened’, 

‘dissatisfaction with earlier primary care provider’ and ‘another primary care 

provider seemed better’. These variables were constructed to reflect central 

motivations for information seeking identified in the mass communication 

literature, i.e., the experience of a problematic or uncertain situation related to 

the choice of a primary care provider. Control variables were derived from 

information about respondents’ demographic and socio-economic 

characteristics as well as their self-rated health condition and number of visits 

to provider per year.  

Results 

Study results demonstrated that not even people who had reasons to search for 

information prior to their choice, such as having switched or considered 

switching primary care provider, had done so to any substantial extent. A 

majority indicated that they had sought no information at all, or did so to a 

small extent.  

Although study results found that few people in active choice situations had 

sought information prior to their choice, certain conditions were associated 

with a higher likelihood of seeking information. The regression analysis 

identified significant associations between having switched provider due to ‘a 

new provider opening’, ‘another provider seemed better’, ‘dissatisfaction with 

provider’ and the likelihood of seeking information. Hence, people having 

switched due to any of these reasons were more likely to search for 

information prior to their choice compared with people having switched due 

to ‘moving house’ or ‘provider closed’. Being a potential switcher of primary 

care provider due to dissatisfaction with one’s current provider, a belief that 

another provider could provide superior services, or that another provider 

opened was also positively associated with a higher likelihood of seeking 
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information, although not significantly. Furthermore, significant associations 

with seeking information were found between being a woman, having a higher 

level of education, employed with “other occupation” and living in a town 

with more than 3000 inhabitants. However, stronger effects were found 

between motivations for switching provider and the likelihood of seeking 

information than between sociodemographic characteristics. Thus, an 

implication of the study was the importance of taking individuals self-

perceived motives and situational context into account when studying when 

and why people seek information prior to their choice of health care provider. 

Study II: How do people choose to be informed? A 
survey of the information searched for in the choice of 
primary care provider in Sweden 

In study II the aim was to investigate the types of information and information 

sources people turn to prior to their choice of primary care provider, and if 

more active information seekers were more likely to seek more advanced 

information about providers’ services and quality. The microeconomic 

assumption behind patient choice is that patients make active choices in order 

to stimulate quality competition between providers (Le Grand, 2009; Victoor 

et al., 2012). This implies that patients consider different alternatives of 

providers based on information about their quality. However, earlier literature 

lacks a comprehensive description of the kinds of information people should 

seek and use to be informed. In this study it is argued, on the basis of 

normative decision theory, that informed choices require that patients actively 

search for information of such quality that it may form the basis for judging 

similarities and differences in the quality of services provided (Spetzler, 2016; 

Visinescu et al., 2017). This entails searching for both a breadth of relevant 

information types and from multiple reliable sources – denoted as ‘advanced 

information’ in the study (Asp, 1986; Guo, 2011; Terjesen & Patel, 2015).  

Methods  

To study how people informed themselves prior to their choice of a primary 

care provider and if more active information-seekers also searched for more 

advanced information this study was based on data from the web-based survey 

used in study I. The analysis was performed based on the different groups 

identified in the first study and who were found to seek information to various 

extents depending on their motivations for switching or considering switching 

primary care provider. These groups were: (1) switchers and (2) potential 

switchers due to internal motivations (dissatisfaction with provider, that 

another provider seemed better, or that a new provider opened), and (3) 
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switchers and (4) potential switchers due to external motivations (moving 

house or that provider closed offices). Group (1) was hypothesized as being 

‘most likely’ to seek advanced information prior to the choice as this group of 

respondents was found in study I to be significantly more likely to seek 

information. Thus, they were defined in this study as active information 

seekers. 

Descriptive statistics were used to analyse the characteristics of the study 

sample and the extent to which the total sample and the four groups 

respectively had searched for different information types and used different 

information sources. Kruskal-Wallis and Mann-Whitney U tests were used to 

identify significant differences in the rank sum of information types and 

sources used between the groups. 

Negative Binominal regression and Poisson regression was used to study 

significant associations between the likelihood of seeking a larger number of 

relevant information types and reliable sources respectively and belonging to 

one of the groups. A least-squares Linear regression analysis was used to study 

significant associations between searching for a combination of both relevant 

information types and reliable information sources. Results were controlled 

for by the same background variables used in study I; respondents’ 

demographic and socio-economic characteristics as well as their self-rated 

health condition and number of visits to a provider a year.  

Results  

Results showed that neither switchers nor potential switchers had searched for 

different information types or sources to any larger extent prior to their choice. 

Overall, respondents searched for a median of four information types out of a 

total of 19 different types. Respondents mainly searched for information of a 

basic nature, meaning that they above all sought information about providers’ 

geographical location, how to switch provider, what providers to choose from, 

and opening hours. They paid less attention to information describing different 

quality aspects of primary care providers, such as staff available at the provider, 

accessibility, and medical results. Furthermore, results demonstrated a very 

limited use of information sources as the total group of respondents had used a 

median of only one information source. The most commonly used sources were 

the primary care provider respondents had switched to or considered switching 

to, family and friends, and county councils’ web pages. Furthermore, in contrast 

to the results of study I, it was found that not even the group of respondents most 

likely to seek information prior to their choice, those who had switched provider 

due to dissatisfaction or the belief that other providers were better performing, 

searched for significantly more information types or used more information 

sources. Significant associations with seeking a combination of both relevant 

information types and reliable sources were, however, found with respect to 
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certain groups of respondents, including those with a higher education level, 

pensioners, and those describing their health as poor.  

Study III: The importance of structural conditions for 
people’s engagement in the informed choice of a 
primary care provider 

Evidence to date, demonstrates that patients do not engage in making an 

informed choice of health care provider (Hoffstedt, Fredriksson, & Winblad, 

2021; Laverty, Dixon, & Millett, 2015; Yang et al., 2018). Earlier studies have 

primarily focused on individuals’ internally constructed cognition as barriers 

or motivators to engage in the choice of a health care provider. For instance, 

it has been argued that people do not consider different alternatives on the 

basis of information about the quality of services because they lack stable 

preferences about what is important to them in the decision-process or because 

they lack literacy- or numeracy skills to interpret the information (Moser et 

al., 2010; Zwijnenberg et al., 2012). However, these studies do not fully 

explain why people do not search for information in the first place. The earlier 

studies of this thesis therefore sought to find answers in individuals’ self-

perceived motivations and argued that people would only engage in the 

informed choice to the extent that they experienced the situation as 

problematic or worrisome, for instance, being dissatisfied with the services of 

the provider (Hoffstedt et al., 2018; Hoffstedt, Fredriksson & Winblad, 2021). 

Yet, results found no significant associations between experiencing a 

cognitively constructed need to choose a provider and the likelihood of 

seeking information that could form the basis of an informed choice. Hence, 

this study sheds light on how the external social environment, shapes people’s 

understanding of informed patient choice. The aim has been to explore how 

understandings of the structural conditions of patient choice influence 

people’s engagement in the informed choice of a primary care provider.   

