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Abstract 

Background: Cardiovascular diseases (CVD) are emerging as the leading contributor to death globally. The usual 
source of care (USC) has been proven to generate significant benefits for the elderly with CVD. Understanding the 
choice of USC would generate important knowledge to guide the ongoing primary care-based integrated health 
system building in China. This study aimed to analyze the individual-level determinants of USC choices among the 
Chinese elderly with CVD and to generate two exemplary patient profiles: one who is most likely to choose a public 
hospital as the USC, the other one who is most likely to choose a public primary care facility as the USC.

Methods: This study was a secondary analysis using data from the World Health Organization’s Study on Global 
AGEing and Adult Health (SAGE) Wave 1 in China. 3,309 individuals aged 50 years old and over living with CVD were 
included in our final analysis. Multivariable logistic regression was built to analyze the determinants of USC choice. 
Nomogram was used to predict the probability of patients’ choice of USC.

Results: Most of the elderly suffering from CVD had a preference for public hospitals as their USC compared with 
primary care facilities. The elderly with CVD aged 50 years old, being illiterate, residing in rural areas, within the poorest 
income quintile, having functional deficiencies in instrumental activities of daily living and suffering one chronic con-
dition were found to be more likely to choose primary care facilities as their USC with the probability of 0.85. Among 
those choosing primary care facilities as their USC, older CVD patients with the following characteristics had the high-
est probability of choosing public primary care facilities as their USC, with the probability of 0.77: aged 95 years old, 
being married, residing in urban areas, being in the richest income quintile, being insured, having a high school or 
above level of education, and being able to manage activities living.

Conclusions: Whilst public primary care facilities are the optimal USC for the elderly with CVD in China, most of them 
preferred to receive health care in public hospitals. This study suggests that the choice of USC for the elderly living 
with CVD was determined by different individual characteristics. It provides evidence regarding the choice of USC 
among older Chinese patients living with CVD.
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Background
Cardiovascular diseases (CVD), the most common non-
communicable diseases, are emerging as the leading con-
tributor to death globally [1, 2]. The Global Burden of 
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Disease Study (GBD) 2019 estimated that deaths caused 
by CVD reached approximately 18.56 million in 2019, 
with 24.70% occurring in China [3]. The prevalence of 
CVD in China increased from 4235.43 per 100,000 to 
8460.08 per 100,000, and the incidence rate per 100,000 
for CVD increased from 447. 81 to 867. 65 from 1990 to 
2019 [3]. This increase induces an enormous economic 
burden of CVD, reaching over $2.87 trillion from 2010 
to 2030, almost more than ten times that of South Korea 
[4]. Undoubtedly, there is an urgent need to improve the 
management of CVD.

Existing studies examining the choice of health care 
providers among patients living with CVD suggest that 
patients prefer to receive CVD-related health care in 
hospitals, particularly tertiary hospitals [5–7]. This pref-
erence for hospitals leads to unreasonable health care uti-
lization and increasing medical expenditure. One study 
of stroke patients in China revealed that the average 
number of hemorrhagic stroke-related outpatient visits 
and hospital admissions per year in hospitals (mean of 
0.71 outpatient visits and 0.11 hospital admissions) were 
higher than in primary care facilities (mean of 0.47 out-
patient visits and 0.04 hospital admissions), with higher 
average medical cost per visit for outpatient (primary 
care facilities: $64.30, tertiary hospitals: $97.42) and inpa-
tient visits (primary care facilities: $1,758.54, tertiary 
hospitals: $5,402.28) [8]. This suggests that patients’ pref-
erence for hospitals as their care provider is a key con-
tributor to high economic burden of CVD.

However, there is an international consensus that 
community-based primary care is the optimal health 
care model for prevention and management of CVD. 
The American Heart Association Guide for Improving 
Cardiovascular Health at the Community Level gave rec-
ommendations for CVD prevention that can be imple-
mented at the community level [9]. The 2016 European 
Guidelines on Cardiovascular Disease Prevention in 
Clinical Practice emphasized that CVD prevention and 
management should be delivered in primary care facili-
ties, and that the general practitioner should be con-
sidered as the key professional to initiate and provide 
long-term health care for CVD patients [10]. The Korean 
government has also proposed to implement a commu-
nity-based health care program for chronic diseases 
patients [11].

The health care delivery system in China has mainly 
included public hospitals and primary care facilities 
[12–14]. Of these medical institutions, public hospitals, 
with part of their revenues derived from government 
subsidies and health care fees, are owned by the gov-
ernment and could provide both specialist and primary 
health care services. Conversely, primary care facilities, 

mainly including community health centers in urban 
areas and township health centers and village clinics in 
rural areas, are responsible for delivering primary care 
and public health services and are a mixture of public 
and private ownership models [15, 16]. Individual ser-
vice users report comparatively higher quality of health 
care, obtained at a higher price, in public hospitals than 
primary care facilities which were described as the health 
care system gatekeepers but had limited health care 
capacity, at a lower cost [12].

In China, people can choose any type of health care pro-
vider as their usual source of care (USC). USC is concep-
tualized as a regular place that a person visits most often 
for health care when needed, without restriction, and hav-
ing a USC are associated with health care accessibility, 
the level of appropriate preventive care and treatment for 
chronic conditions, medical expenditure, and the preva-
lence of unmet health needs [17–28]. Some studies also 
pointed out that the effect of different types of USC on 
CVD management may vary. CVD patients using primary 
care facilities as a USC were more likely to experience 
good accessibility of care, have less emergency depart-
ment visits and hospitalization, report higher awareness 
of their chronic conditions, and perceived stronger con-
fidence in health management [26, 29]. While using the 
hospitals as a USC will result in negative outcomes of the 
above-mentioned aspects.

Understanding the determinants of USC choice and 
exploring which patients choose which types of health 
care provider as their USC will guide further health 
reform initiatives to better address the challenges of 
CVD. Previous studies have been conducted to examine 
the predictors of USC in other settings, such as diabetes 
care, acute upper respiratory tract infections care, older 
adults related care, with a focus on insurance, education, 
severity of illness, income, access to transportation, and 
so on [12, 30, 31]. However, there is insufficient evidence 
regarding the choice of USC among older patients liv-
ing with CVD. In this study, we attempted to expand the 
existing research on the USC and address the knowledge 
gap. Based on the data collected by the World Health 
Organization (WHO) from eight provinces in China, 
we aimed to analyze the determinants of USC among 
the Chinese elderly with CVD, develop the nomograms, 
which are the graphical depictions of predictive statisti-
cal models and have been used for various clinical stud-
ies [32–34], to predict the probability of patients’ choice 
of USC, then generate the profiles of patients with the 
highest likelihood to choose primary care facilities or 
public hospitals as their USC. These findings will inform 
the current primary care based integrated health system 
reform in China.
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Methods
Data source
The data were obtained from the WHO Study on Global 
AGEing and Adult Health (SAGE), which is a longitu-
dinal study with nationally representative samples of 
individuals aged 50 + years old and one comparison 
sample of individuals aged 18–49 in six low- and mid-
dle-income countries [35]. Based on a multistage clus-
ter sampling design, face-to-face interviews combined 
with standardized questionnaires were carried out, to 
collect information about socio-demographics, health 
risk factors and chronic conditions, health service uti-
lization and patient responsiveness. SAGE Wave 1 2010 
in China included 14,811 participants (13,175 individu-
als aged 50 years and above and 1,636 individuals aged 
18–49) in eight provinces, with an overall response rate 
of 93% [35, 36].

