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Abstract
Regional variation in health care use may stem, in part, from the fact that patients in high-utilization
regions demand and receive more-intensive care. We examine the association between patients’ care-
seeking preferences and use of services, using a national survey of Medicare patients. Patients’
preferences, in addition to health and socio-demographic characteristics, are associated with
differences in individuals’ use of office visits. However, we find that patients’ preferences for seeking
primary and specialty medical care do not play a significant role in explaining regional variation in
health care use.

Health care use varies widely across the United States.1 Medicare beneficiaries in some regions
receive much more intensive health care, including more office visits, greater use of specialists,
more tests, and more hospital-based care than beneficiaries in other areas of the country. Not
surprisingly, Medicare spending per beneficiary in 2005 (adjusted for age, race, sex, health
status, and price) ranged from $5,358 in Salem, Oregon, to more than $14,000 in Miami,
Florida.2 What is surprising is that patients’ health and demographic differences do not appear
to account for much of the variation. 3 Given that regions with higher utilization rates have a
greater supply of specialists, hospital and intensive care unit (ICU) beds, and other technologies
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than regions with lower rates, some have argued that the supply of medical resources, not
medical necessity, accounts for variation in use among the Medicare population.4

Much of the work on regional variation has focused on either the demand-side factors of health
status and sociodemographic characteristics, or the supply-side factors of supplier-induced
demand and practice-style variations. 5 However, as noted by John Bertko, understanding
variations in use also requires measuring the role of patients’ preferences for care.6 If patients
in some regions of the country prefer to see more specialists, to be treated in an intensive care
unit (ICU), and to undergo more diagnostic testing, then specialists and hospital beds have
tended to migrate toward regions where patients demand the most intensive care, and providers’
practice rates in these areas may simply be a response to high levels of patient demand.7

Patients’ preferences for care seeking and their expectations about health care services may
stem both from a desire for information or psychosocial support and from more specific
expectations for particular tests or treatments. 8 Such expectations and preferences have been
shown to affect utilization both directly and indirectly through doctor-patient communication
and patients’ compliance and satisfaction, but it is unclear whether patients’ care-seeking
preferences vary regionally or contribute to regional variation in utilization.9 Although the
importance of patients’ preferences to high-quality care is widely recognized, only a few studies
have looked at the relationship between those preferences and regional variations in utilization.
10 A positive association between patients’ preferences and regional utilization levels could be
both cause and effect of system characteristics. That is, not only might differences in patients’
preferences lead to higher utilization patterns, but also, since patients in high-utilization regions
encounter a system much more likely to provide tests and specialty care, it would not be
surprising for such patients to come to prefer high levels of tests and visits. Cross-sectional
data cannot tease apart this chicken-and-egg problem, but a better understanding of the role of
patients’ preferences in utilization may help to better evaluate the potential impact of policy
recommendations that target patients’ utilization behavior versus provider-side actions.

In this paper we use survey data from a national sample of elderly Medicare beneficiaries in
the United States to examine whether and how patients’ care-seeking preferences are associated
with their use of physician visits, and to what extent differences in preferences can account for
regional utilization patterns. We also explore whether patients’ perceptions of unmet need vary
across regions.

Study Data And Methods
Data

The national random survey of patients’ preferences for care in general and under specific
conditions (n = 2,515, 65 percent response rate) is part of a larger project funded by the National
Institute on Aging (NIA) to understand the causes and consequences of regional variation in
Medicare utilization patterns. The Center for Survey Research (CSR) at the University of
Massachusetts, Boston, implemented the dual-mode survey (telephone followed by a mailed
questionnaire to all for whom a telephone number could not be obtained or who had not
responded by telephone) between June and December 2005 from a national random sample of
4,000 community-dwelling Medicare beneficiaries obtained from the Centers for Medicare
and Medicaid Services (CMS). A more complete description of the survey development and
implementation is available elsewhere.11

Individual utilization
Respondents’ utilization is based on actual outpatient physician visits as billed for in the
Medicare claims data, averaged over a two-year billing period (2004–2005). Because claims
data for beneficiaries with Medicare managed care are typically incomplete, we dropped the
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481 respondents with managed care from the analyses reported below. (Retaining managed
care beneficiaries in the analyses, with or without an indicator variable for managed care status,
does not change the results reported.)