Methods  

To achieve the aim of the study, people’s experience of choice of a primary 

care provider was contrasted with their choice of providers in other settings. 

This comparison facilitated the identification of the specific structural 

conditions, e.g., organizational and regulatory design of the choice system, 

that affected how inclined people were to engage in informed choice of a 

primary care provider. Data was collected with a qualitative approach based 

on interviews with 18 respondents from a municipality in mid-Sweden. 

Interviews were suitable for the purpose of the study as they allowed people 
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to talk about their experience of different choice situations and how they had 

performed their choice in the different settings. 

Purposeful sampling was applied in order to reach ‘maximum variation’ 

with respect to respondents’ background characteristics (Flyvbjerg, 2006). 

The breadth of respondents facilitated the attainment of data saturation, 

meaning that interviews were performed until no new perspectives on the 

studied phenomena were found (Saunders et al., 2018). Respondents were 

recruited from local non-profit associations, workplaces, and social media 

networks. The inclusion criteria for the study were an age of 18 years or older, 

being registered as living in Sweden, and having experience of seeking care 

at a Primary Health Care Centre.  

Interviews were performed by telephone, video conference, and in one 

case, by a face-to-face interview. Through semi-structured, open-ended 

questions, respondents were asked to talk about their experience of choosing 

a primary care provider and their approach towards performing the choice in 

comparison with other types of choices. All interviews were transcribed 

verbatim and compiled in a text file. Thematic analysis of the interview data, 

inspired by Braun & Clarke (2006), enabled the identification of common 

patterns across different respondents’ approaches to choice situations and how 

their level of engagement in the informed choice was influenced by their 

understanding of the structural conditions for choice. 

Results  

The results demonstrated that respondents’ approaches to the choice of a 

primary care provider distinguished themselves from approaches in other 

choice situations, such as the choice of an educational provider, a nursing 

home, or mobile phone operator. In the choice of a primary care provider, 

most respondents had not invested any significant time in thinking through the 

choice, considered the different alternatives, or actively searched for 

information about the quality of services. In other choice situations, however, 

respondents evidenced a more active approach to the choice by comparing 

several alternatives, and putting effort into informing themselves about the 

options at hand. Analysis of the interviews indicated that there seemed to be 

certain differences in how respondents experienced the structural conditions 

for the different types of choices and that they influenced how they navigated 

through the decision-process. A first identified theme was respondents’ 

experience of the degree of necessity of making a choice of provider. In the 

primary care setting respondents experienced that the primary care providers 

offered them health care services even if they had not actively chosen to 

register with a specific provider. In the choice of a school or nursing home 

meanwhile, respondents described how they had been actively urged by 

authorities to rank and choose several alternatives to assure themselves of 

placement.  
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A second identified theme concerned how respondents experienced the 

degree of promoted differences in services. In the choice of a mobile operator 

or educational provider, respondents experienced evident differences in the 

range of services provided, but also that providers actively promoted those 

differences to their users. In the primary care setting however, respondents 

lacked the impression that providers promoted any differences, neither in the 

range of services nor in the quality of those services.  

A third theme of structural condition was the differences in the degree of 

trust that respondents had in relation to the services of different providers. In 

the choice of a primary care provider, respondents felt they did not have to 

engage in making an informed choice, since they believed they would receive 

health care of equal quality and costs regardless of which provider they chose. 

In other choice settings this feeling of trust was not that evident, which made 

them feel they had to put effort in considering different alternatives and 

seeking more information prior to their choice.  

A fourth theme was the number of personal relations connected with the 

chosen provider. For instance, in the choice of a school, respondents described 

how they had informed themselves of the staff working at the provider, as well 

as the background of other pupils and their parents to assure themselves of a 

good choice for them or their children. This they argued was more important 

in the setting of the school choice than in the choice of a primary care provider 

due the many more relations they would establish with the school than with 

the primary care provider. In the latter case, respondents felt most engaged 

with a specific doctor, which made them less interested in seeking information 

about the primary care provider and its organizational setting per se.  

A fifth and final theme of structural condition which seemed to influence 

the effort respondents put in the choice situations was the degree of continuity 

in their relation to the provider. Results demonstrated that respondents were 

not especially eager about informing themselves of the service quality of 

primary care providers since their visits at the provider were often brief. This 

stood in sharp contrast to the choice of, for instance, a school or nursing home, 

where respondents would spend significantly more time.  

Study IV: Choosing not to choose - patients’ 
justification of a disengaged choice of primary care 
provider  

In the first two studies of this thesis, the extent and circumstances under which 

people searched for information prior to choosing a primary care provider was 

investigated. It was however found that people in active choice situations did 

not search for information to any greater extent, and that the information 

searched for was basic and retrieved from biased sources. Overall, studies to 
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date depict a passive approach to the choice of a health care provider, as 

patients do not align themselves to the underlying theoretical premises of 

patient choice, that is, stimulating quality through means of informed choices 

(de Cruppé & Geraedts, 2017; Yang et al., 2018). Yet, little is known about 

why patients choose not to engage in making an informed choice of provider. 

Most studies have taken patients’ approval of their role as informed consumers 

for granted, and suggested that their remote approach to the use of information 

about the quality of providers’ services is an issue of individual characteristics, 

for instance, cognitive, physical, or socioeconomic limitations to processing 

information (Hibbard et al., 2007; Laverty, Dixon, & Millett, 2013). Few 

studies have turned to patients themselves and explored how they understand 

or accept their role as consumers in a health care market. Hence, the aim of 

study IV was to investigate how patients argue for their choice or non-choice, 

and how they negotiate with the steering logic of patient choice in the setting 

of primary care. This study thus originates in the theory of Pragmatic 

Sociology of critique which assigns people a critical capacity to reflect upon, 

or even resist social structures which they believe cause inconsistencies in 

their lived reality: In this context the introduction of a market-based steering 

of primary health care service (Boltanski & Chiapello, 2018; Boltanski & 

Elliott, 2011).  

Methods 

Central to the theory of Pragmatic Sociology of Critique is people’s ability to 

justify the validity of their critique towards a system or an event which they 

find disrupts the ordinary way of living. This is achieved by providing verbally 

expressed arguments that may support their alternative position with respect 

to social conventions, in this case the expectation for patients to make an 

informed choice of primary care provider. To study the arguments which 

people use to justify their non-engagement in the informed choice, a 

qualitative study design was used based on the interviews with respondents 

conducted in study  III. Although respondents had experience of choosing a 

primary care provider, they were overall found to be passive in their choice as 

they had neither considered other alternatives nor searched for information 

prior to their choice. This made the sample suitable for studying people’s 

rationales to not engage in the informed choice. Inductive thematic analysis 

was applied to identify common themes in how people justified their 

disengagement, where each argument and sub-argument corresponded to a 

theme or subtheme. 

