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Abstract

Background: Despite the increasing options for public and private health care providers in the Lao People’s Democratic Republic
(Lao PDR), choosing a high-quality provider or facility is difficult because timely and reliable information about providers is not
readily available. Additionally, only 28% described their most recent visit to a health care provider as high quality, suggesting
that while options for care are expanding, people may need support in finding providers that meet their quality needs. To inform
efforts to improve access to high-quality care, evidence is needed on mechanisms that empower people to identify and use such
care. The rapid adoption of mobile phones in Lao PDR, particularly in urban areas, offers opportunities to enhance access to
timely, reliable information about health care facilities.

Objective: This study aims to conduct an unblinded randomized controlled experiment using mobile phones to study whether
routinely collected information on quality of care can improve access to high-quality care and patient satisfaction.

Methods: Mothers with at least one child under 2 years of age who are already enrolled in the Vientiane Multigenerational
Birth Cohort (VITERBI) will be invited to participate during in-person visits by the research staff. Participants will be randomly
assigned in equal numbers to the control and intervention groups. The intervention group will receive a URL with facility ratings
for pediatric health care services every 2 weeks via WhatsApp; the control group will not receive any messages. WhatsApp will
also be used to administer biweekly surveys to both groups to assess the quality of care received in the past 2 weeks. The web
page shared with the intervention group will display results from these surveys and from the pilot study. Research staff will
conduct baseline and endline surveys with all participants during in-person visits, 3 months apart.

Results: The trial is currently underway and scheduled for completion in 2025.

Conclusions: This study will use a demand-side intervention to increase demand for high-quality child health care among
mothers in Vientiane Capital. We will assess whether information on the quality of health care facilities—generated by study
participants during the study period—influences mothers to change their preferred providers for nonurgent conditions.

Trial Registration: ClinicalTrials.gov NCT06304831; https://www.clinicaltrials.gov/study/NCT06304831

International Registered Report Identifier (IRRID): DERR1-10.2196/66085

(JMIR Res Protoc 2025;14:e66085) doi: 10.2196/66085
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Introduction

While access to health care is expanding globally, there is
appreciable variation in quality among providers, with
low-quality care accounting for up to 5 million deaths each year
[1]. These numbers are expected to grow as more people seek
care and as the burden of disease shifts to complex conditions.
Expanding access has also increased the options for public and
private health care providers. Selecting a provider or facility,
however, is difficult because timely and reliable information
about providers is not readily available. In the Lao People’s
Democratic Republic (Lao PDR), only 28% of people describe
their recent visit to a health care provider as high quality [2],
suggesting that while options for care are increasing, people
may need support to find providers that meet their quality needs.

In order to inform efforts to improve people’s access to
high-quality care, there is a need for evidence on mechanisms
that empower people to identify and use such care. In low- and
middle-income countries, the majority of efforts to date have
focused on supply-side measures, such as enhancing the
availability of medicines and equipment, introducing financing
mechanisms that promote quality care, and strengthening the
clinical competencies of health workers [1,3]. However,
generating greater demand for health system quality is a key
element of quality improvement strategies in low- and
middle-income countries [4]. While there are new initiatives to
study population perspectives and people’s care experiences,
measures to “ignite demand” for high-quality care remain poorly
understood.

Patients often face significant information asymmetry due to
their lack of medical expertise, which prevents them from
accurately assessing the quality of care they receive. This
asymmetry, coupled with a lack of information about the quality
of health care providers, results in suboptimal health care
decisions and forces patients to rely on word of mouth or the
reputation of providers [5]. Empirical evidence suggests that
quality metrics can influence patient choices [6,7]. Additionally,
recent studies have shown that online reviews can affect the
selection of health care providers [8,9]. Therefore, given the
large variation in the quality of care in low-resource settings
[10,11], providing quality information can empower patients
to make better-informed decisions about their health care.

We plan to conduct a randomized controlled experiment using
mobile phones to study whether routinely collected information
on quality of care can improve access to high-quality care and
patient satisfaction. Specifically, we will examine whether
participants switched providers—as a measure of improved
access to quality care—based on the information provided, and
whether such information led women to be more satisfied with
the health care services received for their child or children. The
rationale for the study is that access to the intervention (user
ratings of health care facilities) can influence where caregivers
seek care for their children. By providing information to
caregivers across multiple quality domains that matter to users
(ie, provider skill, provider respectfulness, cost, waiting time,
staff helpfulness, and cleanliness), the intervention is intended
to increase caregivers’ awareness of differences in quality and

empower them to make more informed choices. We hypothesize
that this increased awareness may lead to switching to
better-rated facilities, particularly for nonurgent conditions—the
study’s primary outcome. Additionally, making a more informed
choice may result in greater satisfaction with the care received,
due either to actual improvements in service quality or to closer
alignment between expectations and experiences.