Study population
This study focused on the USC of the elderly with CVD. 
We selected the study population in the following steps 

in  Fig.  1. Firstly, among the 14,811 respondents, 4,264 
participants suffering from CVD (stroke, angina, and 
hypertension) were considered. Secondly, 114 partici-
pants aged under 50  years old were excluded and 4,150 
participants remained. Thirdly, only participants who 
identified their USC as public hospitals or primary care 
facilities were selected. Thus, the data 810 participants 
who did not report the public hospital or primary care 
facilities as the USC were excluded. Fourth, 31 missing 
values in covariates (e.g., gender, age, and education) 
were excluded. The left 3,309 participants aged 50 years 
old and over with CVD and reported public hospitals or 
primary care facilities as their USC were included in our 
final analysis.

Respondents in the WHO SAGE-China were selected 
using a randomized sampling method [36]. First, 31 
provinces were divided into eastern, central and western 
areas. Second, four provinces from eastern, two from the 
central and two from the western areas were selected. 
Thirdly, one county and one district were selected. In 
each country/district, four townships, two villages/

Fig. 1 Flow chart for screening the analysis population
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enumeration areas per township/community, two resi-
dential blocks per village/enumeration area, and 42 
households per residential block were chosen. Though 
the data is relatively old (2010), the choice of medical 
institutions among Chinese, particularly patients with 
chronic diseases, has not changed significantly in the 
past years [37–39]. Based on the above considerations, 
we maintain that our analysis could provide useful infor-
mation for the whole patient population 50 years old and 
above living with CVD in China.

Measurements
Usual source of care
The core dependent variable was the USC. In the SAGE 
survey, the USC was measured by one item: “Thinking 
about health care you needed in the last 3 years, where 
did you go most often when you felt sick or needed to 
consult someone about your health?” As mentioned 
above, only respondents who reported their USC as pub-
lic hospitals or primary care facilities were eligible for 
inclusion. Both public clinics and private clinics were 
included in the primary care facilities group.

Control variables
Based on Andersen’s Behavioral Model, control variables 
for regression models were selected while considering 
previous relevant studies [40]. In this study, factors which 
can influence patients’ choice of USC can be divided into 
three categories.

1) Predisposing factors included gender, age, marriage, 
education, smoking, and alcohol consumption. Age 
was a continuous variable. Marriage was dichoto-
mized into single versus current partnership. Educa-
tion was grouped into four categories: illiterate, pri-
mary school, secondary school, and high school or 
above.

2) Enabling factors included residency, insurance and 
income quintile. The residency status included urban 
and rural. Insurance was a binary variable: yes or no. 
Income quintile was split into five groups: quintile 1 
represented the poorest income group and quintile 
5 represented the richest income group, which was 
based on a possession of a set of household assets 
and a number of dwelling characteristics [41–43].

3) Need factors included the health status, Body Mass 
Index  (BMI),  functional disability, depression, 
and chronic conditions. The health status was defined 
as three grades: good (comprising very good and 
good), moderate, and bad (comprising bad and very 
bad). The BMI was classified as four ranks: under-
weight, normal weight, overweight and obesity by the 
body mass index using the WHO criteria [44]. Activ-

ities of Daily Living (ADL) and Instrumental Activi-
ties of Daily Living (IADL) limitations were adopted 
to measure functional disability [45]. For the analysis, 
ADLs consisting of 16 items were classified as dichot-
omous variable according to whether respondents 
reported a limitation in one and above ADLs (Yes) 
and 0 (No) otherwise. IADLs were then dichoto-
mized into a binary category: no deficiency consist-
ing 1–3 limitations) and severe deficiency (consisting 
of 4–5 limitations). Depression (yes or no), derived 
form a set of 18 items, was used as a measurement 
of mental health [45]. Participants were asked if they 
had been diagnosed with any of the following chronic 
conditions: arthritis, angina, stroke, diabetes, chronic 
lung disease, asthma, depression, and hypertension. 
The number of common chronic conditions were 
divided into two categories: one, two and above [46].

Data analysis
Descriptive statistics were used to examine the influence 
of factors on determinants of USC. Numbers and pro-
portions were used to report participant characteristics. 
First, the chi-square and Kruskal–Wallis tests were con-
ducted to examine the differences of participant char-
acteristics among different types of USC. Second, two 
multivariable logistic regression models were employed 
to analyze determinants of USC. The first model was built 
to examine the determinants of public hospitals and pri-
mary care facilities. The second model was constructed 
to further analyze the determinants of public and private 
primary care facilities.

Then, based on multivariable logistic regression results, 
determinants were selected to formulate the nomo-
gram (Nomogram A for the choice between primary 
care facilities and public hospitals, Nomogram B for the 
choice between public and private primary care facili-
ties), which can be used to predict the probability of the 
choice of USC among the elderly with CVD. First, we cal-
culated the score for each predictor variable (participant 
characteristics that were statistically significant in each 
regression model) based on their regression coefficient, 
then we added these scores. Second, the sum of all pre-
dictor variable scores was projected on the total points 
scale. Finally, the total point was transformed according 
to the probability of predicting USC. The discrimina-
tion of the nomogram was evaluated by calculating the 
concordance index (C-index), which ranged from 0.5 (no 
discrimination) to 1 (perfect discrimination). The cali-
bration plot with 1,000 bootstrap resamples and Unreli-
ability test were performed to assess the calibration. In 
this study, the nomograms had the C-index values of 0.76 
(Nomogram A) and 0.73 (Nomogram B) and were well 



Page 5 of 13Xu et al. BMC Public Health         (2022) 22:1970  

calibrated, which indicated that our nomograms were 
useful for assessing the choice of USC for the elderly with 
CVD.

Finally, sensitivity analyses were performed. Probit 
regression models were conducted to examine the associ-
ation between the USC and influence factors. The results 
were consistent with our main findings.

Statistical significance was set at P < 0.05. All data anal-
ysis was conducted using STATA version 15.1.

Results
Participant characteristics
Of the 4,264 patients with CVD in the WHO SAGE-
China, we identified 4,150 participants aged 50 years and 
above. 3,309 of these participants reported a USC and 
were therefore eligible for inclusion in our final analy-
sis. Overall, 2,171 (65.61%) respondents reported public 
hospitals as their USC, and only 1,138 (34.39%) identified 
primary care facilities as their USC. Furthermore, pri-
mary care facilities were divided into private and public 
ownership, their respective proportions were 45.96% and 
54.04%.

The characteristics of participants by type of USC are 
reported in Table 1. Compared with participants whose 
USC were public hospitals, participants who reported 
primary care facilities as their USC were more often 
female (55.32% of those who chose public hospitals 
vs 60.11% of those who chose primary care facilities), 
tended to be younger (66.58% vs 64.82%), were more 
educated (80.06% vs 65.99%), were more likely to live in 
rural areas (24.32% vs 62.92%) within the lowest income 
level (11.79% vs 26.45%), were more likely to report bad 
health status (28.01% vs 35.41%), and ADL limitations 
(70.15% vs 75.83%), were more likely to report func-
tional deficiencies in IADLs (9.17% vs 13.36%), tended 
to suffer one chronic condition (38.92% vs 48.42%). 
Compared with individuals reporting private primary 
care facilities as their USC, individuals reporting pub-
lic primary care facilities as their USC had higher mean 
age (64.03 yeas of those who chose private primary 
care facilities vs 65.49 yeas of those who chose public 
primary care facilities), were more likely to be mar-
ried (77.44% vs 82.44%), to have a high school or above 
diploma (5.16% vs 13.82%) and medical insurance 
(79.92% vs 93.98%), to be urban residents (31.93% vs 
41.46%), occupy the highest income quintile (5.16% vs 
17.89%), report good health status (13.96% vs 20.49%) 
and without ADL limitations (18.93% vs 28.62%).

