Physician Office vs Retail Clinic: Patient Pref-
erences in Care Seeking for Minor [llnesses

Arif Abmed, BDS, PhD, MSPH!

Jack E. Fincham, PhD?

"Henry W. Bloch School of Business and
Public Administration, University of Mis-
souri—Kansas City, Kansas City, Missouri

2School of Pharmacy, University of Mis-
souri—Kansas City, Kansas City, Missouri

Conflicts of interest: none reported

CORRESPONDING AUTHOR

Arif Ahmed, BDS, PhD, MSPH

308 Bloch School

University of Missouri—Kansas City
5100 Rockhill Rd

Kansas City, MO 64110
ahmedar@umkc.edu

ABSTRACT

PURPOSE Retail clinics are a relatively new phenomenon in the United States,
offering cheaper and convenient alternatives to physician offices for minor illness
and wellness care. The objective of this study was to investigate the effects of
cost of care and appointment wait time on care-seeking decisions at retail clinics
or physician offices.

METHODS As part of a statewide random-digit-dial survey of households, adult
residents of Georgia were interviewed to conduct a discrete choice experiment
with 2 levels each of 4 attributes: price ($59; $75), appointment wait time (same
day; 1 day or longer), care setting—clinician combination (nurse practitioner in
retail clinic; physician in private office), and acute illness (urinary tract infection
[UTI]; influenza). The respondents indicated whether they would seek care under
each of the 16 resulting choice scenarios. A cooperation rate of 33.1% yielded
493 completed telephone interviews.

RESULTS The respondents preferred to seek care for both conditions; were less
likely to seek care for UTI (B = —0.149; P = .008); preferred to seek care from a
physician (B = 1.067; P <.001) and receive same day care (8 = -2.789; P <.001).
All else equal, cost savings of $31.42 would be required for them to seek care at
a retail clinic and $82.12 to wait 1 day or more.

CONCLUSIONS Time and cost savings offered by retail clinics are attractive to
patients, and they are likely to seek care there given sufficient cost savings.
Appointment wait time is the most important factor in care-seeking decisions
and should be considered carefully in setting appointment policies in primary
care practices.

Ann Fam Med 2010;8:117-123. doi:10.1370/afm.1052.

INTRODUCTION

n 2005 there were approximately 1.2 billion ambulatory care visits in

the United States—a 36% increase in 10 years.! One-half of these vis-

its, representing 197 visits per 100 persons, were to primary care physi-
cians in office-based practices. With older patients making more physician
office visits, aging of the population has contributed to the increased vol-
ume'? and is likely to further increase the demand for physician services.
Although the likely impact of the increased demand on office visit attri-
butes, such as time to appointment and waiting time, is unknown, delay of
care is a persistent undesirable feature of the health care system.? A niche
market addressing these very attributes is rapidly developing in the United
States. Recently there has been a phenomenal growth of walk-in clinics
located in pharmacies, department stores, shopping malls, and even such
unconventional locations as airports.*> Generally staffed with nurse prac-
titioners or physician assistants, retail clinics (also known as convenient
care clinics or store-based health clinics) offer treatment for common acute
illnesses, screening tests, and vaccinations to patients aged 18 months or
older. Most clinics have referral or consultative arrangements with local
physicians or clinics. Cost, time savings, and convenience are promoted
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as the advantages of seeking care at these clinics—
patients do not need appointments to see a clinician,
are usually attended to in a matter of minutes, and can
fill prescriptions at on-site pharmacies, if necessary.

Currently these clinics are located mostly in major
metropolitan areas. With many big-box retailers and
pharmacy chains, such as Walgreens, joining the fray,°®
however, these clinics are likely to expand outside
major metropolitan areas. As the coverage in main-
stream media and business publications grows, retail
industry analysts claim a significant increase in public
awareness of in-store clinics.” A recent national poll
on children’s health found that 10% of children have
used a retail clinic, and 70% of the parents of children
who have visited a retail clinic are likely or very likely
to take them back." In a 2005 Wall Street Journal online
poll, 41% of adults indicated that they were somewhat
or very likely to use a retail clinic for basic medical
services."" Several major insurers have already started
reimbursing for retail clinic services,'>'* and with the
increasing emphasis on consumer responsibility, more
insurers are likely to cover such services.® As of early
2009, approximately three-quarters of all retail clinics
accept insurance payment.'*