Results  

The thematic analysis of the interviews resulted in four main arguments 

supported by 12 sub-arguments which respondents used to justify their 
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alternative approach to the ‘logic of patient choice’, that is, the requirements 

of making an informed choice of primary care provider. ‘Don’t see any 

reasons to choose’ constituted the first main argument, which was supported 

by six sub-arguments; ‘No need of care’, ‘Satisfaction’, ‘Convenience’, ‘Lack 

the experience’, ‘Trust’, ‘Seeking care elsewhere’. This main argument 

summarized respondents’ belief that real rationales to actively choose a 

primary care provider were lacking, as they were for instance satisfied with 

their current provider or had trust in that they would receive health care of 

equal quality regardless of what choice they made.  The second main argument 

was labelled ‘Can’t choose’ and was based on the sub-arguments ‘Lack 

system-knowledge’ and ‘Lack quality information’. In this case, respondents 

argued that they did not engage in choice as they were not sufficiently 

informed about their right to choose a primary care provider or felt insecure 

about how to perform the choice in practice. Respondents also indicated that 

they lacked the type of information that could support them in differentiating 

providers with better quality from those with inferior quality. ‘Want other 

choices’ constituted the third main argument, which was supported by the sub-

arguments ‘Wider range of alternatives’ and ‘Would rather choose a doctor’. 

This main argument illustrated how respondents refrained from engaging in 

making an informed choice, since they argued there were no real alternatives 

to choose from in terms of different types of services, or because they felt that 

choosing a specific doctor was more important than choosing between 

different Primary Health Care Centres. The final main argument ‘Don’t want 

to choose’ was supported by the sub-themes ‘Tired of choosing’ and ‘It should 

be equal’ and demonstrated how respondents criticized the very premises of 

choice by arguing that it felt tiresome to have to make a choice to receive 

welfare services or that primary care providers should offer equal care 

regardless of the individual’s capacity to choose. The study results suggest 

that patients do not automatically accept the role of consumers in a health care 

market, but that they actively challenge the social expectation of making an 

informed choice of a primary care provider.  
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Discussion  

Principal findings and empirical contributions 

The specific aim of this thesis was to investigate how patients engage with the 

assumptions of the informed choice of a primary care provider and the 

conditions that influence them in this regard. The overall conclusion suggests 

that the informed patient choice is closer to chimera than reality as main results 

demonstrated that not even patients in active choice situations searched for 

relevant and reliable information about the service quality of providers. At 

first it appeared as though a specific group of patients were more likely to 

engage in the informed choice. This group of patients had switched primary 

care provider due to dissatisfaction or the belief that other providers could 

offer services of superior quality. However, further analysis found no 

significant associations between belonging to the most likely group of patients 

to seek information and search for information with the potential to stimulate 

service quality. Significant associations were nevertheless found between 

being retired, having a higher level of education, reporting inferior health 

status, and the search for such information that could promote an informed 

choice.  

The results of this thesis confirm earlier studies which have theoretically 

and empirically demonstrated the limitations of people’s active use of 

information prior to the selection of a health care provider (Victoor et al., 

2012; Wahlstedt & Ekman, 2016). The results also add a more in-depth 

understanding of patients’ information seeking behavior in the setting of 

primary care. Firstly, earlier studies have predominantly studied patients’ 

information seeking- and use in hypothetical choice situations (Peters et al., 

2007; Victoor, Rademakers, et al., 2014) Surveying patients in active choice 

situations enabled a more precise investigation of the primary target groups of 

patient choice, and thus allowed for more convincing results. Secondly, little 

has been known about exactly what types of information and the number of 

information sources people turn to in informing themselves of alternatives. 

The study results hence contribute a more detailed picture of patients’ search 

patterns and how they inform themselves, or rather neglect several 

information types and sources which could support them in choosing the 

clinically best performing providers.  

But how could this lack of engagement in the informed patient choice be 

explained? In line with earlier studies (Rademakers et al., 2014; Victoor et al., 
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2014), the results of this thesis suggest that certain socio-economic 

characteristics of patients matters to both their interest in and capacity to 

inform themselves of the quality of different alternatives of providers. Besides 

these findings, results indicate that patients’ perception of the conditions in 

their social environment influence how they approach the informed choice. 

By comparing patients’ attitudes with regards to the choice of a primary care 

provider with that of other choices, it was found that respondents were much 

more concerned about finding the best provider of, for instance, a school or 

nursing home than a primary care provider. Their approach to the choice of a 

primary care provider seemed to be the result of how they understood the 

presence of different structural conditions for choosing. Compared to other 

types of choices, patients did not seem to understand the choice of a primary 

care provider as equally necessary to perform to assure themselves of getting 

access to health care services. Furthermore, results indicated that patients felt 

less inclined to compare and seek out information about alternatives due to 

trust in the equal quality of care and the impression that providers did not 

actively promote differences in services. The perception of quality differences 

being small or insignificant has also been observed as a potential barrier to 

patient choice in previous studies (Ketelaar et al., 2014; Victoor et al., 2014).  

Moreover, patients seemed to feel less concerned about informing 

themselves with regard to the overall qualities of Primary Health Care Centres 

as they believed the key relationship in primary care was with their doctor. 

Additionally, the low degree of continuity in the relationship with the provider 

reduced their efforts to engage in informing themselves about the choice, in 

the sense that many patients did not spend any significant time at the primary 

care provider and felt that they could always switch if dissatisfied. 

In accordance with earlier studies (de Cruppé & Geraedts, 2017; Yang et 

al., 2018), results also gave proof that people actively challenged the socially 

established expectations on patients to behave as informed consumers in a 

health care market. Instead of choosing a new provider based on information 

about the quality of services, many patients seemed to stay with their primary 

care provider out of convenience or simply because it was the default option. 

Results were in line with a study of Glenngård, Anell & Beckman (2011) who 

found that people, although they had not actively switched provider, regarded 

their choice to remain with their current provider as exercising choice. While 

several patients appeared to sympathize with the right to choose their own 

primary care provider, some argued they did not see the point in making an 

informed choice as they considered for instance geographical proximity of the 

provider to be more important or because they were not in need of primary 

care services.  Hence, the results imply that patients turn partly to other 

rationalities when choosing a primary care provider than opting for the best 

provider in terms of the range of services and clinical performance.  

There were also patients who actively criticized the design of the system 

and argued they lacked the necessary conditions to perform an informed 
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choice, for instance because they were not aware about their right to choose, 

because they felt they had no real alternatives to choose from or, lacked access 

to information about the different alternatives. Some respondents also 

questioned the very premises of an informed patient choice by arguing that 

one should not be obliged to be informed of the quality of different providers 

to receive health care services of a high standard. Accordingly, they explicitly 

opposed the market-based steering of primary care and their role as informed 

consumers in a health care market. Similar findings of ‘choice resistance’ have 

been identified in studies investigating cancer patients’ choice of hospital 

(Aggarwal et. al, 2018; Bergin et. al, 2017). 