Determinants of patients’ choice of USC
Determinants of public hospitals and primary care facilities
The result of multivariable logistic regression analy-
sis for USC is presented in Table  2. The differences 

between USC choices were statistically significant 
for age, education, residency, income quintile and 
chronic conditions. The probability of choosing pri-
mary care as USC decreased with increasing individ-
uals’ age (OR = 0.974, 95% CI = 0.964, 0.985). Rural 
residents (OR = 3.583, 95% CI = 2.938, 4.370) were 
more inclined to report primary care facilities as their 
USC. Conversely, individuals who had a high school 
or above diploma (OR = 0.586, 95% CI = 0.430, 0.798), 
higher income levels (Q3: OR = 0.563, 95% CI = 0.434, 
0.731; Q4: OR = 0.431, 95% CI = 0.331, 0.561; Richest: 
OR = 0.333, 95% CI = 0.249, 0.446), had IADL limita-
tions (OR = 1.312, 95% CI = 1.002,1.718), 2 and above 
chronic conditions (OR = 0.750, 95% CI = 0.632, 0.890) 
were less willing to identify primary care facilities as 
their USC.

Determinants of public and private primary care facilities
Table  2 also summarizes the results of a multivariable 
logistic regression model distinguishing between pri-
vate and public primary care facilities as the USC. Our 
results demonstrate that there were significant differ-
ences in a number of factors, including age, marital sta-
tus, education, residency, insurance status, income and 
health status. Participants were more likely to choose 
public primary care facilities as their USC with increas-
ing age (OR = 1.051, 95% CI = 1.033,1.070). Participants 
with higher educational attainment (primary school: 
OR = 1.448, 95% CI = 1.054,1.988; secondary school: 
OR = 1.583, 95% CI = 1.011,2.478; high school or above: 
OR = 2.568, 95% CI = 1.415,4.659), who were married 
(OR = 1.597, 95% CI = 1.120,2.276), who had medi-
cal insurance (OR = 4.416, 95% CI = 2.733,7.136), who 
reported good economic conditions (Q3: OR = 1.821, 
95% CI = 1.231, 2.694; Q4: OR = 1.882, 95% CI = 1.251, 
2.831; Richest: OR = 3.741, 95% CI = 2.181, 6.420) and 
reported without ADLs (OR = 0.647, 95% CI = 0.463, 
0.905) preferred to choose public primary care facilities 
as their USC.

Sensitivity analyses
With respect to sensitivity analyses, we replaced multi-
variable logistics regression models with multivariable 
probit regression models to examine the determinants 
of USC. The results illustrate that age, education, resi-
dency, income quintile, IADLs and chronic conditions 
constituted the main factors influencing patients’ choice 
of primary care facilities. At the primary care level, the 
attributes that influenced the choice of USC were rela-
tively similar to the determinants mentioned above and 
included age, marital status, educational attainment, 
residency, insurance status, income and ADLs (Table S1 
in Supplementary File).
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Table 1 Distribution of participant characteristics by different types of USC

Characteristics Total
(n = 3309)

USC P-value Total
(n = 1138)

USC P-value

Public hospitals
(n = 2171)

Primary care facilities
(n = 1138)

Private primary 
care facilities
(n = 523)

Public primary 
care facilities
(n = 615)

Gender, n (%)

 Male 1,424 (43.03) 970 (44.68) 454 (39.89) 0.008 454 (39.89) 197 (37.67) 257 (41.79) 0.157

 Female 1,885 (56.97) 1,201 (55.32) 684(60.11) 684(60.11) 326 (62.33) 358 (58.21)

Age, mean (SD) 65.98 (9.23) 66.58 (9.27) 64.82 (9.03) < 0.001 64.82 (9.03) 64.03 (8.91) 65.49 (9.09) 0.006

Marriage, n (%)

 Single 623 (18.83) 397 (18.29) 226 (19.86) 0.272 226 (19.86) 118 (22.56) 108 (17.56) 0.035

 Current partnership 2,686 (81.17) 1,774 (81.71) 912 (80.14) 912 (80.14) 405 (77.44) 507 (82.44)

Education, n (%)

 Illiterate 820 (24.78) 433 (19.94) 387 (34.01) < 0.001 387 (34.01) 208 (39.77) 179 (29.11)  < 0.001

 Primary school 1,120 (33.85) 657 (30.26) 463 (40.69) 463 (40.69) 213 (40.73) 250 (40.65)

 Secondary school 656 (19.82) 480 (22.11) 176 (15.47) 176 (15.47) 75 (14.34) 101 (16.42)

 High school or above 713 (21.55) 601 (27.68) 112 (9.84) 112 (9.84) 27 (5.16) 85 (13.82)

Residency, n (%)

 Urban 2,065 (62.41) 1,643 (75.68) 422 (37.08) < 0.001 422 (37.08) 167 (31.93) 255 (41.46) 0.001

 Rural 1,244 (37.59) 528 (24.32) 716 (62.92) 716 (62.92) 356 (68.07) 360 (58.54)

Insurance, n (%)

 No 425 (12.84) 283 (13.04) 142 (12.48) 0.649 142 (12.48) 105 (20.08) 37 (6.02)  < 0.001

 Yes 2,884 (87.16) 1,888 (86.96) 996 (87.52) 996 (87.52) 418 (79.92) 578 (93.98)

Income quintile, n (%)

 Poorest 557 (16.83) 256 (11.79) 301 (26.45)  < 0.001 301 (26.45) 179 (34.23) 122 (19.84)  < 0.001

 Q2 563 (17.01) 290 (13.36) 273 (23.99) 273 (23.99) 156 (29.83) 117 (19.84)

 Q3 671 (20.28) 455 (20.91) 217 (19.07) 217 (19.07) 85 (16.25) 132 (21.46)

 Q4 771 (23.30) 561 (25.84) 210 (18.45) 210 (18.45) 76 (14.53) 134 (21.79)

 Richest 747 (22.57) 610 (28.10) 137 (12.04) 137 (12.04) 27 (5.16) 110 (17.89)

Health status, n (%)

 Bad 1,011 (30.55) 608 (28.01) 403 (35.41) < 0.001 403 (35.41) 211 (40.34) 192 (31.22) 0.001

 Moderate 1,634 (49.38) 1,098 (50.58) 536 (47.10) 536 (47.10) 239 (45.70) 297 (48.29)

 Good 664 (20.07) 465 (21.42) 199 (17.49) 199 (17.49) 73 (13.96) 126 (20.49)

BMI, n (%)

 Underweight 75 (2.27) 45 (2.07) 30 (2.64) 30 (2.64) 15 (2.87) 15 (2.44) 0.111

 Normal weight 1,654 (49.98) 1,089 (50.16) 565 (49.65) 565 (49.65) 277 (52.96) 290 (46.83)

 Overweight 1,154 (34.87) 753 (34.68) 401 (35.24) 401 (35.24) 176 (33.65) 225 (36.59)

 Obesity 426 (12.87) 284 (13.08) 142 (12.48) 142 (12.48) 55 (10.52) 89 (14.15)

ADLs, n (%)

 No 923 (27.89) 648 (29.85) 275 (24.17) 0.001 275 (24.17) 99 (18.93) 176 (28.62)  < 0.001

 Yes 2,386 (72.11) 1,523 (70.15) 863 (75.83) 863 (75.83) 424 (81.07) 439 (71.38)

IADLs, n (%)

 No 2,958 (89.39) 1972 (90.83) 986 (86.64) < 0.001 986 (86.64) 453 (86.62) 533 (86.67) 0.980

 Yes 351 (10.61) 199 (9.17) 152 (13.36) 152 (13.36) 70 (13.38) 82 (13.33)

Depression, n (%)

 No 3235 (97.76) 2130 (98.11) 1105 (97.10) 0.062  1105 
(97.10)

505 (96.56) 600 (97.56) 0.315

 Yes 74 (2.24) 41 (1.89) 33 (2.90)  33 (2.90) 18 (3.44) 15 (2.44)

Chronic conditions, n (%)

 1 1,396 (42.19) 845 (38.92) 551 (48.42) < 0.001  551 
(48.42)

258 (49.33) 293 (47.64) 0.570

 2 and above 1913 (57.81) 1,326 (61.08) 587 (51.58)  587 
(51.58)

265 (50.67) 322 (52.36)

BMI Body mass index, ADLs Activities of Daily Living, IADLs Instrumental Activities of Daily Living
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The profiles of patients with highest likelihood of choosing 
primary care facilities as their USC
The nomogram for predicting the choice between pri-
mary care facilities and public hospitals is shown in 
Fig. 2 (Nomogram A). The C-index of Nomogram A is 
0.76 indicating a robust discrimination. The Unreliabil-
ity test (P = 0.995 > 0.05) and calibration curve show a 
good agreement between prediction and observation in 
the probability of primary care facilities (Figure S1A in 
Supplementary File).