To explore these pathways, we include secondary outcomes
that capture reported use of the ratings website, its perceived
influence on facility selection, caregiver confidence in
decision-making, and perceived quality of care. These measures
will help us interpret the mechanisms through which the
intervention may affect the primary outcome.

Study participants will include mothers living in 2 urban districts
in Vientiane, the capital city, who have children under 2 years
of age and are already enrolled in an ongoing Vientiane
Multigenerational Birth Cohort (VITERBI), which includes the
entire population of children born in the past 2 years in the study
districts.

Methods

Participants and Randomization
This study consists of a randomized controlled experiment
involving 660 mothers with children under 2 years of age from
an ongoing VITERBI study, which includes the local population
of young mothers in 4 districts of Vientiane Capital. Mothers
with at least one child under 2 years old, already enrolled in the
VITERBI study and living in 1 of 2 urban districts (Sikhottabong
or Chanthabouly), will be invited to participate in the study
during in-person visits by the research staff. We will use rolling
enrollment while ensuring that each participant is enrolled in
the study for a maximum of 3 months. Participants will be
randomly assigned to 1 of 2 groups: (1) a control group that
will not receive any information about providers, and (2) an
intervention group that will receive biweekly updates on quality
ratings based on reviews collected from mothers of young
children in the study areas. The unit of randomization will be
the individual participant. A simple random number draw,
generated by the Open Data Kit (ODK) package installed on
the tablets, will be used to assign participants to treatment or
control with equal probability.

Research staff will administer baseline (see Multimedia
Appendix 1) and endline (see Multimedia Appendix 2) surveys
to all participants during in-person visits held 3 months apart.
Responses to these surveys will be used to measure the study’s
primary outcome: the proportion of mothers who changed their
preferred health care facility for nonurgent child care services
between the 2 surveys. This outcome assesses whether
information about health care providers can influence users to
seek alternative sources of care. For a completed
CONSORT-EHEALTH (Consolidated Standards of Reporting
Trials of Electronic and Mobile Health Applications and Online
Telehealth) checklist, see Multimedia Appendix 3.
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Selection of Participants

Inclusion Criteria
All women aged 18 years or older, enrolled in the VITERBI
study with at least one child under 2 years of age, living in 1 of
2 urban districts (Sikhottabong or Chanthabouly), able to read,
having exclusive access to a mobile phone, possessing a
WhatsApp (Meta Platforms, Inc) account, and able to understand
and sign the informed consent form will be eligible to participate
in the study (see Multimedia Appendix 4). The eligibility criteria
will be assessed using data collected from the VITERBI study.
Ability to read will be tested using the Lao script: “I use my
mobile phone every day.” Before the study, we conducted
interviews with 35 randomly selected women enrolled in the
VITERBI study to gain insights into mobile phone ownership
and usage. We found that 33 out of 35 (94%) owned a
smartphone, and among these owners, all used the WhatsApp
messaging app to send or receive messages and to make calls.
Therefore, we limited the eligibility criteria in the main study
to VITERBI participants with access to a smartphone and an
existing WhatsApp account.

Exclusion Criteria
Women who are unwilling to sign informed consent, are under
18 years of age, do not have access to a smartphone, are unable
to read the test script, or are unable to operate a smartphone will
be excluded from the study.

Study Preparation Procedures

Overview
There were 3 preparatory phases leading up to the pilot. Phase
1 involved a preliminary survey of smartphone ownership and
use among 36 randomly selected participants in the VITERBI
study. In phase 2, we conducted cognitive interviews with 5
women to ensure the understandability of the baseline and
endline questionnaires, and we tested both the understandability
and usability of the website design prototypes. In phase 3, we
conducted a pilot study with 68 participants to test the study
procedures. The final phase involved conducting the main study.

Phase 1: Mobile Phone Ownership and Website
Development
We conducted a preliminary survey to assess mobile phone
ownership among VITERBI participants, usage frequency, and
the types of software used for communication. This survey
included 36 randomly selected mothers from the VITERBI
study residing in 2 urban districts (Sikhottabong and
Chanthabouly). Given that the sample resided in the urban core
of Vientiane Capital, 33 out of 35 (94%) owned smartphones,
and among these owners, all were regular WhatsApp users.

The website’s design was informed by qualitative interviews
with 13 randomly selected VITERBI participants, 23 exit
interviews with women at 6 public hospitals, and additional
study volunteers. We used a predefined interview guide to
qualitatively assess, interpret, and analyze several prototypes
consisting of facility rating summaries and detailed web pages
of individual health facilities. To gather additional feedback,
we conducted exit interviews with mothers at the same 6 major
public hospitals. These hospitals were ideal locations to test the
intuitiveness and interpretation of ratings, as they also serve
women from remote or rural areas who may face literacy
challenges, unlike the highly educated women in the VITERBI
study. The qualitative interviews revealed that mothers were
familiar with ratings or scores; 1 participant described it as
“similar to a score for exams in school.” Women were generally
glad to receive information about health care providers for their
children. There was a clear preference for using stars to represent
the overall average score, and several women requested that
phone numbers be displayed to help them contact health
facilities. The prototypes selected for the study, shown in Figures
1 and 2, were the most favored and easily understood by the
women.