Care-seeking preferences
To learn about patients’ primary care-seeking preferences, two clinical vignettes were used:
whether the respondent would seek medical care because of new chest pain when walking up
stairs, or because of a residual cough that remained after the flu (the exact wordings are shown
in online Appendix Exhibit 1).12 We chose these clinical scenarios because most patients have
experience with these symptoms or could easily imagine them, and because the need for
immediate evaluation is uncertain. For each of the vignettes, respondents were asked whether
they would want to see a doctor right away or wait, whether they would want a test or not (even
if their doctor said they did not need one), and finally, whether they would want to see a
specialist or not. We created three preference items based on “yes” responses to the questions
in both of the vignettes: preference for seeing a doctor right away, in which respondents
indicated they would want a doctor visit right away for both chest pain and cough; preference
for tests; and preference for specialist visits, measured in the same way.13 Finally, respondents
were asked their preference for primary versus specialty providers: did they think it was better
to have one general physician to provide primary care or to have several specialist physicians?
14 We coded the variable as 1 if respondents preferred a specialist as their primary provider,
and as 0 otherwise. Summary statistics for all variables are shown in Exhibit 1.

Patients’ characteristics
The survey collected extensive information about beneficiaries’ attributes. Age was
categorized in three groups: 65–74 (suppressed category in analyses below), 75–84, or 85 and
older. Self-reported race and ethnicity were limited to non-Hispanic white (suppressed
category), and nonwhite or Hispanic. We categorized education into less than a high school
education, completion of high school (suppressed category), or some college or greater.
Respondents were coded as having financial concerns if they indicated that financial issues
were “very important” or “important” in deciding whether to obtain medical care. Respondents’
self-reported health status was collapsed from five to three groups: poor or fair health, good
health, and very good or excellent health (the suppressed category).

Unmet desire for care
Respondents were deemed to have unmet medical need in the past twelve months if they
answered “yes” to either of two questions: were there any tests or treatments they wanted but
didn’t get, and did they want but not get to see a specialist?15

Regional visit rate
The regional visit rate is the outpatient visit rate per Medicare beneficiary—adjusted for age,
sex, and race—in a Hospital Referral Region (HRR) in 2003, calculated from a 5 percent sample
of Medicare Part B claims. Similar to variation in overall Medicare spending noted above, the
estimates of outpatient visit rates from the 5 percent sample varies threefold across HRRs, from
as low as 3.6 visits per beneficiary to as high as 10.5 visits. Survey respondents were assigned
to the corresponding HRRs based on their ZIP codes of residence. We then categorized the
HRR outpatient visit rate into five quintiles: low (mean rate of 4.9 visits per beneficiary); low
moderate (mean rate of 5.7 visits); moderate (mean rate of 6.3 visits); high moderate (mean
rate of 6.8 visits); and high (mean rate of 8.1 visits).

First, we looked at variations in patients’ preferences by individual demographic and health
characteristics. Second, we estimated multivariate ordinary least squares (OLS) regressions of
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respondents’ number of outpatient visits on patients’ preferences, controlling for age, sex, race/
ethnicity, education, financial concerns, and health status. Finally, we compared patients’
preferences across HRR visit-rate quintiles. We also compared respondents’ perceptions of
unmet medical need across quintiles.

Results are displayed according to quintile, but all reported tests for trend were based on
logisitic regression in which the independent variable was the outpatient visit rate in the
respondent’s HRR of residence (expressed as a continuous variable), and the dependent
variable was the respondent’s preference response. We performed multivariable logistic
regression for each of the four preferences plus perception of unmet need, with HRR visit rate
as the exposure (expressed as a continuous variable), adjusting for age, sex, race/ethnicity,
education, financial strain, and health status. All regressions used the Huber/White/sandwich
estimator of variance to adjust standard errors for clustering of respondents within HRRs.

Study Results
Sample characteristics

Data were available for 1,955 respondents for all variables used in the analyses. The mean age
of respondents was 75.6 (standard deviation: 6.6); 57.8 percent were women, 85.7 percent were
non- Hispanic white, and 14.3 percent were non-white or Hispanic (Exhibit 1). One-fifth of
respondents had not completed high school, and more than half had a high school diploma.
More than half reported that financial issues were important or very important in deciding
whether to obtain medical care; 31 percent were in very good or excellent health.

Patients’ preferences and characteristics
Men and women did not differ significantly in preferences for seeing a doctor right away or
for tests, but men were more likely than women to state a preference for specialty visits and
for having specialists rather than one generalist as their primary providers (Exhibit 2).
However, only a little more than one quarter of men expressed such preferences. There was
little variation in preferences across age groups, except that respondents age eighty-five or
older were somewhat more likely than younger respondents to want to see a doctor right away
instead of waiting to see if symptoms resolved on their own.

