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FOREWORD

This study represents a major effort at investigating multiple influences
on patient behavior and the implications of altering a community’s health
services delivery system. As such, and given the methodological precision,
it forms an important contribution to the contemporary analysis of medi-
cal care utilization.

The author has accomplished another valuable demonstration by study-
ing a segment of the major social change experimentation which has char-
acterized the thrust of national domestic policy of the mid and late 1960’s.
To investigate the potential effects of such experimentation is not easy, a
fact recognizable by those involved in parallel studies. To investigate with-
out direct involvement in the development and operations of the experi-
ment under study is likewise important as this approach represents the
strongest research position. At the same time it requires skill in the analysis
and interpretation of data derived from social change programming and
not primarily designed to aid an investigation.

Beyond the valuable substantive results of this study, attention should
be called to the methodological contribution. By studying patient behavior
over the course of an illness episode, a more refined understanding of the
relative importance of individual characteristics compared to system char-
acteristics is made possible.

Coming from the Center for Health Administration Studies at the Uni-
versity of Chicago this study gives further evidence of the timeliness and
resources of that Center, and the facility of the group of investigators as-
sociated with the Center in examining issues pertinent to the emerging
range of concerns in health care policy, management, and planning.

As the 1970’s promise major changes in health care delivery in this coun-
try, the sound basis for their development lies in careful analysis through
application of medical care research to what have been to the present a
series of complex and relatively unstudied social experiments. Consider
how little has been gleaned from Title XIX, as an example. This study
provides a standard of investigation and analysis which can guide policy
decisions over this next decade.

RoBERT W, DAy, M.D.

Professor and Chairman
Department of Health Services,
School of Public Health and
Community Medicine,
University of Washington
September 8, 1971
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CHAPTER 1
INTRODUCTION

This monograph reports a study of ambulatory use of physicians’ ser-
vices in response to sickness in a low-income urban area. When a person
defines himself as sick, he initiates a behavioral response for the purpose
of defining, adapting to or alleviating the underlying medical condition.
The study is intended to provide a better understanding of the way that
a person’s (1) illness, (2) individual characteristics such as education, race,
and economic resources, and (3) source of medical care influence this thera-
peutic process.

Sickness and its treatment are important social phenomena in terms of
the functioning of both the family unit and the larger community. Sickness
disrupts normal interpersonal relationships and normal economic func-
tioning, while its treatment provides an important mechanism for social
control of this disruptive phenomenon. As a result, one finds a widely held
belief that a person should see a physician if he has a condition for which
the medical profession can provide effective management or relief. How-
ever, it is also generally believed that the individual characteristics men-
tioned above may interfere with the receipt of prompt medical attention
in the face of symptoms and that sources of medical care differ systemati-
cally in the degree to which they encourage use of physicians’ services.

Previous work has indicated that the poor have as many or more symp-
toms and medical conditions when compared to the non-poor, and con-
sistently report being sicker. On the other hand, the poor tend to have
fewer physician visits per year than the rest of the population. Using this
evidence, people often draw the conclusion that when a low-income person
gets sick, he tends to be less likely than a higher-income individual to seek
and obtain physicians’ services. There are two problems with drawing such
an inference, however. First, reports of sickness do not necessarily indi-
cate the need for a physician and furthermore all physician visits are not
made in response to illness. The second problem is the conceptual one of
representing medical care in terms of numbers of visits.

With respect to the first problem, it may be that the greater sickness re-
ported by the poor does not reflect sickness situations in which the doctor
is perceived as an appropriate therapeutic agent. For example, if the poor
are more inclined to report feeling sick because of the demoralizing cir-
cumstances associated with poverty, rather than because of the existence

1
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of greater illness per se, one would not necessarily expect to observe greater
use of the physician. It may also be the case that the additional visits re-
ported by the non-poor are made for preventive purposes. If this is the
case, it would be more appropriate to compare numbers of visits made
for therapeutic purposes rather than all visits.

