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Abstract
Context—The recent emphasis on improving health literacy highlights the importance of
building strong relationships between patients and healthcare providers. Patients perceiving good
communication in healthcare settings report better health status. Having a usual source of care
(USC) may play a key role in achieving optimal communication between patients and physicians.

Objective—To determine if having an identified place for usual care is more often associated
with positive patient perceptions about their communication and relationships with healthcare
providers.

Design—Cross-sectional descriptive and multivariable analysis of the 2002 Medical Expenditure
Panel Survey (MEPS), a nationally representative survey.

Setting/Participants—Civilian non-institutionalized US population aged ≥18 years who had
visited a healthcare provider in the 12 months prior to the survey (N=approximately 16,700).

Outcome Measures—Respondents perceptions of their physicians’ communication skills,
measured in six related survey questions. Responses along a four-point Likert scale were
dichotomized into “always” and “not always.”

Results—Approximately 78% of U.S. adults reported having a USC in 2002. Among those who
visited a healthcare provider in the 12 months prior to the 2002 MEPS survey, positive patient
perceptions about physician communication were significantly associated with having an
identified USC. When compared with adults reporting no USC (reference group, OR=1.0), adults
with a USC were more likely to report that their providers always listened to them (OR=1.31, 95%
CI 1.16-1.48), always explained things so they can understand (OR=1.26, 95% CI 1.13-1.41),
always showed respect (OR=1.24, 95% CI 1.10-1.40), and always spent enough time with them
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(OR=1.20, 95% CI 1.07-1.35). Among those with an identified USC, several demographic factors
were associated with patient perceptions of autonomy in making healthcare decisions, including:
non-Hispanic ethnicity, private health insurance coverage, having a rural residence, living in a
Western census region, and having a higher income.

Conclusions—Patients who have a usual place to go for healthcare needs are more likely to
report positive communication and interactions with their healthcare providers. This study
suggests that one way to improve communication in healthcare settings is to develop policies and
practices to ensure that all patients have consistent access to a usual source of care.

INTRODUCTION
For many patients, navigating the US healthcare system can be daunting. With increasingly
complex medical procedures and an explosion of media messages about pharmaceutical
products, it is sometimes difficult to comprehend care. The ability to understand
professional recommendations and to communicate with providers is important in the receipt
of good quality healthcare services.1 In turn, establishing good lines of communication can
lead to better patient reported health status and health outcomes.2-4

Establishing care with a specific provider or at a familiar primary care site is associated with
higher receipt of recommended preventive healthcare services.5-7 A consistent source of
care helps to minimize inappropriate use of the emergency department and to shorten
lengths of stay in the hospital.8-13 The development of a continuous relationship with a
medical caregiver is especially important to people with chronic illnesses and mental health
problems.14, 15 Continuity of care is linked to better health outcomes.16-21 Conversely, when
people lack a regular source of care, their access to necessary services is reduced,22-27 which
may result in poorer health outcomes.28

Noting these favorable effects of having a usual source of care (USC), it is surprising to see
recent trends that contribute to discontinuity. For some health plans, negotiating lower cost
contracts is sometimes more important that preserving patient-physician continuity.29 These
shifts in insurance coverage can force a patient to choose a new USC.30 In other cases,
patients choose to change providers or clinics for various reasons,31 and some patients just
prefer convenience rather continuity.32

The association between continuity of care and better health outcomes is well
established.16-21 There is also increasing evidence establishing a link between good patient/
physician communication and better self-reported health status.2-4 Less is known, however,
about whether or not patients who have a usual place to go for needed care perceive their
healthcare providers to be better communicators. The purpose of this study was to examine
the extent to which having a USC increases the likelihood of achieving optimal
communication between patients and healthcare providers. Additionally, another main study
objective was to look for disparities in the perception of healthcare decision-making
autonomy among demographic covariates with a USC in order to identify populations whose
healthcare communication difficulties need to be further addressed.