Older patients with CVD who had the highest like-
lihood of choosing primary care facilities as their 

USC, with the probability of 0.85, tended to have the 
following characteristics: aged 50  years old, being 
illiterate, living in rural areas, in the poorest income 
quintile, having IADLs and only having one chronic 
condition. Conversely, older patients with CVD 
aged 95  years old, who had a high school or above 
educational attainment, who resided in urban areas 
without IADL limitations, who were in the richest 
income quintile with 2 and above chronic conditions 
were least likely to choose primary care facilities as 
their USC, with the probability of 0.06 (Table S2 in 
Supplementary File).

Table 2 Multivariable logistics regression of determinants associated with USC

BMI Body mass index, ADLs Activities of Daily Living, IADLs Instrumental Activities of Daily Living

Characteristics Public hospitals and primary care facilities Private and public primary care facilities

OR 95%CI P-value OR 95%CI P-value

Gender (ref. = male)

 Female 1.006 0.845, 1.199 0.940 1.209 0.907, 1.110 0.196

Age 0.974 0.964, 0.985 < 0.001 1.051 1.033, 1.070 < 0.001

Marriage (ref. = single)

 Current partnership 0.881 0.706, 1.001 0.265 1.597 1.120, 2.276 0.010

Education (ref. = illiterate)

 Primary school 0.998 0.807, 1.234 0.983 1.448 1.054, 1.988 0.022

 Secondary school 0.799 0.607, 1.054 0.112 1.583 1.011, 2.478 0.045

 High school or above 0.586 0.430, 0.798 0.001 2.568 1.415, 4.659 0.002

Residency (ref. = urban)

 Rural 3.583 2.938, 4.370 < 0.001 0.697 0.40, 0.992 0.045

Insurance (ref. = no)

 Yes 0.844 0.656, 1.085 0.186 4.416 2.733, 7.136 < 0.001

Income quintile (ref. = poorest)

 Q2 0.891 0.690, 1.151 0.378 0.945 0.658, 1.357 0.759

 Q3 0.563 0.434, 0.731 < 0.001 1.821 1.231, 2.694 0.003

 Q4 0.431 0.331, 0.561 < 0.001 1.882 1.251, 2.831 0.002

 Richest 0.333 0.249, 0.446 < 0.001 3.741 2.181, 6.420 < 0.001

Health status (ref. = bad)

 Moderate 1.187 0.976, 1.444 0.086 1.141 0.840, 1.551 0.399

 Good 0.972 0.751, 1.259 0.832 1.479 0.973, 2.247 0.067

BMI (ref. = underweight)

 Normal weight 0.970 0.566, 1.663 0.912 0.990 0.433, 2.267 0.981

 Overweight 1.111 0.644, 1.918 0.706 1.211 0.522, 2.811 0.655

 Obesity 1.167 0.657, 2.073 0.598 1.571 0.644, 3.832 0.321

ADLs (ref. = no)

 Yes 1.045 0.854, 1.279 0.667 0.647 0.463, 0.905 0.011

IADLs (ref. = no)

 Yes 1.312 1.002,1.718 0.049 1.308 0.861,1.987 0.208

Depression (ref. = no)

 Yes 1.168 0.696,1.960 0.558 1.162 0.535, 2.522 0.705

Chronic conditions (ref. = 1)

 2 and above 0.750 0.632, 0.890 0.001 1.048 0.795, 1.382 0.738
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The profiles of patients with highest likelihood of choosing 
public primary care facilities as their USC
The nomogram for predicting the choice between pub-
lic and private clinics is shown in Fig.  2 (Nomogram B). 
The nomogram shows a robust discrimination, with the 
C-index of 0.73. The Unreliability test (P = 0.856 > 0.05) 
and calibration curve indicates that the public clinics prob-
abilities predicted by the nomogram agreed well with the 
actual probabilities (Figure S1B in Supplementary File).

Patients who were 95 years old, who were married, who 
lived within the richest income quintile, who were insured 
and resided in urban areas, who had a high school or 
above diploma and who did not report ADLs were more 
likely to choose public primary care facilities as their USC, 
with the probability of 0.77. Conversely, the lowest prob-
ability of identifying public primary care facilities as the 
USC was 0.09, which often occurred in patients with CVD 
aged 50 years old, who were single and illiterate, without 

A

B

Fig. 2 Nomogram for predicting the choice of USC among the elderly with CVD. A Nomogram for the choice between primary care facilities and 
public hospitals. B Nomogram for the choice between public and private primary care facilities. As an example, locate the “Age” and draw a line 
straight upward to the Points axis to determine the score of “Age”. Then repeat the process for each variable. Next, sum the scores for each covariate, 
and locate the sum on the Total Points axis. Finally, based on the sum scores, draw a straight line down to the probability axis (primary care facilities 
and public clinics axes) to determine the likelihood of primary care facilities or public clinics
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insurance, residing in rural areas, within Q2 income quin-
tile, and who reported had ADLs. These patients were 
more likely to report private primary care facilities as 
their USC (Table S3 in Supplementary File).

Discussion
This study analyzed the determinants of USC among 
3,309 Chinese people aged 50 and over living with CVD. 
We found that most of the elderly suffering from CVD 
had a preference for public hospitals as their USC com-
pared with primary care facilities, and that the determi-
nants of choice of USC varied according to USC type: 
age, education, residency, income quintile, IADl limita-
tions, and chronic conditions were the major influencing 
factor in determining the choice between public hospi-
tals and primary care facilities; while age, marital status, 
education, residency, insurance status, income and ADLs 
played decisive role for the choice between private and 
public primary care facilities. Our study contributes to 
the knowledge of USC and its determinants among older 
people with CVD in China.

The older CVD patients with the following character-
istics tended to have the highest possibility of reporting 
primary care facilities as their USC with the probability 
of 0.85: aged 50 years old, being illiterate, living in rural 
areas, within the poorest income quintile, reporting func-
tional deficiencies in IADLs and having one chronic con-
dition. Conversely, the elderly with CVD aged 95  years 
old, had high school or above education level, resided 
in urban areas without IADL limitations, were in rich-
est income quintile with 2 and above chronic conditions 
had the highest probability of choosing public hospitals 
as their USC.

One of the key determinants of the choice of USC 
between public hospitals and primary care facilities was 
age: the likelihood of reporting public hospitals as their 
USC increased significantly with age. This finding is 
similar to the results reported in a prior study in Nige-
ria [47]. Aging was characterized by the deterioration of 
physical function, which resulted in the increased sever-
ity of the disease and a demand for a higher capacity for 
diagnosis and treatment [47, 48]. Other studies reported 
that as the progressive complexity of diseases increased 
with age, patients were more likely to experience comor-
bidity, thereby, were more likely to need a higher quality 
of health care [49–54]. We also found that older CVD 
patients with comorbidity preferred to choose pub-
lic hospitals as their USC. In China, despite the recent 
improvements in primary care, primary care facilities still 
struggle to attract highly qualified professionals and suf-
fer from insufficient supplies of medicines necessary for 
chronic communicable disease management, which may 
give rise to more unmet health needs of the elderly with 

CVD [55, 56]. Conversely, given the comparatively higher 
capacity (including the availability of highly qualified 
health care professionals, medical equipment and tech-
nology), accurate diagnoses and appropriate treatments 
in the case of complex patients, the health care needs 
of the elderly with CVD can be adequately addressed in 
public hospitals [12, 46]. However, our finding differed 
from the results of some previous research suggesting 
that as patients got older they were expected to prefer 
primary care facilities for chronic disease management 
[57, 58]. This difference may be attributed to the differ-
ences in primary care capabilities in different regions. 
The differences between study participants may also lead 
to this inconsistency.

