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This article examines Medicare access,
use, and satisfaction before and after imple-
mentation of the Medicare Fee Schedule
(MFS), based on 3 years of data from the
Medicare Current Beneficiary Survey
(MCBS). Descriptive and multivariate
analysis revealed that access has not deterio-
rated from 1991 to 1993; Medicare benefici-
aries are reporting increased satisfaction—
especially with the costs of care—as well as
reporting fewer barriers to care. Moreover,
the gaps in levels of satisfaction and frequen-
¢y of perceived barriers have narrowed
among those in better and poorer health,
suggesting that the program has become
more equitable over time.

INTRODUCTION

There can be no doubt that the Medicare
program has improved access to care among
the elderly and disabled, especially those
with low income (Madans and Kleinman,
1980). However, significant gaps remain by
gender, race, income, and supplemental
insurance coverage (Health Care Financing
Administration, 1994; Physician Payment
Review Commission, 1995). For example,
black beneficiaries are less likely to receive
high technology or newer services, even
after controlling for variations in morbidity
(Udvarhelyi et al,, 1992; Escarce et al., 1993).

With the implementation of the MFS in
1992, concerns were raised that disparities
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in access might increase even further if
certain populations, particularly those in
greatest medical need, were unable to
obtain necessary medical care. In particu-
lar, there were concerns that access might
deteriorate for Medicare beneficiaries
living in geographic areas in which
physicians would receive fee reductions.
Other concerns centered around restricted
access to certain types of procedures
which had fee reductions because they
were considered overpriced.

This article examines trends in utilization,
access, and satisfaction within the Medicare
population from 1991 through 1993, that is,
the year prior to, the year of, and the year
after the introduction of the MFS. The
longitudinal nature of the data provides an
opportunity to determine whether access
has changed with the introduction of the
MFS. On one hand, with the increase of fees
for primary care services, access may be
improved. On the other hand, fee reductions
imposed on urban physicians and certain
overpriced procedures, could result in
reduced access or shifts in the locus of care
from office-based to hospital-based settings.

This article has two main objectives. The
first is to examine the equitability of access
within the Medicare population.! By this

1Equitable access has been defined as “enough care to . . . facil-
itate a reasonable full and satisfying life. That level can be
termed “an adequate level of health care’.” (President’s commis-
sion for the Study of Ethical problems in Medicine and
Biomedical and Behavioral Research, 19383). This definition has
two major implications. First, it does not generate an open-ended
obligation to provide as much care as individuals want. Second,
it allows some individuals to exceed an “adequate” level of care,
which may be unequal but not inequitable by definition. An equi-
table distribution, therefore, is one in which illness is the major
determinant of use, and such factors as income, insurance, race,
provider availability, and individual health beliefs has a weaker
association (Andersen, 1975).
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we mean the extent to which access is
determined by “medical need” (as proxied
by self-reported health status and level of
dependency), as opposed to socioeconom-
ic factors, such as race, income, and sup-
plemental insurance coverage. To eluci-
date the relationship between health status
and access, we derive predicted probabili-
ties and quantities of use, holding constant
other characteristics of the Medicare pop-
ulation, such as their race or ethnicity,
income, Medicare supplemental insurance
coverage, and geographic location. This
enables us to determine whether access
may be considered inequitable according
to health status.

The second objective is to examine how
access may have changed with the intro-
duction of the MFS. In particular, we exam-
ine whether access has become more or
less equitable over time. We employ a mul-
tivariate analytic framework that enables us
to disentangle baseline differences in health
care access from those brought about by
changes in the Medicare payment system.

The analysis is based on the MCBS, a sur-
vey of Medicare beneficiaries sponsored by
HCFA, that gathers detailed information on
utilization, access, and satisfaction within the
Medicare population. The MCBS is
designed as a 4-year continuing sample with
replacement, enabling longitudinal analysis
of access impacts. It offers a number of
advantages over Medicare claims data. First,
claims data do not contain complete utiliza-
tion data for enrollees in health maintenance
organizations (HMOs). The MCBS contains
self-reported information on access and uti-
lization by all Medicare enrollees. Second,
the MCBS gathers information on utilization
of covered and non-covered services; claims
would reflect covered services only. Third,
the MCBS gathers detailed information on
health status, supplemental insurance
coverage, income, and other demographic
characteristics that may explain variations in

utilization within the Medicare population.
Fourth, the MCBS offers a variety of access
and satisfaction indicators that can be
tracked over time. Fifth, the survey data are
matched to Medicare claims data for survey
participants. Together, the survey and
claims data provide a richer understanding
of the determinants of access and utilization.

METHODS
Sample

This analysis is based on data from
Rounds 1, 4, and 7 of the MCBS. Round 1
was conducted hetween September-
December 1991, Round 4 was fielded 1
year later, and Round 7 yet another year
later. The Round 1 sample included 11,735
interviews with individuals residing in the
community; of these, 8,293 (71 percent)
responded to Round 7 of the survey. This
analysis includes non-institutionalized
Medicare beneficiaries who participated in
all three rounds of the survey. Medicare
beneficiaries in Puerio Rico are excluded,
as well as those whose Medicare coverage
dates were unknown (based on HCFA’s
administrative data). Institutionalized
Medicare beneficiaries are excluded
because they were not administered the
Access to Care Supplement during Rounds
1, 4, and 7 of the MCBS.

The sample is a cohort of continuously
enrolled Medicare beneficiaries from 1991
through 1993 (excluding those who died in
any of those 3 years. We also exclude those
who died in 1994 because they would have
been high-volume users in 1993 (Lubitz and
Riley, 1993). In other words, we have omit-
ted a source of bias from the 1993 results
which would inflate the level of use in 1993,
relative to that in 1991 (because 1992
deaths were omitted to create the panel).
The sample size for this analysis is 7,651.
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Construction of Utilization Measures

Measures of health care utilization are
based on both self-reported survey data
and administrative claims data. Probability
of physician use is based on self reports;
however, the data collection procedures
differed for the 1991 versus 1992 and 1993
data. In Round 1 of the survey, respondents
were asked whether they had a visit to an
emergency room (ER), outpatient depart-
ment (OPD), or physician during the previ-
ous year. The 1992 and 1993 data reflect the
aggregation of responses from Rounds 2, 3,
and 4 for 1992 (and Rounds 5, 6, and 7 for
1993), in which respondents were asked
whether they had made a visit during the
4-month reference period for each round.
The 1992 and 1993 data indicate consistent-
ly higher rates of utilization than the 1991
data. This may be a function of the shorter
recall periods for the 1992 and 1993 data.

Barriers to care are measured by
whether respondents reported they had a
health problem in the previous year and did
not receive care. The indicator excludes
those who said they did not receive care
because the problem was not serious.

Indicators of the level of outpatient use as
well as rates of inpatient use were derived
from Medicare claims, using 1991-93
National Claims History (NCH) data
for individuals in the MCBS sample.
Individuals who were enrolled in HMOs
were excluded from the calculations. In
addition, individuals with only Part A
Medicare coverage were excluded from
calculations of office visits and consulta-
tions, and individuals with only Part B
Medicare coverage were excluded from the
calculations of inpatient admission rates.

The NCH Physician/Supplier file was
used to count the number of office visits
and consultations. The number of services
with Current Procedural Terminology, 4th
Edition (CPT-4) procedure codes 90000-

90080 and 90600-90643, and office as the
place of service, were aggregated for each
individual.2 Admissions to acute-care hos-
pitals were identified through NCH inpa-
tient hospital and skilled nursing facility
records for the MCBS population.

Statistical Procedures

Because of the complex sample design
(clustering, stratification, and unequal
probabilities of selection), it is inappropri-
ate to use statistical procedures that
assume simple random sampling (Adler,
1994). Weighting and standard error
adjustments have been made using
SUDAAN software, developed by Shah et
al. (1992).3 The data have been age-adjust-
ed using the direct method of standardiza-
tion. To control for aging of the population,
all statistics are standardized according to
the baseline (1991) age distribution. Tests
of statistical significance were conducted
both cross-sectionally and longitudinally.