METHODS
This cross-sectional analysis of nationally representative data was conducted to determine
the extent to which a USC had an independent and combined influence on the likelihood that
patients report positively about their communication and interactions with healthcare
providers.
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Data Source
Data used in this cross sectional study were obtained from the 2002 Medical Expenditure
Panel Survey (MEPS) files, sponsored and made available to the public by the Agency for
Health Care Research and Quality (AHRQ).26 The MEPS consists of information on a
nationally representative sample of civilian, non-institutionalized persons in the United
States.33 Computer-assisted personal interviewing was used for data collection. Our study
was restricted to approximately 16,700 MEPS participants over the age of 18 who had
visited a healthcare provider in the 12 months immediately prior to the fielding of the
survey.

Study Variables
Predictor Variable: Usual Source of Care (USC)—The potentially explanatory
variable of primary interest was whether or not each respondent had a usual source of care.
To determine usual source of care (USC), respondents were asked: “Is there a particular
doctor’s office, clinic, health center, or other place that you usually go to if you are sick or
need advice about your health?”

Outcome Variables: Patient Perceptions of Provider Communication—Patient
perceptions of their communication with healthcare providers were ascertained from
responses to six MEPS questions. All participants who reported going to a doctor’s office or
clinic in the 12 months prior to the survey were asked questions about how they perceived
the interactions, including how often their healthcare providers listened carefully to them,
explained things clearly to them, showed respect for what they had to say, and spent enough
time with them. Two items were asked of only those patients who identified having a USC.
This subgroup of respondents were asked two questions about their interactions with USC
providers, including: (1) “If there were a choice between treatments, how often would a
provider at your USC ask you to help make the decision?” and (2) “How often does a
provider at your USC give you some control over your treatment?” Responses to all six
survey questions were reported on a four-point Likert-type scale (always, usually,
sometimes, never). A large majority of respondents reported either always or never, so for
the purposes of creating logistic regression models, the responses were dichotomized into
“always” and “not always.”

Analytical Strategy
Initially, descriptive analysis was conducted on the entire MEPS adult population to
determine the relationship between demographic covariates and the predictor variable
(having a USC) (See Table 1). The remaining analysis was done on a more limited group of
just the MEPS adults who had seen a healthcare provider in the 12 months preceding the
2002 survey. Among this group, descriptive analysis was conducted to determine the
relationship between demographics and the initial four outcome variables (patient
perceptions of physician communication) (See Table 2). Multivariable logistic regression
was then performed to control for significant covariates in determining the strength of
associations between the predictor variable and the outcome variables (Table 3). Based on
results from the descriptive analysis, these demographic characteristics included: sex, age,
race, ethnicity, family income, completion of high school (head of household), geographic
residence, residence within or outside of a Metropolitan Statistical Area (MSA), and type of
current health insurance. Among the subgroup of participants who had a USC, two
additional logistic regression models were performed (Table 4). SUDAAN software was
used to conduct the statistical tests and to make national estimates with variance adjustment
required for the complex sampling design of the 2002 MEPS. In all tables provided, the
reported percentages have been weighted to produce estimates for the entire US population.
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RESULTS
Demographics

More than 78% of U.S. adults had a usual source of care (USC) in 2002. Several
demographic variables were strongly related to having a USC (Table 1). For example, more
than 94% of people over the age of 64 reported having a USC, compared to only 65.1% of
those between the ages of 18-24. A higher percentage of females (83.0%) had a USC when
compared to their male counterparts (73.2%). Over 25% of the black reported no usual
source of care, compared to less than 21% of whites. A large discrepancy existed based on
ethnicity with only 59.9% of Hispanic with a USC, compared to 80.8% of the non-
Hispanics. Adults who had completed high school were more likely to have a USC (79.5%)
versus those who had not completed high school (73.2%). Only 70% of adults in the lowest
income group had a USC, compared to nearly 84% of those with the highest incomes.
Among those with insurance, over 82% with private insurance had a USC, while fewer than
47% of the uninsured had a USC.

