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Objective: To examine whether having a usual source of care (USC) is associated with positive patient
perceptions of health care communication and to identify demographic factors among patients with a
USC that are independently associated with differing reports of how patients perceive their involvement
in health care decision making.

Methods: Cross-sectional analyses of nationally representative data from the 2002 Medical Expendi-
ture Panel Survey. Among adults with a health care visit in the past year (n � �16,700), we measured
independent associations between having a USC and patient perceptions of health care communication.
Second, among respondents with a USC (n � �18,000), we assessed the independent association be-
tween various demographic factors and indicators of patients’ perceptions of their autonomy in making
health care decisions.

Results: Approximately 78% of adults in the United States reported having a USC. Those with a USC
were more likely to report that providers always listened to them, always explained things clearly, al-
ways showed respect, and always spent enough time with them. Patients who perceived higher levels of
decision-making autonomy were non-Hispanic, had health insurance coverage, lived in rural areas, and
had higher incomes.

Conclusions: Patients with a USC were more likely to perceive positive health care interactions. Cer-
tain demographic factors among the subgroups of Medical Expenditure Panel Survey respondents with a
USC were associated with patient perceptions of greater decision-making autonomy. Efforts to ensure
universal access to a USC must be partnered with broader awareness and training of USC providers to
engage patients from various demographic backgrounds equally when making health care decisions at
the point of care. (J Am Board Fam Med 2008;21:441–450.)

For many patients, navigating the health care sys-
tem in the United States can be daunting. With the
increasing complexity of medical technology and
an explosion of media messages about pharmaceu-
tical products, it is sometimes difficult to compre-

hend care. The ability to understand professional
recommendations and to communicate with clini-
cians is important to the receipt of good quality
health care services, and it impacts patient satisfac-
tion.1,2 In turn, establishing good lines of commu-
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nication can lead to better patient-reported health
status and health outcomes.3–5

Establishing care with a specific person or at a
familiar primary care site is also associated with sev-
eral beneficial outcomes, including higher receipt of
recommended preventive health care services, de-
creased inappropriate use of the emergency depart-
ment, shortened lengths of stay in the hospital, and
improved health status.6–20 Conversely, when people
lack a regular source of care their access to necessary
services is reduced,21–26 which may result in poorer
health outcomes.27 Lack of continuity disproportion-
ately affects certain groups for whom a continuity
relationship is especially important, such as those with
limited resources, chronic illnesses, and/or mental
health problems.28–30

Noting these favorable effects of having a usual
source of care (USC), it is surprising to see the con-
tinuation of policies and practices that contribute to
discontinuity. For some US health plans, negotiating
lower-cost contracts is more important than preserv-
ing patient–physician continuity.31 These shifts in in-
surance coverage can force a patient to choose a new
USC.32 In other cases, patients themselves choose to
change providers or clinics33 or just prefer conve-
nience rather than continuity.34

The association between continuity of care and
better health outcomes is well established, and
much of this literature has informed recent policy
efforts to create medical homes.15–20,35,36 It is also
more common for patients reporting good commu-
nication with their physicians to report better
health status.3–5 Less is known, however, about
whether or not patients who have a USC perceive
their clinicians to be better communicators and
what factors might impact interactions in the set-
ting of a USC. One relevant study conducted to
explore multiple factors associated with perceptions
about communication suggested that having a USC
plays a significant role.3 The primary aim of our
study was to add further depth to this inquiry by
focusing specifically on a USC as the main predic-
tor and by examining the extent to which having a
USC influenced the likelihood that patients per-
ceive positive communication and health care in-
teractions. Secondarily, we examined only those
respondents with a USC to determine whether
certain demographic characteristics were associated
with differences in how patients with a USC per-
ceived their involvement in health care decision
making.