Educational attainment was another significant factor 
affecting older patients’ choice of USC. Older patients 
with higher educational attainment were more inclined 
to report public hospitals instead of primary care facili-
ties as their USC. This finding is consistent with previ-
ous research in some low- and middle- income countries 
[47, 59]. A prior study of 1,549 patients with hyperten-
sion living in China suggested that well-educated older 
patients were more likely to choose hospitals for health 
care [60]. There was strong evidence indicating that indi-
viduals with higher educational levels tended to have 
better health literacy, higher socioeconomic status, and 
therefore were more likely to exercise choice for and 
access superior health care in hospitals [61–65].

From the perspective of residency, we found that older 
patients residing in rural areas had a significantly higher 
probability of choosing primary care facilities as their 
USC, confirming the findings of previous studies from 
China [66–68]. This finding may be partly explained by 
the fact that rural residents tend to be poorer than those 
settled in urban areas, hence they cannot afford health 
care at a higher price from hospitals [69, 70]. One study 
conducted in Shanghai confirmed that the elderly with 
chronic diseases who had limited financial means were 
more likely to choose community health facilities over 
hospitals [5]. Furthermore, the distance between medi-
cal institutions and patient’s place of residence may affect 
the choice of USC [69, 71]. In comparison with hospitals, 
primary care facilities are predominantly located in rural 
areas, such as villages or townships, and are easily acces-
sible to rural patients.

Income was another important determinant in patients’ 
USC preference, which is consistent with the findings of 
a study conducted in three rural areas in China [71]. Our 
study has shown that individuals in the Q2 quintile and 
above were significantly more likely to identify public 
hospitals as their USC than those in the poorest income 
quintile. One possible explanation is that patients in 
higher income groups had higher purchasing power, and 
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thus can afford the long-term burden of medical expendi-
tures incurred in public hospitals [72, 73]. Moreover, the 
preference for higher quality of health care services may 
also influence their choice [47, 70].

In terms of IADLs, we found that IADLs increased the 
likelihood of choosing primary care facilities as the USC 
of elderly with CVD. Functional deficiencies in IADLs 
usually leads to a failure in the ability to carry out basic 
functional activities, especially for older adults [74]. CVD 
elderly had difficulties with getting where you want to go, 
transporting themselves to places where they want to go, 
and using public transport, as well as the long distance 
between public hospitals and their residence, thus, they 
were more likely to regarding primary care facilities as 
the USC [69, 71, 75].

With respect to primary care facilities’ determinants 
among the elderly suffering from CVD, a 95  years old 
citizen who was married, within the richest income quin-
tile, who was insured, who had a high school or above 
diploma and did not report ADLs had the highest prob-
ability of choosing a public primary care facility as his or 
her USC, with the probability of 0.77.

We found that a patient’s sociodemographic charac-
teristics, particularly age, marital status and educational 
attainment, were significant influencing factors impact-
ing their choice of USC. Age has proven to be the strong-
est predictor of USC choice between private and public 
primary care facilities. This result suggests that the likeli-
hood of choosing public primary care facilities as a USC 
increased with age. As discussed previously, owing to the 
poor health with increased age, patients were more likely 
to prefer chronic disease management in public primary 
care facilities in which they perceived a high quality of 
health care [47, 48]. A national study conducted in China 
indicated that public primary care facilities performed 
better in health care quality than private primary care 
facilities in relation to the following domains: prompt 
attention, communication and autonomy, dignity and 
confidentiality [46]. In contrast, patients in India pre-
ferred private health care providers over public health 
care providers [72, 76]. However, the health care deliv-
ery system in India is different from China. For example, 
private health care in China is still underdeveloped, suf-
fering from a shortage of highly qualified medical profes-
sionals and lower service efficiency [77].

We have also observed that patients living with their 
spouses preferred to identify public primary care facili-
ties as USC. Previous research has shown that marital 
status may be related to financial security and social con-
nection, therefore married patients with CVD may have 
more resources to afford medical costs in public health 
care facilities [78, 79]. In addition, owing to the high 

education levels of patients, they tended to have better 
health literacy, higher income status and stable social 
support, would like to regard public primary care facili-
ties as the USC for high quality of health care [61–65].

Apart from those factors, our study further demon-
strated that patients with insurance were more likely 
to identify public primary care facilities as their USC. 
Public medical institutions are included in the medical 
insurance benefit packages, meaning that patients can 
get reimbursement when they have medical consulta-
tions in public primary care facilities, which can relieve 
the economic burden to a certain extent. In contrast, 
patients visiting private primary care medical institu-
tions for health care have to cover medical expenditures 
by themselves. Besides, income was another factor influ-
encing the choice of USC. Individuals with relatively 
high-income levels and residing in urban arears have 
been shown to be inclined to identify public primary care 
facilities as USC. Patients who earned higher-income 
and living in urban settles tended to have better capac-
ity for payment on health care, price of health care ser-
vices could not limit their health care seeking behavior 
and their pursuit of high-quality health care, so they have 
more opportunities to access the public primary care 
facilities and regard them as the USC [47, 69, 70, 72, 73].

Finally, factors like ADLs also had an important impact 
on the preference of USC between private and public pri-
mary care facilities. Patients without ADLs were more 
willing to choose public primary care facilities as their 
USC. This may be related to their higher health literacy 
and emphasis given to health status, which may influence 
the decision to seek more standardized and high-quality 
health care from public health care facilities. Previous 
research demonstrated that public primary care facilities 
can provide a more reliable supply of medicines, while 
private primary care facilities tended to be poorly regu-
lated and suffered from low quality of prescribing [80]. 
Moreover, the elderly patients with ADLs tended to iden-
tify the private primary care facilities as their USC, which 
could be explained by the higher health care costs of 
long-term ADLs care need and the cheaper care provided 
by private primary care facilities [80–83].

Limitations
Our study had several limitations. First, the SAGE 
data did not cover all CVDs. Further studies analyzing 
the determinants of USC in patients living with other 
types of CVD are needed. Second, this study used 
data from a cross-sectional survey in 2010 because 
the second round of survey data is still in the process 
of collation and is still not available. Thus, this study 
conducted a cross-sectional analysis using the first 
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round of survey data, which could not infer causality 
between participant characteristics and types of USC. 
However, due to the rigorous design of the SAGE 
study, accurate and reliable data collection, and good 
representativeness of samples, it can reflect the over-
all situation of Chinese elderly patients with CVDs. In 
addition, we performed sensitivity analyses, and the 
results were consistent with the findings of our main 
analysis, which can explain the determinants of USC 
to some extent. Future work could leverage longitu-
dinal research to examine causality in our findings. 
Third, we could not clearly separate public hospi-
tals into different ranks. Further research could ana-
lyze the determinants according to different ranks of 
public hospitals. Fourth, due to the limitation of the 
questionnaire, the present study was subject to pos-
sibly unobserved confounding factors, such as cogni-
tive function, living arrangement, number of surviving 
adult children, and so on. Future studies may indeed 
benefit from examining the impact of these character-
istics on the choice of usual source of care among the 
elderly suffering from CVD. Despite the limitations, 
our findings add to the knowledge of which factors 
may influence USC choices among the Chinese elderly 
with CVD and generate two exemplary patient pro-
files: one who is most likely to choose a public hos-
pital as the USC, the other one who is most likely to 
choose a public primary care facility as the USC, with 
the probability of their choice of USC.