Turning to the second problem, the use of sickness related physicians’
services occurs as part of a therapeutic process which varies in complexity.
Behavioral differences between the poor and non-poor may occur at any
one or all of the stages in the process. For example, there may be differences
in length of delay before care is sought, differences in the likelihood of
returning to the doctor after an initial consultation, or differences in the
amount of care received. Differential behavior of this sort cannot be in-
ferred from observed differences in the total number of visits accumulated
over a period of time.

There are two bodies of literature that bear on the issue of use of physi-
cians’ services by the poor. The first we will call “‘utilization studies’ and
the second *‘illness behavior studies.”” Utilization studies typically have re-
lated volume of visits over time to variables such as income, controlling on
some measure of illness over a similar period. Studies of this sort are valu-
able in suggesting factors that may influence an individual’s behavior when
he is sick, but as we have argued, they do not provide very good tests of
assertions commonly put forth with respect to variation in response to
sickness. The concept of “illness behavior,” proposed by Mechanic and
Volkart, “refer[s] to the ways in which given symptoms may be differentially
perceived, evaluated, and acted upon by different kinds of persons.”! The
phenomena included under the label “illness behavior’ may be seen from
the following observations by Mechanic and Volkart:

Whether by reason of education, religion, class membership, occupational sta-
tus, or whatever, some persons will make light of symptoms, shrug them off,
and avoid seeking medical care; others will respond to the slightest twinges of
pain or discomfort by quickly seeking such medical care as is available. In short,
the realm of illness behavior falls, logically and chronologically, between two
major traditional concerns of medical science: etiology and therapy. Variables
affecting illness behavior come into play prior to formal medical scrutiny and
treatment, but after etiological processes have been initiated. In this sense, illness
behavior even determines whether diagnosis and treatment will begin at all.2

Illness behavior research brings us closer to understanding differences
between the poor and others in use of physicians’ services than utilization
studies do. However, illness behavior research has a serious drawback.

t David Mechanic and Edmund H. Volkart, *“Iliness Behavior and Medical Diag-
nosis,” Journal of Health and Human Behavior, 1 (Summer, 1960), 87.

2 Ibid.
2

Although they are focused on response to sickness, as distinguished from
other medical-care behavior, and although they treat the response as a
process varying in complexity, virtually all illness behavior studies end
with the initial contact with a healer. This is a problem in two senses. By
definition, use of services begins just where these studies leave off. Second-
ly, despite the fact that a great deal of use is determined not by the indi-
vidual but rather his physician, the behavior studied is that which is subject
primarily to the decisions of the individual or his family since he has not
yet entered the medical-care system.

To summarize, when an individual gets sick, he initiates a therapeutic
process which may involve self-evaluation of the illness, consultation with
relatives, procrastination, contacting a physician, additional physician
visits, and a variety of tests and treatments. The stages of the process may
differ in kind or amount as a function of the characteristics of the illness,
and factors related to poverty such as race, education, income or the nature
of the individual’s source of medical care. Utilization studies have neither
focused on sickness related visits exclusively nor have they approached use
as a process. Illness behavior studies have been more process oriented, but
have explored only those stages in the process leading up to contact with
the physician.

The central problem to which the present study is addressed is the identi-
fication of factors that are related to the individual and his environment,
poverty among them, which influence his response behavior when he be-
comes sick. The approach used is to study differences in the behavior that
results from episodes of illness. By studying medical-care behavior through-
out an illness episode, we combine the advantages of utilization studies
(inclusiveness) and illness behavior studies (a process orientation), while
avoiding the weaknesses discussed above.