The findings contribute a broader understanding of patients’ positions with 

regard to informed choice. Few studies have explicitly queried patients’ own 

perceptions of the choice and how they navigate through a health care system 

which expects them to act in a consumerist manner. Investigating how patients 

themselves reasoned about and explained their choice has enabled a richer 

landscape of explanations to their lack of engagement with informed choice 

than has earlier been uncovered. Above all, results imply that circumstances 

other than patients’ cognitive barriers to seeking and processing information 

matters to why they do not engage in making an informed choice. Not least, 

these include patients’ understandings of the structural conditions of the 

patient choice system and their own personal beliefs concerning the right to 

choose. 

Methodological considerations  

In study I and II a quantitative approach was used to investigate the extent of- 

and premises for patients seeking information as the basis for an informed 

choice of primary care provider. The data collection was performed through a 

web-based survey sent out to an online-panel until a net sample of 3150 

respondents was obtained. This enabled the efficient collection of a substantial 

number of respondents to ensure good statistical power. However, the data 

collection method also has potential disadvantages. Notably, the non-

probability sample prevented an analysis of non-respondents and thus, 

eventual non-response bias. Furthermore, the use of an online panel may have 

negatively influenced the generalizability of the results. First, although panel 

members were recruited from other studies based on random population 

samples it is commonly known that online panels are vulnerable to selection 

bias. This in turn may render successive samples less representative (Dennis, 

2001). An obvious selection bias concerned the limitation of the sample to 

internet users. It has been shown that Internet-users are more likely to be 

younger, and have higher incomes, education, and employment rates. Hence, 

the risk of under- or overrepresentation of the sample with respect to certain 

demographic and socio-economic variables is high (Caetano & Noel, 2018).  
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The sample partly confirmed the problem of known selection biases as it to 

a large extent consisted of respondents who were native-born, full-time 

employees with higher incomes and higher educational levels than in the full 

population. Also, when controlling the representativeness of the web-based 

sample with a complemental postal survey sent out to 620 randomly selected 

respondents, we a found a slight bias towards respondents having switched or 

considered switching primary care provider, that is, those respondents 

hypothesized as being more likely to seek information. Hence, respondents 

collected from the online panel might be considered as more capable of 

seeking information due to either higher cognitive skills, motivations, or 

resources in terms of money and time. Even so, it could be argued that the 

selection of respondents might in fact have strengthened the results of the 

studies. The overall results demonstrated that few respondents searched for 

information that could underpin an active choice of primary care provider. 

This implied that not even this sample of patients biased towards those more 

likely to seek information seemed to align themselves to the underlying logic 

of patient choice, namely to assume the role of informed health care 

consumers.  

Another potential problem with the use of online panels as a data collection 

method is the phenomena referred to as ‘professional respondents’. This 

entails the risk of respondents optimizing their answers by rushing through the 

survey or giving the same answer repeatedly to receive offered incentives or 

gifts (Caetano & Noel, 2018; Matthijsse, de Leeuw, & Hox, 2015). In 

comparing the results of the web-based survey with the postal survey however, 

no significant differences were found in the results, indicating that 

respondents’ answers were of equal quality regardless of the survey 

instrument used.  

Concerning the influence of the time period of the data collection with 

respect to the results, one must consider that the data collection for study I and 

II was performed during year 2013. This was a period which followed close 

after the patient choice legislation in Swedish primary care was passed, which 

may have affected both patients’ knowledge of their right to choose and the 

supply of relevant information. According to the Swedish Agency for Public 

Management, consumers often have inferior insight into the functioning of 

markets that have recently been deregulated. At an early stage, providers often 

also lack incentive to supply consumers with information – especially not in 

markets with few providers (2007). Hence, it cannot be excluded that patients 

indicate higher levels of activity in the informed choice, along with greater 

familiarity with choosing a provider, and potentially better access to more 

options to choose from. Furthermore, it could be argued that respondents were 

not practically able to inform themselves about the quality of services of 

different providers, as the information available at this time was very limited 

in scope and content. This however assumes that patients were motivated to 

seek information in the first place, and the results suggest that not even those 
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groups of patients with favourable conditions to seek and process information 

engaged in the search process at all. 

It is also important to discuss the extent to which the Swedish study setting 

impacts the generalizability of the first two studies. On the one hand, patients’ 

lack of active information seeking prior to choice could be the result of the 

traditional Swedish steering model of primary care services whereby patients 

had no right to choose provider, and hence were not used to informing 

themselves about alternative providers. In other health systems with a longer 

experience of patient choice and other traditions of private service provision, 

results might have indicated higher levels of search activity. On the other 

hand, results of similar studies performed in settings where conditions could 

be more favourable in terms of accessible information and tradition of choice, 

find no evidence of patients being more engaged in informed choice (Victoor 

et al., 2012). This implies that the results of the first two studies may be 

extended to settings outside Sweden. 

Regarding the statistical analysis, a methodological strength was the use of 

multiple regression analysis, which made it possible to determine the relative 

influence of the predictive variables on the dependent variable, that is, the 

likelihood of seeking information prior to the choice of a primary care 

provider. These analyses however did not consider potential interaction effects 

between variables or masked indirect correlations.  

In study III and VI a qualitative approach based on thematic analysis of 

interviews with 18 respondents was used to explore how patients themselves 

understand and approach informed patient choice. The use of interviews as the 

data collection method was a strength as it allowed people to more thoroughly 

reason about their choice of a primary care provider and how it was performed. 

As such, it complemented the quantitative approach used in study I and II in 

offering potential explanations as to why patients in general seem to disengage 

from choice. Furthermore, the use of purposeful sampling resulted in a sample 

of respondents with varying demographic and socio-economic characteristics, 

which facilitated data saturation regarding the studied phenomena (Saunders 

et al., 2018). A potential limitation of the data collection was that interviews 

were almost exclusively performed by video conferencing and telephone. 

Although earlier research has not found significant differences in results 

collected through face-to face or telephone interviews (Novick, 2008; Sturges 

& Hanrahan, 2004), a potential risk with this technique is that important facial 

or bodily expressions may not have been detected which could have 

stimulated further probing and thus more nuanced and detailed answers by the 

respondents. 

There is no general consensus on which criteria to use to achieve rigor in 

qualitative research (Noble & Smith, 2015). Some argue in favour of 

remaining with the terminology generally applied during quantitative conduct 

of research in social sciences, that is, validity, reliability and generalizability 

(Morse, 2015). Others have suggested that these terms are not suitable as 
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qualitative research rests on other philosophical grounds and strives for other 

goals (Sandelowski, 1993). According to Guba & Lincoln (1989) the notion 

of  trustworthiness is a more suitable term when evaluating the rigor of 

qualitative research. To determine trustworthiness four strategies are used: (1) 

credibility, (2) transferability, (3) dependability and (4) confirmability. A 

final, fifth, overall strategy which applies to all the four criteria is reflexivity. 