The website was developed by Young Innovations, Private
Limited, based in Lalitpur, Nepal, and procured by the study’s
sponsor. The website and the data generated by study
participants through their ratings of health facilities are jointly
owned by the study’s sponsor and Lao Tropical and Public
Health Institute.
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Figure 1. Home page of the website (intervention).

Figure 2. Second page of the website (intervention).
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Phase 2: Development of the Survey Questionnaire and
Cognitive Interviews
Before the fieldwork in Laos, we developed baseline and endline
survey questionnaires to measure primary and secondary
outcomes, along with other relevant indicators. Measures of
parental health literacy, parental confidence in navigating the
health system, and parental confidence in interactions with
health care providers were adapted from the Consumer Health
Activation Index [12]. Measures related to sick children were
adapted from the Integrated Management of Childhood Illnesses
[13]. Additionally, measures on care utilization, care experience,
expectations for health care quality, and quality of care were
adapted from the People’s Voice Survey [14], which had
previously been implemented in Laos in 2022 [2]. Once
finalized, cognitive interviews were conducted with 5 VITERBI
participants in Lao-Tai, the official language, using a
combination of the “think-aloud” and “scripted probing”
techniques [15]. These interviews helped identify suitable
terminology for concepts such as parental health literacy, health
system navigation, and confidence in interactions with care
providers.

The primary outcome of the study will be based on participants’
responses to the following question, asked in both the baseline
and endline surveys: “If your child is sick tomorrow with a mild
fever of 38°C and cough, which hospital, clinic, or health center
will you take your child to?” This question was developed in
accordance with the Integrated Management of Childhood
Illness guidelines [13], in which the described symptoms would
be classified as nonsevere. We developed this measure
specifically for this trial, guided by our theory of how the
intervention might influence decision-making. We aimed to
create a measure that captured intentions about where
participants would seek care in a future scenario, as we
anticipated that the information provided through the
intervention could shape these intentions. We sought an outcome
measure that could be collected from all participants without
depending on recent health care utilization. For this reason, we
chose this measure over alternatives such as “most recent facility
visited” or “usual source of care.” Cognitive interviews and
pilot surveys indicated that the measure performed well in terms
of participant comprehension.

Phase 3: Pilot Study
We conducted a pilot study to assess the study procedures and
gather feedback on the intervention and questionnaire. For the
pilot’s endline survey, we added qualitative questions to capture
participants’ suggestions for improving the website. Based on
pilot results, we made minor revisions to the baseline and
endline survey questions to enhance clarity. We also refined
the quality components to overall quality, skill and experience
of the health care provider, equipment, respectfulness of the
health care provider, cleanliness, waiting time, and cost.

Study Procedures
Research staff, with support from the respective village offices,
will recruit participants during in-person visits. At the first
meeting, before enrollment and the baseline survey, research
staff will explain the study and obtain informed consent. The

informed consent will cover key information, including the
study’s objectives, duration, level of participant involvement,
and the assurance that participation is entirely voluntary. Tablets
equipped with ODK will be used to record responses from
enrolled participants during the baseline and endline surveys.
All participants will receive a small gift in appreciation of their
participation, in keeping with customary practice in Lao PDR.

After completing the baseline survey, research staff will assist
all enrolled participants in connecting with the study’s
WhatsApp number and will demonstrate how to submit biweekly
user ratings of facilities. In addition, staff will encourage
participants in the intervention group to use the website, as
needed, to access information on pediatric health care facilities
and view user ratings submitted by their peers. Research staff
will demonstrate the 3 main pages of the website, show
participants how to navigate between them, and answer any
questions they may have. The study coordinator will record
enrolled participants weekly, along with their group assignment
(intervention or control), and will schedule dates for each
participant to receive biweekly surveys, the intervention URL
(for those in the intervention group), and the endline interview.