Several of these same demographic variables were also strongly related to positive
perceptions about physician communication skills (Table 2). In the bivariate analysis of all
four questions, respondents consistently more likely to report positive perceptions of
communication with healthcare providers were older (> 65 years of age), Hispanic, and/or
had public health insurance. Participants living in non-Metropolitan statistical areas and
those living in the northeast were also more likely to respond favorably to these questions.

Positive Patient Perceptions About Communication Associated with Having a USC
After controlling for the effects of all demographic characteristics reported in Tables 1 and
2, positive patient perceptions about physician communication were significantly associated
with having an identified usual source of care (see Table 3). When compared with adults
reporting no USC (reference group, OR=1.0), adults with a USC were more likely to report
that their physician always listens to them (OR=1.31, 95% CI 1.16-1.48), always explains
things so they can understand (OR=1.26, 95% CI 1.13-1.41), always shows respect
(OR=1.24, 95% CI 1.10-1.40), and always spends enough time with them (OR=1.20, 95%
CI 1.07-1.35).

Disparities in Perceptions About Provider Interactions Among Patients with a USC
Among the 78.3% of the population with a USC, there were demographic differences in who
perceived having more autonomy in their own healthcare decision-making (Table 4).
Respondents who reported that their providers gave them control over treatment choices
were more likely to be white, compared to other races. Ethnicity was also significant with
Hispanics feeling providers gave them less control over treatment decisions. This
association with ethnicity is in contrast to the higher likelihood of Hispanic respondents in
the overall population reporting positive communication with their providers (Table 2).
Although no significant differences were seen between age groups when responding to the
question about having control over treatments, the younger respondents (18-44 years of age)
were less likely to report that their providers asked them to help make decisions.

In response to both questions about healthcare decision-making, patients living in
households with the lowest family incomes were least likely to report that their providers
offered autonomy in health care decision-making. When considering location of geographic
residence, respondents living in the West and/or living in a Metropolitan Statistical Area
were less likely to be given control over treatments or to be asked to help make decisions.
Having private insurance was associated with a higher likelihood of reporting autonomy in
making decisions about one’s own health care (Table 4).
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DISCUSSION
These findings add further evidence to the importance of having a USC. As shown in Table
3, having a USC leads to a higher likelihood that a patient will report positive
communication and interactions with healthcare providers. What can be done to help
Americans without a USC? This study reveals that access to a USC is not randomly
distributed among the US population. Efforts aimed at ensuring that more people have a
USC should target populations who have historically been left without reliable access to
healthcare providers. One way to expand this access is to strengthen the fragile safety net to
provide more underserved populations a secure USC.34-39 Once a USC is more widely
available, continuity relationships can be more easily established. The priority should be on
continuity of care, rather than aiming to maximize profits. Patients should always be
involved in decisions to switch providers.40

However, simply having a place to go for usual care is often not good enough. This study
revealed disparities in how providers at an identified USC involve patients in making their
own health care decisions. What can be done to help eliminate disparities in care that is
provided? As noted in this study and elsewhere, access to a USC is not a guarantor of health
care decision-making autonomy, nor does it assure provision to buy prescriptions, to access
specialty care, to obtain certain needed procedures, or to receive home care services.38

Regardless of having a USC, insurance coverage plays a major role in how healthcare
decisions get made.41 Any policies that would improve access to a USC must also take into
account the effects of insurance status and other factors that impact receipt of services and
patient autonomy.34, 42-44 More work can be done to increase awareness among healthcare
providers about how to actively involve all patients in decisions about their health.45

Providers can be offered education about how to assess patient health literacy skills in order
to better communicate and improve shared decision-making.1

There are important limitations to this study analysis. As in all surveys, responses are
subject to possible reporting error and response bias not accounted for by statistical
adjustments. Our findings are associations between variables and do not establish causal
relationships. This study uses secondary analysis of existing data; therefore, it is limited by
the questions asked on the MEPS. For example, MEPS survey asks about a USC site and not
a specific continuity provider. Although this study was not able to narrowly define the
outcome as a specific continuity provider, having a USC is essential in order to build a
continuity relationship with one or more providers.