In the following section I therefore discuss the performance of study III and 

IV in relation to these different strategies.  

Concerning credibility, meaning the use of rigorous techniques and 

methods for the collection and analysis of the data, the questionnaire used was 

both pilot-tested and peer-reviewed by researchers experienced in the field of 

qualitative design. All interviews were recorded and transcribed verbatim by 

me as the main author to be able to cross-check results and interpretations 

against the original data. Moreover, analytical triangulation was applied, 

where I as the main author and one of the co-authors of the studies read 

through the entire material and discussed the interpretation of meaning units 

as well as the labelling of codes and themes.  

Transferability in this context implies the degree of generalizability of the 

results to other study settings or groups of respondents. To increase the 

possibility to transfer the results to other settings, study results were framed 

with substantial descriptions of the Swedish primary care setting and the 

patient choice reform. However, although several results were in line with 

earlier studies, the degree of transferability of the results could be questioned. 

Sweden has a strong tradition of collective welfare underpinned by the 

principles of universalism and need-driven health care services. It is thus not 

certain that respondents’ approaches or arguments for their choice or non-

choice of a primary care provider would be applicable in a health care setting 

based on private insurance solutions and a larger number of private providers. 

Also, the very design of patient choice may differ due to regional variations 

within Sweden, as well as compared to other countries’ designs. This may 

have further added to limitations of transferability.  

The third strategy to reach trustworthiness of findings concerns the degree 

of dependability, by which is meant the extent to which another author may 

follow the decision trail through the study. This was obtained by a transparent 

description of the data collection method as well as the steps taken to analyse 

the transcribed data. Additionally, in study III, an extract of the analysis 

procedure was provided, which demonstrated an example of how the 

transcribed material was condensed into a smaller meaning unit, coded and 

finally thematised by the authors. Fourth, confirmability, that is, other readers’ 

ability to judge the validity of interpretations, was achieved by supporting 

themes and sub-themes with illustrative quotations of respondents.  

Finally, the question of reflexivity is important to discuss with respect to 

the results of study III and IV. A potential risk when conducting interviews is 

that of respondents’ answers being affected by the researcher. When 
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performing the interviews, I acted as a municipal commissioner. Hence, it 

cannot be excluded that certain respondents were aware of this position and 

that they tried to customize their answers according to the values and beliefs I 

carried along with my political assignment. Furthermore, one might argue that 

my pre-understanding of the studied phenomena influenced the way in which 

I posed questions, formulated probes along the interviews and eventually 

interpreted the data. The former limitation of research bias is difficult to avoid 

but may occur as a problem regardless of the researcher’s background. For 

instance, other characteristics of the researcher, such as age, gender, 

professional status could also affect the answers given by the respondents. 

However, in the latter case, objectivity was reinforced through the entire 

research team discussing and interpreting the transcribed material as well as 

the analysis of the results. 

Theoretical implications 

Previous literature which has described the theoretical prerequisites of quasi-

markets such as patient choice stress the importance of patients making an 

informed choice of provider by judging the quality of services and eventually 

choose those providers that offer the best quality. Yet the essence of informed 

choice is not well defined by earlier scholars (Le Grand, 2007; Le Grand & 

Bartlett, 1993). This thesis contributes with a refinement of this definition and 

develops the different criteria of what it means to be informed, that is, to 

consider the quality of services of different providers by actively seeking and 

using relevant and reliable information. It furthermore adds to the 

understanding of the content and comprehension of relevant and reliable 

information that patients should seek to be able to promote quality through 

their choices. With a more pertinent definition of the informed choice in hand, 

the results of this thesis demonstrate that patients did not act in line with the 

theoretical assumptions underpinning patient choice reforms. Few patients 

searched for any information prior to their choice, much less information that 

could help to distinguish providers with superior quality from those with 

poorer quality. Hence, the findings of this thesis problematize one of the core 

theoretical principles underpinning the patient choice reform in Swedish 

primary care, namely that patients will stimulate quality of health care services 

through means of informed choices. It may be argued that these findings were 

hardly surprising in light of the vast body of previous studies which have 

already confirmed humans’ cognitive incapacities to seek and evaluate large 

amounts of information as part of a rational decision-making process (Hibbard 

& Peters, 2003; Simon, 1955). The evidence on bounded rationality suggests 

instead that it would have been fairer to depart with more moderate 

expectations on people’s general capacity to inform themselves prior to 

making choices, and to conclude that patients de facto searched for a 
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reasonable amount of information in determining which provider to choose. 

Yet, the implications of the results in this thesis are that the theoretical 

assumptions of the patient choice reform do not even hold against a ‘softer’ 

interpretation of people’s expected information seeking prior to choice. This 

was demonstrated by results showing that not even groups of patients with a 

rationale to seek information prior to choice searched for the types of 

information and used information sources with the potential to stimulate 

quality to any significant extent. Instead, they seemed to be largely satisfied 

with informing themselves about a few basic aspects of the providers’ 

services, for instance the alternatives to choose from, their geographical 

location, or hours of operation.  

A further theoretical implication of the study results is the importance of 

considering people’s situational context when explaining drivers of 

information seeking. Previous research has mainly focused on barriers in the 

form of individual’s cognitive capacity to actively make a choice of health 

care provider. As a result, it has been argued that the poor interest and use of 

for instance clinical performance data is explained by people’s general 

difficulties in processing complex information and individual differences in 

numeracy and literacy skills (Rademakers et al., 2014; Zwijnenberg et al., 

2012). Accordingly, studies in this field have suggested that improved design 

and tailoring of information would facilitate use, and thus contribute to patient 

choices that could foster competition on quality between providers (Fasolo et 

al., 2010;Hibbard et al., 2010). Yet, by drawing on theories derived from mass 

communication research, the results of this thesis implied that patients’ 

perceptions of the situational context of choosing were important predictors 

of the extent to which they actively searched for information in the first place. 

Patients who had switched provider due to for instance dissatisfaction or the 

impression that other providers could offer superior services were more likely 

to seek information than patients who had switched due to for instance moving 

house. To some extent, the results thus confirmed the research tradition within 

information science which stresses that the answers to people’s information 

seeking behavior must not only be sought from individual search skills- or 

inabilities, but also consider people’s understandings, lived experiences and 

sense-making of the situation at hand (Kim & Grunig, 2011; Kuhlthau, 2004). 

Furthermore, results problematized the established notion that simply 

providing more easily designed information would remedy patients’ general 

lack of information use prior to choice. On the contrary, the results emphasize 

that such strategies will have an effect on people’s information seeking and 

use only if they are motivated to seek information in the first place.  