Following enrollment, all participants will be asked to rate or
review the most recently visited health care facility every 2
weeks; these ratings will generate user scores for the website
(intervention). Participants will receive a WhatsApp message
from the study coordinator: “Did you visit a health center,
hospital, or clinic for your child in the last 2 weeks?” Those
who respond “yes” will receive a URL to a web-based survey,
along with their study ID and the last 4 digits of their phone
number. Before completing the survey, participants will be
required to enter their study ID and the last 4 digits of their
phone number. This step will help track survey completions
and identify duplicate entries. Once the 2 fields are entered,
participants will be asked to complete the survey by identifying
the name of the health facility visited, rating the quality of care
received, and providing any additional comments about their
visit. The questions in the web-based survey are adapted from
the People’s Voice Survey questionnaire [16], a mobile-based
tool designed to capture patient experiences. All questions use
multiple-choice response options and focus on participants’
most recent visit to a health care facility within the past 2 weeks.
Participants are asked to assess the quality of care their child
received by responding to the following items:

• How would you rate the overall quality of care your child
received?

• How would you rate the knowledge and skills of your
provider?

• How would you rate the equipment and supplies available
to the provider, such as medical equipment or access to
laboratory tests?

• How would you rate the level of respect your provider
showed you?

• How would you rate the amount of time you waited before
being seen?

• How would you rate the courtesy and helpfulness of the
health care facility staff, excluding your provider?

• How would you rate the cost of services?
• How would you rate the cleanliness of the facility?
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For each question, participants will select one of the following
response options: excellent, very good, good, fair, poor, “I do
not know,” or “I refuse to answer.”

The principal investigator will monitor survey entries weekly
to ensure completeness and identify duplicate entries. In the
case of duplicates, the most recent entry will be retained. If
participants do not respond to the initial WhatsApp message or
fail to complete the mobile survey, the study coordinator will
make up to 5 attempts to contact them via WhatsApp and
administer the survey over the call.

Average ratings for overall quality of care and for specific
dimensions of care will be displayed on the web page, which
is the main component of the intervention. The study coordinator
will share the URL of the health facility ratings website with
the intervention group biweekly via WhatsApp. The message
will read: “Sabaidee, please click on the link to see ratings of
hospitals, clinics, or health centers for health care for your
children, and let us know if you have any questions or
comments.” The control group will not receive any intervention.
Given that all participants in the pilot study exchanged
WhatsApp messages at least once per month, biweekly sharing
of the intervention URL over 3 months is expected to provide
sufficient exposure to the website for participants in the
intervention group. Research staff will conduct endline surveys
with all participants during in-person visits 3 months after the
baseline survey.

Description of the Study Intervention
Every 2 weeks, the intervention group will receive a URL via
WhatsApp linking to the website displaying user ratings of
health care facilities that provide pediatric care. Although the
survey is short, we were concerned about potential survey
fatigue and, therefore, limited study participation to 12 weeks
(6 survey rounds).

The website will consist of 3 unique pages, as shown in Figures
1-3, and will be accessible to anyone with an internet
connection. All text will default to Lao, the official language
of Lao PDR, while an English version will also be available for
demonstration purposes. The logo of the Lao Tropical and Public

Health Institute will be displayed at the top of the facility ratings
website.

The website will consist of 3 unique pages: the home page, a
listing of health care facilities (second page), and a detailed
review of a single facility covering multiple quality components
(third page). Figure 1 shows the home page. Figure 2 displays
the list of health care facilities, with those having the highest
average overall rating shown at the top. Only facilities with at
least three reviews will be listed, while those with fewer reviews
will be hidden. Clicking on any health facility will display
reviews and average ratings for multiple quality components
of that facility—provider skill, respectfulness of the provider,
cost, cleanliness, equipment, and waiting time—along with
comments left by recent users (Figure 3). The website’s design
will remain fixed for the duration of the study; however, the
ratings will be updated as participants submit new entries.

Health facility reviews will be generated based on biweekly
reports of recent visits by all participants. Participants will
receive a WhatsApp message asking whether they have visited
a health care facility for their child in the past 2 weeks. Those
who respond “yes” will receive a link to complete a short survey
to review or rate their experience. The overall quality rating,
which determines the order of facilities on the website’s second
page (see Figure 2), is calculated based on participants’
responses to the question: “How would you rate the overall
quality of the health facility?” Participants are asked to select
1 of the following response options: “excellent,” “very good,”
“good,” “fair,” or “poor.” The average rating is calculated using
numerical values assigned to these responses, with scores
ranging from 5 (excellent) to 1 (poor). Golden stars visually
represent the overall average quality rating. To further assist
participants in exploring health facilities, hyperlinks to each
facility’s address and phone number are provided, along with
their opening hours.

Figure 3 shows the average ratings across multiple quality
domains for a selected health facility, along with comments on
participants’ experiences. Participants can access this
information by selecting the facility’s name on the website’s
second page (Figure 2).
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Figure 3. Third page of the website (intervention).

Auditing
No audits are planned. The principal investigator will be in Lao
PDR during enrollment, baseline, and endline surveys. While
in Lao PDR, he will monitor the progress of enrollment and
survey responses daily and will remotely oversee the progress
of mobile phone surveys every week. His review will include
checking the progress and accuracy of enrollment logs, versions
of enrollment logs, and the completeness of baseline and endline
survey responses. Additionally, he will supervise the weekly
web-based surveys that collect quality ratings of health facilities
and ensure the functionality of the website.