Methods
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.25 The MEPS consists of a subsample of
respondents to the National Health Interview Survey,
selected to achieve a nationally representative sample
of the civilian, noninstitutionalized population in the
United States.37 MEPS interviews are conducted 5
times over a 2-year period using computer-assisted
personal interviewing techniques for optimal data col-
lection, with greater than a 60% response rate. Our
first analysis was restricted to MEPS participants over
the age of 18 who had visited a health care provider in
the 12 months immediately before the fielding of the
survey (n � �16,700). Our second analysis focused
on all adult respondents to MEPS, regardless of a
recent visit, who reported having a USC site (n �
�18,000).

Independent Variables
In the first analysis, the independent variable of pri-
mary interest was whether or not each respondent
had a USC. To determine 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? The-
oretical models of health services utilization described
by Phillips et al38 and Aday and Andersen39,40 have
outlined patient characteristics and system factors that
compromise access to health care for certain popula-
tions. Based on these models, demographic covariates
included in the multivariate analysis included sex, age,
race, ethnicity, family income, high school comple-
tion, census region, urban/nonurban residence, and
health insurance status. For the second analysis, these
demographic covariates were all included as indepen-
dent variables.

Dependent Variables
We used a recent theoretical framework describing
key attributes of patient preferences for primary
care to guide the selection of outcome variables.41

From the conceptual map, we chose 2 categories
most relevant to health communication: (1) patient
preferences about interpersonal care and (2) pa-
tient-centeredness. We found 6 related MEPS sur-
vey items. Among participants who reported going
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to a doctor’s office or clinic in the 12 months before
the survey, 4 outcome variables were measured.
These questions pertained to how patients per-
ceived their recent health care interactions, includ-
ing how often their health care providers listened
carefully to them, explained things clearly to them,
showed respect for what they had to say, and spent
enough time with them. In the second analysis, 2
dependent variables were measured among all sur-
vey respondents who identified having a USC: (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 treat-
ment? Responses to all 6 survey questions were
reported on a 4-point scale (always, usually, some-
times, never). We surmised that a response of
“always” would signify optimal health care com-
munication; furthermore, a large majority of re-
spondents 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 statistics were obtained for the
entire MEPS adult population to determine the
relationship between demographic covariates and
the first predictor variable (having a USC) (Table
1). Then, for the first multivariable analysis, the
sample was limited to those MEPS adults who had
visited a health care facility in the 12 months pre-
ceding the 2002 survey. Descriptive analyses were
conducted among this subgroup to determine the
relationship between demographic characteristics
and the initial 4 outcome variables (patient percep-
tions of physician communication). A series of lo-
gistic regression models were created to determine
the strength of associations between the USC pre-
dictor variable and the outcome variables, while
controlling for several factors (Table 2). Factors
selected as covariates for inclusion in the models
were guided by conceptual models of health ser-
vices utilization, and all were found to have signif-
icant associations (P � .05) with at least one of the
outcomes in �2 analyses. In the second analysis,
limited to participants who reported having a USC,
a series of logistic regression models were per-
formed to explore the independent influence of
each demographic characteristic—while simulta-
neously controlling for all of the other covari-

Table 1. Demographic Characteristics of American
Adults Who Have a Usual Source of Care

Demographic Characteristics

Patients with a Usual
Source of Care
(weighted %)* P†

Total Adults in US 78.3
Sex

Male 73.2 �.0001
Female 83.0

Age (years)
18–24 65.1 �.0001
25–44 70.5
45–64 85.1
�65 94.0

Race
White 79.3 �.0001
Black 74.3
American Indian 74.4
Asian 69.9
Native Hawaiian 77.5
Multiple Races 72.9

Ethnicity
Hispanic 59.9 �.0001
Non-Hispanic 80.8

Family income
Poor 70.0 �.0001
Near poor 71.5
Low income 72.0
Middle income 77.7
High income 83.4

Completed high school
Yes 79.5 �.0001
No 73.2

Geographic residence
Northeast 85.6 �.0001
Midwest 81.4
South 74.9
West 74.2

Residence location
Metropolitan atatistical

area
77.5 �.001

Non-metropolitan
statistical area

81.8

Health Insurance
Any private 82.5 �.0001
Public 85.8
Uninsured 46.7

Data Source: 2002 Medical Expenditure Panel Survey.
*Unweighted N � 25,851. Note that percentages have been
rounded to nearest tenth.
†P in the �2 analysis for overall differences between subcatego-
ries of each demographic characteristic.
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ates—on respondents’ perceptions of autonomy in
health care decision making (Table 3).