RESULTS

Characteristics of the Non-
Institutionalized Medicare Population

The non-institutionalized Medicare
population was comprised primarily of
elderly individuals (65 years of age or
over), who constituted 92 percent of the
enrollees in 1993 (Table 1). Women repre-
sented more than one-half (57.8 percent)

2Beginning in 1992, we also included the new CPT-4 codes for
evaluation and management services: 99201-99215, 99241-09255,
and 99261-99263.

$Weighted means and proportions and their associated standard
errors were generated with PROC DESCRIPT, All means and
proportions are age-adjusted using the direct method of stan-
dardization. T-tests were perforined using the weighted means
and adjusted standard errors. Cross tabulations were performed
with PROC CROSSTAB. Chissquare tests are generated by the
procedure. Logistic regression analysis was performed with
FROC RLOGIST. Beta coefficients, adjusted standard errors,
and adjusted pvalues are produced. Weighted least squares
regression was performed on the natural logarithm of visit
counts using PROC REGRESS,
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Table 1
Characteristics of the Non-Institutionalized Medicare Population: 19931

All Medicara. Disabled Elderly
Beneficiaries {Under €5 Years of Age) (65 Years of Age or Qver}
Characteristic (n=7,651) (n=1,314) {n =6,337}
Age Percent
Under 45 Years 28 335 —
45-64 Years 5.5 66.5 —
65-69 Yoars 156.7 —_ 171
70-74 Yoars 30.3 — 330
75-79 Years 221 _— 241
B0-84 Years 14.5 —_ 15.9
85 Years or Over 9.1 — 10.0
Gender
Male 42.2 62.2 40.4
Female 57.8 378 59.6
Race/Ethnicity
White 85.1 72.7 86.3
Black 9.0 18.7 B
Hispanic 4.1 6.5 39
Other 18 21 18
Educational Aftainment
1-6 Years 11.4 16.3 11.0
7-11 Years 30.8 320 30.6
12 Years N7 349 315
More Than 12 Years 26.1 16.8 26.9
Living Arrangement
Living With Spouse 55.3 41.9 56.5
Living With Others 18.8 42.3 16.6
Living Alone 26.0 159 26.9
Living Children
One or More 86.2 64.7 aan
None 13.9 353 1.8
Income Status
$10,000 or Less 455 63.5 439
$10,001 to $20,000 31.0 22.0 3.8
$20,001 to $35,000 15.2 10.9 15.6
$35,000 or More 8.3 37 8.8
Insurance Coverage
Medicare Only 8.5 23.7 74
Medicare and Medicaid 8.3 287 8.4
Medicare and Private Coverage 72.9 26 76.5
Medicare and Other Coverage 10.4 15.0 9.9
Medicare Fee Schedule

Payment Change, 1996
More Than 10 Parcent Reduction 19.7 15.2 201
5.01-10 Percent Reduction 281 282 281
2.01-5 Percent Reduction 11.8 1.1 11.8
2 Percent Reduction-

2 Percent Increase 9.2 8.0 94
2.01- 5 Parcent Increase 12.6 14.2 124
5.01-10 Percent Increase 9.7 11.0 9.6
More Than 10 Percent Increase 8.9 123 8.6
See fooinote at end of table.
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Table 1—Continued
Characteristics of the Non-Institutionalized Medicare Population: 19931

All Medicare Digabled Eldsrly

Beneficiaries {Under 65 Years of Aga) (65 Years of Age or Over)
Characteristic {n=7651) {n=12314) (n= 6,337}
Perceived Health Status Parcent
Excellent 17.2 7.1 18.1
Very Good 26.2 124 27.4
Good 31.0 26.7 31.4
Fair 18.5 305 7.4
Poor 7.2 23.2 57
Level of Dependency
None 62.7 336 65.4
IADLS only 6.9 192.1 57
1-2 ADLs 20.4 2841 197
3-4 ADLs 6.6 12.8 6.1
5-6 ADLs 34 6.3 31
Census Division
New England 3.6 2.7 a7z
Middle Atlantic 17.9 16.3 18.0
East Noith Central 17.8 16.9 178
West North Central 6.6 6.0 6.7
South Atlantic 19.8 241 19.4
East South Central 5.9 9.4 5.6
West South Ceantral 8.9 8.5 10.0
Mountain 5.9 5.8 5.9
Pacific 12.7 10.3 12.9
Residence
Urban 72.3 66.9 72.8
Ruraf 277 331 27.2

Includes non-institutionalized Medicars beneficiaries who paniicipated in Rounds 1, 4, and 7 of the Medicare Current Beneliciary Survey and were
alive as of January 1, 1995, The weighted population psojaction is 25.31 million Medicare bensficiaries, ot which 2.44 million enrclless are under £5

years of age and 22,87 million enrollees are 85 years of age or over.

SOURCE: Health Care Financing Adminisiration, Office of the Actuary: Medicare Current Beneficiary Survey Round 7.

of all non-institutionalized enrollees; men,
however, represented a disproportionate
share of the disabled. About 85 percent of
the population was non-Hispanic white
persons and the remaining 15 percent
included individuals of other races and
ethnicities. Minorities were dispropor-
tionately represented among the disabled
(under 65 years of age). The disabled had
lower educational attainment, perhaps
reflecting the inclusion of dependent
adults who were disabled in childhood
(Lubitz and Pine, 1986). The elderly were
more likely than the disabled to live with
a spouse or live alone.

As might be expected, the disabled had a
lower income distribution, with 86 percent
having incomes of $20,000 or less per year
(compared with 76 percent of the elderly).

Similarly, the availability of supplemental
insurance coverage varied, with 24 percent
of the disabled but only 7 percent of the
elderly having no supplemental coverage.
In addition, the disabled were more than 4
times more likely than the elderly to have
dual Medicaid eligibility. Three-fourths of
the elderly, but only one-third of the dis-
abled, had private medigap coverage.
Nearly 60 percent of the non-institution-
alized Medicare population resided in
areas that were expected to experience
more than a 2-percent reduction in
Medicare fees. About 12 percent were in
areas expecting a small fee reduction (2.01-
5 percent); one-fourth (28 percent) were in
medium fee reduction areas (5.01-10 per-
cent); and nearly 20 percent were in high

WValues for 1992 are not shown in Table 2 but are available from
the authors upon request.
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fee reduction areas (more than 10 percent).
Of the remainder, 13 percent were in areas
that were expected to have increases of
2.01-5 percent, and 19 percent were in
areas that were expected to have increases
greater than 5 percent, whereas 9 percent
resided in areas expecting no more than a
2-percent change in either direction. The
disabled were slightly more likely than the
elderly to live in areas with expected
increases in average Medicare fees,

The disabled were in poorer health than
the elderly, as measured by both perceived
health status and limitation of activity. For
example, 23 percent of the disabled versus
6 percent of the elderly self-reported their
general health status as “poor.” Moreover,
two-thirds of the disabled but only one-
third of the elderly reported any limitation
in the instrumental activities of daily living
(IADLs) or activities of daily living (ADLs).

Finally, the geographic distribution was
fairly similar between the two groups,
although the disabled were slightly more
likely to reside in rural areas.

Descriptive Analysis of Changes in
Utilization, Access, and Satisfaction

Table 2 presents utilization, access, and
satisfaction indicators for 1991 and 1993.
The Table presents not only averages for
the Medicare population as a whole, but
also disaggregated for the disabled (under
65 years of age) and elderly (65 years of
age or over) Medicare beneficiaries.

The likelihood of physician use increased
significantly between 1991-92 and then again
between 1992-93.4 For example, 86.1 percent
of Medicare beneficiaries had a physician
visit in 1991, 90.1 percent in 1992, and 91.2
percent in 1993. These increases were con-
centrated in the elderly, with smaller (non-
significant) increases among the disabled.