Interim Analysis and Stopping Guidelines
Interim analyses are not planned for this study. Enrollment will
stop once 660 participants have been recruited. Participants may
withdraw from the study at any time. If the study team is
uncertain whether a participant intends to withdraw, they may

attempt to contact her up to 3 times at different times of the day.
If she remains unreachable, the study team will conclude her
participation.

The study team may discontinue a survey with an individual
participant if she is not reachable after 3 attempts or if she has
not responded to consecutive mobile survey questions. The
project sponsor may terminate the study prematurely under
certain circumstances, including ethical concerns, insufficient
participant recruitment, or an inability to continue data collection
due to public health emergencies.

Study Design
This study is an unblinded randomized controlled experiment
with rolling enrollment. Participants’ preferred facility for
nonurgent care will be recorded during the baseline survey,
immediately following enrollment. A detailed overview of the
methodology and timing of the intervention is shown in Figure
4.
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Figure 4. CONSORT (Consolidated Standards of Reporting Trials) study flow diagram.

Sample Size Determination
The required sample size was calculated based on the proportion
of mothers who changed providers for nonurgent care in a
6-week pilot study involving 58 participants. In the pilot, all
participants received the intervention—a web page of facility
ratings—once or twice, depending on when the endline survey
was scheduled. A conservative sample size was calculated to
detect a 12-percentage-point change in the outcome with 80%
power and α=.05; 330 participants per group would be required.
Assuming 10% attrition, the total required sample size was set
at 660 participants.

Randomization
Participants will be randomized using the ODK package
installed on tablets at enrollment. A simple random number
generated by ODK will assign participants to the treatment or
control group with equal probability.

Blinding
This will be an “open-label” trial; however, the analyst will be
blinded during the endline assessments.

Adverse Events
We do not anticipate any adverse events resulting from this
study. Participants will receive, via WhatsApp, a URL linking
to the website containing quality ratings of health care facilities
for children in Vientiane Capital.

Unexpected Events
We have developed study procedures and a detailed calendar
to ensure a shared understanding of key activities and their
timelines. These measures are also designed to minimize the
impact of unexpected events, such as staff changes. A journal
will be maintained to track critical events, including website
downtime.

Equipment
We do not anticipate the need for additional equipment.
Participants will use their own mobile phones to communicate
with the research team.

Attrition
We attempted to minimize loss to follow-up by excluding
participants who permanently or temporarily moved away from
the 2 study districts and by monitoring participant engagement
throughout the study period. The study coordinator called
participants who did not respond to the biweekly surveys to
encourage participation and resolve any issues they may have
been experiencing with accessing the data.

Data Management
Survey data will be recorded using unique identifiers for each
participant. An enrollment log will be maintained to link these
codes with participants’ phone numbers and will be used solely
for study administration. Responses to the baseline, endline,
and mobile-based surveys will be stored electronically using
only the individual codes, without any phone numbers.
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AA and a research coordinator will maintain the enrollment
logs electronically on a password-protected, secure Swiss TPH
server that will be regularly backed up. The enrollment log will
be saved using the following format to ensure traceability of
any changes: LaosMR_enrol_v1.0_DD.MM.YYYY. The
research team (AA, GF, and ECD) will have access to
password-protected survey responses from the baseline, endline,
and mobile phone surveys.

Data collected during the biweekly surveys will be stored on a
password-protected cloud server, accessible only to the research
team (AA, GF, and ECD). Hard copies containing participant
information will be kept in a locked filing cabinet in the project
office at the Lao Tropical and Public Health Institute. These
files will be accessible only to the local study coordinator and
enumerators responsible for conducting the baseline and endline
surveys.

We will use WhatsApp for 2 main purposes: (1) to ask all
participants whether they have visited a health care facility for
their children in the past 2 weeks and, if they respond
affirmatively, to send them a link to an online survey to rate the
quality of care they received; and (2) to provide the intervention
group with a URL link to the website displaying user ratings of
health facilities for pediatric care. The local study coordinator
will communicate with participants using a dedicated tablet and
a unique WhatsApp account, used exclusively for the study.
The tablet will be password-protected and accessible only to
the local study coordinator. Messages exchanged between
participants and the study coordinator on WhatsApp are secured
with end-to-end encryption [17]. At the conclusion of the study,
all contacts will be deleted, and the WhatsApp account will be
disabled.

Outcomes
Trial outcomes will be measured through the in-person endline
survey. For the primary analysis, we will assess the proportion
of mothers who changed their preferred health care facility for
nonurgent child care services between the baseline and endline
surveys. The null hypothesis is that there is no difference
between the control and intervention groups. The alternative
hypothesis is that there is a difference between the 2 groups.