CONCLUSIONS
This study suggests that one way to improve communication in healthcare settings is to
develop policies and practices to ensure that all patients have consistent access to a usual
source of care. Once this relationship is established, further work can be done to eliminate
disparities in the way care is provided and received.

References
1. Schwartzberg, JG.; VanGest, JB.; Wang, CC., editors. Understanding Health Literacy. Chicago, IL:

American Medical Association; 2005.

2. Rutten LJ, Augustson E, Wanke K. Factors associated with patients’ perceptions of healthcare
providers’ communication behavior. Journal of Health Communication. 2006; 11(Suppl 1):35–46.

3. Griffin SJ, Kinmonth AL, Veltman MW, Gillard S, Grant J, Stewart M. Effect of health-related
outcomes of interventions to alter the interaction between patients and practitioners: a systematic
review of trials. Annals of Family Medicine. 2004; 2:595–608. [PubMed: 15576546]

DeVoe et al. Page 5

J Am Board Fam Med. Author manuscript; available in PMC 2012 December 21.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



4. Beach MC, Keruly J, Moore RD. Is the quality of the patient-provider relationship associated with
better adherence and health outcomes for patients with HIV? Journal of General Internal Medicine.
2006; 21:661–665. [PubMed: 16808754]

5. DeVoe J, Fryer G, Phillips R, Green L. Receipt of preventive care among adults: insurance status
and usual source of care. American Journal of Public Health. 2003; 93:786–791. [PubMed:
12721145]

6. Doescher MP, Saver BG, Fiscella K, Franks P. Preventive care: does continuity count? Journal of
General Internal Medicine. 2004; 19:632–637. [PubMed: 15209601]

7. Parchman ML, Burge SK. The patient-physician relationship, primary care attributes, and
preventive services. Family Medicine. 2003; 36(1):22–27. [PubMed: 14710325]

8. Sisk J, Gorman S, Reisinger A, Gilied S, DuMouchel W, Hynes M. Evaluation of Medicaid
managed care: satisfaction, access, and use. Journal of the American Medical Association. 1996;
276:50–55. [PubMed: 8667539]

9. Wasson J, Sauvigne A, Mogielnicki P. Continuity of outpatient medical care in elderly men. Journal
of the American Medical Association. 1984; 252:2413–2417. [PubMed: 6481927]

10. Gill J. Can hospitalizations be avoided by having a regular source of care? Family Medicine. 1996;
29:166–171. [PubMed: 9085096]

11. Gill J, Diamond J. Effect of primary care on emergency department use: evaluation of a statewide
Medicaid program. Family Medicine. 1996; 28:178–182. [PubMed: 8900549]

12. Grumbach K, Keane D, Bindman AB. Primary care and public emergency department
overcrowding. American Journal of Public Health. 1993; 83:372–378. [PubMed: 8438975]

13. Sarver JH, Cydulka RK, Baker DW. Usual source of care and nonurgent emergency department
use. Academic Emergency Medicine. 2002; 9:916–923. [PubMed: 12208681]

14. Franks P, Clancy CM, Nutting PA. Gatekeeping revisited--protecting patients from overtreatment.
New England Journal of Medicine. 1992; 327:424–427. [PubMed: 1625720]

15. Stange KC, Jaen CR, Flock SA, Miller WL, Crabtree BF, Zyzanski SJ. The value of a family
physician. Journal of Family Practice. 1998; 46(5):363–368. [PubMed: 9597993]

16. DiMatteo MR, Sherbourne CD, Hays RD, et al. Physicians’ characteristics influence patients’
adherence to medical treatment: results from the Medical Outcomes Study. Health Psychology.
1993; 12(2):93–102. [PubMed: 8500445]

17. Garrity, TF.; Haynes, RB.; Mattson, ME.; Engebretson, TO, Jr. Medical compliance and the
clinical-patient relationship: a review. Washington DC: National Institutes of Health; 1998.