The model on which our approach to studying use of physicians’ services
is based involves an underlying level of physically and psychologically de-
fined illness, a socially specified status—‘sick,” and a behavioral response
—going to the doctor. This may be represented in the simple way shown
in Figure 1:

liness -~ Sickness
\ Physicians’

Services
Physically/
Psychologically Socially
Defined Defined
FIGURE 1
3
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We have noted, however, that all vists to a physician are not the result of
sickness. Further, sickness encompasses not only acute episodes but also
long-term conditions. Making these further distinctions, the focus of the
study may be seen diagrammatically in Figure 2, where the behavior under

=== ~_
Il _Acute S~o
Episodes SN
L ______ 1
' Physicians’ |
Hiness Chronic Sy ysic |
Conditions Services !
\\ _______ —

FIGURE 2

study falls within the dotted lines. Here we assume that from the individual’s
point of view, the initial onset of a chronic condition cannot be readily
distinguished from an acute condition and therefore we will include the
initial onset of a chronic condition in the acute episode category.

The link between acute episodes and physicians’ services may be further
elaborated (as shown in Figure 3, p. 5) by considering: (1) the means of
identifying such episodes, (2) the elements of use of physicians’ services,
(3) the factors influencing these elements, and (4) the existence, form, and
relative strengths of the associations between the factors (such as income)
and the elements of use (such as initial physician visit).

Chapter II will provide such an elaboration, concluding with a set of
hypotheses that are used to test the model derived.

ACUTE ILLNESS EPISODES

/ Episode-Related . Poverty-Related \
Factors {Interaction) _ Factors

Influencing Utilization Influencing Utilization

Severity of lllness: Social-Structural:
Medically defined Education of head
seriousness of household
Individually per- Race-ethnicity

ceived seriousness
Economic Resources:

Alternative to Sick
Status:

Income
Health Insurance

Usual activity Medical Care Resources:

Usual source of medical
care

Delay Initial physician visit Revisit(s) Care received

USE OF PHYSICIANS' SERVICES

FIGURE 3




CHAPTER II

FACTORS AFFECTING UTILIZATION BEHAVIOR—-MODEL
AND HYPOTHESES

IDENTIFYING ILLNESS EPISODES

1t was seen in the introduction that behavior related to sickness can be
divided logically into two stages—first, the determination that one is sick
and, second, having adopted the sick status, the process of seeking help.
While our concern will be with the factors influencing behavior in the sec-
ond stage, it is nonetheless necessary to consider explicitly the way we
are conceptualizing the first. If we want to describe what people do when
they get sick, then we must define what is meant by getting sick. In the
following section we will briefly review three conceptual models of ill
health—disease, illness, and sickness.

MobpELs oF ILL HEALTH
Disease

A logical starting point for the discussion is consideration of the disease
model that underlies scientific medicine. The modern physician has been
trained to observe deviations from the normal ranges of physiological
structure or functioning. These deviations may come to the doctor’s at-
tention through patient reports (symptoms) or, increasingly, through di-
rect chemical, bacteriological, physiological, or other measurements (signs).
Having observed deviations from the norm, the physician develops a diag-
nosis (or hypothesis) derived from an underlying (usually biological) the-
ory. If the diagnosis is correct, if the theory is a good one in the sense that
it is able to predict accurately the course of the disease, and if effective
remedial measures are known, the doctor is in a position to ‘“‘cure’ the
patient.

Disease, in this sense, is in no way dependent on the individual’s aware-
ness of it; indeed, the most satisfactory methodology for assessing the ex-
tent of disease is the post mortem examination. It is not difficult to imagine
a person having a disease, but neither feeling nor reporting being sick.
Nor, for that matter, would the condition necessarily be detected on clini-
cal examination.

The disease model is based on deviation from physical norms. The
changes from normal that may be observed by the individual-—e.g., blurred
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vision, a rash, pain—are considered symptoms, which are of importance
to the degree that, taken together, they give clues to the underlying disease.
This of course is an oversimplification because symptoms also serve the
important psychological function of motivating the individual to see a
doctor in the first place. But understanding the former function of symp-
toms, that is, from the professional’s perspective, is crucial to an under-
standing of the difference between the sociological model of illness and
medical model of disease.