However, the theoretical understanding of information seeking- and use as 

a primarily individual process of problem solving and decision making did not 

fully explain patients’ reasons to engage or not in making an informed choice 

of primary care provider.  This thesis thus approached informed patient choice 

from a further theoretical angle by examining how patients’ understandings 
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and critique of the social structures of choice shaped the way they chose a 

primary care provider. The theoretical implications to be drawn from the 

studies were that patients’ engagement in the informed choice of a primary 

care provider must also be understood as a result of their interaction with and 

interpretation of their social environment. Results indicated that patients 

seemed to lack several of the structural conditions that may stimulate the need 

and willingness to make an informed choice. As an example, patients did not 

see a point in informing themselves about the different options, as they felt 

providers did not promote any differences in services or quality or because 

they simply trusted they would receive health care of equal quality regardless 

of what choice they made. Findings stress the difficulties in promoting 

informed choice in a social setting where patients lack real motives to engage 

in the choice. Furthermore, in line with the theoretical thinking of Boltanski, 

Chiapello and Elliot (2018; 2011), results gave proof of people’s capacity to 

oppose the very premises of the informed patient choice. Although some 

patients expressed that they valued the right to choose, findings demonstrated 

that patients also turned to rationales other than that of optimizing their choice 

in terms of selecting the clinically best performing provider. This was not least 

illustrated by patients who considered the convenience of being 

geographically close to a primary care provider to be more important than 

receiving the best clinical quality of services. There were also patients who 

were openly skeptical of being forced to inform themselves of the choice to 

ensure themselves of health care services of equal quality. Results imply that 

theoretical scholars arguing in favor of market-based steering models such as 

patient choice have overestimated patients’ approval of their role as 

consumers on a health care market. Rather, results of this thesis imply that 

patients, due to different rationalities and ideological beliefs, sometimes prefer 

other modes of organizing and providing for health care services than the logic 

of market-steering.  

Policy implications 

From a policy perspective, the findings demonstrate the difficulties in 

applying market-based steering logic in a health care system which is 

fundamentally based on the principles of need and access to health care 

services of equal quality. The patient choice reform in Swedish primary care 

assumed that large patient groups would seek out care from those providers 

offering the best quality services. Providers with inferior quality were thus 

expected to be outcompeted. The results of this thesis however indicate that 

the current patient choice system may not fulfill those expectations. Although 

there is evidence that some patients do switch or consider switching providers, 

they do not base those choices on information with the potential to stimulate 

clinical quality in the health care system. Instead, they seem to choose their 
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provider based on basic aspects such as geographical proximity and opening 

hours. Furthermore, they seem to largely rely on information from providers 

themselves or family and acquaintances. Recommendations from others may 

however be an indicator of some aspects of service quality: Abrahamsson et 

al. (2015) found that patients were significantly more likely to recommend a 

Primary Health Care Centre to other patients if they had a positive experience 

of the initial contact with the provider, care continuity, and staff encountered 

were responsive. Yet the interpersonal aspect of quality is only one of many, 

and is often a matter of subjective preference. While personal 

recommendations might give some guidance with regards to the alternatives 

to choose from, it is questionable whether this information source is 

sufficiently reliable or updated to provide more nuanced and generalizable 

information about the overall quality.  

As shown from the studies in this thesis the mere provision of easily 

comparable information from professional sources will hardly stimulate a 

larger number of patients to perform informed choices. Rather, the findings 

imply that patients must also perceive the situational context or structural 

conditions of the choice to be sufficiently favorable to be motivated to actively 

choose a primary care provider based on comparative quality information. The 

comparison with other types of choices, not least the choice of an educational 

provider, indicated that the design of the patient choice system could benefit 

from certain adjustments to stimulate more active choices than what is 

recognized today. One possibility is to stress the importance of making an 

informed choice, for instance by means of a system which make it necessary 

for patients to rank and choose an alternative to be able to access health care 

services at the Primary Health Care Centre. Recent studies which have 

investigated the effects of information interventions in primary care did also 

show positive effects on patients’ willingness to reconsider their choice when 

receiving comparative information and pre-paid choice-forms by mail. The 

targeted comparative information also increased choice of providers with 

higher ratings on patient satisfaction measures, though not on process 

measures such as life style advice, continuity in the patient-doctor 

relationship, and follow-up visits for patients with chronic disease (Anell et 

al., 2022; 2021). Furthermore, patients’ understanding of the lack of real 

alternatives to choose from might call for further incentives to stimulate 

providers to differentiate their services to a larger extent.  

While some patients seemed to value the right to choose their own Primary 

Health Care Centre, they appeared to be even more enthusiastic about 

choosing their own doctor. Today, this possibility is only reserved for 

residents of a few regions in Sweden. Hence, it could be that the promotion of 

the right to choose one’s own doctor could foster greater engagement in choice 

than the right to choose a Primary Health Care Centre.  

A further policy implication is that strategies to try to stimulate informed 

patient choices must be carefully considered and evaluated so as to ensure real 
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effects. The results of the studies demonstrated that some patients disengaged 

from the choice simply because they felt they had no need health care or 

because considered convenience to be more important than finding the optimal 

provider. Further evidence points to people in general putting substantial trust 

in health care providers and the medical profession to ensure that they will 

receive health care of equal quality regardless of what choice they make. 

Additionally, it appeared as though people in general had the opinion that the 

‘wrong’ choice of a primary care provider would not lead to as serious long-

term consequences for their well-being as would the choice of, for instance, 

an education provider for their children. Consequently, compared to choices 

in other markets, it is not evident that people value the ‘pay-off’ of 

engagement in the choice of a primary care provider as higher than the costs 

associated with optimizing the choice.  

The potential inequalities that may rise from a system that relies heavily on 

patients’ informed choices as a stimulator of quality must also not be 

neglected. As results clearly demonstrated, likely groups of patients to inform 

themselves prior to choice were those with a higher educational level and 

pensioners. Accordingly, younger patients and patients with lower levels of 

education may be at a systemic disadvantage by not optimizing their choices 

on the same terms. Hence, another policy implication to be drawn from the 

results is that public authorities must continue to monitor and stimulate an 

overall standard of the primary care service quality to ensure that patients, 

regardless of their demographic or socio-economic characteristics, will 

receive health care services of sufficient quality. A recent study on the types 

of controls which have emerged after the introduction of choice in Swedish 

primary care even suggests that monitoring has to increase to safeguard the 

equity of health care (Glenngård, 2019) 

In conclusion, the design and further existence of the patient choice system 

in Swedish primary care is to a large extent a matter of political values and 

beliefs. Some might argue that patients’ right to freely choose a provider has 

a value in and of itself, and find that a sufficient number of patients engage in 

choice to such an extent that it is worth the costs of maintaining the system or 

even expanding the right to choose. Others might argue that strategies to 

stimulate active patient choices are deemed to be in vain, and promote the 

return to more of a planned health care system, where the regional authorities 

take greater responsibility for organizing and distributing primary care 

services according to the principles of needs and equal geographical 

accessibility.  

