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Market Variations in Intensity of
Medicare Service Use and Beneficiary
Experiences with Care
Jessica N. Mittler, Bruce E. Landon, Elliot S. Fisher,
Paul D. Cleary, and Alan M. Zaslavsky

Objective. Examine associations between patient experiences with care and service
use across markets.
Data Sources/Study Setting. Medicare fee-for-service (FFS) and managed care
(Medicare Advantage [MA]) beneficiaries in 306 markets from the 2003 Consumer
Assessments of Healthcare Providers and Systems (CAHPS) surveys. Resource use
intensity is measured by the 2003 end-of-life expenditure index.
Study Design. We estimated correlations and linear regressions of eight measures of
case-mix-adjusted beneficiary experiences with intensity of service use across markets.
Data Collection/Extraction. We merged CAHPS data with service use data, ex-
cluding beneficiaries under 65 years of age or receiving Medicaid.
Principal Findings. Overall, higher intensity use was associated (po.05) with worse
(seven measures) or no better care experiences (two measures). In higher-intensity mar-
kets, Medicare FFS and MA beneficiaries reported more problems getting care quickly
and less helpful office staff. However, Medicare FFS beneficiaries in higher-intensity
markets reported higher overall ratings of their personal physician and main specialist.
Medicare MA beneficiaries in higher-intensity markets also reported worse quality of
communication with physicians, ability to get needed care, and overall ratings of care.
Conclusions. Medicare beneficiaries in markets characterized by high service use did
not report better experiences with care. This trend was strongest for those in managed
care.

Key Words. Patient experiences with care, Medicare, small area variations,
managed care, utilization

In the current debate about how to control health care costs and improve quality
of care, policy makers have been discussing the implications of the considerable
geographic variations in health care spending and use (Pear 2009). Patterns of
health care use vary substantially across areas of the United States (Wennberg
and Gittelsohn 1973) even after controlling for differences in prices and
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population characteristics (see review in CBO 2008). Areas with higher spend-
ing per person have more intensive practice patterns and significantly greater
use of ‘‘discretionary’’ services such as office visits, specialist consultations, and
tests compared with lower-spending areas (Fisher et al. 2003a, b).

However, additional spending and use are not related to better technical
care, clinical outcomes ( Jencks et al. 2000; Fisher et al. 2003a, b; Jencks, Huff,
and Cuerdon 2003; Baicker and Chandra 2004), or physicians’ self-perceived
ability to provide high-quality care (Sirovich et al. 2006) across large areas.
These findings are consistent for multiple clinical measures, including receipt
of evidence-based services such as immunizations and outcomes such as
mortality after acute myocardial infarction ( Jencks et al. 2000; Fisher et al.
2003a, b; Jencks, Huff, and Cuerdon 2003; Baicker and Chandra 2004).

However, there is little information about the relationship between
treatment intensity and patient experiences with care. Knowing how spending
and use are associated with patient experiences, such as the ease of obtaining
needed care and being treated with respect by providers, is important to
developing and evaluating health care policies (IOM 2001).

Some studies suggest that patient satisfaction is worse in high-use areas,
but these relied upon limited measures of patient experiences with care and
were restricted to a small sample of enrollees in fee-for-service (FFS) Medicare
(Fisher et al. 2003a, b; Fowler et al. 2008). Nonetheless, it is plausible that the
association could go in either direction. In public opinion surveys, Americans
place great value on having access to all the care that their providers think they
need and fear changes that might restrict access (Blendon et al. 1998). Greater
service use may also generate higher ratings of care (Davies and Ware 1988).
Such preferences might cause beneficiaries in higher-intensity markets to give
better overall ratings of care and their providers, especially in FFS where there
are the fewest constraints on utilization of services. Furthermore, delivery of
more services could enhance clinicians’ knowledge of, and responsiveness to,
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patient needs and expectations and increase the likelihood of receiving rec-
ommended preventative care like vaccinations. High-intensity markets also
have more physicians per person overall (Fisher et al. 2003a), potentially
enabling easier access to care, shorter waiting times, and longer, less-hurried
visits that facilitate better interactions with doctors and office staff.