The likelihood of ambulatory visits to
hospital-based settings also increased sig-

nificantly during the 3-year period.> In
1991, 27 percent of Medicare beneficiaries
had a visit toc an OPD, compared with 36
percent in 1993. By 1993, the elderly and
disabled had similar probabilities of OPD
use. The percent of Medicare beneficiaries
with an ER visit increased from 17 percent
to 21 percent, again reflecting increases
within the elderly population. ER use
among disabled beneficiaries was 41 per-
cent higher than among the elderly, per-
haps because of their complex medical
needs or because of barriers to office-
based care.

According to Medicare claims data for
the survey sample, the average number
of office visits per user increased signifi-
cantly from 6.1 to 6.6 visits. Thus, both
utilization rates and levels increased sig-
nificantly between 1991-93. There were
no significant differences in the average
number of visits per elderly or disabled
user. The rate of hospitalization increased
between 1991-93 from 13.7 percent to 16.4
percent. All of the significant changes in
inpatient admission rates were accounted
for by the elderly.

The likelihood of a flu shot during the
previous winter increased between 1991-
93 from 40.4 percent to 50.2 percent. The
rate of increase was higher among the
elderly, presumably because they are at
higher risk as a group (U.S. Preventive
Services Task Force, 1989). Effective May
1, 1993, flu injections became reimbursed
under Medicare, suggesting that the rate
may increase even higher in the future.

Mammography screening among
women decreased between 199192 (40
percent versus 34.3 percent) and was sta-
ble in 1993 (34.2 percent). However, this is
likely a function of the reimbursement reg-
ulations and not necessarily an indicator of
declining access. Effective January 1, 1991,

SSignificant increases in ER and OPD use were exhibited in both
the selfreported survey data and the claims data.
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Table 2
Utilization, Access, and Satisfaction Indicators, by Age: 1991 and 1993

Disabled Elderly
All {Under 65 Years of Age) {65 Years of Age or Over)
Indicator 1941 1993 1991 1993 1891 1993
Physician Use Percent
Physician Visit (Any Setting) 86.1 191.2 95.9 *88.2 86.1 191.4
Physician Visit in Non-Hospital Setting 83z 188.6 *81.0 *81.9 835 188.8
Qutpatient Dapartment Visit 26.6 1355 *32.7 136.5 25.9 135.9
Emergency Room Visit 17.3 120.8 *27.8 *28.6 16.1 120.3
Number of Visits

Average Number of Visits per User 6.1 6.6 6.2 165 6.1 6.6
Hospital Use Percent
Parcent With Hospitalization 13.7 116.4 “16.9 171 134 164
Preventive Use
Percent With Flu Shot in Previous Winter 40.4 150.2 *24.1 128.2 422 151.6
Parcent of Women With Mammogram

in Previous Year 40.0 134.2 ‘3.3 *28.4 41.0 134.5
Percent of Women With Pap Smear

in Previous Year 49.3 131.8 53.7 1"39.4 43.9 131.4
Barriers to Care
Percent Reporting a Heaalth Problam

and Not Receiving Care 9.6 6.7 *22.6 1"17.1 8.2 6.3
Satisfaction With Care
Quality of Medical Care 94.6 196.2 *88.9 1"92.6 952 196.3
Availability of Medical Care 88.4 194.3 *82.3 88,5 89.1 194.8
Ease of Getiing to Doclor 92.8 194.2 841 88.5 3.7 1946
Costs of Medical Care 71.0 183.5 *61.6 173.8 72.0 183.8

* Significantly different from those 65 years of age or over {p < 0.05).
1 Significantly different betwean 1991-93 (p < 0.05).

NOTE: Data are age-adjusted using the direct method of standardization.

SOQURCES: Health Care Financing Administration, Office of the Actuary: Medicare Current Beneficiary Survey Rounds 1 and 7; Health Care
Financing Administration, Bureau of Diata Management and Stralegy: Medicare National Claims History file (MCBS Population Cohort).

screening mammography was added as a
new Medicare Part B benefit. The frequen-
cy of screening is based on a woman’s risk
of developing breast cancer, as well as her
age. For women 65 years of age or older,
the procedure is limited to one per 23-
month period. Thus women who were
screened in 1991 would not be rescreened
until 1993, unless they were at high risk.
Pap smears were reimbursed under
Medicare as of July 1, 1990, and are cov-
ered at 3-year intervals, except for women
at high risk of developing cervical cancer.
This would explain in part the decrease in
the percent of women receiving a Pap
smear in 1991 (49 percent) versus 1992 (33
percent) and 1993 (32 percent).
Perceptions of barriers to care have
decreased from 9.6 percent to 6.7 percent

of the non-institutionalized Medicare popu-
lation, suggesting that overall concerns
about access following the implementation
of the MFS are unfounded. Nevertheless,
the disabled reported barriers 3 times
more often than the elderly (17 percent ver-
sus 6 percent in 1993).

Finally, satisfaction with care seems to
have improved significantly along all four
dimensions measured {(quality, availability,
ease, and costs).6 The most significant
improvement is observed in the level of
satisfaction with the costs of care. Perhaps
reductions in Medicare copayments
resulting from the fee schedule account
for increased satisfaction with costs.

S0bserved increases in satisfaction may be an artifact of the sur-
vey itself, whereby respondents’ perceptions of the program are
affected by the survey intervention, rather than because of actual
changes in the program. This is known as the Hawthorne effect.
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Additionally, reductions in balance billing
and increases in physician participation
rates may account for increased satisfac-
tion with costs.? The disabled, however,
continued to be less satisfied with their
medical care than the elderly. For example,
74 percent of the disabled, but 84 percent
of the elderly, were satisfied with the costs
of medical care in 1993,

Variations by Health Status

Health status generally is considered the
strongest predictor of health care utilization
(Andersen, 1975). This section presents uti-
lization, access, and satisfaction patterns for
two selfreported health status measures:
general perceived health status and level of
dependency (activity limitations).

Self-Reported General Health Status

Table 3 shows that the probability and
volume of physician use increased as
health status declined. For example, 86.6
percent of those with excellent or very
good health made a physician visit in
1993, compared with 96.1 percent of those
with fair or poor health. In addition, the
average number of visi{s per user differed
by 11/2 times (5.3 versus 8.4). Fourteen
percent of those with excellent or very
good health, but 33.6 percent of those
with fair or poor health, made an ER visit.
Similarly, 9.3 percent of those with excel-
lent or very good health versus 28.2 per-
cent of those with fair or poor health had
a hospitalization in 1993.

Between 1991-93, the likelihood of a
physician visit increased for all Medicare
beneficiaries. The probabilities of ER and
OPD use also increased significantly for all

7The maximum balance bill was reduced from 125 percent of
the allowed charge in 1991 to 120 percent in 1992, and to 115 per-
cent in 1993. In addition, the physician participation rate rose
from 44.0 percent in 1991 to 48.3 percent in 1992, and to 55.5
percent in 1993,

groups. The average number of office vis-
its per user increased significantly between
1991-93 for beneficiaries with excellent or
very good and good health, but not for
those with fair or poor health (although the
absolute increase in use was the same
across the three groups, averaging one-
half visit per user). The likelihood of hospi-
talization increased between 1991-93 for
beneficiaries with good, fair, or poor
health, but not for those with excellent or
very good health.

In general, the likelihood of preventive
use increased between 1991-93, regardless
of health status. By 1993, there were no
health status differentials in the likelihood
of having a flu shot. Similarly, by 1993, the
likelihood of having a Pap smear or mam-
mogram did not vary substantially, with one
exception. Women in fair or poor health
remained less likely to have a Pap smear
than those in excellent or very good health.