This hypothesis aligns with our study aims, as it examines
whether the use of provider facility ratings influences caregivers
to seek alternative sources of health care for their children. Our
primary analysis is cross sectional; for the panel analysis using
the care-seeking panel, observations will be clustered at the
household level.

Nonurgent care is defined as a child presenting with a mild fever
of 38°C accompanied by a cough. During the baseline and
endline surveys, participants will be asked to specify their
preferred location for child care using the following question:
“If your child is sick tomorrow with a mild fever of 38°C Celsius
and cough, which hospital, clinic, or health center would you
take your child to?” The primary outcome will be a binary
indicator reflecting whether participants changed their preferred
location between baseline and endline.

We used the proportion of mothers who changed providers
(n=26, 45%) for nonurgent care in a 6-week pilot study
involving 58 participants. All participants in the pilot received
the intervention—a web page of facility ratings. Eligible women
will be randomly selected from the ongoing VITERBI study
for enrollment, and recruitment will continue until we reach
660 participants, with 330 in each intervention arm, assuming
10% attrition. Enrolling 300 participants per intervention arm
provides 90% power, with a 2-sided α of .05, to detect a
12-percentage-point change in health facility choice, assuming
80% follow-up. We will collect and analyze baseline and endline
survey data from mothers enrolled in the study. We anticipate
completing 600 endline surveys and analyzing this sample.

Additionally, we plan to measure 6 secondary outcomes to
explore further effects of the intervention. These relate to
caregivers’ actual health care use over the past 3 months,
including satisfaction with care received, frequency of health
care service use, and changes in the facility used for their most
recent visit. Additionally, the secondary measures capture
whether caregivers selected health facilities based on online or
digital information, whether they changed their preferred
provider for urgent care, and their confidence in identifying the
best facility for their children’s care. The secondary measures
are presented in Textbox 1.
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Textbox 1. Secondary measures.

1. Proportion of mothers satisfied with health care for their children during their most recent visit (time frame: 3 months)

This secondary outcome measure captures mothers’ satisfaction with the health care facility visited most recently for care of their child under age 2
years. This measure will be available only for mothers who sought care for their child during the study period. It will be a binary variable, with
satisfaction defined as responding “excellent” or “very good” (as opposed to “good,” “fair,” or “poor”) to the question: “How would you rate the
overall quality of care you received?” referring to the most recent visit for their child under age 2 years within the past 3 months.

2. Number and type of health care providers used in the past 3 months (time frame: 3 months)

This secondary outcome captures the number and types of providers (government health centers, government hospitals, private clinics, and private
hospitals) visited by mothers for their children’s health care during the study period. Every 2 weeks, all enrolled participants will be asked via a mobile
app: “Did you visit a health center, hospital, or clinic for your child in the last 2 weeks?” Participants who respond “yes” will be asked to complete
an online survey about the visit, specifying the health facility they visited.

3. Proportion of mothers who changed their most recently visited health care provider for children (time frame: 3 months)

This secondary outcome measures the proportion of mothers who changed the health care facility they most recently visited for child care services
between the baseline and endline surveys. This will be a binary variable and will be available only for caregivers who sought care during the 3 months
preceding both the baseline and endline surveys.

4. Proportion of mothers choosing the preferred facility for nonurgent care based on online or digital information sources (time frame: 3
months)

This secondary outcome measures the proportion of mothers who used online or digital information sources to inform their choice of providers for
nonurgent care. During the baseline and endline surveys, participants will be asked to specify their preferred location for nonurgent child care using
the question: “If your child is sick tomorrow with a mild fever of 38°C and cough, which hospital, clinic, or health center would you take your child
to?” Immediately following this, participants will be asked: “Was this choice informed by online or digital information services?” This outcome will
be recorded as a binary variable.

5. Proportion of mothers who changed their preferred health care provider for children for urgent care (time frame: 3 months)

This secondary outcome measures the proportion of mothers who changed their preferred health care facility for urgent child care services between
the baseline and endline surveys. Urgent care is defined as a child presenting with a very high fever and a red rash covering the body. During the
baseline and endline surveys, participants will be asked to specify their preferred location for urgent child care using the following question: “If your
child is sick tomorrow with a very high fever of 39-40°C and a red rash covering their body, which hospital, clinic, or health center would you take
your child to?”

This outcome will be a binary variable indicating whether participants changed their preferred location for urgent care between the baseline and endline
surveys.

6. Proportion of mothers confident they can identify the best place for care for sick children (time frame: 3 months)

This secondary outcome measures the proportion of mothers who feel confident in identifying the best place to seek care for their sick children based
on the child’s health problems. During the baseline and endline surveys, participants will respond with “strongly agree,” “agree,” “unsure,” “disagree,”
or “strongly disagree” to the following statement: “I am able to identify the best place to get care for my child when he/she is sick.” This outcome
will be recorded as a binary variable: participants responding “strongly agree” or “agree” will be classified as confident, while those responding
“unsure,” “disagree,” or “strongly disagree” will be classified as not confident.