Alternatively, high-intensity treatment may reflect an inefficient, poorly
coordinated local delivery system. Higher-intensity markets have more spe-
cialists and fewer primary care providers per person than lower-intensity
markets (Fisher et al. 2003a), which may impede access to primary care and
foster overreliance on specialists. To accommodate demand, visits may be
shortened and interactions with physicians and staff may suffer. An overbur-
dened, uncoordinated system may also increase the likelihood of receiving
unnecessary or harmful care. Thus, patients in high-use markets might report
less favorable experiences accessing care, interacting with physicians and
office staff, and obtaining basic preventative services.

Although Medicare Advantage (MA, Medicare’s managed care pro-
gram) plans could improve patient experiences by coordinating care and
providing additional services made possible by higher Medicare reimburse-
ment rates (Gold 2005), we expected that, overall, MA beneficiaries would
report worse experiences than FFS beneficiaries in high-intensity areas be-
cause managed care restrictions on care would be felt most keenly there. The
exception is receipt of flu and pneumonia vaccines, which MA plans have
delivered more effectively overall than FFS (Landon et al. 2004).

The majority of Medicare beneficiaries are enrolled in the FFS program,
but the growth of MA from 12 percent in 2003 to 22 percent of all Medicare
beneficiaries in 2009 (KFF 2009) makes it increasingly important to under-
stand how beneficiaries’ experiences in both programs vary with intensity of
service use. In this study, we examined whether more intensive use of services
is associated with an array of Medicare beneficiary experiences with care,
including the ease of accessing care, the quality of interactions with doctors
and staff, and overall ratings of care and their providers, in both traditional
FFS Medicare and MA.

METHODS

Overview

We examined the relationship between a market’s intensity of service use
and Medicare beneficiary experiences in 2003 in FFS and MA. Beneficiary
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experiences were from the CAHPS Medicare surveys of FFS and MA ben-
eficiaries nationwide, which ask about getting needed care, getting care
quickly, communication with their physicians, interactions with physician
office staff, and receipt of selected preventative care (Goldstein et al. 2001).
Intensity of service use in each market was measured by the End-of-Life
Expenditure Index (EOL-EI) developed by researchers at Dartmouth Medical
School (Fisher et al. 2003a, b). This intensity index summarizes the market
variation in Medicare spending that is not explained by market differences in
illness or price. Because much end-of-life care is hospital based, the hospital
referral region (HRR) is our unit of analysis. We calculated correlations be-
tween the HRR-level intensity index and HRR-level case-mix-adjusted mean
CAHPS scores.

CAHPS Survey

The CAHPS surveys of Medicare beneficiaries were designed to assess ben-
eficiaries’ overall experiences with care and their experiences in specific areas,
such as communication with their physicians and timely access to needed care.
Administered to MA beneficiaries since 1997 and FFS beneficiaries since
2000, the CAHPS measures have undergone extensive psychometric testing
to assure reliable measures of important dimensions of patient experiences
with care; the development and testing of CAHPS have been detailed else-
where (Schnaier et al. 1999; Zaslavsky, Zaborski, and Cleary 2000c; Zaslavsky
et al. 2000a, b, 2001; Zaslavsky 2001; Zaslavsky and Cleary 2002; Hargraves,
Hays, and Cleary 2003).

We analyzed 10 measures of beneficiaries’ experiences with access
and care delivery from the 2003 surveys: overall ratings of (1) doctor,
(2) specialist, and (3) care; (4) the ability to get needed care, (5) get care
quickly, and (6) being seen within 15 minutes of the scheduled appoint-
ment time; (7) their doctor’s communication skills, (8) helpfulness of
office staff; and receipt of (9) pneumococcal and (10) influenza vaccine
(Table 1).

The overall ratings, being seen within 15 minutes, and vaccination
measures are individual items. The others are composite measures previously
developed and validated for public reporting of Medicare beneficiary expe-
riences (Zaslavsky et al. 2002; Hargraves, Hays, and Cleary 2003). All items
were scaled so that higher scores indicate more favorable experiences and all
items in a composite measure have the same response scale.
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Table 1: Description of 2003 CAHPS
s

Composites and Survey Items Used
in Analysis

Measures Individual Items

Get needed caren Since you joined Medicare, how much of a problem, if any, was it to get a
personal doctor or nurse you are happy with?

