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INTRODUCTION

Overuse of health care, defined as the use of tests and treat-
ments that are unlikely to improve outcomes and can lead to
unnecessary harms, is common among older adults.1 Previous
interventions to reduce overuse have had limited success,2

partly because many clinicians believe that patients feel more
health care is usually better and do not perceive overuse as
prevalent. For example, 7 in 10 US primary care physicians
feel that patient requests for tests and treatments are a major
barrier to reducing overuse.3 However, little is known about
patient perceptions of overuse, or how these perceptions may
differ across patients. The objectives of our study were to
measure perceptions of health care overuse among older US
adults and to identify characteristics associated with these
perceptions.

METHODS

In October 2017, we conducted a nationally representa-
tive internet survey using GfK KnowledgePanel®, an

online survey panel with approximately 55,000 US
adults constructed and weighted to be representative of
the US population. This survey was conducted through
the University of Michigan (U-M) National Poll on
Healthy Aging, a recurring online survey of GfK
KnowledgePanel participants age 50 to 80. The U-M
Medical School Institutional Review Board declared this
study exempt.
Survey respondents were asked whether they agreed

or disagreed that Bwhen it comes to medical treatment,
more is usually better^ (5-point scale),4 Bhealth care
providers in general often recommend medications, tests,
or procedures that patients do not really need^ (4-point
scale), and Bmy own health care provider often recom-
mends medications, tests or procedures that I do not
really need^ (4-point scale). We used multivariable lo-
gistic regression to identify associations between respon-
dents’ characteristics and agreement (strongly or some-
what agreeing) with each statement. Using estimated
model coefficients, we report marginal estimates of the
adjusted prevalence of perceptions as a function of
respondents’ characteristics. Analyses used post-
stratification sampling weights to draw national infer-
ences and were performed with Stata version 15
(StataCorp, College Station, TX).

RESULTS

The survey completion rate determined using American
Association for Public Opinion Research Cooperation
Rate 15 was 73% (2007/2760). Respondents were more
likely than non-respondents to be older, White, higher
income, and better educated.
Few respondents (14.0%) agreed (strongly or some-

what) that more health care is usually better (Fig. 1). In
multivariable logistic regression (Table 1), respondents
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age 65 to 80 were less likely than younger respondents
to agree that more medical treatment is usually better
(12.0% vs. 15.4%, P = 0.047). Non-White respondents
were more likely than White respondents to agree that
more medical treatment is usually better (20.3% vs.
11.7%, P < 0.001).
Over half (54.5%) of respondents agreed that in general

clinicians often recommend services patients do not need.
Respondents who saw at least 4 clinicians in the last year were
less likely than respondents who saw 0 or 1 clinicians to agree
that in general clinicians often recommend unneeded services
(49.2% vs. 59.6%, P = 0.007). Individuals with 4 or more
chronic conditions were less likely than those with 0 or 1
chronic conditions to agree that in general clinicians often
recommend unneeded services (47.2% vs. 56.0%, P = 0.031).
Fewer respondents (24.8%) felt their own clinician often

recommends services they do not need. Respondents who saw
2 or 3 clinicians in the last year were less likely than respon-
dents who saw 0 or 1 clinicians to agree that their own
clinician often orders unneeded services (22.9% vs. 28.1%,
P = 0.035).

DISCUSSION

Contrary to the majority view among clinicians that
patients’ requests drive overuse, we found that few older
US adults agree that more treatment is usually better
and over half agree that clinicians often order unneeded
services.
Limitations include an inability to determine whether

r e s p o n d e n t s a c t u a l l y e x p e r i e n c e d o v e r u s e .
KnowledgePanel participants may be more willing and
able to complete internet surveys than non-participants.
Although our analyses used weights that accounted for
sampling design and survey non-response, respondents
could have had different perceptions of overuse than
non-respondents.
Our results suggest many clinicians need to rethink

their assumptions regarding what older patients, even
populat ions who histor ical ly have experienced
underuse,6 believe about aggressive medical care. Future
efforts to reduce overuse in this population should pri-
oritize helping clinicians better understand older