Barriers to care and levels of satisfac-
tion also varied by health status. About 1
in 27 enrollees with excellent or very
good health reported a barrier in 1993,
compared with about 1 in 8 of those with
fair or poor health. All three groups
reported barriers to care were lower in
1993 than in 1991.8

Satisfaction with quality, availability, con-
venience, and costs also declined with
health status. In 1991, 78 percent of those
with excellent or very good health, but
only 61 percent of those with fair or poor
health, were satisfied with the costs of
medical care. However, this gap narrowed
over the 2-year time period. Those with fair
or poor health—high users of medical
care—had a 15.7-percentage point increase
in satisfaction between 1991-93 compared
with an 8.3-percentage point increase for
those with excellent or very good health.

¥When rates were calculated for each of the five health status
categories separately (data not shown}, only beneficiaries in
very good, good, and fair health reported a decrease in the
extent of barriers to care between 1991-93.

36 HEALTH CARE FINANCING REVIEW/Winter 1995/ Volume 17, Number 2



Table 3
Utilization, Access, and Satisfaction Indicators, by Self-Reported Health Status: 1991 and 1993

Excellent/ Fair/
Very Good Heaith Gocd Health Poor Health
Indicator 1991 1993 1931 1993 1991 1993
Physician Use Percent
Physician Visit {(Any Setting) 80.0 1968.6 *88.3 93.2 "91.8 196.1
Physician Visit in Non-Hospital Setting 77.3 184.1 *85.8 91,2 ‘88.3 1"92.5
Outpatient Department Visit 215 1204 *27.2 136.3 *33.5 1"45.5
Emergency Room Visit 12.0 14,0 “16.9 120.2 “26.1 133.6
In Number of Visits

Average Number of Visits per Uiser 4.9 153 6.3 1"6.8 7.9 ‘8.4
Hoaspital Use Percent
Percent With Hospitalization 8.7 9.3 *13.6 1"16.8 216 *28.2
Preventive Use
Percent With Flu Shot in Previous Winter 386 1492 *41.5 149.7 40.3 151.5
Parcant of Women With Mammogram

in Previous Year 433 134.8 *35.5 33.4 *38.3 133.6
Percent of Women With Pap Smear

in Previous Year 51.5 133.2 *46.3 132.0 *46.7 1"28.4
Barriers to Care
Percent Reporting a Health Problem

and Not Receiving Care 48 13.7 ‘8.8 4.7 *17.5  1"12.9
Satisfaction With Care
Quality of Medical Care 96.6 197.6 96.1 971 *90.4 192.9
Availability of Medical Care 89.9 195.0 89.8 194.9 *86.8 193.2
Ease of Getting to Doctor 95.4 96.2 *93.8 1951 "87.8 1%90.1
Costs of Medical Care 782 1875 *70.8 1"84.4 *60.6 1*76.3

* Significantly difterent from those 65 years of aga or over {p > 0.05).
* Significantly diferent between 1991-93 (p » 0.05).

NOTE: Data are age-adjusted using the direct method of standardization.

SOURCES: Health Care Financing Administration, Office of the Actuary: Medicare Current Benefictary Survey Rounds 1 and 7; Health Care
Financing Administration, Bureau of Data Management and Strategy: Medicare National Claims History fils (MCBS Poputation Cohort).

Level of Dependency

An alternative health status measure is
the level of dependency (activity limita-
tions). Our measure of the level of depen-
dency incorporates information on IADLs
and ADLs. Individuals with no ADL limita-
tions or IADLs only were grouped togeth-
er. The next category included benefici-
aries that have one or two ADL limitations.
The third category included beneficiaries
who have three or more ADLs. Individuals
with no limitations or IADLs only were con-
sidered to have better health than those
with ADL limitations. Barring difficulties in
obtaining transportation to a provider, we
expected beneficiaries with three or more
ADLs to have higher utilization rates than
those with no limitations or IADLs only.

Conversely, we expected beneficiaries with
three or more ADLs to face barriers to care
more often than those with no limitations
or JADLs only.

Table 4 indicates that beneficiaries
grouped by selfreported level of depen-
dency had similar patterns of utilization,
access, and satisfaction as when grouped
by self-reported general health status. For
example, for a given year, the likelihood of
having a physician visit was higher for
beneficiaries with ADLs than those with no
ADL limitations or JADLs only. Moreover,
the likelihood of having a physician visit
increased as the number of ADLs
increased. The likelihood of a visit general-
ly increased for all three levels of depen-
dency between 1991-93.

As expected, beneficiaries with higher
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Table 4
Utilization, Access, and Satisfaction Indicators, by Level of Dependency: 1991 and 1993

None/lADLs Only 1-2 ADLs 3 ALDs or More
Indicator 1991 1993 1991 1993 1991 1993
Physiclan Use Percent
Physician Visit (Any Setting} 836 189.8 *89.6 1g3.8 *95.3 "96.4
Physician Visit in Non-Hospital Setting 80.7 187.7 *86.5 1"90.5 *92.4 *92.1
Outpatient Department Visit 24.1 1329 *30.6 1"41.3 *35.9 1"47.3
Emsrgency Room Visit 14.1 16.9 212 28.3 284 V367
In Number of Visits

Average Number of Visits per User 55 8.2 7.0 '7.5 *7.8 *7.9
Hospital Use Percent
Parcent With Hospitalization 10.6 113.0 7.2 1"20.3 *26.8 1"35.6
Preventive Use
Percent With Flu Shot in Previous Winter 403 149.6 40.8 150.9 381 151.5
Percant of Women With Mammogram

in Previous Year 41.0 134.9 40.2 135.9 37.0 1271
Peaicent of Wormen With Pap Smear

in Previous Year 49.8 132.0 49.4 1334 46.7 123.0
Barriers to Care
Parcent Reporting a Health Problem

and Not Recsiving Care 6.1 14.6 *13.7 *10.5 21.7 1"14.3
Satisfaction With Care
Quality of Medical Care 96.1 1971 *93.2 *94.0 *89.8 1"94.0
Avaitability of Medical Care 90.2 195.7 "87.1 1*91.6 ‘81.9 i*g1.6
Ease of Getting to Doctor 95.1 96,2 *90.1 *30.3 “84.5 *87.3
Costs of Medical Care 75.6 186.2 *§66.3 177.9 *54.4 754

" Significantly dilferent from those with None/IADLs Only (p > 0.05).
* Significantly differant between 1991-93 (g » 0.05}.

NOTE: Data are age-adjusted using the direct method of standardization. IADL is independent activity of daily living. ADL is activity of daily tiving.

SOURCES: Health Carg Financing Administration, Offica of the Actuary: Medicare Gurrent Beneficiary Survey Rounds 1 and 7; Health Care
Financing Administration, Bureau of Data Management and Strategy: Medicars National Claims History file {MCBS Population Cohort).

counts of ADIs were more likely to report
facing barriers to care than those with no
ADL limitations or IADLSs only. Further, all
three groups reported that the likelihood of
facing barriers to care fell between 1991-93.

Satisfaction with care was higher for
beneficiaries with no limitations or
IADLs only, than for those with ADLs.
Beneficiaries were generally more satisfied
with care in 1993 than in 1991, regardless
of the level of dependency.

MULTIVARIATE ANALYSIS
Multivariate Model

Logistic regressions were performed on
the probability of a physician visit in any
setting (any visit), ER visit, OPD visit, inpa-
tient admission, and satisfaction with quali-

ty, cost, and availability of care. In addition,
weighted least squares regression was per-
formed on the number of visits per user.?
The unit of analysis is a person-year.
Thus, data for each beneficiary were pooled
for 1991, 1992, and 1993. The multivariate
model includes predisposing, enabling, and
need characteristics that are hypothesized
to affect the probability or volume of use.
Predisposing characteristics include age,
gender, race or ethnicity, educational status,
and living arrangement. Enabling charac-
teristics include financial variables (income
status, supplemental coverage), and physi-
cian availability (physicians per capita in the
county of residence). Need characteristics
include both perceived health status and the
level of dependency. Two dummy variables

3The number of visits is expressed in logarithmic form, given
the non-normal distribution,
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representing 1992 and 1993 were construct-
ed to capture time trends. To control for the
implementation of the MFS, a variable rep-
resenting the expected change in physician
fess by area was interacted with the two
time-period dummy variables (see the
Technical Note for details). We also control
for geographic location (Census division
and urban-rural location).10

Multivariate Results

The main multivariate logistic and
weighted least squares (WLS) regression
results are presented in Table 5.11 With
only one exception (the likelihood of an
inpatient stay in 1992), the likelihood of uti-
lization, the number of office visits and
consults, and satisfaction all increased dur-
ing 1992 and 1993. Barriers to care also
declined during 1992 and 19933. Most of
the increase int eh probability of utilization
or in the degree of satisfaction ranged from
1 to 5 percentage points, although some
were higher. These secular increases in
utilization and improvements in satisfac-
tion were not usually.