In the last 6 months, how much of a problem, if any, was it to see a
specialist that you needed to see?

In the last 6 months, how much of a problem, if any, was it to get the care,
tests, or treatment you or a doctor believed necessary?

In the last 6 months, how much of a problem, if any, were delays in
health care while you waited for approval from your health plan/
Medicare?

Get care quicklyw In the last 6 months, when you called during regular office hours, how
often did you get the help or advice you needed?

In the last 6 months, when you needed care right away for an illness,
injury, or condition, how often did you get care as soon as you wanted?

In the last 6 months, not counting the times you needed health care right
away, how often did you get an appointment for health care as soon as
you wanted?

Seen in 15 minutesw In the last 6 months, how often were you taken to the exam room within
15 minutes of your appointment?

Doctor’s
communicationw

In the last 6 months, how often did doctors or other health providers
listen carefully to you?

In the last 6 months, how often did doctors or other health providers
explain things in a ways you could understand?

In the last 6 months, how often did doctors or other health providers
show respect for what you had to say?

In the last 6 months, how often did doctors or other health providers
spend enough time with you?

Helpful and courteous
office staffw

In the last 6 months, how often did office staff at a doctor’s office or clinic
treat you with courtesy or respect?

In the last 6 months, how often were office staff at a doctor’s office or
clinic as helpful as you thought they would be?

Receipt of flu shotz Did you get a flu shot last year, at any time from September to December
2002?

Receipt of pneumonia
shotz

Have you ever had a pneumonia shot? This shot is usually given only
once or twice in a person’s lifetime and is different than a flu shot. It is
also called the pneumococcal vaccine

Overall ratings
Doctor§ Using any number from 0 to 10, where 0 is the worst personal doctor or

nurse possible and 10 is the best personal doctor or nurse possible,
what number would you use to rate your personal doctor or nurse?

continued
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Survey Sample and Methods

The FFS survey was administered to a random sample of approximately 600
beneficiaries from each of 275 geographic strata usually comprised of con-
tiguous groups of counties within a state with approximately equal numbers of
FFS beneficiaries (RTI and RAND 2005). For the MA survey, a random
sample of 600 noninstitutionalized beneficiaries was drawn from each MA
contract in effect on July 1, 2003 and for the previous 2 years (or each geo-
graphically defined stratum of large contracts) (Goldstein et al. 2001). Ben-
eficiaries sampled from contracts that had ceased activity before the survey
and beneficiaries who had left their plan were excluded.

All sampled beneficiaries received the survey by mail with telephone fol-
low-up for nonrespondents (Goldstein et al. 2001; RTI and RAND 2005). Sam-
pled beneficiaries were sent a letter from the Centers for Medicare and Medicaid
Services explaining the purpose of the survey. Spanish-language surveys were
sent upon request. Respondents were screened so that they only answered items
for which they had relevant care experiences (e.g., only beneficiaries reporting
an office visit in the past 6 months were asked about their experience in the
doctor’s office) (Zaslavsky, Zaborski, and Cleary 2002). This study was approved
by the Harvard Medical School Committee on Human Subjects.

Market Definitions and Intensity Index

HRRs are based on patterns of referral for tertiary care, such as major car-
diovascular surgery (Wennberg and Cooper 1996). Over 90 percent of all U.S.

Table 1. Continued

Measures Individual Items

Specialist§ How would you rate the specialist you saw most often in the last 6
months, including a personal doctor if he or she is a specialist? Using
any number from 0 to 10, where 0 is the worst specialist possible and 10
is the best specialist possible, what number would you use to rate the
specialist?

Care§ Using any number from 0 to 10, where 0 is the worst health care possible
and 10 is the best health care possible, what number would you use to
rate all your health care in the last 6 months?

Scale:
nProblem (1–3): a big problem, a small problem, not a problem.
wOften (1–4): never, sometimes, usually, always.
zYes/No (1, 0): yes, no.
§Global (1–10): worst possible (1) to best possible (10).
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residents live in HRRs where480 percent of hospitalizations occur within the
HRR (Wennberg and Cooper 1996). Thus, HRRs define distinct areas within
which patients’ utilization is influenced by a common set of providers.