There are strong and consistent differences in stated preferences by race/ethnicity. We found
that nonwhites were more likely than whites to express preferences for visits right away, for
tests and specialty care, and for specialists rather than one generalist primary care doctor.
Elsewhere, we found similar racial differences in stated preferences for care, as have other
researchers, which may result in part from poor physician-patient communication or concerns
that the health care system is withholding care from minority patients.16

Patients’ preferences for care seeking also vary by education. Respondents with less than a
high school education were more likely than more educated respondents to prefer visits right
away, tests, and specialty visits. Respondents for whom financial matters are important or very
important when making medical decisions were more likely than those for whom finances are
not important to want visits right away, but these groups did not differ in other stated
preferences for care seeking. Finally, there were no strong differences in preferences for care
across health status groups, except that those who were in fair or poor health were somewhat
more likely than those in the other health status categories to want to see a doctor right away
when experiencing an unresolved cough or new chest pain.
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Preferences and utilization
Exhibit 3 shows the results of OLS regressions (using five models, described below) of
respondents’ number of outpatient visits on their characteristics and preferences. As shown in
model 1, women had significantly more medical visits than men had in 2005, as did respondents
older than age seventy-four, those with less than a high school diploma, and those with good
or fair-poor health status.

Models 2–5 introduce the measures of stated preference for seeing a doctor right away, for
tests, for specialist visits, and for having specialists for primary care. When patients’ health
status and sociodemographic characteristics were controlled for, respondents’ stated preference
for seeing a doctor right away was associated with significantly more outpatient visits (close
to one additional visit annually). Similarly, a stated preference for specialists instead of one
generalist as a primary provider was significantly associated with more than one additional
visit per year. Preferences for tests or specialist visits were not significantly associated with
visits. Including all variables in the model simultaneously produced the same results (results
not shown). These findings indicate that even after patients’ health status and
sociodemographic characteristics are controlled for, some individual preferences for care
seeking influence utilization; those who preferred care right away and from specialists
experienced higher utilization rates.

Preferences and regional variation
After patients’ demographic characteristics and health status were adjusted for (Exhibit 4),
patients in the lowest quintile of outpatient visit rates were less likely than those in the higher
quintiles to express a preference for seeing a doctor right away when experiencing an
unresolved cough or new chest pain.17 Similarly, patients in the lowest quintile were also less
likely than those in upper quintiles to prefer having multiple specialists rather than one
generalist physician as their primary provider. There were no differences in preferences for
tests or specialty visits across quintiles. These findings show that preferences vary across
quintiles consistent with regional utilization patterns for two of the four preferences tested;
however, it should be noted that the differences across quintiles are quite small.

It could be the case that regardless of stated preferences for care, patients in the lower quintiles
wanted more visits in the previous year than they received, on average. To test this hypothesis,
we analyzed whether more patients in the lowest quintile had any unmet desire for care
compared to those in higher quintiles. As shown in Exhibit 4, we found the opposite. That is,
significantly more patients in the highest quintile of outpatient visits said that they had unmet
desire for care, with and without adjustment for sociodemographic and health characteristics,
although as above, the difference between the highest and lowest quintiles was less than 1
percent.

Discussion
More than thirty years ago, medical sociologists found that apparent health need, symptoms,
or pain had little explanatory power for whether patients actually seek care.18 Factors such as
socioeconomic and insurance status, having a regular source of care, and even patients’ social
network characteristics influence both if and when they seek care.19 More recently, patient-
centered care, designed to reflect patients’ preferences, has been identified as a key component
of high-quality care.20 Given medical uncertainty for a variety of conditions, patients’ values
and preferences should play a key role in treatment choices, yet physicians’ decisions do not
always reflect their patients’ treatment preferences.21
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Variation in preferences versus variation in use
This paper shows that at the individual level, there is considerable variation among elderly
Medicare beneficiaries in preferences for seeking medical care. In addition, we found that some
preferences are predictive of actual physician visits, even after health status and demographic
factors were controlled for. Given this variation, it seems reasonable to expect that differences
in patient demand may be responsible for at least some of the regional variation in utilization
across the United States. However, although patients’ preferences are associated with
utilization at the individual level, the distribution of preferences across regions appears quite
similar, leading us to conclude that patients’ preferences have only a minor influence on
aggregate regional usage patterns. Yet even these small differences in care-seeking preferences
may provide some insight into how demand and supply interact to produce very different rates
of utilization across regions. Patients in regions with high utilization encounter a health care
system that is much more likely to provide tests and specialist visits. By being only slightly
more likely to want to see a doctor sooner in an illness episode, patients in such regions enter
a health care system that puts them on a trajectory of medical tests and specialist visits that
they might not prefer and might not choose if they could.