18. Ren XS, Kazis LE, Lee A, Zhang H, Miller DR. Identifying patient and physician characteristics
that affect compliance with antihypertensive medications. Journal of Clinical Pharmacy and
Therapeutics. 2002; 27(1):47–56. [PubMed: 11846861]

19. Linn MW, Linn BS, Stein SR. Satisfaction with ambulatory care and compliance in older patients.
Medical Care. 1982; 20:606–614. [PubMed: 7109743]

20. Saultz JW, Albedaiwi W. Interpersonal continuity of care and patient satisfaction: a critical review.
Annals of Family Medicine. 2004; 2(5):445–451. [PubMed: 15506579]

21. Mainous AG, Baker R, Love MM, Gray DP, Gill JM. Continuity of care and trust in one’s
physician: evidence from primary care in the United States and the United Kingdom. Family
Medicine. 2001; 33(1):22–27. [PubMed: 11199905]

22. Hayward R, Bernard A, Freeman H, Corey C. Regular source of ambulatory care and access to
health services. American Journal of Public Health. 1991; 81:434–438. [PubMed: 2003619]

23. Weissman JS, Stern RS, Fielding SL, Epstein AM. Delayed access to health care: risk factors,
reasons, consequences. Annals of Internal Medicine. 1991; 144:325–331. [PubMed: 1899012]

24. Saver, BG.; Peterfreund, N. Insurance, income, and access to ambulatory care in King County.
Vol. 83. Washington: American Journal of Public Health; 1993. p. 1583-1588.

25. Baker DW, Stevens CD, Brooks RH. Regular source of ambulatory care and medical care
utilization by patients presenting to a public hospital emergency department. Journal of the
American Medical Association. 1994; 1994:1909–1912. [PubMed: 8201734]

DeVoe et al. Page 6

J Am Board Fam Med. Author manuscript; available in PMC 2012 December 21.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



26. Weinick, RM.; Zuvekas, SH.; Drilea, SK. Access to health care: source and barriers, 1996; MEPS
Research Findings No 3. AHCPR Pub No 98-0001. Rockville, MD: Agency for Health Care
Policy and Research; 1997.

27. Centers for Disease Control. Demographic characterstics of persons without a regular source of
care: selected states, 1995. MMWR Morb Mortal Wkly Rep. 1995; 47:277–279.

28. Shea S, Misra D, Ehrilick MH, Field L, Francis CK. Predisposing factors for severe uncontrolled
hypertension in an inner-city minority population. New England Journal of Medicine. 1992;
327:1085–1090.

29. Emanuel EJ, Dubler NN. Preserving the patient-physician relationship in the era of managed care.
Journal of the American Medical Association. 1995; 273:323–329. [PubMed: 7815662]

30. Flocke SA, Stange KC, Zyzanski SJ. The impact of insurance type and forced discontinuity on the
delivery of primary care. Journal of Family Practice. 1997; 45:129–135. [PubMed: 9267371]

31. Safran DG, Montgomery JE, Chang H, Murphy J, Rogers WH. Switching doctors: predictors of
voluntary disenrollment from a primary physician’s practice. Journal of Family Practice. 2001;
50:130–136. [PubMed: 11219560]

32. Viera AJ, Pathman DE, Garrett JM. Adults’ lack of a usual source of care: a matter of preference?
Annals of Family Medicine. 2006; 4(4):359–365. [PubMed: 16868240]

33. Zuvekas SM, Weinick RM. Changes in access to care, 1977-1996: the role of health insurance.
Health Services Research. Apr; 1999 34(1 Part II):271–279. [PubMed: 10199674]