Figure 1 Perceptions related to health care overuse among older US adults.
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patients’ perceptions and targeting system-level factors
that drive overuse.
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Table 1 Adjusted Prevalence of Agreement with Statements about Overuse Among Older US Adults

Characteristic More medical treatment is
usually better* (n = 1989)

Clinicians often recommend services
patients do not need† (n = 1990)

My own clinician often recommends
services I do not need‡ (n = 1988)

Adjusted prevalence (95% CI)§

Age
50 to 64 (n = 1005) 15.4 (13.0 to 17.7) 53.5 (50.2 to 56.8) 25.5 (22.6 to 28.3)
65 to 80 (n = 1002) 12.0 (9.7 to 14.2)** 56.1 (52.7 to 59.5) 23.7 (20.7 to 26.7)

Race/ethnicity
White, non-Hispanic

(n = 1529)‖
11.7 (9.9 to 13.4) 55.8 (53.1 to 58.5) 25.0 (22.6 to 27.4)

Minority (n = 478) 20.3 (16.4 to 24.3)‡‡ 51.1 (46.2 to 56.1) 24.3 (20.0 to 28.6)
US Census region
Northeast (n = 402)‖ 17.2 (13.1 to 21.3) 52.6 (47.3 to 57.8) 27.1 (22.4 to 31.8)
Midwest (n = 465) 16.2 (12.4 to 19.9) 54.0 (49.0 to 58.9) 27.0 (22.7 to 31.3)
South (n = 698) 13.2 (10.5 to 15.9) 57.6 (53.7 to 61.5) 25.4 (21.9 to 28.9)
West (n = 442) 11.2 (8.0 to 14.3)** 51.4 (46.2 to 56.6) 19.9 (15.6 to 24.1)**

Chronic conditions
0 or 1 (n = 470)‖ 12.7 (10.3 to 15.1) 56.0 (52.6 to 59.4) 25.7 (22.7 to 28.7)
2 or 3 (n = 937) 15.2 (12.2 to 18.2) 55.1 (51.0 to 59.2) 24.4 (20.8 to 28.0)
4 or more (n = 600) 16.0 (11.2 to 20.7) 47.2 (40.4 to 54.1)** 22.6 (16.9 to 28.3)

Number of different clinicians seen in last year
0 or 1 (n = 660)‖ 11.6 (8.8 to 14.3) 59.6 (55.5 to 63.6) 28.1 (24.3 to 31.8)
2 or 3 (n = 974) 14.5 (12.0 to 17.0) 52.3 (48.8 to 55.8)** 22.9 (19.9 to 25.8)**
4 or more (n = 370) 18.3 (13.7 to 22.8)** 49.2 (43.2 to 55.2)†† 22.8 (17.7 to 28.0)

**P < 0.05; ††P < 0.01; ‡‡P < 0.001
*Agreement (strongly or somewhat) that “when it comes to medical treatment, more is usually better.”
†Agreement (strongly or somewhat) that “health care providers in general often recommend medications, tests, or procedures that patients do not really need.”
‡Agreement (strongly or somewhat) that “my own health care provider often recommends medications, tests or procedures that I do not really need.”
§Marginal estimates of the weighted prevalence of agreement (strongly or somewhat) adjusted for all other variables listed in table in addition to
gender, education, household income, and health status.
Reference group for tests for statistical significance. P values < 0.05 (denoted by the **, ††, and ‡‡ symbols) indicate statistically significant differences
between that respective group and the reference group.
Chronic conditions included attention deficit hyperactivity disorder, asthma, chronic bronchitis or chronic obstructive pulmonary disease, cancer
(excluding skin), diabetes, chronic pain, heart attack, heart disease, hepatitis C, hypertension, high cholesterol, human immunodeficiency virus or
acquired immune deficiency syndrome, kidney disease, multiple sclerosis, osteoarthritis, joint pain or inflammation, osteoporosis or osteopenia,
psoriasis, pulmonary arterial hypertension, rheumatoid arthritis, and stroke.
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