Our index of intensity of utilization, the 2003 EOL-EI, was calculated for
each HRR as the average per capita age, sex, race, and price-adjusted spend-
ing on hospital and physician services for FFS Medicare beneficiaries in their
last 6 months of life (Fisher et al. 2003a). Because these data were not available
for managed care beneficiaries, we used the measure based on FFS benefi-
ciaries to characterize the entire market. The 2003 index was the most recent
available and directly corresponded to the time period of our survey.

The index was designed to isolate differences in spending due to vari-
ation in service use. It measures market differences in spending associated
with overall treatment intensity in a market rather than differences in under-
lying illness levels or price. The EOL-EI is strongly related to service use in
three chronic disease cohorts (acute myocardial infarction, colorectal cancer,
and hip fracture) and a general Medicare population cohort, suggesting that
the index is reflects general intensity of service use in an area (Fisher et al.
2003a).

People in higher-intensity markets use more ‘‘discretionary,’’ supply-
sensitive services, including more frequent physician visits, specialist consul-
tations, lab services, and make greater use of the hospital as a site of care than
lower-intensity markets (Fisher et al. 2003a). Research using clinical vignettes
has shown a propensity for greater use of these ‘‘discretionary’’ services by
physicians in higher-intensity regions (Sirovich et al. 2005).

To assess the robustness of our findings, we also examined relationships
between patient experiences and another measure of treatment intensity, the
2003 acute care index (ACI), defined as age-, sex-, race-, price-, and illness-
adjusted spending for physician and hospital services in the first 12 months of
follow-up for Medicare FFS beneficiaries with acute myocardial infarction, hip
fracture, or colon cancer (Fisher et al. 2003a, b).

Control Variables

CAHPS scores were adjusted for individual characteristics known to be as-
sociated with differences in reported experiences, including the beneficiary’s
age, education, general health status, general mental health status, interactions
between age and region and general health status and region, and the use of a
proxy to complete the CAHPS survey (Schnaier et al. 1999; Zaslavsky 2001).
Other control variables included federal region, MA penetration, and average
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Medicare payment. MA penetration in HRRs was calculated by weighting the
September 2003 county-level MA penetration rate by the fraction of the
HRR’s older than 65 population each county represented in the 2000 U.S.
Census. HRR payment levels were calculated as the average of each pro-
gram’s payments per person for the counties in each HRR, similarly weighted
by population.

Statistical Analysis

We excluded beneficiaries under age 65 and those eligible for Medicaid (14.6
percent of CAHPS respondents) from the analysis because these groups have
distinct coverage choices and care needs.

Our unit of analysis was the HRR. Unlike Medicare FFS, MA plans are
not available in every market. Of the 306 HRRs nationwide, 199 had MA
enrollment and at least 20 CAHPS MA respondents in 2003, representing 99.8
percent of all otherwise eligible MA enrollees; these are the MA markets used
in analysis. HRRs were assigned to quintiles based on their intensity index;
each quintile contains roughly equal numbers of HRRs (not beneficiaries).
Unless the use of quintiles is specifically noted, all analyses and comparisons
used the continuous intensity index.

We calculated the case-mix-adjusted mean of each of the CAHPS mea-
sures for each HRR using linear regression models (Zaslavsky et al. 2001).
Composite measure scores were calculated as the average of all composite
items, each item weighted equally (Zaslavsky et al. 2002). The HRR means
were weighted to be representative of the corresponding populations: all
beneficiaries in all 306 markets, and FFS beneficiaries and MA beneficiaries in
the 199 markets with MA plans.

We first examined the association between intensity of service use and
patient experiences by estimating correlations and linear regressions of HRR-
level case-mix-adjusted CAHPS scores for each population. Controlling for
federal region, HRRs’ MA penetration, and HRRs’ average total Medicare
payments did not substantively change the regression results, so these vari-
ables were not included in the final model. We tested whether the regression
relationships between the intensity index and HRR outcomes were signifi-
cantly different for FFS and MA. We also calculated effect sizes, defined as the
difference between the mean case-mix-adjusted CAHPS scores in the lowest-
and highest-spending quintiles of HRRs divided by the pooled standard de-
viation within quintile. Finally, we repeated our analyses for the entire Med-
icare population (including beneficiaries under the age of 65 and receiving
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Medicaid), and substituting the ACI for the EOL-EI, to assess the robustness
of our findings.