Utilization, access, and satisfaction
almost always differed by self-reported
health status, all other things being
equal. For instance, the probability of
having a physician visit, an OPD visit, or
an ER visit increased as health status
declined. However, satisfaction with
quality, availability, and costs of care
declined as health status declined.
Those in poorer health more often
reported barriers to care than benefici-
aries with better health.

1945 might be expected, the geographic variables were correlat-
ed with the Medicare payment change dummy variables.
However, the results on the fee schedule variables are not
altered with the inclusion of the geographic variables.

UWe were faced with the choice of controlling for the panel
aspects of the MCBS data or its complex sampling design.
Because of our concern of obtaining properly estimated stan-
dard errors, we opted to control for the complex sampling
design through SUDAAN,

Utilization, access, and satisfaction also
almost always differed by the level of
dependency. The probability of having a
physician visit, of having an OPD visit, or of
having an ER visit increased as the level of
dependency increased up to 4 ADLs, but
not beyond 56 ADLs, because mobility
may be limited at very high levels of inac-
tivity. Satisfaction with quality, availability,
and costs of care declined as the level of
dependency increased, but only up to 4
ADLs. Satisfaction with quality of care,
however, was lowest for those with the
highest level of dependency (56 ADLs).
Barriers to care were reported more often
as the level of dependency increased,
ceteris paribus.

Using the regression coefficients from
Table 5 and the means of the independent
variables, the top panel of Table 6 shows
the predicted levels of utilization, access,
and satisfaction by self-reported general
health status in 1991-93. By evaluating the
regressions at their means, we can control
for between-group variations on such vari-
ables as income, supplemental insurance,
race or ethnicity, and geographic location,
and isolate the effects of health status. In
1991, for example, the probability of having
a physician visit was 0.752 for those in
excellent health versus 0.914 for those in
poor health. The probability of a visit in
1993 rose to 0.830 and 0.945 for those in
excellent and poor health, respectively.
Comparing the predicted probabilities on
the visit measures between those in excel-
lent and poor health suggests that the gap
narrowed slightly from 1991 to 1993 (that
is, those in excellent health had a larger
increase in the probability of a visit relative
to those in poor health). Yet, those in poor
health reported more significant increases
in their level of satisfaction, offsetting any
potential concerns about erosion of relative
access. For example, the predicted proba-
bility of being satisfied with the cost of care

HEALTH CARE FINANCING REVIEW/Winter 1995/ Volume 17, Number 2 39



“B|qe] jO pud AU} Je S8l0U 8eG
{0z80°0) (oevz o) {r181°0) (2292'0} (sasz'0) (2281°0) (1es10) {6£31°0) (Lozz0)
59200 5981°0 S0P0°0 02r0'0- 8z11'0- 66280, 1920'0 25L0°0- 22910 B0
{1850°0) (o6t1°0} {evo10) (9:22'0} {z012°0) (861170} {avLL0) (68110} {tzaL'0}
1690'0 £250°0 £861°0. IBEE'0 LEOOO 82080 &v80°0- 9rr00- €810~ ouedsiy
{9e£0°0) (92110} {6220°0) {2691'0) (861170 {r180°0) (0£80°0) (r220'0) (goc10)
S9L0°0 [FARA 1R P20, 8ISH0 8p12°0. B6PZ 0 ere  668T Ouue LIEL0. 15L20" HoEIg
{(PonwQ ayym) Auorupamaey
{1020°0} (5890°0) (60500} (9£60°0) (8060°0) (8950°0) (26t0'0) (11p0°0) {£1500)
SLP00mua LIEE O wre  E68L0mes S680°0 AN 0861 Oy 66880°0. 98¥0'0- OLF Orenr aew
{(Ponu ajewad) sopuad
(0000°0} (1000°0} (1000'0) (2000°0) (200070 (1000°0) (1000'0) (10000} {L000°0)
LOOU Oy 200070 LOGO'0 00000 1L000'0- £000 Oras 000 Oxuy 000 0~ves €000 Ouus pasenbg-efy
(8v00°0) (0sL0'0) (L1100 (961L0°0} {r1200) (8L10°0) (6800°0) {26000} (8€10°0)
£6100nss 2850 0une 04000~ 90200 6#10°0 PLEO O res  2PS007uen  60F0 Ouea £1200- by
(2100°0) (28000} {€500°0) (00100} (2200°0) {09000} (9r00°0) {0500°0) {(rP000)
L200°0 2€10°0- . 1100°0 19000 0500'0~ §200°0- Y000 1500°0 2L00°0 £661
{€100°0} {(6200°0) (9r00°0) {F1L0°0) (82000 {£¥00°0) (er00°0) {£¥00°0) (s¥000)
P100'0- 0800°0- $2LO°0- e 0900~ 2300°0- 28000 Z2100°0- aro0°0 Z2E00°0 2661
{ponpws0 LE61) efiuey) Juawled siempayy , 1834 JO UORIRIBIL)
(81.00°0) {z800'0) {t00°0} {8600°0) {(zo000} {6v00°0) {ovo0-0} {er00°0) {evoo0}
SE00°0- . 92000 G¥00'0 9E20 Oua £800°0 21000 8¥00°0 62000 0200'0- abueyn wewied auednpan
(9v10'0) {2650°0) (o250°0) {og010) {0e80°0) (£6+0°0) (8150°0) (55¥0°0) (0zZvool
G250 Oy u FELE Orane  OSPL Ouen 6689 Ouun 9882 Oxen QLLV Quna £L5T Oues 6P Ores 092 Osax £661
(2100} (2650°0) (62%0°0) (e101Q) (¥P80°0) (8050°0) (82p0-0) {rr¥070) {9:%0°0)
0240 Qe ZI6L0 s MOZP Oues SEBY Duva L1BT Onae 28200 H092Z O 0605 Ouua LOPE Ousn 2661
(PoRIWO 1661) 189A
(Bo)sesnsed o83 0} $180D Amiqeiiesy  Auend Aeis SIA UsIA USIA aiqeuen wapuedepy|
SUNSUOD/SISIA Si9lIEG WM M VAN jusfiedu) wooy weunedsq  uepRsAud
0O paoed payspes paysyes paysyes fousbrewsy  uepeding Auy
JO Jogquuny
STM uoisseibey onsibot

uonendod aieoipay Sy Ul UOIORISHIES PUR ‘UCHEZININ ‘SSAIDY 10 SHUBLIULISIAQ]
S ejqeL.