Avenues for future research 

The findings in this thesis calls for several interesting future studies.  One 

example of an area in need of further attention is how patients’ socioeconomic 
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characteristics impact information seeking and use as a basis for informed 

choice. Although study results indicated that individuals’ self-perceived 

motivations and understanding of the structural conditions may explain 

patients’ information seeking to some extent, it was confirmed that being 

retired, well-educated and reporting one’s health as inferior had the strongest 

effects on patients’ likelihood to seek information prior to choice. However, 

it remains unknown what types of information and sources these groups of 

patients turn to, and if their search behavior could have the potential to 

stimulate quality according to the expectations of the patient choice reform. 

Furthermore, there is little knowledge about the mechanisms behind these 

socio-economic features that result in greater engagement in the choice. It is 

for instance unknown whether people with a higher educational level are more 

likely to seek information because of their cognitive capacities or if other 

factors, such as social expectations on being informed or different pre-

understandings about quality differences may be responsible for their more 

extensive information seeking.  

Another example of an area for future investigation is patients’ perceived 

differences in the structural conditions for choosing a provider depending on 

the type of market. The results in this thesis pointed to the presence or absence 

of certain conditions, in terms of how the choice reforms were designed and 

executed as influencing outcomes concerning people’s overall engagement in 

making an active choice. Yet, results are based on small samples and call for 

more quantitively designed studies in order to find out if differences are 

statistically significant, and to identify what kinds of structural conditions 

influence patients to make active and informed choices.     

 



 56 

Sammanfattning på svenska 

Bakgrund och syfte 
Patienter i Sverige har en lagstadgad rätt att välja vårdcentral inom ramen för 

ett vårdvalssystem. Vårdvalssystemet i primärvården innebär att privata 

utförare har rätt att fritt etablera sin verksamhet med offentlig finansiering så 

länge de uppfyller regionernas grundläggande krav på ekonomi och kvalitet. 

Ersättningen följer med patienternas val. På så vis konkurrerar både privata 

och offentliga utförare på det som brukar kallas för en kvasimarknad. Tanken 

är att efterlikna en traditionell marknad med skillnaden att det offentliga i 

stället för användarna själva finansierar tjänsterna. Ambitionen med vårdvalet 

är att skapa ökad tillgänglighet och bättre kvalitet. Vårdvalet vilar därmed på 

marknadsprinciperna om att vårdcentralerna ska ges incitament att förbättra 

sin kvalitet för att attrahera flera patienter och inte riskera förlora intäkter när 

ersättningen följer med patienternas val. Vårdcentraler som inte klarar sig i 

konkurrensen förväntas i förlängningen slås ut från marknaden.  

Ett centralt grundantagande för en fungerande kvasimarknad, såsom 

vårdvalssystemet, är att patienter gör välinformerade val. Det betyder att de 

aktivt behöver söka och använda sig av både relevant och trovärdig 

information som kan ligga till grund för att bedöma kvaliteten på tjänsterna 

som erbjuds. Med relevant information avses en bredd av informationstyper 

och informationskällor som kan ge en mångfacetterad bild av vårdcentralernas 

kvalitet, till exempel med avseende på tillgänglig kompetens och 

patientnöjdhet. Med trovärdig information avses bland annat 

informationskällor som kan ge en oberoende bedömning av kvaliteten. Utan 

välinformerade val kan ett av de viktiga syftena med vårdvalssystemet gå 

förlorat eftersom vårdcentralerna kan bli valda av patienter utan att erbjuda en 

väsentligt bättre kvalitet. I sämsta fall finns en risk att vårdcentralerna utnyttjar 

patienternas informationsunderläge och ökar sina ekonomiska marginaler på 

bekostnad av en sämre vårdkvalitet.  

Möjligheten att välja vårdcentral innebär att patienterna har ett uttalat 

ansvar att bidra till vårdens kvalitet. Även om regionerna har en lagstadgad 

skyldighet att säkerställa den grundläggande kvaliteten i hälso- och 

sjukvården förväntas patienterna ta en mer aktiv roll och främja 

vårdcentralernas kvalitetsutveckling genom välinformerade val. Därmed 

jämställs de med rollen som kunder på en marknad, det vill säga att aktivt välja 

tjänster och varor utifrån egna preferenser och en bedömning av 

leverantörernas kvalitet. Hur patienter intar sin roll i denna bemärkelse är 
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däremot ett outforskat område i flera avseenden. Med avhandlingen vill jag 

därför bidra till att öka kunskapen om vårdval som styrningsmodell i hälso- 

och sjukvården genom att studera hur patienter intar rollen som informerade 

kunder på en hälso- och sjukvårdsmarknad. I enlighet med avhandlingens titel 

undersöker jag om ett informerat patientval är en chimär eller realitet. Det 

specifika syftet är att undersöka hur patienter engagerar sig i att göra ett 

informerat val och vilka förutsättningar som påverkar dem i det avseendet.  

 

Genomförande och resultat 
Avhandlingen bygger på fyra delstudier. I de två första studierna undersöks 

om och i vilken omfattning patienter söker sådan information som kan ligga 

till grund för att göra ett informerat val av en vårdcentral. Studierna bygger på 

en webbaserad enkätundersökning till ett urval av den svenska befolkningen 

18 år och uppåt, omfattande 3 150 respondenter. Resultaten visade att få 

patienter hade sökt efter information som kunde ligga till grund för att bedöma 

skillnader och likheter i vårdcentralernas kvalitet när de hade bytt eller 

funderat på att byta vårdcentral. En majoritet hade inte sökt någon information 

alls eller endast i begränsad omfattning. De som hade sökt någon information 

hade i huvudsak tagit reda på grundläggande uppgifter, exempelvis hur man 

gör för att välja, vilka alternativ som finns att välja mellan och var 

vårdcentralerna ligger. Betydligt färre hade sökt efter information om till 

exempel vårdcentralernas medicinska resultat, tillgänglighet och 

patientnöjdhet. De mest använda informationskällorna var vårdcentralen man 

ville byta till, familj och bekanta och därefter regionernas hemsidor. 

Resultaten visade däremot att vissa grupper av patienter var mer aktiva i sin 

informationssökning. Patienter som bytt vårdcentral på grund av missnöje, för 

att en ny vårdcentral öppnat eller för att en annan vårdcentral verkat bättre var 

signifikant mer benägna att söka efter information inför sitt val. Men det fanns 

inte något samband mellan dessa bakgrundsfaktorer och benägenheten att 

söka efter en bredd av både relevant informationstyper och oberoende källor, 

det vill säga sådan information som i praktiken kan ligga till grund för att 

stimulera kvalitet. Däremot visade resultaten att pensionärer, patienter med 

högre utbildning och patienter som upplevde sin hälsa som något sämre var 

mer benägna att söka efter information som kan ligga till grund för val som 

främjar kvalitet hos vårdcentralerna. 