To determine whether the observed correlations were disproportion-
ately influenced by HRRs in the highest-intensity quintile, we tested whether
HRRs in this quintile fit a linear trend by rerunning the regression analyses
with a dummy variable representing the highest-intensity quintile of markets.
We then estimated correlations between the intensity index and the CAHPS
measures for markets in the remaining (lower) quintiles of intensity. Analyses
were performed with SAS software, version 9.0 (SAS Institute, Cary, NC).

RESULTS

In 2003, there were 120,974 and 135,757 respondents to the FFS (63.9 percent
response rate) and MA (80.2 percent response rate) surveys, respectively, that
met our inclusion criteria (Table 2). After weighting the data to be represen-
tative of the Medicare program nationally, roughly half of the study popu-
lation was between 65 and 74 years old, just over half was female, about one-
fifth had completed at least some college, one-third reported excellent or very
good health, and just over 14 percent was enrolled in MA plans. High-inten-
sity markets spent about 1.5 times the lowest-intensity markets and had more
health care resources per capita: 1.17 times the number of physicians, 1.52 the
number of specialists, and 1.30 times the hospital beds per person (Table 2).
HRRs in the fifth quintile were concentrated in Texas, Pennsylvania, New
York, New Jersey, Michigan, Illinois, Florida, and California.

For all (FFS and MA) beneficiaries across the 306 markets, problems
with access to care, including how often beneficiaries were taken to the exam
room within 15 minutes of a scheduled appointment (adjusted correlation
[R] 5 � 0.64, po.001), getting care quickly (R 5 � 0.47, p 5 .05), and getting
care when needed (R 5 � 0.12, po.031) were more frequent in high-intensity
areas than in low-intensity markets (Table 3). Beneficiaries in high-intensity
markets also more frequently reported problems getting assistance from phy-
sician office staff (R 5 � 0.48, po.001) and with quality of communication
with the physician (R 5 � 0.10, p 5 .01) than those in low-intensity markets
(Table 3). Beneficiaries in higher-intensity markets rated their personal phy-
sicians more highly than their counterparts in lower-intensity markets
(R 5 10.23, po.001), but overall ratings of care and specialist were not sig-
nificantly related to intensity. Finally, beneficiaries in higher-intensity markets
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reported receiving of flu (R 5 � 0.46, po.001) and pneumonia shots
(R 5 � 0.49, po.001) less often (Table 3).

Table 3 also shows analyses stratified by Medicare sector. Findings for
FFS beneficiaries in the 199 markets with MA enrollment were similar to those
in the combined analyses. As indicated by the correlations, effect sizes for
differences between the highest and lowest spending markets for FFS ben-
eficiaries were greatest for being taken to the exam room within 15 minutes of
their appointment (2.47), how helpful office staff were (1.38), and overall rating
of their personal physician (1.03) (Table 4).

MA beneficiaries in higher-intensity markets, however, reported worse
experiences than those in lower-intensity markets for almost every measure
(Table 3 and Figures 1 and 2). Like FFS respondents, MA beneficiaries in
higher-intensity markets had more difficulty getting care quickly (R 5 � 0.33),

Table 3: Correlations between 2003 Market Service Use Intensity and
Reports of Medicare Beneficiary Experiences with Caren

All HRRs
(n 5 306)

Medicare MA HRRs (n 5 199)

All Beneficiariesw FFS Beneficiariesz MA Beneficiariesz

Access R p-Value R p-Value R p-Value

Getting needed care � 0.12 .031 0.05 .92 � 0.33 o.001
Getting care quickly � 0.47 .05 � 0.47 o.001 � 0.49 o.001
Seen in 15 minutes � 0.64 o.001 � 0.62 o.001 � 0.59 o.001
Provider and staff interactions