HEALTH CARE FINANCING REVIEW/Winter 1995/ Volume 17, Number 2

40



"3|qe] (0 [US Y] |e SBl0U 968

wgo.o.w ¥N N ¥N VN YN ¥N ¥N ¥N wepisiyd Jenbey INOYIA 8oeld P40
68€0°0
wowm.o.u.. ¥N VN ¥N ¥N ¥N ¥N ¥N ¥N uspisiyd Jenbey UM 8oBld 1BUIO
69£0°0

9ZLP Oura N YN WN ¥N ¥N ¥N YN Wi 8OO sueInshyd
(pexuQ aounog seinbay oN) a1e) Jo ssunos Jejnbiay

6rr00) {00gi 0} (€501°0) (rLoz'0) (26¥1°0) {estro) {2660°0) {$960°0) (1621'0}
€822 Onse 082507 B985 Ouux 2¥EZ0 LIEOD BL6E0ss  HLOV Oses 99220 SILO burs UogEUIqIng 10 J3PO

(89g0'0) (£680°0) @rL0°0) (F1¥10) {91010} (1Lo010) (p220°0) {+890°0) (2560°0)
SZLZ Ousx LL9G° 0% 0SLE Ouan 86L0°0 05020, 26620 G010 $590°0 8280 Luux ajeand

{06£0°0) (1221°0) (1221°0) (6991°0) {&2t1°0) (sz1'0) (2560°0) (re80°0} {5201°0}
285€ Ousa SP09' 0raee  GOIP Luue r0010 C16E Onna ¥I5G 0y SZOE Ouse £090°0 G228 0nns presipe
{porywp abeionns jeuawsiddng opN) ebeseaos jpuawddng

(20€0°0) {Lo¥1 0} (L580°0) (szoL'0) {5120} (oro1L'0) (£160'0) (8220°0) (roct0)
01£0'0 £9€1°0 19G1 0~ PRLOD SLBE O 6920°0- #190'0 1280°0- 52910 000°GE$-L00°02%

{00£0°0) {28e1°0) (6£20°0) (6ro1°0) (0002'0} (08010) (1560°0) (Lz20°0) (65210)
292070 261€'0xs $08E 0-.x 6600°0- z8se0- PLZO0 rh200- FAY AR EE0F 0 vsu 000°02$-100'04$

(L0£0°0) (g9¥1°0) Z160°0) (2ov1'0) {1502'0) (1801°0) (£260°0) {y¥80°0) {rpLi-o)
Z100°0 LEOE Oun HESOnre 922070 899701 6050°0- £080°0- BY6T 0ax  BEBS Oraxa $597 40 000°0LS
{(pannuQ) OOO'SES UBYL 2501¢) SMEVS WO

(152070 {2160°0) (ez9070) (e {20170} (9£90°0) (LLo0'0) (g850°0) {2080°0)
9Z04 O 9Z£0°0° 06E0°0- L6100 20510 LE90°0* 8¥r0°0- FBEOO- €664 0" 18410 ynaa Bu

{0200} (z980°0) (9950°0) (88010) (00010} (£250°0) (2550°0) {9g50°0) {L£80°0)
LLG0 O ses 8S6L 0 s POLZ 0 OLBOO- £E0C Oxns 6680°0-,  OZ4T0-wae LE00°0 §520°0 asnadg yum Buw
{(panIwQ suo)y Buiapy) uswabueuy Bujagy

{z1200) (z2010) {0590°0) {orL10} (gLt 0) {es0070) {ov90°0) {rz50'0) (9520'0)
g220°0- 0LE1°0- LELLD. LIPE Ouns 1210 08600 Lrl00 9E0Z 0 sun  96EE 0 cus SIEBA Z|

{£820°0) {g211L'0) (6290°0) (Lero (5801°0) (2zL00)  (GpS0'0) (Lso0) (2220°0)
L2e0o0- 12900 2P90°0 GPOY Oune ¥180°0 2oL O- 22600, LLZE 0 e BEBE D aas SIEB) Z1 URY) $597)
{PAMWO SIe0A Z| UBYL SI0)) SIS |euopEINP]
(Bo) sesny s2d eJe) 0} 81809 Aypqepeny Aueng Aeig usIA usIp USIA ejqeuen Juepusdepu

SHNSUOD/SHSIA s10useg (RFTY LN, Yim ueledy) wooy ueunedeg  ueisAyd

20WO paoed payspes paysnes paysnes AousBiswy  eneding Auy
jo sequinp
SIM uosselbey ousibon

uogneindod 91edIpayy ay) Ul UONJBISPES PUR ‘UOREZIIN ‘S$399Y JO SJUBLNLIaeQ]
ponuRuUOo—S alqeL

41

HEALTH CARE FINANCING REVIEW/Winter 1995/ Volume 17, Number 2



*BIGE) JO PUL UL & SBI0U 05

{oero'0) (82110 (Z01L1°0) (92¥1°0) ($251°0) {oz800)  (5980°0) (toor0)  (e6LL0)

G200, KGR 06910 1280°0 04640 1810°0- G0L2'0 e £051L0- 8182 0u Huepy yinog

(e250°0) {90c10) (92510} (rove0) {o¥gz°0) {82210 (8600 (9822'0) (8£51°0) :

P22 0 nen €9¥5'0-.s  BPSOD SEL00 S0P90u, 02,00~ £90¥ 0 rse 9681'0- 08110 [eNIUSY) YUON ISOp

{£8€0°0) {g1e10) (6v01'0) {25910} (069170} (resool (18200 {02600}  (EVE00)

6091704 #6500+ 25810~ 29110 SEFL'D PELLO groL0- P Ous  STLOO- [ehuss) yuoN ises

(2L20°0}) (ggLL 0 (z211°0) (c091°0) (19640 (28200}  (9B20°0) (oce00)  (¥S11°0)

8510°0 L250°0 EELE'0ms 20L80%s #0080, 62 0us  SL60°0 $820°0 £560°0 anueny SIPPIN

(2950°0) (zz910) (92220 {rzoc o) €190 (€110) {ovz1L'0) (zoero)  (eesLq)

9881 0-.sx 5260°0- #0510 2082°0" 12680, 1050°0- FANR A 8050'0 £610°0 puejbu3g meN

(PRI 2Myioed) uopesT] sydesboor

(£920°0) (gsc10) (821170 (8921°0) {S0L1°0) (ev60'0)  {v¥60°0) (Losore}  {995170)

SLP0°0- ZTEE Ouns 8260y 202907 0625'07us  SEPE0ues 2669w FARS{N 86210 §1aY 95

{6920°0) (62110} (50200} {aLrLg) {azg1 0} (06.20°0) (8120°0) (zez00) (191170

SOLO Qs ££88 Ouex LOLG O i 646907  BIGFOmwas  8519°0ues  ZB05Cune 2561 0w FLEG Orns s7Qv #6

reLa°0) (00B00) {1550'0) (9260°0) {5£80°0) 05900}  (Sos0°0) (esrore)  (¥290°0)

PLEO Ourn 2809 Ouva 26€0%e 209V 0-pee  EOLFOn..  BS2ECw.  980C 0w 8521 0use  BLBE Ouns s1av 21

(88200} (e021'0) (L+80°0) {21910} (1211°0) (vze0'0}  {(81L20°0) {rogo'0} (12600

FLOL Cuns S192°0ue $eLLO- 9CEF O inn  LLSE Qs LOME Ours  L2EZ0uan LOF0'0 ¥ZEZ 0nu Auo 0w

(penwo 1gVIFIaY oN) Asuspuadaqg 4o (A8

(¥8€0°0) {06+170) (0060°0) (geoL'0) {8es10) (05600} {0v60°0} (0z60°0} {8zz10)

FA a1 YOS L anx G20 L ZO0G0-we  SGBE l-wsw  ZESP Less  BEBE Luns 9G66'Oser  §05Z Lurs Jo04

{22200} (covL0) (eL60°0) (ELrLo) (r5PL'0) (s280°0)  (82£0°0) (ze900)  (9820'0)

va.o_- = VNMwN- —. wxa 3WO.O|!-I @.TNNOlu gmm.0|ltl QW@Q.O«!& 80@.@.:.! @Nmﬁ.olcr NQQN. —.kik h_ﬁm

(£920°0) (o6e10) (eviool (86510 (20€1'0} (£520°0) (9590'0) (59500)  {£920°0)

15 g | 6269 0uas 620F'0~re  9EQL'D- L1920, Y904 Cupn  CHPG Qurn 128V Ouus G666 0urn pooy)