SUDAAN software (release 9.0.1, Research Tri-
angle Institute, Research Triangle Park, NC) was
used to conduct the statistical tests and to make na-
tional estimates with variance adjustments 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
civilian, noninstitutionalized US population.

Results
Demographics
More than 78% of US adults had a USC in 2002.
Having a USC was not equally distributed among
different demographic subgroups (Table 1). For
example, 94% of people over the age of 64 reported
having a USC, compared with only 65.1% of those
between the ages of 18 and 24. A higher percentage
of women (83.0%) had a USC when compared with
their male counterparts (73.2%). Less than 75% of
the black respondents reported having a USC,
compared with nearly 80% of the whites. Only
59.9% of Hispanics reported having a USC, com-
pared with 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 with nearly 84% of those with the high-
est incomes. Among those with insurance, over
82% with private insurance had a USC whereas
fewer than 47% of the uninsured had a USC.

The Association Between Having a USC and
Perceived Positive Communication
After controlling for the effects of all demographic
characteristics reported in Table 1, positive patient
perceptions about physician communication were
significantly associated with having an identified
USC (Table 2). When compared with adults re-
porting no USC (reference group; odds ratio [OR],
1.00), adults with a USC were more likely to report
that their physician always listened to them (OR,
1.31; 95% CI, 1.16–1.48); always explained things
so they could 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 (OR, 1.20; 95% CI, 1.07–1.35).

Patient Perceptions about Their Involvement in
Health Care Decision-Making
Among all respondents with a USC there were
demographic differences between how respondents

Table 2. Differences in Patient Perceptions about Physician Communication among Patients With and Without a
Usual Source of Care

Survey Questions Regarding Physician Communication

Patients Responding �Always�
to Questions Regarding

Physician Communication
(weighted % � SE)*

Odds of Responding �Always�
to the Key Questions

(Multivariate OR �95% CI�)†

Provider listened carefully to them (n � 16,699)
US adults with a USC 56.4 � 0.58 1.31 (1.16–1.48)
US adults without a USC 47.1 � 1.38 1.00

Provider explained things so they understood (n � 16,700)
US adults with a USC 57.9 � 0.59 1.26 (1.13–1.41)
US adults without a USC 51.3 � 1.23 1.00

Provider showed respect for what they had to say (n � 16,781)
US adults with a USC 59.9 � 0.55 1.24 (1.10–1.40)
US adults without a USC 52.3 � 1.34 1.00

Provider spent enough time with them (n � 16,773)
US adults with a USC 46.7 � 0.57 1.20 (1.07–1.35)
US adults without a USC 39.0 � 1.31 1.00

Data Source: 2002 Medical Expenditure Panel Survey.
*Weighted percentages pertain to the total civilian, non-institutionalized US adult population who had visited a healthcare provider
in the previous 12 months (unweighted n varies slightly by category, as noted).
†Adjusted for sex, age, race, ethnicity, family income, education, geographic region, MSA status, health insurance status.
Statistical significance indicated by bolded values.
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perceived their involvement in health care decision
making (Table 3). For example, respondents who
reported that their providers always gave them con-

trol over treatment choices were more likely to be
white as compared with other races. Ethnicity was
also significant; Hispanics perceived that providers

Table 3. Demographic Characteristics of Those with a Usual Source of Care and Their Perceptions About Their
Degree of Health Decision-Making Autonomy

Demographic Characteristics
Provider �Always� Gives Person Control of

Treatment (n � 18,087)
Provider �Always� Asks Person to Help Make

Health Care Decisions (n � 17,674)

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 (years)
18–24 48.0 0.88 (0.74–1.04) 48.0 0.78 (0.66–0.92)
25–44 50.9 0.92 (0.81–1.03) 50.9 0.85 (0.75–0.96)
45–64 53.5 0.99 (0.87–1.13) 53.5 0.91 (0.80–1.03)
�65 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/non-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)
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