Doctor’s communication � 0.10 .01 � 0.03 .70 � 0.22 .002
Helpful and courteous office staff � 0.48 o.001 � 0.40 o.001 � 0.43 o.001

Preventative care
Pneumonia shot � 0.46 o.001 � 0.44 o.001 � 0.48 o.001
Flu shot � 0.49 o.001 � 0.47 o.001 � 0.42 o.001

Overall ratings
Personal physician 0.23 o.001 0.37 o.001 � 0.11 .13
Specialist 0.003 .18 0.15 .04 � 0.20 o.001
Care 0.01 .36 0.05 .45 � 0.24 o.001

nPatient experiences were measured by CAHPS measures that were case-mix adjusted. Service
use intensity was measured by the intensity index, which was adjusted for prices and local
demographics (age, sex, and race).
wSample weighted to represent the study population nationally (Medicare beneficiaries, 65 or
older, not receiving Medicaid).
zSample weighted to represent each program.

CAHPS, Consumer Assessments of Healthcare Providers and Systems; FFS, fee-for-service;
HRR, hospital referral region; MA, Medicare Advantage.
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being taken to the exam room within 15 minutes of their appointment
(R 5 � 0.59), and getting help and respectful treatment by office staff
(R 5 � 0.43) than their MA counterparts in lower-intensity markets
(po.0001 for all). Unlike FFS beneficiaries, however, MA beneficiaries in
higher-intensity markets also reported lower overall ratings of their specialist
(R 5 � 0.20, po.001) and care overall (R 5 � 0.24, po.001), as well as
worse communication with their doctor (R 5 � 0.22, po.002) and more de-
lays getting care while waiting for approval from their health plan (R 5 � 0.33,
po.001) than MA beneficiaries in low-intensity markets. Effect sizes for
differences between the highest- and lowest-spending quintiles for MA ben-
eficiaries were greatest for being taken to the exam room within 15 minutes of
their appointment (2.07), helpfulness of office staff (1.47), and getting needed
care (1.33) (Table 4).

Figure 1: Patient Reported Experiences Negatively Related to Intensity of
Service Use in Medicare Advantage (MA) and Fee-for-Service (FFS)

Notes. Larger versions of these and additional figures depicting the relationship between patient

experience measures with intensity of service use are available in Appendix SA2, available at

http://www.hsr.org.

FFS, and dashed regression line (- - - -); MA, and solid regression line (——); Q, quintile of

intensity index. Intensity index is the 2003 end-of-life expenditure index (EOL-EI).
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In general, the difference between the average FFS and MA beneficiary
experience is larger in high-intensity markets than in lower-intensity markets,
where patient-reported experiences are relatively similar (Figure 2). For al-
most all measures across all markets FFS performance is better than MA
performance (Figure 1). The exceptions were, ‘‘How often were you taken to
the exam room within 15 minutes of your appointment?’’ and receipt of
pneumonia and flu vaccines; for these, MA beneficiaries report more favor-
able experiences than FFS beneficiaries across levels of intensity (Figure 2).

Sensitivity analysis revealed that beneficiaries in markets in the highest
quintile of intensity reported significantly poorer experiences for five mea-
sures (overall ratings of personal physician, specialist, care, getting care
quickly, and helpful and courteous office staff) than would be expected from

Figure 2: Patient Reported Experiences Negatively Related to Intensity of
Service Use in Medicare Advantage (MA) But Not Fee-for-Service (FFS)

Notes. Larger versions of these and additional figures depicting the relationship between patient

experience measures with intensity of service use are available in Appendix SA2, available at

http://www.hsr.org.

FFS, and dashed regression line (- - - -); MA, and solid regression line (——); Q, quintile of

intensity index. Intensity index is the 2003 end-of-life expenditure index (EOL-EI).
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the trend across the rest of the markets in one or both of the programs. This
poor performance in the top quintile of markets does not appear to be due to a
small set of outlying poorly scoring areas because standard deviations of area
means were fairly similar across quintiles of intensity.