(01200} (60E1°0) (9690°0) {osr1°0) LT AN (86£0°0) (srao0) {6¥50°0) (1250'0)

HEL Cuun ZHY Oue CLLL'0 ux e20- 04600~ $992°0uan  BLIC Ouas 1248 0un  LTEY Qurs poor) Atep,

(Ponwo smers 1pjesl Usyjedxy) sng yieoy psaledsad

(9501°0) {L+62°0) (¥622°0) (rose0) {r99€'0) (esat0}  {(21020) {1961°0) (8122'0)

P00 6620 srpeo- $926'0ux P90, 52220 PP Orsa 0819 0w  O0LEO- ende?) sod sueisiyg
{6o7) 1esny sad a1eg o) 81500 Anpqejeay Anenty Aeig USIA uSIA uSIA e|qeLeA uspuadapu|
SHUNSUOD/SUSIA slalueg YU WM YuMm Juagedu WwooH wewpedeq  uepisiyd

SO paced paysies paysiies paysyes Aauebiowy  epeding Auy
10 1aquuny
SN uopssaiBey oysibon

uonejndod 2ealPei Ayl U UOHIBISHES PUB ‘UOHEZIINN ‘SSEITY JO SIUBUILIIGQ

panuguod—s ejqel

HEALTH CARE FINANCING REVIEW/Winter 1995/ Volume 17, Number 2

42



(uoyed uoneindod SEOW} e AlolSiH Swiers jeuoen siedipel Abaleig
pue Iwewabeuew eieg o Nesing ‘volensunwpy Gupueuly 81ed WileeH -2 PUe ' ‘L spunoy “Aeang Aeisysuag uaand aieaipely Aiemay oyl jo soy0 ‘uonensunupy Suoueiny ases yikeH S30WN0S
“Bui Arep o Aumide sy 1av Buing Aiep jo Auaioe juspuadapul st 10yl “e(qedldde jou st YN uoissasbia) sesenbs 1ses) palybiem st SIM "seseliueIed Ul BJe SI0U6 PIBPUEIS (STLON

a9 LO°0 B 1 weoyubig,,,
"1ens] SO°0 By} 18 Jueayubig,,
toA8) OL'0 Ay} 18 weaubig,

¥N pi€'S £65'01 296'2 929'6 zee's €82'01 6vhel 8pe'L pooylxl-Bol snujy
el LE'LZ 9e8'12 s2r'1L 568°L2 ove'le 086'12 91612 0eg'te u
L0 L0800 +5/0°0 2PE0°0 10E00 9£50°0 ¥650°0 S270°0 £6£00 pasenbs-y {opensd)
(P9s10) (6L2p0) {551°0) (€+29°0) (28v2°0) (8g1p'0) {osec'0) {1epe0) ($22r'0)
$002'0- 9292'C s LELZ hune 56650 2199 Zua 8PS T TRLVO- 2602 wes  GEBEQns 1degseul
(8920°0) (81110 (9980°0) (5261°0) (161170} 200 {85200} (£¥01'0} (a260°0)
2000~ £L81°0" £580°0 £291°0 ¥190°0- 64600~ 2640°0 920, 82L0'0 {penwo Jeny) uequn
(Sr60°0) (2e210) {LESL'D) (1691°0) (rsrzo) {5661°0) (£eo1'0) (gg61°0) (€051°0)
£821°0-, 8260°0- ZLe0 o SHE0 88r00- 6£80°0- 62910 6600°0- LOBLO- urelunopy
(rrro0) (zz210) (r2e1°0) (8e12°0) {zv91°0} (0200 (692070} (12LL0) {z601°0)
G922 0rvse 2v80°0 9810 282870~ 06170 9¢%0'0 25P1°0-, FLBL O 668L'0- 1eNUBY YINOS 150,
(8810°0) (22€1°0) (P10 zuz o {22020} {2201 0} {6¥21°0) {822t 0) (z621°0)
2G6E 0 uun 28080, £512°0 £8E5°0.. 8¥01°0 80520 SSET0-, €262 0s ziere BAUIY UINog 1503
{Bo7) Jes() 1ad 2180 0} 51500 Angeiresy Alend Aeig usIA USIA H$IA, giqeues Juspuadepu)
SHNSUOD/SUSIA s1auseq WM WM WM wenedy wooy meugedeg  uensiyg
a0 peoey peysnes paysies peysnes fousbiowz  juenedino Auy
JO 18GUINKN
SN uoissaiBey onsifio

uonendod SIedIPIRy S UL UOPORISHES PUE ‘UsHEZI|NN ‘SS839Y 1O SUBLILLIBISQY
penupuod—yg sjqe]

43

HEALTH CARE FINANCING REVIEW/Winter 1995/ Volore 17, Number 2



increased by 15 percent between 1991-93
for beneficiaries with excellent health com-
pared with an increase of 33 percent for
those with poor health.

The bottom panel of Table 6 shows the
predicted probabilities of utilization,
access, and satisfaction by the level of
dependency. The relationships are similar
to those observed for general health stat-
us, whereby those who were very depen-
dent had higher probabilities or levels of
use (and lower levels of satisfaction) than
those who were not dependent. For exam-
ple, the predicted probability of an ER visit
was higher for beneficiaries with 5-6 ADLs
(0.28 in 1993) than for those with no ADL
limitations (0.163). Similarly, the predicted
probabilities for an ER visit increased
between 1991-93 for all five levels of depen-
dency categories. The predicted probabili-
ty of being satisfied with the availability of
care, for example, increased by 4 percent
between 1991-93 for beneficiaries with no
limitations, compared with an increase of
7.4 percent for those with 56 ADLs. As
with general health status, the gap in use
and satisfaction generally narrowed from
1991 to 1993 (albeit slightly) between the
most and least dependent.

Age is often considered another proxy for
health status. Age’s relationship to health
status within the Medicare population, how-
ever, takes on a non-linear relationship.
Beneficiaries under 65 years of age who are
eligible because of disability are less
healthy than the young elderly; and as the
elderly age, their health status declines. As
shown in Table 5, the effect of age varied
depending on the type of utilization. As age
increased, the likelihood of an ER visit and
inpatient stay decreased, but the rate of
decline slowed with age. For OPD visits and
the number of physician visits or consults,
the relationship was of the opposite nature.
Reported barriers to care increased with
age, but the rate of decline slowed with age.

Men were less likely than women to
have a physician visit and to have fewer
physician visits and consults. Perhaps this
explains why men were more likely than
women to have an ER visit or inpatient stay.
However, men were less likely than women
to report facing barriers to care.

Relative to white beneficiaries, black
beneficiaries were more likely to have an
outpatient visit and an ER visit. Conversely,
white beneficiaries were more likely to have
an inpatient stay. Black beneficiaries were
less satisfied with the quality and the cost of
care, yet they were less likely than white
beneficiaries to report barriers to care.

The effect of income on utilization,
access, and satisfaction does not vary uni-
formly. Relative to beneficiaries with
incomes greater than $35,000 per year,
those in the lowest income class (810,000
or less) were more likely to report barriers
to care and were less likely: (1) to have any
physician visit, (2) to have an outpatient
visit, and (3) to be satisfied with the quality
and cost of care. Those in the next lowest
income group ($10,000-520,000) had expe-
riences similar to the lowest income group
except there were no significant difference
in the likelihood of outpatient visits and the
satisfaction with the quality of care.
Although the probability of utilization did
not differ from the highest income group,
those in the $20,000-$35,000 income group
were less satisfied with the quality and
costs of care.

The presence of supplementary health
insurance beyond the standard Medicare
Parts A and B coverage had an effect on the
utilization, access, and satisfaction with care
(except availability). Having any supplemen-
tary insurance increased the probability of
having a physician visit or inpatient stay,
increased the number of visits and consults,
and generally increased satisfaction.
Moreover, those with supplemental insurance
were less likely to report a barrier to care.
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Higher physicians per capita did not affect
the likelihood of any physician visit or the
number of visits and consults. It did, howev-
er, increase the likelihood of an outpatient
visit and lowered the likelihood of an ER visit.
More physicians per capita were also associ-
ated with greater satisfaction with the quality
and availability of care. There were no sys-
tematic effects on utilization, access, and sat-
isfaction by census division or urbanicity.