Individual physicians and physician organizations,
including the American Academy of Family Physi-
cians, have expressed concerns about the impact of
retail clinics on quality, continuity of care, and medi-
cal home."”""® In some quarters, there is concern about
increased prescription drug use because most retail
clinics are located in pharmacies.'” Many of these
concerns are also shared by the general public.!" Even
so, some of these concerns are yet to be substantiated,
as most clinics have maintained good relationships
with local primary care physicians and adhere closely
to evidence-based protocols.?’ An analysis of patient
records reported a very high rate of adherence to
national clinical practice guidelines for acute pharyn-
gitis by nurse practitioners and physician assistants in
a retail clinic chain.?' Patient satisfaction is also very
high among retail clinic users, and 89% of the children
with retail clinic use have a usual source of care.'”"
Various federal and state regulatory bodies have identi-
fied these clinics as a potential avenue for expanding
access to health care, and many see it as a viable option
for the uninsured.?>?*

[t is too early to predict the overall impact of retail
clinics on the US health care system and whether
the scope of services in these clinics will remain the
same."® Even so, competition from retail clinics has
prompted many physicians to make changes in their
practices, including extending office hours to evenings
and weekends and accommodating patients who do
not have appointments.'> The key attributes of retail

clinics—time and cost savings—are also major fac-
tors in this competition and transformation. Waiting
time has been well documented to be negatively cor-
related with patient satisfaction with physician visits,
and the association is stronger among those who are
not elderly compared with the elderly.?*® Similarly,
appointment wait time is one of the strongest predic-
tors of satisfaction with access to care.?*3° The rela-
tive importance of time and cost attributes may vary
depending on the type of illness. Researchers in the
United Kingdom have found that people are willing
to trade between different factors in choosing the
method for managing minor illnesses, and sufficient
reduction in wait time and cost may make a less-pre-
ferred management method more attractive.?'

Discrete choice experiments (DCEs) have been
used successfully to evaluate consumers' decision mak-
ing pertaining to valuation of health care services.??
DCEs have been shown to allow consumers to state
preferences for choices when examining several options
and to effectively estimate consumer utilities through
willingness to pay for changes in the attribute 3%

In this article we report findings from a DCE that
investigated the likely effects of cost of care, type of
condition for which care is sought, type of care set-
ting, and appointment wait time on care-seeking deci-
sions at retail clinics or physicians’ offices.

METHODS

Study Population and Sample

The fall 2007 Georgia Poll was used to obtain the
study sample of respondents. The Georgia Poll is a
statewide random-digit-dial survey of Georgians aged
18 years and older routinely conducted at least 2 times
a year by the Survey Research Center at the Univer-
sity of Georgia. The specific Georgia Poll questions
and procedures are approved by the University of
Georgia Institutional Review Board before conducting
each study. The sampling design of the study called
for conducting a total of 500 telephone interviews as
a targeted number from a random-digit-dial sample

of Georgia households. Actual random generation of
the telephone numbers by computer was the result of
a stratified sampling procedure with probabilities of
selection proportional to listed residential telephone
numbers in different parts of the defined sample uni-
verse, the State of Georgia. Within each area code
and exchange (3-digit prefix), the desired number of
households were called using randomly generated
numbers that included both listed and unlisted tele-
phone numbers.?* The result of this procedure insures
an equal and known probability of selection of sample
elements. The second component of this determina-
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tion was the selection of a respondent within the tele-
phoned household. The person in the household older
than 18 years and who celebrated the last household
birthday was selected to participate in the survey.
This method yielded 1,491 eligible respondents from
5,448 telephone numbers called. The cooperation rate
was 33.1%, resulting in a sample of 493 completed
interviews. The cooperation rate was Computed using
the American Association for Public Opinion Research
(AAPOR) guidelines for reporting results of surveys;
the rate computed here is AAPOR cooperation rate 3
(COOP3) = interviews/ (interviews + partials + refusals).
Approximately 25% of all interviews were monitored
by a supervisor for quality control purposes. Any
interviewer error resulted in elimination of the respon-
dent from the sample.

Study Design and Measures
We undertook a full-factorial DCE that contained 16
questions included in the October 2007 Georgia Poll.
The poll contained additional 50 questions that were
not related to the research reported here. The resulting
data were produced, along with a standard battery of
demographic items (sex, education, income, age, mari-
tal status, home ownership, and urban/rural status).
We used 2 price levels ($59; $75), 2 levels of
appointment wait time (same day; wait 1 day or more),
2 types of care setting-clinician combination (nurse
practitioner at retail clinic;

macy with a nurse practitioner and had to wait 1 day
or more for care at a price of $59, would you use this
option?” Table 1 displays details of the preamble text
and the attributes.