Correlations of patient experiences with the ACI were similar to those
with the EOL-EI intensity index, although in some cases they were smaller.
Including beneficiaries under the age of 65 and Medicaid eligibles yielded
similar relationships between experiences and intensity of care with the
exception of getting care quickly, whose correlations became insignificant
among the overall Medicare population (R 5 � 0.10, p 5 .071) and FFS ben-
eficiaries in markets with MA (R 5 � 0.10, p 5 .146).

DISCUSSION

At the heart of the national health care debate is how to improve quality and
control spending. In this paper, we asked if the finding that more use is as-
sociated with worse clinical care and outcomes was also true from the patient’s
perspective. Theoretically, patients could have better care experiences in
higher-intensity markets, but we found that higher service use was not asso-
ciated with better care experiences, with the exception of higher overall rat-
ings of their personal physician.

Access to care, interactions with office staff and physician communica-
tion were significantly worse in higher-intensity markets, and beneficiaries in
these markets more frequently had to wait over 15 minutes past their sched-
uled appointment time at the physician’s office and were less likely to report
having received recommended vaccines. This is consistent with physicians’
reports in high-intensity markets that they are less able to provide high-quality
care to patients compared with physicians in lower-intensity markets (Sirovich
et al. 2006).

The strong negative relationship between service use intensity and ac-
cess to care measures could result from the increased provision of nonessential
services in higher-intensity markets. This increased use may limit the avail-
ability of providers to deliver essential services, making it more difficult for
beneficiaries to see physicians for routine care. Furthermore, there might be a
greater mismatch between desired and provided services in higher-intensity
areas because beneficiaries there expect to receive more services. At least for
some measures, the negative effects associated with patterns of intense service
use appear especially strong in the highest use markets, which may reflect
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larger gaps in beneficiary expectations, or particularly uncoordinated or
stressed delivery systems that negatively affect all Medicare beneficiary ex-
periences. This is especially important because the highest spending markets
represent 30 percent of our study population and may provide the biggest
opportunity to control costs.

As expected, higher intensity of service use was more strongly associated
with worse reports of care experiences among MA beneficiaries than in FFS.
In addition to worse access to care and interactions with office staff, MA
beneficiaries in higher-intensity markets reported more problems getting care
when needed and finding a satisfactory provider than MA beneficiaries in
lower-intensity markets. Furthermore, MA beneficiaries reported worse pa-
tient experiences than their FFS counterparts in the same markets, except for
delivery of flu and pneumonia vaccines, consistent with earlier research (Lan-
don et al. 2004). These results are even more striking considering that MA
enrollment is voluntary, and those who enroll are likely to be those who most
value extra MA plan benefits relative to FFS freedom of choice. The differ-
ences in reported care experiences were small, but significant, in the low-
intensity markets, and larger in high-intensity markets. This provides some
insight into possible sources of previously identified state-to-state variations in
patient experiences (Landon et al. 2004; Zaslavsky, Zaborski, and Cleary
2004).

Patient reports may be particularly poor for MA beneficiaries in
higher-intensity markets because MA plans entering ‘‘inefficient’’ markets
may try to profit by reducing service use (Brown and Gold 1999; MedPAC
2001), and high-intensity markets are characterized by greater use of ‘‘discre-
tionary’’ services, making these areas an attractive target. If MA beneficiaries
in high-intensity markets feel plan changes to manage or restrict care most
keenly——compared with their own previous experience or that of their neigh-
bors in FFS Medicare——they might report worse care, regardless of its tech-
nical quality. This difference in expectations could also explain why, unlike
FFS beneficiaries, MA beneficiaries were not more satisfied with their personal
provider in higher-intensity markets. Nonetheless, beneficiaries have been
drawn to MA plans because they offered more generous benefits and lower
premiums and cost-sharing than FFS Medicare or private supplemental cov-
erage (Atherly, Dowd, and Feldman 2004; Gold et al. 2004).

Our study has several limitations. First, the data used were from 2003.
Since then, the MA program has expanded the array of plan choices available
to beneficiaries to include, among others, private fee-for-service, preferred
provider organizations, and prescription drug plans. We cannot extrapolate
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our findings to those enrolled in these alternative models, because 90 percent
of Medicare-managed care beneficiaries nationwide were enrolled in health
maintenance organization (HMO) plans in 2003 (KFF 2009).