Statistical Analysis
We will use the STATA (StataCorp) statistical software package
for all analyses. Descriptive statistics will first be used to assess
differences between the intervention and control groups in terms
of baseline characteristics and potential confounding variables.
Missing covariates will be imputed as needed, and system use
(including adherence to the intervention) will be measured
through self-reports at endline. Differences between the
intervention and control groups after the intervention will then
be analyzed for both primary and secondary outcomes.
Two-tailed t tests or ANOVA will be used for continuous
variables, and chi-square tests will be used for binary outcome
variables.

For our main analysis, differences between the 2 arms
(participants who received provider information biweekly and
those who received no information) will be assessed using
regression models. Participants with missing outcome data will
be excluded from the analysis, as we do not plan to impute
outcomes. For missing baseline covariates, we will assume that

the data are missing at random and conduct a complete-case
analysis using only observations with complete data for the
relevant variables. Additionally, we will perform multiple
imputation to handle missing responses for baseline covariates.

Given that this is a randomized trial with individual-level
randomization and a cross-sectional design, our primary analysis
will compare outcomes between treatment arms using data
measured at endline. Therefore, we do not anticipate issues
related to clustering or intraindividual correlation in the analysis
of primary outcome measures. Treatment effects for continuous
outcomes will be estimated using linear regression with robust
SEs to account for potential heteroskedasticity, using the
following regression model:

Yi = β0 + β1Ti + ei

where Yi is the outcome for individual i; Ti is the indicator for
the treatment group; β0 is the value of the control group; β1 is
the estimated treatment effect; and ei is the error term. For binary
outcomes, we will use the following regression model:
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logit(Yi) = β0 + β1Ti + ei

In secondary analyses, we will adjust for baseline
covariates—including age, wealth status, educational level,
ethnicity, and parental health literacy—to account for potential
differences and address any imbalances between the treatment
and control groups.

Ethics Considerations
This study was conducted in accordance with the Declaration
of Helsinki and received ethics approval from the
Ethikkommission Nordwest- und Zentralschweiz in Switzerland
(approval ID AO_2023-00063) on September 8, 2023, and from
the National Ethics Committee for Health Research (NECHR)
in Lao PDR on February 6, 2024 (No. 16/NECHR). The research
will adhere to the principles of the Helsinki Declaration, and
any secondary use of the study data will undergo new ethical
approvals.

All study participants provided informed written consent before
taking part in any study procedures. They were informed that
participation was voluntary, that they could withdraw at any
time, and that withdrawal of consent would not affect their
subsequent medical assistance or treatment. No financial
compensation was provided for participation; however, a small
gift of appreciation was offered upon successful completion of
the endline survey.

The project included several steps to safeguard data privacy.
First, deidentified survey responses (baseline, endline, and
mobile) were stored on password-protected servers. Second,
WhatsApp was used only as a communication channel with
participants and not for any data collection purposes.
Communication was managed by dedicated staff using a unique
WhatsApp profile created specifically for the study. All
exchanges via WhatsApp were protected by the platform’s
default end-to-end encryption. Finally, to further minimize risks,
WhatsApp records were deleted once participants had completed
the endline survey.

Results

The trial is currently in progress and is expected to be completed
in 2025. From the results, we aim to determine whether
web-based reviews of health care providers can influence
mothers’ care-seeking behavior for their children in Vientiane,
an urban setting in Lao PDR. Additionally, we aim to validate
a scalable model for generating demand for high-quality care
in urban, low-resource settings with high mobile phone
coverage. Findings will be disseminated through local seminars,
international conferences, and peer-reviewed journals.

Discussion

Anticipated Findings
This protocol describes a randomized controlled trial designed
to test whether a demand-side intervention influences health
facility choices among mothers in Vientiane capital. We will
assess whether information about the quality of health care
facilities—generated by study participants during the pilot and
study periods—encourages mothers to change their preferred

providers for nonurgent conditions. Additionally, we will assess
whether the intervention leads to higher satisfaction with care
at the most recently used facility and test our theory of change
that mothers in the treatment group are more confident in their
ability to identify the best place to seek care for sick children.