At the time of the survey, treatment of influenza
and UTI were among the most commonly available
services at retail clinics. Price levels were determined
by using the prevailing fee at a large retail clinic chain
in Georgia and inflation-adjusting the median expendi-
ture for a primary care physician's visit reported in the
2004 Medical Expenditure Panel Survey.?”

Statistical Analysis

Randome-effects logistic regression was used to quan-
tify preferences for care at retail clinics and physi-
cians' offices and the contribution of each attribute
mentioned above in the preferences. The dependent
variable in the logistic regression was the respondents’
willingness to seek care under each choice scenario
(yes/no). For comparative purposes, in the race vari-
able, white was the reference group; for education,
high school or less was the reference group; and for
sex, male was the reference group. Willingness to pay
for change in each nonprice attribute was indirectly
estimated from the regression model as the ratio
between the coefficient for the non-price attribute
and the additive inverse of the coefficient for price.*
The random-effects logistic regression was facilitated

physician at private office), and
2 symptom scenarios of acute
illnesses (urinary tract infec-

Table 1. Preamble Statement and Attributes Used in the Discrete
Choice Experiment

tion [UTI]; influenza) to set
up 16 choice scenarios in a

2 x 2 x 2 x 2 factorial design.
Each symptom scenario was

Preamble statement

included in the preamble state-
ment to the respondents, who
were then offered 8 scenarios

(questions) comprising of all pos- Attributes

For the next set of items, | would like you to place yourself in the following situation [symptom
scenario]..., and you have decided to seek medical care. The type of care that you can receive
is either from a physician at a private practice OR from a nurse practitioner at a clinic within a
supermarket, discount store, or chain pharmacy. You could either obtain these services on the
same day or wait 1 day or more. The price you would pay would be either $59 or $75. Now |
am going to read you hypothetical situations involving where you might receive care, whether
care was received on the same day or 1 day later, and whether the cost of care was $59 or
$75, and 1 would like you to tell me whether you would use the option.

Level

sible combinations of the levels
of the other 3 attributes. Using
a computer-aided telephone

Symptom scenarios

interview protocol, adult resi-
dents of Georgia were presented
with 1 scenario at a time and
asked whether they would seek

care under each scenario. For N
Care setting-clinician

example, in 1 of the 8 choice combinations

scenarios subsequent to each of

the 2 preamble statements, the Price
respondents were asked, "If you
Appointment wait

received care from a supermarket, time

discount store, or chain phar-

Influenza: You have high fever, dry cough, and a sore throat. Your nose
feels stuffy, you feel extremely tired, and you have muscle pain all
over your body. The symptoms started to develop 4 days ago, and
seem to have worsened this morning

Urinary tract infection: Since yesterday morning you have been hav-
ing frequent strong urges to urinate that cannot be delayed. Despite
the strong urge, very little urine is released each time, and you feel
a sharp pain or burning sensation in the bladder or urethra area
during urination. This morning you noticed that the urine is tinged
with blood

Physician at a private practice

Nurse practitioner at a clinic within a supermarket, discount store, or
chain pharmacy

$59

$75

Same day

Wait 1 day or more
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Table 2. Demographic Characteristics
of the Respondents

Characteristic Value

Age, mean (SD), years
Race, n (%)

49.47 (15.38)

White 357 (73.6)
Black 108 (22.3)
Asian 3 (0.6)
Hispanic 6 (1.2)
Multiracial 11 (2.3)
Sex, n (%)
Male 158 (32.0)
Female 335 (68.0)

Education, n (%)

Less than 12 years 4 (4.9)
High school diploma/GED 112 (22.9)
Some college/technical school/no degree 114 (23.3)
2-year college 9 (10.0)
Bachelor’s degree 143 (29.2)
Advanced or professional degree 7 (9.6)
Household income, n (%)

Less than $25,000 0 (13.7)
$25,000-$49,999 5(23.3)
$50,000-$74,999 4 (23.0)
$75,000 or more 146 (40.0)
Marital status, n (%)
Married 309 (63.4)
Divorced 50 (10.3)
Separated 6 (1.2)
Widowed 51 (10.5)
Never married 71 (14.6)
Home ownership, n (%)
Rent 64 (13.4)
Own 415 (86.6)
Lives in an MSA, n (%)
Yes 383 (77.7)
No 110 (22.3)

GED = general equivalency diploma; MSA = metropolitan statistical area.

through the Stata statistical software program?®® after
data conversion via the Stat/Transfer program.