Second, this paper assessed only some dimensions of health care quality.
MA may outperform FFS on other dimensions. For example, our analyses and
those by Landon et al. (2004) have found MA plans deliver preventative care
at higher rates than FFS providers. Third, our data on service intensity were
based on FFS use, but MA delivery patterns could differ. Because plans with
exclusive provider relationships constitute a minority of managed care plans,
Medicare beneficiaries likely share many of the same providers. Although we
could not control for provider overlap, we found that FFS and MA experi-
ences often diverge, suggesting that differences in practice patterns in the two
programs may explain some of variation observed.

Fourth, CAHPS measures focus on reports about experiences with care
and many are relatively objective, such as whether a patient was seen within 15
minutes of his or her scheduled appointment time and received flu and pneu-
monia vaccinations. However, many reports about care experiences might be
influenced by expectations. The case-mix adjustment model removes such
effects related to age, reported health status, and education, but some mea-
sures may still reflect differences in expectations to some extent. Fifth, we
could not distinguish the roles of patient demand and underlying market and
organizational factors in determining treatment intensity, although recent
work indicates that patient preferences account for only a very small amount
of area variation in use (Anthony et al. 2009). Sixth, we selected the intensity
index over alternative utilization measures. The index is highly correlated
with an HRR’s average Medicare FFS (R 5 10.80, po.001) and MA payment
levels (R 5 10.61, po.001), but it was designed to more effectively control for
area differences in underlying illness to isolate spending variation linked to
area practice patterns than other measures.

Finally, HRR-level associations might differ from those within HRRs.
For instance, within an HRR, patients who use more services might report
better experiences. Hence, our results should be interpreted as characterizing
system-level associations at the geographical level relevant to inpatient care,
not those for individual patients or smaller areas. We doubt that our findings
are substantially confounded by variations in patient case-mix at this level.
Our methods minimized potential confounding by studying Medicare ben-
eficiaries, who by definition are all insured, excluding Medicaid eligibles and
those under 65, and case-mix adjusting for factors known to be associated with
differences in patient experiences (Schnaier et al. 1999; Zaslavsky et al. 2001).
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Case-mix only accounts for a small portion of differences in patient experi-
ences (Zaslavsky, Zaborski, and Cleary 2000c), so it is unlikely that additional
adjustment would result in substantial changes. Further study of area char-
acteristics associated with costs and quality might elucidate the reasons for the
associations we found.

Our findings are important given policy makers’ desire to improve the
efficiency and quality of the Medicare program (Weems 2008; Pear 2009).
Under the current system, more Medicare spending has not been producing
higher-quality care for beneficiaries on average. Our findings are consistent
with the argument that high spending in some areas reflects wasteful and/or
poorly coordinated care. Managed care is particularly unpopular (Robinson
2001) and more of the same is unlikely to improve care. The current alter-
native types of MA plans are less managed than HMOs and more generously
reimbursed per enrollee than HMOs and FFS, suggesting that enrollment
growth in these alternatives is unlikely to improve efficacy or reduce spending
differences (MedPAC 2008).

In sum, our work and others’ (Fisher et al. 2003a, b; Anthony et al. 2009)
suggest that higher use and poorer quality are rooted in local delivery system
problems. The highest-intensity markets provide the biggest opportunity to
control costs and improve quality of care. These areas reported the worst
patient experiences and generate a disproportionate share of costs. Policy
makers cannot rely on the current program structure to transform markets,
and administratively cutting spending in high-intensity areas is likely to hurt
quality and arouse intense opposition. More effective policy tools now re-
ceiving the most attention include payment reforms such as a bundled pay-
ments for care episodes; increasing the number of primary care providers;
greater use of integrated organizations; development of accountable care or-
ganizations; adopting enhanced systems of primary care, like the medical
home; and expanding the use of comparative effectiveness guidelines (Iglehart
2008a, b; Crosson 2009; Fisher et al. 2009; Mechanic and Altman 2009;
Wilensky 2009). Regardless of the options pursued, innovative Medicare pol-
icy and approaches to health care delivery are required to improve access to
needed services while reducing wasteful and redundant care.
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