34. Cunningham PJ. A changing picture of uncompensated care. Health Affairs. 1997; 16(4):167–175.
[PubMed: 9248161]

35. Cunningham PJ. Pressures on the health care safety net: implications for access to care for the
uninsured. Health Services Research. 1999; 34(1):255–270. [PubMed: 10199673]

36. Cunningham PJ, Grossman JM, Peter RFS, Lesser CS. Managed care and physicians’ provision of
charity care. Journal of the American Medical Association. 1999; 281(12):1087–1092. [PubMed:
10188658]

37. Institute of Medicine. America’s Health Care Safety Net: Intact but Endangered. Washington DC:
Institute of Medicine; 2000.

38. Weiss E, Haslanger K, Cantor J. Accessibility of primary care services in safety net clinics in New
York City. American Journal of Public Health. 2001; 91(8):1240–1245. [PubMed: 11499111]

39. Shi L, Starfield B. The effect of primary care physician supply and income inequality on mortality
among blacks and whites in US metropolitan areas. American Journal of Public Health. 2001;
91(8):1246–1250. [PubMed: 11499112]

40. Cunningham PJ, Kohn L. Health plan switching: choice or circumstance? Health Affairs. 2000;
19(3):158–164. [PubMed: 10812794]

41. Meyer DS, Mishori R, McCann J, Delgado J, O’Malley AS, Fryer GE. Primary care physicians’
perceptions of the effect of insurance status on clinical decision making. Annals of Family
Medicine. 2006; 4(5):399–402. [PubMed: 17003138]

42. Cunningham PJ, Kemper P. Ability to obtain medical care for the uninsured. Journal of the
American Medical Association. 1998; 280(10):921–927. [PubMed: 9739978]

43. Cunningham, PJ.; Kemper, P. The uninsured getting care: where you live matters. Issue Brief #15.
Washington DC: Center for Studying Health System Change; 1998.

44. Cunningham, PJ.; Whitmore, HH. How well do communities perform on access to care for the
uninsured. Research Report #1. Washington DC: Center for Studying Health System Change;
1998.

45. Beach MC, Roter DL, Wang NY, Duggan PS, Cooper LA. Are physicians’ attitudes of respect
accurately perceived by patients and associated with more positive communication behaviors?
Patient Education and Counseling. 2006; 62:347–354. [PubMed: 16859867]

DeVoe et al. Page 7

J Am Board Fam Med. Author manuscript; available in PMC 2012 December 21.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

DeVoe et al. Page 8

Table 1

Demographic Characteristics of US Adults Who Have a Usual Source of Care

Demographics Percent with a Usual Source of Care (Unweighted N=25,851) [weighted %]

Total 78.3%

Sex**

Male 73.2%

Female 83.0%

Age Group**

18-24 years 65.1%

25-44 years 70.5%

45-64 years 85.1%

≥65 years 94.0%

Race**

White 79.3%

Black 74.3%

American Indian 74.4%

Asian 69.9%

Native Hawaiian 77.5%

Multiple Races 72.9%

Ethnicity**

Hispanic 59.9%

Not Hispanic 80.8%

Family Income**

Poor 70.0%

Near Poor 71.5%

Low Income 72.0%

Middle Income 77.7%

High Income 83.4%

Completed High School**

Yes 79.5%

No 73.2%

Geographic Residence**

Northeast 85.6%

Midwest 81.4%

South 74.9%

West 74.2%
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Demographics Percent with a Usual Source of Care (Unweighted N=25,851) [weighted %]

Residence Location*

MSA 77.5%

Non-MSA 81.8%

Health Insurance**

Any Private 82.5%

Public 85.8%

Uninsured 46.7%

Note: Percentages rounded to nearest tenth.