RESULTS

The 493 respondents in this study were predominantly
white (73.6%) and female (68%). Mean age of the
respondents was 49.47 years (SD = 15.38, median = 50);
38.9% had at least a bachelor's degree, and 4.9% had
less than 12 years of education. Total annual household
income was less than $25,000 for 13.7% and $75,000
or more for 40.0% of the respondents. Most respon-
dents (77.7%) lived in metropolitan statistical areas,
with 49.7% respondents residing in the Atlanta met-
ropolitan statistical area. Details of the demographic
characteristics are displayed in Table 2.

The results of the random-effects logistic regres-
sion and the corresponding odds ratios (OR) are dis-
played in Table 3. The constant term in the regression
model estimated the respondents’ preference for doing
something rather than nothing to address the symp-
toms. The positive and significant value of the constant
term (5.698; 95% CI, 4.726 to 6.671; P <.001) indicates
that the respondents preferred to seek medical care for
both conditions. Respondents were slightly less likely
to seek care for UTI than to seek care for influenza
(B=-0.149, 95% CI, -0.259 to —0.038, OR = 0.882;

P =.008) and preferred to spend less (B =—-0.034, 95%
CI, —0.041 to —0.027: P<.001). All things equal, the
respondents preferred to seek care from a physician
at a private office than a nurse practitioner at a retail
clinic (B = 1.067, 95% Cl, 0.923 to 1.212, OR = 2.365;
P <.001) and preferred not to wait 1 day or more for
receiving care (= -2.789, 95% CI, -2.944 to -2.635
OR=0.107; P<.001). There was no statistically signifi-
cant association between the respondents’ decision to

’

Table 3. Results of the Random-Effects Logistic Regression

Variable (Reference Category?) B SE z P >|z| 95% ClI 0dds Ratio
Symptom scenario (urinary tract Infection) -0.14877 0.05635 -2.64 .008 -0.25920 to -0.03833 0.882
Appointment wait period (1 day or more) -2.78922 0.07882  -35.39 <.001 -2.94371 to -2.63474 0.107
Provider care setting (physician at private office) 1.06723 0.07365 14.49 <.001 0.92288 to 1.21158 2.365
Fee -0.03396 0.00353 -9.62 <.001 -0.04088 to -0.02705 -
Age -0.00682 0.00372 -1.83 .067 -0.01411 to 0.00047 ~
Race (white) 0.03424  0.05786 0.59 .554 -0.07918 to 0.14765 NS
Sex (male) -0.04879  0.12731 -0.38 702 -0.29831 to 0.20073 NS
Education (high school or less) -0.02515 0.03632 -0.69 489 -0.09633 to 0.04603 NS
Income 0.00597  0.02585 0.23 .817 -0.04469 to 0.05664 -
Constant 5.69811 0.49620 11.48 <.001 4.72559 to 6.67064 -

Cl = confidence interval; NS = not significant; SE = standard error.
p=0.314.
Likelihood ratio test of p = 0: x> = 788.13; P <.001.

2 Variables listed with reference categories were entered in the regression as dichotomous variables (presence or absence of the reference characteristic).
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} ; . These findings will be valuable
Table 4. Calculations of Estimates for Willingness To Pay (WTP) . .
to both primary care practices and
WTP Calculation retail clinics in service planning
Variable/Attribute (Choice) Coefficient B B = (~Bprice) WTP $ and rate setting as the emerging
Fee (price) -0.033965 - - retail clinic market crystallizes. It
Clinician-care setting (receive care 1.067227 1.067227/0.033965 31.42 cannot be determined from our
fror‘n phyS]C'an_at private Of_ﬁce) study, however, whether the rela-
Appointment wait period (wait —2.789223 —2.789223/0.033965 -82.12 X X .
1 day or more) tive importance of the time and
Constant (seek medical care) 5.698113 5.698113/0.033965 167.77 cost attributes would remain the

seek care and age, race, sex, education, income, home
ownership, marital status, or residence in a metropoli-
tan statistical area.