Conclusions
Our findings suggest that whilst public primary care 
facilities are the optimal USC for the elderly with CVD 
in China, but most of them preferred to gain health 
care in public hospitals. We also found that the choice 
of USC in older patients living with CVD in China was 
determined by the variety of individual characteristics. 
Patients with CVD who were aged 95  years old, being 
married, within the richest income quintile, residing 
in urban areas, being insured, having a high school or 
above diploma and reporting ADLs were most likely to 
choose public primary care facilities as their USC. This 
study provides evidence regarding the choice of USC 
among older Chinese patients living with CVD. Efforts 
to further improve chronic disease management should 
be continued to cope with various levers, such as 
improving the quality of chronic disease management 
in primary care, exploring effective guidelines for the 
comorbidity management. increasing the proportion of 
reimbursement in primary care facilities, implementing 
long-term care insurance, enhancing patients’ health 
literacy by health education.

Abbreviations
USC: Usual source of care; CVD: Cardiovascular diseases; WHO: World Health 
Organization; SAGE: Study on Global AGEing and Adult Health; GBD: Global 
Burden of Disease Study; ADL: Activities of Daily Living; IADL: Instrumental 
Activities of Daily Living; BMI: Body Mass Index.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12889- 022- 14352-w.

Additional file 1: Table S1. Multivariable probit regression of determi-
nants associated with USC. Fig. S1. The calibration curves for the nomo-
gram. Table S2. Probability of the elderly with CVD who would most or 
be least likely to choose primary care facilities as their USC. Table S3. 
Probability of the elderly with CVD who would most or be least likely to 
choose public primary care facilities as their USC.

Acknowledgements
We extended our appreciation to the WHO Study on SAGE for providing the 
secondary data.

Authors’ contributions
TG X and WH W contributed to the study design and the conception. TG X 
contributed to data analysis and interpretation, and the first vision of the 
manuscript. E L and WH W contributed to interpreting the data and revising 
this paper. XL W provided suggestions to revise this paper. All authors read 
and approved the final manuscript.

Funding
This study did not receive any financial support.

Availability of data and materials
Information on the details of data is equally available via the webpage https:// apps. 
who. int/ healt hinfo/ syste ms/ surve ydata/ index. php/ catal og/ sage. The data that sup-
port this study is available from the WHO Study on SAGE, but restrictions apply to 
the availability of these data, which were used under license for the current study.

Declarations

Ethics approval and consent to participate
SAGE was approved by the Ethical Review Committee of the World Health 
Organization. Written informed consents were obtained from all study respond-
ents before data collection. All methods that we used adhered to the relevant 
guidelines and regulations (Declaration of Helsinki) for ethical reporting.

Consent for publication
Not applicable.

Competing interests
The authors declared that there is no conflict of interest.

Author details
1 School of Public Policy and Administration, Xi’an Jiaotong University, Xi’an, 
China. 2 Research Institute of the McGill University Health Centre, McGill 
University Health Centre, Montreal, Canada. 3 Dalla Lana School of Public 
Health, University of Toronto, Toronto, Canada. 

Received: 5 January 2022   Accepted: 7 October 2022

References
 1. Di Angelantonio E, Kaptoge S, Pennells L, De Bacquer D, Cooney MT, 

Kavousi M, Stevens G, Riley L, Savin S, Altay S, et al. World Health Organi-
zation cardiovascular disease risk charts: revised models to estimate risk 
in 21 global regions. Lancet Global Health. 2019;7:E1332–45.

https://doi.org/10.1186/s12889-022-14352-w
https://doi.org/10.1186/s12889-022-14352-w
https://apps.who.int/healthinfo/systems/surveydata/index.php/catalog/sage
https://apps.who.int/healthinfo/systems/surveydata/index.php/catalog/sage


Page 12 of 13Xu et al. BMC Public Health         (2022) 22:1970 

 2. Prince MJ, Wu F, Guo YF, Robledo LMG, O’Donnell M, Sullivan R, Yusuf S. 
The burden of disease in older people and implications for health policy 
and practice. Lancet. 2015;385:549–62.

 3. Yanxiaoyao W, Jianjun B, Yu C. Status and trend of cardiovascular 
disease burden in China from a global perspective. J Public Health Prev. 
2021;32:6–11.

 4. Bloom DE, Chen SM, Kuhn M, McGovern ME, Oxley L, Prettner K. The 
economic burden of chronic diseases: Estimates and projections for 
China, Japan, and South Korea. J Econ Ageing. 2020;17:100163.

 5. Yu WY, Li MN, Ye F, Xue C, Zhang LL. Patient preference and choice of 
healthcare providers in Shanghai, China: a cross-sectional study. Bmj 
Open. 2017;7:e016418.

 6. Zhang H, Yin YJ, Zhang C, Zhang DL. Costs of hospitalization for stroke 
from two urban health insurance claims data in Guangzhou City, southern 
China. Bmc Health Serv Res. 2019;19:671.

 7. Huang J, Yin HJ, Zhang ML, Ni Q, Xuan JW. Understanding the economic 
burden of heart failure in China: impact on disease management and 
resource utilization. J Med Econ. 2017;20:549–53.

 8. Zhu D, Shi X, Nicholas S, Chen S, Ding R, Huang L, Ma Y, He P. Medical 
Service Utilization and Direct Medical Cost of Stroke in Urban China. Int J 
Health Policy Manag. 2020;11:277–86.

 9. Pearson TA, Palaniappan LP, Artinian NT, Carnethon MR, Criqui MH, 
Daniels SR, Fonarow GC, Fortmann SP, Franklin BA, Galloway JM, et al. 
American heart association guide for improving cardiovascular health at 
the community level, 2013 update a scientific statement for public health 
practitioners, healthcare providers, and health policy makers. Circulation. 
2013;127:1730–53.

 10. Piepoli MF, Hoes AW, Agewall S, Albus C, Brotons C, Catapano AL, Cooney MT, 
Corra U, Cosyns B, Deaton C, et al. Euro J Prev Cardiology. 2016;23:Np1–96.

 11. Han KT, Kim S. Regional prevalence of dyslipidemia, healthcare utilization, 
and cardiovascular disease risk in South Korean. A retrospective cohort 
study. Int J Environ Res Public Health. 2021;18:538.

 12. Qian DF, Lucas H, Chen JY, Xu L, Zhang YG. Determinants of the use of dif-
ferent types of health care provider in urban China: a tracer illness study 
of URTI. Health Policy. 2010;98:227–35.

 13. Yip WCM, Hsiao W, Meng QY, Chen W, Sun XM. Realignment of incentives 
for health-care providers in China. Lancet. 2010;375:1120–30.

 14. Feng XL, Martinez-Alvarez M, Zhong J, Xu J, Yuan BB, Meng QY, Bala-
banova D. Extending access to essential services against constraints: the 
three-tier health service delivery system in rural China (1949–1980). Int J 
Equity Health. 2017;16:48.

 15. Wei XL, Yang N, Gao Y, Wong SYS, Wong MCS, Wang JJ, Wang HHX, Li 
DKT, Tang JL, Griffiths SM. Comparison of three models of ownership of 
community health centres in China: a qualitative study. J Health Serv Res 
Policy. 2015;20:162–9.

 16. Wang HHX, Wong SYS, Wong MCS, Wei XL, Wang JJ, Li DKT, Tang JL, Gao 
GY, Griffiths SM. Patients’ experiences in different models of community 
health centers in Southern China. Ann Fam Med. 2013;11:517–26.

 17. Xu KT. Usual source of care in preventive service use: a regular doctor 
versus a regular site. Health Serv Res. 2002;37:1509–29.

 18. Kim MY, Kim JH, Choi IK, Hwang IH, Kim SY. Effects of having usual source 
of care on preventive services and chronic disease control: a systematic 
review. Korean J Fam Med. 2012;33:336–45.