*
p<0.01

**
p<0.001
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Table 2

US Adults Reporting Positive Perceptions of Healthcare Provider Communication

Demographics Percent reporting
provider “always”

listened carefully to
them Unweighted

N=16,669 [weighted %]

Percent reporting
provider “always”

explained things so they
understood Unweighted
N=16,700 [weighted %]

Percent reporting
provider “always”

showed respect for what
they had to say

Unweighted N=16,781
[weighted %]

Percent reporting
provider “always”

spent enough time with
them Unweighted

N=16,773 [weighted %]

Total 55.2% 56.9% 58.9% 45.7%

Sex

Male 56.2% 57.6% 59.6% 46.9%

Female 54.5% 58.1% 58.5% 44.9%

Age Group

18-24 years 51.5% 57.9% 54.9% 40.4%

25-44 years 50.9% 56.3% 55.6% 41.4%

45-64 years 56.2% 58.9% 59.6% 47.0%

≥65 years 63.0% 60.4% 65.8% 53.9%

Race

White 54.7% 57.8% 58.4% 45.1%

Black 63.4% 63.9% 67.5% 52.9%

American Indian 54.2% 63.6% 54.3% 48.1%

Asian 47.8% 49.2% 51.2% 41.5%

Native Hawaiian 46.4% 60.5% 48.0% 45.5%

Multiple Races 44.8% 48.1% 50.6% 37.2%

Ethnicity

Hispanic 57.5% 59.0% 63.1% 46.0%

Black/not Hispanic 55.0% 57.8% 58.5% 45.7%

Family Income

Poor 56.4% 56.9% 59.1% 46.9%

Near Poor 55.7% 53.8% 59.5% 46.3%

Low Income 57.2% 57.4% 59.7% 46.0%

Middle Income 54.2% 57.9% 58.1% 45.5%

High Income 55.1% 58.5% 59.2% 45.5%

Completed High School

Yes 54.4% 57.9% 58.4% 44.9%

No 59.3% 57.9% 61.7% 49.7%

Geographic Residence

Northeast 58.2% 61.0% 62.9% 49.4%

Midwest 57.5% 59.4% 60.0% 46.8%

South 55.0% 56.9% 58.2% 45.7%

West 50.3% 55.0% 55.2% 41.2%
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Demographics Percent reporting
provider “always”

listened carefully to
them Unweighted

N=16,669 [weighted %]

Percent reporting
provider “always”

explained things so they
understood Unweighted
N=16,700 [weighted %]

Percent reporting
provider “always”

showed respect for what
they had to say

Unweighted N=16,781
[weighted %]

Percent reporting
provider “always”

spent enough time with
them Unweighted

N=16,773 [weighted %]

Residence Location

MSA 54.5% 57.5% 58.7% 44.8%

Non-MSA 58.3% 59.3% 60.1% 49.5%

Health Insurance

Any Private 54.6% 57.8% 58.8% 44.9%

Public 61.0% 60.5% 62.5% 52.4%

Uninsured 50.4% 53.8% 53.5% 41.1%

Usual Source of Care

Yes 56.4% 57.9% 59.9% 46.7%

No 47.1% 51.3% 52.3% 39.0%
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Table 3

Differences in Patient Perceptions about Physician Communication Among Patients With and Without a Usual
Source of Care (USC)

MEPS Questions Regarding Physician Communication Percent responding “always” to
questions regarding physician
communication (weighted %)

Multivariate OR (95% CI)
(Odds of responding “always” to
the key questions)

Provider listened carefully to them (N=16,699)

Yes USC 56.4% 1.31 (1.16, 1.48)

No USC 47.1% 1.0

Provider explained things so they understood (N=16,700)

Yes USC 57.9% 1.26 (1.13, 1.41)

No USC 51.3% 1.0

Provider showed respect for what they had to say
(N=16,781)

Yes USC 59.9% 1.24 (1.10, 1.40)

No USC 5.3% 1.0

Provider spent enough time with them (N=16,773)

Yes USC 46.7% 1.20 (1.07, 1.35)

No USC 39.0% 1.0

Adjusted for gender, age, race, ethnicity, family income, education, geographic region, MSA status, health insurance status.