Willingness-to-pay estimates suggest that, all else
being equal, a cost savings of $31.42 would be required
for the respondents to seek care from a nurse practitio-
ner at a retail clinic. Similarly, a cost savings of $82.12
would be required for them to choose to wait 1 day or
more. Overall, a savings of $167.77 would be required
for the respondents not to seek medical care for their
symptoms (ie, they would seek care if the cost is less
than $167.77). Table 4 displays the details of willing-
ness-to-pay calculations.

DISCUSSION

This study provides the first estimates of the consumer
utility related to common attributes of the recently
emerging retail clinics in the United States. We found
that the respondents preferred to seek medical care
under both clinical scenarios. Additionally, they pre-
ferred to receive care from a physician at a private
office, pay less, and receive care on the same day.
Given sufficient cost savings, changes in each attribute
may also be acceptable to consumers in our sample.
Although these findings are what we expected and
consistent with the findings of recent surveys of con-
sumer preferences of retail clinic use,'"° this study is
the first in the United States to quantify the relative
importance of and the utility associated with the main
attributes of retail clinics. Particularly important to
note is that the coefficients in the regression model and
the corresponding estimates of willingness to pay indi-
cate that the appointment wait period is likely to be
the largest determining factor in an individual's choice.
Furthermore, the utility (willingness to pay) associated
with receiving same-day care is more than twice the
utility associated with receiving care from a physician.
Primary care physician practices, especially in com-
petitive markets, are therefore likely to derive greater
competitive advantage by addressing patient conve-
nience features (such as same-day scheduling, walk-in
hours, and extended hours) than by reducing fees.

same when the choice is between
seeking care from a nurse practi-
tioner or physician assistant in a physician-led primary
care practice and seeking care from a nurse practitio-
ner or physician assistant at a retail clinic.

It is also not possible to predict from our data the
impact of retail clinics on overall utilization of outpa-
tient primary care services or on the primary care phy-
sician practices. A study in Scotland found a relatively
low impact of pharmacy-based minor ailment service
on general practitioner workload.*' On the other hand,
early evidence suggests that some primary care prac-
tices in the United States are making changes in their
scheduling system to accommodate same-day care,
extending their hours, and publicizing fees for routine
procedures on their Web sites.”? In the same vein, our
study does not lend itself to the determination of the
impact of retail clinics on access to and overall cost of
care. Although proponents see retail clinics as a vehicle
for expanding access to care, most retail clinics are cur-
rently located in large metropolitan areas and offer a
limited set of services. The literature is sparse on what
proportion of clients do not have access to care from
other sources; however, 27% to 30% of the retail clinic
users are uninsured.'**° Even though some insurance
companies see retail clinics as potential cost-saving
vehicles and have started reimbursing for the services,
there is concern in some quarters that retail clinics may
drive up prescription drug spending.'

Another potential limitation of our study is that it
was limited to 1 state, although Georgia, particularly
the Atlanta metropolitan area, is one of the early mar-
kets with a substantial retail clinic presence, and the
residents were likely to be more attuned to the charac-
teristics of retail clinics than residents of other areas.
The study sample had slightly higher educational
attainment and income compared with the state aver-
ages and thus may have affected the estimates.

A response (cooperation) rate higher than the rate
achieved in this study (33.1%) would certainly have
yielded more robust estimates of the utilities. As sug-
gested by Kemp and Remington in their review of cur-
rent challenges for telephone survey research, however,
the response rates in random-digit-dial telephone sur-
veys have declined in recent years for various reasons,
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yet telephone surveys continue to play a vital role in
public health research and practice.*® Our study identi-
fied few important factors affecting patient preferences.
Further in-depth studies of patient preferences and
care-seeking decision making that incorporate addi-
tional patient, clinician, and market characteristics and
disease scenarios are necessary to refine the estimates
of consumer utilities associated with retail clinic use and
fully understand the potential impact and long-term
future of retail clinics in the US health care system.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orglcgi/content/full/8/2/117.

Key words: Patient satisfaction; physician office; retail clinic; cost of
care; appointments and schedules; patient acceptance of health care
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Preliminary findings of this study were presented as a poster at the Soci-
ety for Medical Decision Making 30th Annual Meeting, Philadelphia,
Pennsylvania, October 2008.

Disclaimer: The data and tabulation utilized in this document were
made available in part by the Survey Research Center of the University
of Georgia. Neither the Survey Research Center nor the University of
Georgia bears any responsibility for the analyses or interpretation pre-
sented here.
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