 19. Fullerton CA, Witt WP, Chow CM, Gokhale M, Walsh CE, Crable EL, Naeger 
S. Impact of a usual source of care on health care use, spending, and 
quality among adults with mental health conditions. Adm Policy Ment 
Health. 2018;45:462–71.

 20. Sox CM, Swartz K, Burstin HR, Brennan TA. Insurance or a regular physi-
cian: which is the most powerful predictor of health care? Am J Public 
Health. 1998;88:364–70.

 21. Lambrew JM, DeFriese GH, Carey TS, Ricketts TC, Biddle AK. The effects of 
having a regular doctor on access to primary care. Med Care. 1996;34:138–51.

 22. Spatz ES, Ross JS, Desai MM, Canavan ME, Krumholz HM. Beyond insur-
ance coverage: Usual source of care in the treatment of hypertension 
and hypercholesterolemia. Data from the 2003–2006 national health and 
nutrition examination survey. Am Heart J. 2010;160:115–21.

 23. Dinkler JM, Sugar CA, Escarce JJ, Ong MK, Mangione CM. Does age mat-
ter? Association between usual source of care and hypertension control 
in the us population: data From NHANES 2007–2012. Am J Hypertension. 
2016;29:934–40.

 24. Winters P, Tancredi D, Fiscella K. The role of usual source of care in choles-
terol treatment. J Am Board Fam Med. 2010;23:179–85.

 25. Cho H, Jeong S, Kang C, Kang HJ, Jang S, Jang S. Risk factors and the usual 
source of care on non-adherence to antihypertensive drugs in immi-
grants with hypertension. Patient Prefer Adherence. 2020;14:2123–33.

 26. Sung NJ, Choi YJ, Lee JH. Primary care comprehensiveness can reduce 
emergency department visits and hospitalization in people with hypertension 
in South Korea. Int J Environ Res Public Health. 2018;15:272.

 27. Carey RM, Muntner P, Bosworth HB, Whelton PK. Prevention and control 
of hypertension JACC health promotion series. J Am Coll Cardiol. 
2018;72:1278–93.

 28. Alcala HE, Albert SL, Roby DH, Beckerman J, Champagne P, Brookmeyer 
R, Prelip ML, Glik DC, Inkelas M, Garcia RE, Ortega AN. Access to Care and 
cardiovascular disease prevention a cross-sectional study in 2 Latino 
communities. Medicine. 2015;94:1–7.

 29. Ndumele CD, Baer HJ, Shaykevich S, Lipsitz SR, Hicks LS. Cardiovascular 
disease and risk in primary care settings in the United States. Am J Car-
diol. 2012;109:521–6.

 30. Lee JC, Kim KH, Kim HN, Kim NS. Factors associated with diabetes outpa-
tient use of tertiary or general hospitals as their usual source of care in 
Korea. J Korean Med Assoc. 2012;55:1215–25.

 31. Nothelle SK, Boyd C, Sheehan O, Wolff JL. Factors associated with 
loss of usual source of care among older adults. Ann Fam Med. 
2018;16:538–45.

 32. Jin CH, Cao JL, Cai Y, Wang LJ, Liu K, Shen WY, Hu J. A nomogram for predict-
ing the risk of invasive pulmonary adenocarcinoma for patients with solitary 
peripheral subsolid nodules. J Thorac Cardiovasc Surg. 2017;153:462.

 33. Liang WH, Zhang L, Jiang GN, Wang Q, Liu LX, Liu DR, Wang Z, Zhu ZH, 
Deng QH, Xiong XG, et al. Development and validation of a nomogram 
for predicting survival in patients with resected non-small-cell lung 
cancer. J Clin Oncol. 2015;33:861.

 34. Tang LQ, Li CF, Li J, Chen WH, Chen QY, Yuan LX, Lai XP, He Y, Xu YX, Hu 
DP, et al. Establishment and validation of prognostic nomograms for 
endemic nasopharyngeal carcinoma. J Natl Cancer Inst. 2016;108:djv291.

 35. Kowal P, Chatterji S, Naidoo N, Biritwum R, Fan W, Lopez Ridaura R, Maxi-
mova T, Arokiasamy P, Phaswana-Mafuya N, Williams S, et al. Data resource 
profile: the world health organization study on global AGEing and adult 
health (SAGE). Int J Epidemiol. 2012;41:1639–49.

 36. Fan W, Yong J, Keqin R, Juncheng Q, Kowal PB. China study on global 
AGEing and adult health (SAGE) wave 1 national report. 2015.

 37. Yip W, Fu H, Chen AT, Zhai T, Jian W, Xu R, Pan J, Hu M, Zhou Z, Chen Q, 
et al. 10 years of health-care reform in China: progress and gaps in univer-
sal health coverage. The Lancet. 2019;394:1192–204.

 38. Li X, Lu J, Hu S, Cheng K, De Maeseneer J, Meng Q, Mossialos E, Xu DR, Yip 
W, Zhang H, et al. The primary health-care system in China. The Lancet. 
2017;390:2584–94.

 39. Zhou ZL, Zhao YX, Shen C, Lai S, Nawaz R, Gao JM. Evaluating the effect of 
hierarchical medical system on health seeking behavior: a difference-
in-differences analysis in China. Soc Scie Med. 2021;268:113372.

 40. Rm A. Revisiting the behavioral model and access to medical care: does it 
matter? J Health Soc Behav. 1995;36:1–10.

 41. Wu F, Guo YF, Chatterji S, Zheng Y. Common risk factors for chronic 
non-communicable diseases among older adults in China, Ghana, 
Mexico, India, Russia and South Africa: the study on global AGEing and 
adult health (SAGE) wave 1. Bmc Public Health. 2015;15:88.

 42. Dou LX, Liu XY, Zhang TH, Wu YF. Health care utilization in older people 
with cardiovascular disease in China. Int J Equity Health. 2015;14:59.

 43. Wu F, Guo YF, Kowal P, Jiang Y, Yu M, Li XJ, Zheng Y, Xu JY. Prevalence of 
major chronic conditions among older Chinese adults: The Study on 
Global AGEing and Adult Health (SAGE) Wave 1. Plos One. 2013;8:e74176.

 44. World Health Organization. Obesity: preventing and managing the global 
epidemic : report of a WHO consultation on obesity. 2000.

 45. Arokiasamy P, Uttamacharya U, Jain K, Biritwum RB, Yawson AE, Wu F, Guo YF, 
Maximova T, Espinoza BM, Rodriguez AS, et al. The impact of multimorbidity 
on adult physical and mental health in low- and middle-income countries: 
what does the study on global ageing and adult health (SAGE) reveal? Bmc 
Medicine. 2015;13:178.

 46. Wang WH, Maitland E, Nicholas S, Loban E, Haggerty J. Comparison of 
patient perceived primary care quality in public clinics, public hospitals 
and private clinics in rural China. Int J Equity in Health. 2017;16:176.



Page 13 of 13Xu et al. BMC Public Health         (2022) 22:1970  

 47. Amaghionyeodiwe LA. Determinants of the choice of health care pro-
vider in Nigeria. Health Care Manag Sci. 2008;11:215–27.

 48. Liu Y, Wen H, Tan J, Mai L, Zeng Z, Yan W. Social support and life quality 
among population with high risk of cardiovascular diseases: current 
status and influencing factors. Guangxi Med J. 2021;43:209–15.

 49. Zhao Y, Atun R, Oldenburg B, McPake B, Tang SL, Mercer SW, Cowling 
TE, Sum G, Qin VM, Lee JT. Physical multimorbidity, health service use, 
and catastrophic health expenditure by socioeconomic groups in 
China: an analysis of population-based panel data. Lancet Global Health. 
2020;8:E840–9.