Data Source: 2002 Medical Expenditure Panel Survey.
*Weighted percentages pertain to the total civilian, non-institutionalized US adult population who reported having a USC in 2002.
Statistical significance indicated by bolded values.
OR, odds ratio; CI, confidence interval; MSA, metropolitan statistical area.

doi: 10.3122/jabfm.2008.05.080054 Comprehending Care in a Medical Home 445



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 communica-
tion with their providers (Table 3). Although no
significant differences were seen between age
groups when responding to the question about hav-
ing control over treatments, the younger respon-
dents (18 to 44 years of age) were less likely to
report that their providers asked them to help make
decisions.

In response to both questions about health care
decision making, patients living in households with
the lowest family incomes were least likely to re-
port that their providers offered autonomy in
health care decision making. When considering
location of geographic residence, respondents liv-
ing 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 deci-
sions. Having private insurance was associated with
a higher likelihood of reporting autonomy in mak-
ing decisions about one’s own health care (Table 3).

Discussion
These findings confirm the importance of having a
USC and add further depth to the discussion about
how a USC fits into the communication equation.
As shown in Table 3 and reported elsewhere,3 hav-
ing a USC was associated with a higher likelihood
that a patient will report positive health care com-
munication. It is unclear whether this finding sug-
gests that patients tend to stay with practices that
have clinicians who are better communicators, or if
having access to a consistent USC actually im-
proves communication over time. Most likely, it is
a combination of both explanations.

Given the crucial role of communication in suc-
cessful health care delivery,42 what can be done to
help patients without a USC? As shown in Table 1,
access to a USC is not randomly distributed among
all patients. Efforts aimed at ensuring that more
people have a USC should target populations who
have historically been left without reliable access to
health care services. These findings call for targeted
expansions in the US primary care workforce and
improvements in the fragile safety net to provide a
secure USC to more underserved populations.43–48

Family physicians must play a crucial role in ex-
panding the availability of patient-centered medical

homes and strengthening the comprehensiveness
and consistency of this crucial first point of access
to the health care system.35,36,49

Once a USC is more widely available, continuity
relationships can be more easily established and
their many outcomes benefits achieved.15–20 In ad-
dition, continuity should be prioritized over profit
maximization, and patients should always be in-
volved in the decision to switch providers.50 Al-
though many of the insurance complexities may be
unique to the United States, continued efforts to
bolster the primary care workforce across the globe
are essential to ensuring that access will be readily
available to everyone.

However, simply having a place to go for usual
care is often not enough. Access to a USC is not a
guarantor of active patient involvement in health
care decision making, nor does it assure provision
to buy prescriptions, to access specialty care, to
obtain certain needed procedures, or to receive
home care services.47 The second crucial aspect
that requires further attention, simultaneously with
efforts to ensure that every patient has a medical
home, is to ensure equity in how care is delivered to
an extremely diverse US population.

This study highlights disparities not only in the
distribution of USCs across the population but also
in how patients from different backgrounds with an
identified USC perceived being involved in making
their own health care decisions. For example, fewer
Hispanics reported having a USC as compared
with non-Hispanics, and those with a USC were
less likely to report that a provider always gave
them control over treatment decisions. This dispar-
ity may be because of unequal access to a USC
based on race and ethnicity, but it may also be
because of how Hispanic patients interpreted the
survey questions or the fact that they may have
different expectations about how to become in-
volved in making health care decisions.51 There is
also variation in how a USC is defined and utilized
by patients from different backgrounds. In addi-
tion, some patients may consider a specialty office
or a nearby urgent care center to be their USC,
where the quality of communication and involve-
ment of patients in health care decision making is
substantially different from a primary care physi-
cian’s office. This situation may disproportionately
affect racial/ethnic minorities and/or people from
some certain demographic groups and provide an
explanation for some of our observed disparities.
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What can be done to help everyone consistently
report being included in the decisions being made
about their health care? Regardless of having a
USC, insurance coverage plays a major role in how
health care decisions get made in the United
States.52 Any policies that would improve access to
a USC for patients living in the United States must
also take into account the effects of insurance sta-
tus.