Note: OR=odds ratio; CI=confidence interval
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Table 4

Demographic Variation Among those with a Usual Source of Care in Their Perceptions about Their Degree of
Health Decision-making Autonomy

Demographic Variable Provider “Always” Gives Person Control of
Treatment

Provider “Always” Asks Person to Help Make Health
Care Decisions

Weighted % Multivariate OR (95% CI) Weighted % Multivariate OR (95% CI)

Total 50.1% 52.2%

Sex

Male 49.7% 0.95 (0.91, 1.00) 51.8% 0.95 (0.89, 1.00)

Female 50.4% 1.00 52.6% 1.00

Age Group

18-24 years 48.0% 0.88 (0.74,1.04) 48.0% 0.78 (0.66, 0.92)

25-44 years 50.9% 0.92 (0.81,1.03) 50.9% 0.85 (0.75, 0.96)

45-64 years 53.5% 0.99 (0.87, 1.13) 53.5% 0.91 (0.80, 1.03)

≥65 years 54.7% 1.00 54.7 1.00

Race

White 51.1% 1.56 (1.09, 2.23) 53.2% 1.39 (0.96, 2.01)

Black 47.1% 1.37 (0.95, 1.96) 50.4% 1.28 (0.87, 1.89)

American Indian 46.6% 1.36 (0.80, 2.33) 46.2% 1.09 (0.63, 1.88)

Asian 39.0% 1.04 (0.66, 1.65) 41.0% 0.95 (0.59, 1.53)

Native Hawaiian 37.2% 0.98 (0.36, 2.63) 36.1% 0.77 (0.29, 2.02)

Multiple Races 38.5% 1.00 43.2% 1.00

Ethnicity

Hispanic 42.6% 0.83 (0.72, 0.95) 46.0% 0.88 (0.76, 1.01)

Black/not Hispanic 50.8% 1.00 52.9% 1.00

Family Income

Poor 43.7% 0.80 (0.69, 0.93) 46.9% 0.84 (0.72, 0.98)

Near Poor 54.2% 1.17 (0.94, 1.47) 56.4% 1.16 (0.93, 1.45)

Low Income 47.8% 0.88 (0.77, 1.01) 50.4% 0.90 (0.78, 1.04)

Middle Income 48.8% 0.87 (0.79, 0.97) 51.5% 0.90 (0.81, 1.00)

High Income 52.6% 1.00 54.1% 1.00

Completed High School

Yes 51.0% 1.09 (0.98, 1.21) 52.9% 1.06 (0.95, 1.18)

No 46.0% 1.00 49.3% 1.00

Census Region

Northeast 53.4% 1.41 (1.17, 1.70) 54.7% 1.36 (1.14, 1.62)

Midwest 50.7% 1.21 (1.01, 1.43) 52.8% 1.20 (1.02, 1.42)

South 51.5% 1.29 (1.07, 1.55) 54.2% 1.30 (1.09, 1.55)

J Am Board Fam Med. Author manuscript; available in PMC 2012 December 21.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

DeVoe et al. Page 14

Demographic Variable Provider “Always” Gives Person Control of
Treatment

Provider “Always” Asks Person to Help Make Health
Care Decisions

Weighted % Multivariate OR (95% CI) Weighted % Multivariate OR (95% CI)

West 43.7% 1.00 46.0% 1.00

Urban/Rural

MSA 49.9% 0.81 (0.68, 0.96) 51.1% 0.81 (0.68, 0.96)

Non-MSA 54.6% 1.00 56.9% 1.00

Health Insurance

Any Private 51.4% 1.16 (1.02, 1.32) 53.4% 1.16 (1.01, 1.34)

Public 45.4% 0.98 (0.83, 1.17) 48.7% 0.99 (0.84, 1.16)

Uninsured 46.0% 1.00 48.0% 1.00

Note: OR=odds ratio; CI=confidence interval; MSA=metropolitan statistical area
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