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Online-Appendix 1: Predicted Choice Probabilities
Figures O1 and O2 present predicted choice probabilities over the observed range of outpatient and inpatient service supply, respectively. Predicted choice probabilities were computed by fixing, for each respondent, the explanatory variables to the values that were observed for the respective respondent. Then, the value of one supply variable was varied over its respective range. For each value of the supply variable, the predicted choice probability for the three care arrangements was computed with formula (4) (see section 4.1 in the main text). Figure O1 shows that the choice probabilities for all care arrangements change almost linearly over the range of outpatient service supply. For respondents living in counties with an outpatient service supply of 5 employees per 100 care dependents (lowest observed value), the predicted choice probabilities are 13.90% (IC), 11.03% (OC), and 75.07% (WOC). For respondents living in counties with an outpatient service supply of 25 employees per 100 care dependents (highest observed value), the corresponding predicted choice probabilities are 3.88% (IC), 24.04% (OC), and 72.08% (WOC).

	Figure O1: Predicted choice probabilities over range of outpatient service supply
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	Notes: Results based on multinomial logistic model, N = 1,303.



Figure O2 shows that the choice probabilities follow the characteristic s-shaped curve of the logistic model. For respondents living in counties with an inpatient service supply of 16 NH beds per 100 care dependents (lowest observed value), the predicted choice probabilities are 0.47% (IC), 19.72% (OC), and 79.81% (WOC). For respondents living in counties with an outpatient service supply of 42 NH beds per 100 care dependents (highest observed value), the corresponding predicted choice probabilities are 78.99% (IC), 1.19% (OC), and 19.83% (WOC). The most pronounced changes in the choice probabilities occur in the range between 32 and 38 NH beds per 100 care dependents. Above and below this critical range, only smaller changes in choice probabilities are observed.

	Figure O2: Predicted choice probabilities over range of inpatient service supply
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	Notes: Results based on multinomial logistic model, N = 1,303.



The point at which increasing the utility of a care arrangement has the greatest effect is where the probability of choosing the care arrangement is close to 0.50. At this point, even small increases in the utility of the arrangement can tip the balance in the choices of many older persons, resulting in large changes in choice probabilities. Above and below this critical range, changes in the utility of care arrangements do rarely tip the balance: The other care arrangements are either clearly better or worse for the majority of older persons. Hence, only small changes in choice probabilities are observed. From a policy perspective, the s-shape of the choice probabilities suggests that increasing inpatient service supply in areas where the supply is low will be ineffective: Large improvements would be necessary to tip the balance and produce a discernible change in choice probabilities. In contrast, in areas that already have a moderate inpatient service supply, even small changes in supply can induce many older persons to choose either the IC or the WOC arrangement.

[bookmark: _Toc14699582]Online-Appendix 2: Robustness Checks
Robustness checks are performed to test whether the results presented in section 6 (main text) depend on the specification of the RUM. First, it is tested whether further differentiating care arrangements leads to different effects of the local care infrastructure. So far, the classification of care arrangements did not consider whether respondents who live in the community (OC and WOC) receive informal care. Hence, internal heterogeneity in the OC and WOC arrangements might have been masked. To test whether this is the case, the choice set is defined as:
· J = {IC: institutional setting + inpatient care, OC: community + outpatient care, MIX: community + mix of informal and outpatient care, INF: community + informal care, NC: community + no care}
The specification of the explanatory variables remains unchanged. Table O1 presents the AMEs obtained from this model specification. The size and direction of the inpatient service supply effect remains stable. The effect of outpatient service supply is slightly attenuated. However, outpatient service supply still exerts the expected positive effect on the probability of choosing outpatient care (OC and MIX arrangement).
Second, it is tested whether dementia status of the respondents moderates the effects of the local care infrastructure. Cognitive impairments might reduce respondents’ ability to make autonomous decisions about their preferred care arrangement. In case of severe cognitive impairments, relatives and/or healthcare professionals feature more prominently in the decision process. Consequently, the observed care choice reflects what others deem appropriate for the older person rather than the true preference of the older person. Nevertheless, care infrastructure effects are not expected to vary strongly by dementia status of the respondent: Older persons, relatives, and health professionals all face the same constraints set by the care infrastructure. Dementia status is assessed with the DemTect instrument (Kalbe et al., 2004). DemTect scores below 13 points are assumed to indicate presence of dementia. The effect of dementia is tested by including a main effect and interaction effects with inpatient and outpatient service supply into the RUM. Likelihood-Ratio tests suggests that the inclusion of the interactions does not significantly improve the model fit (χ²(4) = 7.28 with p = .12). Models estimated separately for persons with and without dementia diagnosis reveal that the AMEs of the infrastructure variables are slightly stronger among persons with dementia diagnosis (see Table O2).
Finally, selectivity analyses revealed that, compared to the population, the analysis sample underrepresents women and care dependent persons. Therefore, it is checked whether the reported effects are substantially different in these underrepresented groups. Differences in effects are tested by including interactions between the care infrastructure variables and sex or care dependency, respectively. Care dependency is captured by a binary indicator of whether the respondent has a care grade or not. Likelihood-Ratio tests suggests that the inclusion of the interactions does not significantly improve the model fit (for sex: χ²(4) = 5.92 with p = .21; for care dependency: χ²(4) = 7.90 with p = .10). Models estimated separately for each group further reveal that the effects of the infrastructure variables do not vary substantively by sex (Table O2). However, effects are stronger among respondents with care dependency (Table O2). Overall, the results suggest that the care choices of care dependent persons are more responsive to the supply of LTC services. If anything, the underrepresentation of care dependent persons reduced the size of the infrastructure effects.
In sum, the robustness checks suggest that the results presented in the main text do not depend crucially on the specification of the RUM. Changing the classification of care arrangements does not lead to substantively different effects of the local care infrastructure on care choices. Tests of effect heterogeneity by dementia status, sex, and care dependency show that care infrastructure effects are present in all subgroups. However, effects appear to be stronger among persons with dementia and among care dependent persons. 