 50. Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guthrie B. 
Epidemiology of multimorbidity and implications for health care, 
research, and medical education: a cross-sectional study. Lancet. 
2012;380:37–43.

 51. Forman DE, Maurer MS, Boyd C, Brindis R, Salive ME, Home FM, Bell SP, 
Fulmer T, Reuben DB, Zieman S, Rich MW. Multimorbidity in older adults 
with cardiovascular disease. J Am Coll Cardiol. 2018;71:2149–61.

 52. Marengoni A, Angleman S, Melis R, Mangialasche F, Karp A, Garmen A, 
Meinow B, Fratiglioni L. Aging with multimorbidity: a systematic review of 
the literature. Ageing Res Rev. 2011;10:430–9.

 53. Wang S. Analysis of the factors affecting individuals’ hospital choice for 
medical consultation in China-based on CHNS panel data. Northwest 
Population J. 2015;36:32–6.

 54. Li H, Jiang J, Zhao Q, Jiang J. Associated factors for choice of medical insti-
tutions for treatment in chronic disease patients during the implementa-
tion of hierarchical medical system: a survey in Xuzhou. Chinese General 
Practice. 2020;23:1546–51.

 55. Yip W, Fu H, Chen AT, Zhai T, Jian W, Xu R, Pan J, Hu M, Zhou Z, Chen Q, 
et al. 10 years of health-care reform in China: progress and gaps in univer-
sal health coverage. Lancet. 2019;394:1192–204.

 56. Li X, Lu J, Hu S, Cheng KK, De Maeseneer J, Meng Q, Mossialos E, Xu DR, 
Yip W, Zhang H, et al. The primary health-care system in China. Lancet. 
2017;390:2584–94.

 57. Lu Z, Qian D. Choice for medical institution and its influencing factors 
in patients with chronic disease in the background of medicare reform. 
Guangxi Med J. 2017;39:234–7.

 58. Ye C, Zhu B, Wang R, Peng Z, Wang B, Peng J. Multilevel model analysis on 
health seeking behavior of patients with chronic diseases in Shenzhen 
city. Chinese J Soc Med. 2011;28:249–51.

 59. Patra M, Bandyopadhyay S. Health seeking behaviour and its determi-
nants in urban areas of developing countries: a primary survey in Kolkata 
city, India. Int J Health Plann Manage. 2020;35:1438–52.

 60. Li J, Gao X, Lei X, Hu H. Influencing factors of health-seeking behaviors in 
primary health care institutions among middle-aged and aged patients 
with hypertension: based on the data of 2015 China Health and Retire-
ment Longitudinal Study. Pract J Cardiac Cerebral Pneumal Vascular 
Disease. 2020;28:89–93.

 61. Zhou ZH, Wang CX, Yang HJ, Wang X, Zheng CJ, Wang JJ. Health-
related quality of life and preferred health-seeking institutions among 
rural elderly individuals with and without chronic conditions: a 
population-based study in Guangdong province, China. Biomed Res 
Int. 2014;2014:192376.

 62. Tajvar M, Arab M, Montazeri A. Determinants of health-related quality of 
life in elderly in Tehran, Iran. Bmc Public Health. 2008;8:323.

 63. Dixon Anna, Robertson Ruth, Appleby John, Burge Peter, Devlin Nancy, 
Magee. H H. Patient choice: how patients choose and how providers 
respond. London: The Kings Fund; 2010.

 64. Lee SYD, Tsai TI, Tsai YW, Kuo KN. Health literacy, health status, and health-
care utilization of taiwanese adults: results from a national survey. Bmc 
Public Health. 2010;10:614.

 65. Wang MP, Viswanath K, Lam TH, Wang X, Chan SS. Social determinants of 
health information seeking among Chinese adults in Hong Kong. Plos 
One. 2013;8:e73049.

 66. Li J, Feng X. Status and influencing factors of hierarchical medical system 
among middle- aged and elderly patients in China. Chinese Gen Practice. 
2017;20:2316–23.

 67. Tang LJ. Research on the health care seeking behavior and medical bur-
den among patient with hypertension and diabetes in rural area. Health 
Econ Res. 2016;1:38–40.

 68. Wang Y, Sun Q, Zhao L, Guo X. Study of the rural hypertensive patients’ 
medical care seeking behaviors in Shandong province. Chinese Primary 
Health Care. 2014;28:86–9.

 69. Qian DF, Pong RW, Yin AT, Nagarajan KV, Meng QY. Determinants of health 
care demand in poor, rural China: the case of Gansu Province. Health 
Policy Plan. 2009;24:324–34.

 70. Gauthier B, Wane W. Bypassing health providers: The quest for better 
price and quality of health care in Chad. Soc Sci Med. 2011;73:540–9.

 71. Guo W, Wu Y, Yao Z. Medical treatments of the chronically ill in rural 
areas and its impact on factor analysis. Chinese Primary Health Care. 
2010;24:65–7.

 72. Chatterjee C, Nayak NC, Mahakud J, Chatterjee SC. Factors affecting the 
choice of health care utilisation between private and public services 
among the elderly population in India. Int J Health Plann Manage. 
2019;34:E736–51.

 73. Yunus N, Manaf NHA, Omar A, Juhdi N, Omar MA, Salleh M. Determi-
nants of healthcare utilisation among the elderly in Malaysia. Instit Econ. 
2017;9:117–42.

 74. Hyndman D, Ashburn A. People with stroke living, in the commu-
nity: attention deficits, balance, ADL ability and falls. Disabil Rehabil. 
2003;25:817–22.

 75. Boateng GO, Adams EA, Boateng MO, Luginaah IN, Taabazuing MM. 
Obesity and the burden of health risks among the elderly in Ghana: a 
population study. Plos One. 2017;12:0186947.

 76. Kujawski SA, Leslie HH, Prabhakaran D, Singh K, Kruk ME. Reasons for low 
utilisation of public facilities among households with hypertension: analysis 
of a population-based survey in India. Bmj Global Health. 2018;3:e001002.

 77. Wang L, Jin C, He D. Analysis on development status and trend of private 
providers in Chinese health care system. Chinese Health Resources. 
2017;20:92–6 +101.

 78. Kushnir T, Kristalboneh E. Blood-lipids and lipoproteins in married and 
formerly married-women. Psychosom Med. 1995;57:116–20.

 79. Yang J, Chen X, Bai Z, Tao S, Pan X, Hu Z, Qin X. Social network status 
and influencing factors in community-dwelling elderly stroke patients. 
Chinese Gen Pract. 2019;22:1243–6 +1250.

 80. Yin X, Gong YH, Yang C, Tu XC, Liu W, Cao SY, Yang HJ, Lu ZX. A compari-
son of quality of community health services between public and private 
community health centers in urban China. Med Care. 2015;53:888–93.

 81. Lim MK, Yang H, Zhang TH, Feng W, Zhou ZJ. Public perceptions of private 
health care in socialist China. Health Aff. 2004;23:222–34.

 82. Hu H, Si YF, Li BQ. Decomposing inequality in long-term care need among 
older adults with chronic diseases in China: a life course perspective. 
Int J Environ Res Public Health 2020;17:2559.

 83. Chan L, Beaver S, MacLehose RF, Jha A, Maciejewski M, Doctor JN. Dis-
ability and health care costs in the medicare population. Arch Phys Med 
Rehabil. 2002;83:1196–201.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Determinants of choice of usual source of care among older people with cardiovascular diseases in China: evidence from the Study on Global Ageing and Adult Health
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Data source
	Study population
	Measurements
	Usual source of care
	Control variables

	Data analysis

	Results
	Participant characteristics
	Determinants of patients’ choice of USC
	Determinants of public hospitals and primary care facilities
	Determinants of public and private primary care facilities

	Sensitivity analyses
	The profiles of patients with highest likelihood of choosing primary care facilities as their USC
	The profiles of patients with highest likelihood of choosing public primary care facilities as their USC

	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References