Den huvudsakliga slutsatsen av de första studierna var att få patienter 

engagerar sig i att göra ett informerat val av vårdcentral. I avhandlingens två 

sista delstudier undersöktes därför orsaker till att patienter inte engagerar sig 

i att göra ett informerat val. Studierna genomfördes genom intervjuer med 18 

respondenter med erfarenhet av att söka vård vid en vårdcentral. I den tredje 

delstudien undersöktes specifikt hur patienters förståelse för vårdvalets 

strukturella förutsättningar, till exempel regelverk för att lista sig, utbudet vid 

vårdcentralerna och graden av kontinuitet i relationen till vårdcentralen, 

påverkade deras vilja att engagera sig i att välja på informerade grunder. För 
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att på ett bättre sätt kunna urskilja de eventuellt specifika strukturella 

förutsättningar som hör till vårdvalet, gjordes en jämförelse med hur 

respondenterna agerat i andra valsituationer de hade erfarenhet av, såsom val 

av skola, äldreboende och mobiloperatörer. Intervjusvaren visade att 

respondenterna hade engagerat sig betydligt mindre i att jämföra och söka 

information om de olika alternativen i valet av vårdcentral än i andra 

valsituationer. Ett antal huvudsakliga teman identifierades som orsaker till 

skillnaderna. Dessa berörde upplevelsen av att det inte kändes lika nödvändigt 

att göra ett val av vårdcentral för att få vård, att vårdcentralerna inte 

marknadsförde några större skillnader i sitt utbud men också en 

grundläggande tillit till att man skulle få vård av likvärdig kvalitet oavsett 

vilket val man gjorde. Ytterligare en faktor som inverkade på respondenternas 

engagemang var uppfattningen att det bara var läkarrelationen som var 

betydelsefull för deras kontakt med vårdcentralen och att information om 

vårdcentralen i sin helhet därmed var av mindre vikt. En sista faktor handlade 

om varaktigheten i relationen till vårdcentralen. Många uppgav att de inte såg 

någon anledning att informera sig om vårdcentralen då de oftast var där för ett 

snabbt besök och enkelt kunde byta vårdcentral om de inte var nöjda.  

I den sista och fjärde delstudien fördjupades undersökningen av orsakerna 

till patienternas bristande intresse för att engagera sig i ett informerat val 

genom att analysera deras egna argument och resonemang om valet av 

vårdcentral. Resultaten visade att patienter delvis styrs av en annan logik än 

att optimera medicinsk kvalitet och tillgänglighet när de väljer vårdcentral. 

För många var till exempel geografisk närhet till vårdcentralen viktigare än att 

välja den ”bästa” vårdcentralen i termer av kvalitet. Andra argumenterade för 

att de saknade praktiska förutsättningar för att göra ett välinformerat val, till 

exempel genom att de inte förstod att de kunde välja, hur man gör för att välja 

eller för att de inte hittat någon närmare information om de olika alternativen. 

Respondenterna menade också att de saknade reella skäl till att göra ett 

informerat val av vårdcentral eftersom de inte uppfattade att vårdcentralerna 

erbjöd olika service och för att de mycket hellre engagerade sig i att få en bra 

patient-läkarrelation. Slutligen var vissa respondenter öppet kritiska mot 

principerna bakom vårdvalet och menade att man inte ska behöva göra ett 

välinformerat val för att få tillgång till likvärdig vård. Det fanns också en 

allmän känsla av valtrötthet och önskan om att bra service ska finnas där 

automatiskt när man behöver den.  

 

Slutsatser och implikationer  
Avhandlingens övergripande titel ställer den retoriska frågan om ett 

informerat vårdval är en chimär eller realitet. De sammanfattande resultaten i 

avhandlingens fyra delstudier indikerar att önskan om att patienter ska göra 

informerade val ligger närmare en illusion än verkligheten. Det betyder inte 

att patienter tycker att det är oviktigt att få välja vårdcentral. Däremot betyder 

resultaten att det saknas en del förutsättningar för att patientvalen ska ha en 
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gynnsam effekt på vårdcentralernas kvalitet. Många tidigare studier på 

området har dragit slutsatsen att det största hindret för att patienter ska kunna 

göra informerade val av vårdgivare handlar om bristen på tillgänglig 

information om skillnader och likheter i kvalitet mellan de olika alternativen. 

De betonar också att patienter har olika kognitiva förutsättningar att ta del av 

komplex information om vårdens kvalitet och menar därför att informationens 

innehåll och design måste anpassas på ett sätt som gör att fler kan nyttja den. 

Resultaten i den här avhandlingen lyfter fram att det är andra orsaker än 

primärt brister i informationens tillgänglighet och kvalitet som gör att 

patienter inte engagerar sig i att göra ett informerat val av vårdcentral. Några 

orsaker handlar till exempel om att patienter inte uppfattar att skillnaderna 

mellan vårdgivarna är så pass stora att de vill eller behöver engagera sig i att 

söka information om alternativen. Andra handlar om patienters egna logiker 

kring vad som är viktigt för att få tillgång till vård i primärvården. Resultaten 

indikerar till exempel att många patienter fäster större vikt vid geografisk 

närhet till vårdcentralen än att optimera valet i termer av medicinsk kvalitet 

och kortare väntetider. En del patienter tycks inte heller vilja engagera sig i ett 

informerat val då de motsätter sig själva idén om att behöva vara informerad 

för att få bra vård eller som en följd av en allmän valtrötthet. Slutligen 

bekräftar resultaten tidigare forskningsresultat genom att visa på att vissa 

socioekonomiska faktorer, såsom till exempel högre utbildningsnivå, ökar 

patienters benägenhet att söka efter information som grund för sitt val.  

Resultaten har både teoretiska och praktiska implikationer. Avhandlingens 

resultat bidrar till att utveckla teoribildningen kring så kallade kvasimarknader 

och förutsättningarna som krävs för att marknadsstyrning av offentlig sektor 

ska uppnå tänkta ambitioner. Resultaten visar att få patienter informerar sig 

om de olika valalternativen i enlighet med de teoretiska antaganden som ligger 

till grund för konkurrensutsatta hälso- och sjukvårdssystem både nationellt 

och internationellt.  Praktiskt visar resultaten på betydelsen av att det 

offentliga fortsätter att ta det övergripande ansvaret för att både fastställa 

kriterier för kvalitet och för att följa upp att vårdgivare, oavsett driftsform, 

lever upp till kraven. Detta i syfte att säkerställa att patienter, oavsett intresse 

och förmåga att informera sig inför sitt val, får tillgång till hälso- och sjukvård 

av god kvalitet. Vidare visar resultaten att ytterligare investeringar i att 

tillgängliggöra information om olika vårdgivares kvalitet noga måste 

övervägas i relation till nytta och kostnader. 
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