[bookmark: _Toc14699584]Online-Appendix 3: Care Infrastructure in Neighbouring Counties
The interpretation of the results presented in section 6 (main text) relies on the implicit assumption that respondents' care choices are affected only by the care infrastructure of the county in which they currently live. However, this assumption is problematic for two reasons: First, respondents who live at the border of their county are likely to be affected by the care infrastructure of neighbouring counties. The catchment area of outpatient service providers potentially spans across county borders (border-spanning supply mechanism). Hence, respondents who live at the border of their county can benefit from the outpatient supply in neighbouring counties. Second, respondents may have moved to their current county because the care infrastructure in their old county was insufficient (selection mechanism). For instance, respondents who want to enter institutional LTC but live in a county with insufficient NH bed supply may be forced to relocate to a county with higher supply. In general, respondents who want to use a specific LTC service may self-select into counties with high supply of the corresponding LTC service. If residential relocations of older persons are local (i.e., do not exceed moves between neighbouring counties), care choices can be expected to also depend on the care infrastructure of neighbouring counties. In sum, both arguments suggest that choices among care arrangements are not only affected by the care infrastructure at respondents' current residence but also by the care infrastructure in neighbouring counties.
To check whether the effects reported section 6 (main text) are driven by the care infrastructure in neighbouring counties, the average supply of outpatient and inpatient services in neighbouring counties is included into the model. Counties are classified as neighbours if they share a border. Table O3 presents AMEs obtained from a RUM that includes average outpatient and inpatient service supply in neighbouring counties. The effect of outpatient service supply (in county of residence) proves to be rather robust, and even increases in strength. In contrast, the effect of inpatient service supply (in county of residence) decreases sharply. Higher outpatient supply in neighbouring counties is related to a higher probability of choosing the WOC arrangement and a lower probability of choosing the IC and OC arrangement. Inpatient supply in neighbouring counties seems to capture most of the former effect of inpatient supply in the country of residence. Higher inpatient supply in neighbouring counties is associated with a higher probability of choosing the IC arrangement and a lower probability of choosing the WOC setting.
The selection mechanism seems to hold for outpatient service supply: The lower the supply of outpatient care in neighbouring counties, the higher the probability that respondents in the focal county choose outpatient care. Hence, some respondents seem to have self-selected into their current county to access outpatient care. For inpatient service supply, the reverse effect is found. However, the border-spanning supply argument cannot be applied to explain this effect: The institutional setting is respondents’ residence. Respondents cannot live in one county and access the institutional setting in another county. Hence, the substantive interpretation of the inpatient supply effect of neighbouring counties is unclear. Overall, correlations between LTC service supply of neighbouring counties are high (r = .625 for outpatient supply, r = .676 for inpatient supply), making it hard to separate the infrastructure effects of the county of residence from the infrastructure effects of neighbouring counties.
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	Table O1: Average marginal effects (robustness check 1: alternative definition of care arrangements)

	
	IC
	OC
	MIX
	INF
	NC

	
	AME
	p-Value
	AME
	p-Value
	AME
	p-Value
	AME
	p-Value
	AME
	p-Value

	Outpatient service supply
	-0.006
	0.111
	0.004
	0.023
	0.003
	0.117
	-0.001
	0.633
	0.001
	0.483

	Inpatient service supply
	0.015
	0.000
	-0.002
	0.208
	-0.003
	0.032
	-0.006
	0.002
	-0.005
	0.004

	Care grade
	0.017
	0.000
	0.029
	0.000
	0.025
	0.000
	-0.008
	0.140
	-0.062
	0.000

	No. ADL depend.
	0.008
	0.040
	0.004
	0.344
	0.005
	0.214
	0.017
	0.000
	-0.035
	0.000

	No. IADL depend.
	0.001
	0.899
	-0.002
	0.565
	0.011
	0.055
	0.018
	0.000
	-0.028
	0.000

	Age
	0.002
	0.037
	0.003
	0.049
	-0.002
	0.069
	0.002
	0.359
	-0.005
	0.000

	Valuation of
	
	
	
	
	
	
	
	
	
	

	Autonomy
	-0.007
	0.203
	-0.000
	0.983
	0.007
	0.477
	-0.017
	0.006
	0.018
	0.092