Consistency with other studies
Our findings are consistent with the related studies by Amber Barnato and colleagues on
patients’ preferences for end-of-life care, and Jack Fowler and colleagues on patient satisfaction
across spending regions; both found little relation between patients’ preferences and the overall
care they received.22

We expected initially that care-seeking preferences could evolve over time across regions.
Patients in high-utilization regions encounter a health care system that is much more likely to
provide tests and specialist visits, and so it would make sense for such patients to expect tests
and referrals to specialists; indeed, they might suspect that they were being undertreated if they
were not referred for subsequent testing and additional appointments. And although we did
observe a greater preference for specialists rather than one generalist as a primary provider in
high-visit-rate regions (consistent with this hypothesis), it is surprising that other measures of
preferences, particularly for tests and for specialist visits, exhibited little association with
normal patterns of care.

Limitations
This study has several important limitations. One is the use of hypothetical scenarios to ask
about stated, not revealed, preferences. It is possible that in the event of an actual illness, people
in regions with higher (or lower) visit rates might behave differently than they indicated in
response to a hypothetical scenario. The particular survey items used here were intentionally
oversimplified to gain insight into broad preferences, rather than to anticipate particular
treatment choices for specific medical conditions. In addition, some caution is warranted in
thinking about stated preferences as predictive of action, particularly in the context of health
care.23 However, the finding that stated preferences were associated with actual utilization
behavior at the individual level provides some support for the view that at least some stated
preferences do translate into actual behavior.

Overall, the results of this survey suggest that observed regional variations in use and spending
are attributable only weakly, if at all, to differences in preferences for care among residents of
those regions. Policies aimed at changing individual patients’ use of health care are unlikely
to have a major effect on regional differences in utilization that indicate high levels of
unwarranted care. Regional variations in utilization caused by differences in informed patients’
preferences, based on shared decision- making tools that help patients and their providers
identify how patients value potential clinical outcomes, could, in the long term, represent a
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success of patient-centered care initiatives.24 However, at this stage, it appears that more of
the variation in use is the consequence of health care system characteristics than it is of patients’
preferences.
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EXHIBIT 1
Characteristics Of A Sample Of Elderly Medicare Beneficiaries, 2005

Characteristic Total

Percent female 57.8%

Age (years)

  65–74 49.4

  75–84 40.8

  85+ 9.8

Race/ethnicity

  Non-Hispanic white 85.7

  Nonwhite or Hispanic 14.3

Education

  Less than high school 20.3

  High school 59.2

  Some college or more 20.5

Financial concern

  Finances important or very important for medical care decisions 51.4

Health

  Excellent or very good 30.8

  Good 40.3

  Fair or poor 28.9

Preferences

  Preference for seeing the doctor right away 17.4

  Preference for tests 45.5

  Preference for specialty visit 26.1

  Preference for specialist as primary doctor 21.9

  Number of outpatient visits: pooled years 2004–05 7.5 (6.5)

SOURCE: Causes and Consequences of Health Care Intensity Patient Survey, national random sample of elderly Medicare beneficiaries.

NOTES: N = 1,936. Standard deviation is in parentheses.
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EXHIBIT 2
Patients’ Preferences For Care, By Individual Characteristics, 2005

Characteristic

Prefer to see
doctor right
away

Preference
for tests

Preference for
specialty visits

Prefer specialist
as
primary
provider

Sex

  Male 17% 46% 29% 26%

  Female 18 46 24*** 19***

Age (years)

  65–74 16 48 28 22

  75–84 19 44 25 23

  85+ 22** 43 25 18

Race

  Nonwhite 26 53 36 29

  White or Hispanic 16*** 44*** 24*** 21***

Education

  Less than high school 24 50 32 22

  High school graduate 16 47 26 22

  At least some college or higher 14*** 39*** 22*** 23

Financial strain

  Finances important when seeking
    medical care 19 46 27 22

  Finances not important when
    seeking medical care 16 45 24 22

Health status

  Excellent or very good 15 47 27 21

  Good 18 46 24 22

  Fair or poor 20 43 27 24

SOURCE: Causes and Consequences of Health Care Intensity Patient Survey, national random sample of elderly Medicare beneficiaries, 2005.

NOTE: Statistical significance is denoted as ANOVA F statistic of difference between groups.

**
p < 0.05

***
p < 0.01
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EXHIBIT 4
Percentage Of Elderly Medicare Beneficiary Respondents Reporting Various
Preferences, By Quintiles Of Hospital Referral Region (HRR) Visit Rates, 2005

SOURCE: Causes and Consequences of Health Care Intensity Patient Survey, national random sample of elderly Medicare beneficiaries, 2005.

NOTES: Complete preference wordings are explained in the text. Adjusted for age, sex, nonwhite race, education, financial strain, and self-reported health
status.
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