This protocol has several key strengths. It will contribute to the
literature on how to “ignite demand” for high-quality care, as
called for by the Lancet Commission on High-Quality Health
Systems. This study is among the first published efforts to
generate demand for high-quality care, providing evidence on
how users of the health system can influence its quality. The
results will apply to health conditions beyond the focus of this
study—health care for children. The study is particularly
relevant in Lao PDR, where the number of health care providers
is rapidly growing, ranging from small primary health centers
to large tertiary hospitals. The absence of effective gatekeeping
allows people to seek care at any facility, including tertiary
hospitals. Despite the growing care options, Laotians remain
unsatisfied with the quality of care, with only 28% rating their
usual health care provider as high quality. It is critical to
understand and address sources of low-quality care, as low
perceptions of care quality can lead people to forgo care or not
adhere to medical advice [18].

A recent study highlighted that facility selection is influenced
by factors such as illness severity, distance, technical skills and
respectfulness of health care providers, cost, availability of
equipment and medicines, waiting times, and informal payments
[19]. Many of these factors, however, are not readily accessible
or comparable across facilities, despite persistent dissatisfaction
with care quality and untapped options. This study seeks to
change the status quo by empowering patients with comparable
information on health care quality across multiple facilities.

Through online ratings of health care facilities for children, we
aim to study whether access to information about providers
influences caregivers’choice of facility—measured by switching
behavior—as an indicator of improved access to quality health
care. We will also assess whether this information affects
caregivers’ satisfaction with the health services received for
their child or children. Drawing on findings from previous
studies [2,19], the website presents user ratings across quality
domains valued by residents of Vientiane, including provider
skills, respectfulness, cost, availability of equipment, waiting
time, cleanliness, and helpfulness of support staff.

As one of the first studies of its kind in a low-resource context,
we aim to evaluate the online platform’s perceived usefulness,
gather participant feedback, and measure engagement metrics
such as page views and reported use of the website. In addition,
we will assess whether the website increased caregivers’
confidence in selecting a health care provider for their children.

While empowering patients with information to make informed
care choices, the intervention could also have unintended
consequences. For example, demand for tertiary
hospitals—already burdened with long waiting times—might
increase, as they are generally perceived to provide the highest
quality care. This effect may not apply to all types of illnesses,
particularly those that can be easily diagnosed and treated at
smaller facilities. Additionally, private care providers could
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attract patients by improving observable aspects of care without
addressing underlying gaps in technical quality.

Despite potential unintended consequences, our study offers a
demand-side approach to addressing low satisfaction with care
quality by empowering patients with actionable quality metrics.
We aim to validate a scalable model for “igniting” demand for
high-quality care in low-resource settings by establishing an
accountability mechanism that links provider performance with
patient preferences.

Limitations
This protocol also has some limitations. First, the study may
inadvertently encourage bypassing of lower-level public health
facilities, directing mothers toward specialty hospitals or private
providers. A recent study showed that a large majority (64%)
of people used public hospitals as their preferred health care
provider, while only 13% used health centers [20]. As a
consequence of the study, government-managed specialty
hospitals and private facilities may experience increased demand
for services for minor health conditions that could be better
managed at lower-level government facilities. This shift toward
private and specialty providers could raise out-of-pocket
expenditures for health care clients and increase costs for the
health system as a whole. Second, the quality of care measures
used in the study are based on participants’ perceptions and
may be influenced by social desirability bias. However, previous
studies have shown that people in Lao PDR are highly critical
of health system performance [2,21]. Third, nonadherence to
the intervention due to unexpected events—such as technical
issues with the website or not receiving the URL—may also
bias study findings. To address this, we will assess participants’
frequency of website use in the endline survey and document
any website-related downtime. Fourth, because all participants

reside in the same 2 districts and the study uses an open-label
design, cross-arm exposure and spillover effects may bias the
results. To minimize these risks, we have separated the roles of
staff: the team member responsible for communicating with the
intervention group (sending biweekly reminders and links to
the ratings website) is not involved in scheduling or conducting
endline surveys or other administrative assessment activities.
Additionally, to assess aggregate exposure, we will track daily
traffic to the website. To measure exposure at the individual
level, all participants will be asked at endline about their
knowledge of the intervention, whether they received the link,
how they received it, and how frequently they accessed the
website. Finally, the researcher responsible for data analysis
will also be involved in data collection; therefore, complete
blinding of the analyst is not possible. In practice, however, the
analyst will remain blinded during the endline assessments.

Conclusions
In conclusion, if this demand-side intervention proves effective,
it could offer a cost-effective approach for policy makers to
ignite demand for high-quality care. To our knowledge, this is
the first trial to examine how information about health care
providers influences care-seeking decisions. Through this study,
we aim to gain insights into patients’decision-making regarding
treatment locations and to explore the factors that shape these
choices. We hope to extend our research findings to other
populations, including adults, older adults, and individuals living
with noncommunicable diseases. We recognize that care-seeking
behaviors in Lao PDR differ from other settings due to variations
in facility availability, cost, and quality of care. While our study
is tailored to the health care landscape in Lao PDR, the findings
may offer insights relevant to understanding the experiences of
individuals seeking care in other contexts.
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