More globally, eliminating disparities in the way
care is provided and received will involve paying
closer attention to other factors that impact the
receipt of services and patient involvement in
health care decision making.43,53–55 Based on find-
ings from this study, further work needs to focus on
ways to improve patient–physician communication
and patient involvement in making treatment deci-
sions, especially among racial/ethnic minorities and
younger patients. In addition, steps need to be
taken to facilitate an increased role for patients
from lower socioeconomic groups and urban areas
in their own health care decision making.

In addition to policy change, these efforts need
to be targeted at the point where care is deliv-
ered.42,56 As primary care physicians in the United
States move to build medical homes, an awareness
of these specific disparities will be useful in the
design of interventions that can be incorporated
into demonstration programs. We must also ex-
pand programs that teach medical students and
residents important communication skills as inte-
gral components in the improved training of future
generations. These skills include how to identify
patients who fit into populations less likely to be
given decision making autonomy and how to elicit
patient communication preferences to improve
shared decision making.1,57

Medical students, residents, and practicing phy-
sicians should be taught to be cognizant of the
health literacy skills of their patient populations. Of
note, more than half of American adults lack the
health literacy skills needed to adequately navigate
their way through the complex health care sys-
tem.58 Health literacy screening tools, such as the
Rapid Estimate of Adult Literacy in Medicine and
Newest Vital Sign, can be used rather quickly to
measure patients’ health literacy skills and provide
physicians needed information to tailor messages
appropriately to each patient.59–61 Lastly, strate-
gies such as the “Teach Back” or “Show Me” tech-
niques, in which the patient describes in his/her

own words what was discussed during the clinical
encounter, can be effective in verifying patient un-
derstanding.62–64 Ultimately, having a USC will
help to foster improved communication between
physicians and patients, in particular those with
limited health literacy skills.

Limitations
There are important limiting factors to consider in
the interpretation of this study analysis. As in all
surveys, MEPS responses are subject to possible
reporting error and response bias not accounted for
by statistical adjustments. Our findings are associ-
ations between variables and do not establish causal
relationships. This study uses secondary analysis of
existing data; therefore, it is limited by the ques-
tions included on the MEPS. For example, the
MEPS survey asks about a USC site and not a
personal physician or continuity provider. We were
also unable to capture the “culture” of caring at
various USC sites, ie, capture differences between a
primary care medical home versus an urgent care
center. Although this study was not able to define
the outcome as a continuity relationship with a
personal physician or to select only qualifying USC
sites based on a narrow set of inclusion criteria, just
finding a USC is an essential first step toward
building a continuity relationship with one or more
clinicians.

Finally, the adjusted odds ratios show that pa-
tients with a USC are only 20% to 31% more likely
to report positive perceptions of their provider’s
communication style as compared with patients
without a USC. Although these numbers seem to
suggest a fairly small effect size, it is important to
remember that the large MEPS sample size does
allow for precision of estimates (demonstrated by
the small standard errors reported in Table 2).
Even among the smaller group without a USC,
standard error is less than 1.5%, and there is no
overlap between the reported percentages between
the 2 groups.65 As with any statistically significant
findings, these numbers must be further scrutinized
in a broader context to determine whether they are
clinically relevant.

Conclusions
This study suggests that one way to improve com-
munication in health care settings is to develop
policies and practices to ensure that all patients
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have consistent access to a USC. Once this rela-
tionship is established, further work can be done to
eliminate disparities in the way care is provided and
received. In addition to changing national policies
to ensure access to a USC, educational programs
need to target individual practices to increase
awareness among clinicians about how to actively
involve all patients participation, to the extent that
they desire, in decisions about their health.

The authors wish to acknowledge Dr. Robert Phillips, Director
of the Robert Graham Center, for providing ideas and facility
support for the project.
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