Regular source of care was included
among the independent variables only for
the regression on the number of visits and
consults. Regular source of care was
included because the access literature sug-
gests that having a regular source may
improve continuity and coordination of
care. That is, having a regular source may
decrease unnecessary utilization of outpa-
tient clinics and ERs and facilitate access to
specialists. As expected, having a regular
physician (regardless of place) increased
the number of visits and consults with the
strongest effect for those with a physician’s
private office as the usual source 12

DISCUSSION

The main objectives of this article were
to examine the variations in Medicare
access and satisfaction according to health
status, as measured by (1) selfreported
general health status, and (2) level of
dependency. Clearly, we see that the level
of health service use was strongly associat-
ed with the level of illness. Those who were
sicker used more services. However, those
who were sicker also expressed lower lev-
els of satisfaction and more often reported
barriers to care. An encouraging trend,
however, is that those who were in poor
health or who had a high level of depen-
dency have shown improvements in their
level of satisfaction and reductions in their

12A regression that excluded regular source resulted in only
minor changes in other regression coefficients.

perceived barriers to care, thus narrowing
the gap with those who were in excellent
health or who had no activity limitations.

Indeed, the time trend was quite strong,
such that beneficiaries in all health status
categories had higher likelihoods of visit-
ing providers in 1993 than in 1991.
Similarly, regardless of health status, bene-
ficiaries were more likely to report being
satisfied with care in 1993 than in 1991.
Again, regardless of health status, benefici-
aries were less likely to report facing a bar-
rier to care in 1993 than in 1991.

There was little or no impact by the MFS
on the likelihood of a visit, the number of
visits and consults, and the satisfaction
with care, Indeed, the secular time trend
effects more than offset any MES effects.
This study clearly shows that implementa-
tion of the MFS did not result in wide-
spread deteriorations in access and satis-
faction among those who would be particu-
larly vulnerable, namely those in poorer
health or with greater funcfional limita-
tions. In general, the gap in utilization,
access, and satisfaction between benefici-
aries with the best health and those with
the worst health narrowed between 1991-
93. The gap in the probability of use nar-
rowed primarily because beneficiaries with
better health had larger increases in the
probability of use between 199193 than
those with poorer health. In contrast, the
gap in satisfaction between 1991-93 nar-
rowed because beneficiaries with poorer
health had larger increases in satisfaction
than those with better health. The gap in
the number of office visits and consulta-
tions for users did not change.

The narrowing of the gap in utilization,
which came primarily as a result of increas-
es in use among those in better health, is
an unexpected finding. The interpretation
of this result is not straightforward, on one
hand, those in excellent health could have
had a deterioration in their “average”
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health status, thus warranting greater
physician contact. On the other hand,those
with better health could have displayed a
more elastic response to lower prices than
those with poorer health. Another possible
explanation is that fee increases for prima-
ry care services largely benefitted those in
better health. More disaggregated analysis
of the content and mix of services is
required to better understand the changes
in utilization according to health status.

As was expected, this analysis shows
that other factors hesides health status
were associated with access and satisfac-
tion. Low-income Medicare beneficiaries
had a lower likelihood of a physician visit,
lower levels of satisfaction (especially with
the costs of care), and were more likely to
report barriers to care. Interestingly,
income was not a significant determinant
of ER use, inpatient use, or the number of
visits per user. Nor did satisfaction with the
availability of care vary by income. Thus,
low income seems to serve primarily as a
financial barrier to entering the system.

Having supplemental insurance cover-
age—whether public or private—seems to
enhance access and result generally in
higher levels of satisfaction and fewer per-
ceived barriers to care. Those with no sup-
plemental coverage had a lower probabili-
ty of any physician visit during the year as
well as a lower likelihood of an inpatient
stay. One possible interpretation is that
this variable is proxying for health status
to some extent (that is, those with no
supplemental coverage are healthier
than those with supplemental coverage
and hence have less “need” for care).
However, those with no supplemental
insurance had a significantly higher likeli-
hood of experiencing unmet need.

We have found little if any evidence of
racial or ethnic differences in access and
use. Black Medicare beneficiaries had
higher rates of ER use (ceteris paribus);

however, this was not accompanied by
higher rates of dissatisfaction with the
availability of care, nor more frequent
reports of barriers to care (in fact, they
were slightly less likely than white bene-
ficiaries to report barriers).

A strength of this article has been the use
of multiple measures of access, satisfaction,
and  utilization. On the other hand, our
“aggregate measures” of access may mask
differentials in access to specific procedures,
for example, “referral sensitive surgeries”
(Institute of Medicine, 1993). Other caveats
should be noted as well. This analysis is
based on data for three years— the year
before, the first year, and 1 year after MFS
implementation. Physician payment changes
may impact utilization differently over time,
and the long+un impacts are unknown at this
point. There may be other confounding fac-
tors in the short run which we could not fully
capture. Additionally, the measure of expect-
ed Medicare payment change is exactly
that—expected and not actual. Measurement
error on this key variable may result in meas-
urement error in the regression analysis.

In conclusion, with the implementation
of the MFS, access, use, and satisfaction
have not deteriorated during the 3-year
period included in this study. Indeed, we
have shown that Medicare heneficiaries are
reporting increased satisfaction with many
aspects of their health care—especially the
costs of care—as well as reporting fewer
barriers to care in the post-MFS period.
Moreover, the gaps in levels of satisfaction
and frequency of perceived barriers have
narrowed among those in better and poor-
er health, suggesting that the program has
become “more equitable” over time.
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TECHNICAL NOTE

Medicare Fee Schedule Impacts

This analysis uses HCFA's measure of the
expected impact of the MFS on physician
fees. These were constructed at the MSA
level for urban areas and at the Siate level
for rural areas. Two measures were avail-
able—for the first year of the phase-in
(1992) and for the fully phased fee schedule
(1996). For the purpose of this analysis, we
use the measure for the fully phased fee
schedule. This measure has a number of
limitations: (1) it is a general measure of the
expected impacts, rather than procedure- or
specialty-specific; (2) it reflects expected
rather than actual impacts; and (3) the geo-
graphic unit is based on where the benefi-
ciary lives and not necessarily where the
provider practices. Despite these caveats, it
is the only measure currently available to
researchers for measuring MFS impacts.

Negative values of HCFA's measure of
the expected impact of the MFS (EIMFS)
indicate that, on average, physician fees in
an area are expected to be lower than they
would have been in the absence of the
MFS. Conversely, positive values of EIMFS
indicate that, on average, physician fees to
an area are expected to be higher than they
would have been in the absence of the
MFS. Entering EIMFS by itself into a
regression would not capture any dynamic
(e.g., transitory or lagged) effects of the
MFS on utilization, access, and satisfac-
tion. Thus, to capture the dynamic effects
of the MFS, EIMFS s interacted with the 2-
year dummy variables. This specification

allows the following interpretation of the 2-
year dummy variables, EIMFS, and the
interaction between the year dummies and
the EIMFES.

¢ The 2-year dummy variables capture the
secular frend between 1991-93.

* EIMFS captures the cross-sectional dif-
ferences across geographic areas during
the baseline period (1991).

¢ The interaction terms between the year-
ly trend and EIMFS indicate whether the
MFS has an impact on utilization and sat-
isfaction, above and beyond the secular
trend and independent of the pre-exist-
ing differences across areas receiving
differential payment changes.

The interaction terms are, thus, the pri-
mary variables of interest for isolating the
impact of the MFS on utilization, access,
and satisfaction. MFS impacts were exam-
ined more comprehensively in a related
study (Rosenbach, Adamache, and
Khandker, 1995).
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