	Social Participation
	-0.001
	0.812
	-0.001
	0.887
	0.008
	0.073
	-0.002
	0.828
	-0.004
	0.550

	Privacy
	-0.008
	0.203
	0.006
	0.389
	0.004
	0.509
	0.002
	0.770
	-0.005
	0.489

	Relationship status
	
	
	
	
	
	
	
	
	
	

	Not partnered
	Reference

	Partnered
	-0.033
	0.012
	-0.011
	0.522
	0.000
	0.991
	-0.002
	0.911
	0.045
	0.002

	No. of children
	-0.002
	0.642
	0.003
	0.477
	-0.005
	0.097
	0.012
	0.043
	-0.008
	0.170

	NW contacts
	-0.016
	0.001
	-0.007
	0.142
	0.010
	0.026
	0.008
	0.301
	0.005
	0.373

	Population share 65+
	-0.014
	0.026
	-0.004
	0.394
	0.013
	0.031
	-0.005
	0.330
	0.011
	0.001

	Sex
	
	
	
	
	
	
	
	
	
	

	Female
	Reference

	Male
	-0.017
	0.109
	-0.008
	0.625
	0.000
	0.994
	0.027
	0.062
	-0.002
	0.892

	N
	1303



	Table O2: Average marginal effects (robustness checks 2: effect heterogeneity)

	
	IC
	OC
	WOC

	
	AME
	p-Value
	AME
	p-Value
	AME
	p-Value

	Without dementia (N = 741)

	Outpatient service supply
	-0.003
	0.283
	0.006
	0.056
	-0.003
	0.376

	Inpatient service supply
	0.007
	0.001
	-0.007
	0.066
	-0.000
	0.974

	With dementia (N = 268)

	Outpatient service supply
	-0.015
	0.004
	0.012
	0.188
	0.003
	0.776

	Inpatient service supply
	0.025
	0.000
	-0.002
	0.730
	-0.023
	0.003

	Male (N = 664)

	Outpatient service supply
	-0.006
	0.136
	0.008
	0.026
	-0.003
	0.620

	Inpatient service supply
	0.013
	0.000
	-0.006
	0.055
	-0.007
	0.069

	Female (N = 639)

	Outpatient service supply
	-0.006
	0.199
	0.004
	0.248
	0.002
	0.591

	Inpatient service supply
	0.017
	0.000
	-0.007
	0.014
	-0.011
	0.001

	Without care grade (N = 890)

	Outpatient service supply
	-0.006
	0.001
	0.003
	0.182
	0.003
	0.197

	Inpatient service supply
	0.004
	0.008
	0.002
	0.147
	-0.007
	0.003

	With care grade (N = 413)

	Outpatient service supply
	-0.011
	0.263
	0.015
	0.014
	-0.004
	0.561

	Inpatient service supply
	0.038
	0.000
	-0.019
	0.002
	-0.019
	0.003

	Notes: All models control for care grade, ADL and IADL dependencies, valuation of autonomy, participation, and privacy, relationship status, number of children, NW contacts, population share aged 65+ in county, and sex.



	Table O3: Average marginal effects (robustness check 3: LTC service supply in neighbouring counties)

	
	IC
	OC
	WOC

	
	AME
	p-Value
	AME
	p-Value
	AME
	p-Value

	Outpatient service supply
	-0.008
	0.034
	0.011
	0.009
	-0.003
	0.571

	Inpatient service supply
	0.003
	0.123
	-0.001
	0.805
	-0.003
	0.475

	Avg. outpat. supply (neigh.)
	-0.013
	0.069
	-0.008
	0.205
	0.022
	0.007

	Avg. inpat. supply (neigh.)
	0.023
	0.000
	-0.004
	0.535
	-0.019
	0.007

	Care grade
	0.010
	0.004
	0.058
	0.000
	-0.068
	0.000

	No. ADL depend.
	0.006
	0.069
	0.002
	0.753
	-0.008
	0.231

	No. IADL depend.
	-0.001
	0.744
	0.021
	0.000
	-0.019
	0.000

	Age
	0.001
	0.496
	0.002
	0.329
	-0.003
	0.236

	Valuation of
	
	
	
	
	
	

	Autonomy
	-0.003
	0.467
	0.010
	0.383
	-0.007
	0.548

	Social Participation
	-0.003
	0.454
	0.008
	0.414
	-0.005
	0.561

	Privacy
	-0.011
	0.000
	0.013
	0.153
	-0.002
	0.809

	Relationship status
	
	
	
	
	
	

	Not partnered
	Reference

	Partnered
	-0.007
	0.445
	-0.031
	0.037
	0.038
	0.003

	No. of children
	-0.004
	0.112
	-0.003
	0.593
	0.007
	0.243

	NW contacts
	-0.009
	0.002
	0.000
	0.959
	0.008
	0.282

	Population share 65+
	-0.014
	0.001
	0.012
	0.072
	0.002
	0.736

	Sex
	
	
	
	
	
	

	Female
	Reference

	Male
	-0.016
	0.010
	-0.009
	0.568
	0.026
	0.125

	N
	1303
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