Hliness

Disease, as we have seen, is abnormal physiological structure or func-
tioning.! Illness, on the other hand, may be defined as the feeling of dis-
comfort which arises out of disease.2 Yet, while illness may arise out of
disease, disease is not its only determinant. Rather, illness is determined
by the combination of the symptoms of disease and the meaning of those
symptoms to the individual. For example, there are systematic differences
across ethnic groups with respect to the interpretation of pain. Zborowski’s
study of hospitalized patients in New York having similar medically de-
fined conditions (i.e., diseases) indicated that Italians and Jews tend to
freely express pain; however, the meaning of the pain experience was quite
different. Italians tended to be concerned with the actual experience of
pain while those of Jewish origin “focused mainly upon the symptomatic
meaning of pain and upon the significance of pain in relation to their
health, welfare and, eventually, for the welfare of their families.”3 [Em-
phasis added.]

Hllness, like disease, is determined by some deviation from a normal
state. In the case of illness, however, the normal range is determined not
by physiological standards but rather by cultural norms, the implications
of symptoms for the individual, and other psychological and social factors.

The difference between disease and illness then is not simply a conceptual
one nor just two sides of the same coin. That is, it is not simply a matter of
the doctor applying a label to a set of symptoms which are simultaneously

1 The clinical usefulness of the disease model lies in its predictive power and the effi-
cacy of the therapeutic measures implied by the prediction. It is also used, however, in
situations where to do so may legitimate behavior or ease interpersonal tensions or re-
lieve feelings of guilt. For example, much mental iliness has no basis in abnormal physi-
ological structure or functioning, nor does a diagnosis serve the same purpose in terms
of therapy as in somatic illness. Nevertheless, by applying a diagnostic label and assum-
ing responsibility for treatment, the psychiatrist may ease an otherwise intolerable emo-
tional strain on the patient’s family. The role of the physician in legitimating patient
behavior is discussed below.

2 See, for example, Ray E. Trussell and Jack Elinson, Chronic Iliness in a Rural Area:
The Hunterdon Study (Cambridge, Mass.: Harvard University Press, 1959).

3 Mark Zborowski, “Cultural Components in Response to Pain,” in E. Gartly Jaco,
Patients, Physicians and Iliness (Glencoe, Ill.: The Free Press, 1958), p. 261.
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classified as illness by the lay individual. It has been argued, in fact, that
the empirical reality is that disease is almost universally present in the
population, while the inclination to consider the resulting symptoms as
illness is quite limited.4 Finally, not only is there a substantial discrepancy
between the presence of disease and awareness of illness empirically, but
this discrepancy appears to be related to factors such as the individual’s
position in the social structure.s

Sickness

The third model of ill health is the sociological concept of the sick status
and its associated role. First, it should be noted that the concept of ‘‘get-
ting sick’ implies a change from a state in which the individual is consid-
ered not sick to one in which he considers himself sick and is so considered
by those around him. Although the appearance of a symptom, such as a
rash, or a change in feeling state such as pain, or finally a specific incapacity
such as temporary loss of sight strongly influences defining oneself as sick,
it is not a sufficient condition. The individual, usually in consultation with
others, must attach a social meaning to the change. A common way of
attaching meaning is by self diagnosis, and then lay consultation and
diagnosis. The point here is that an instance of ‘“‘getting sick” involves not
only some change observable to the individual, but also a decision on his
part that this change constitutes sickness and at least provisional concur-
rence by those around him. To be sick, then, is a socially defined status
and there is evidence that the definition of one’s health status is often sub-
ject to a process of bargaining with family members and others.6

Persons who have been labeled as sick then occupy, temporarily, a spe-
cial position in the family and the wider community. The notion of the
“special position of the sick,” first introduced into the literature by Siger-
ist,? has been elaborated by Parsons.8 While it is not appropriate here to
fully describe Parsons’ theory of the sick role, two features are particularly

4 Irving Kenneth Zola, “Culture and Symptoms: An Analysis of Patients’ Presenting
Complaints,” American Sociological Review, XXXI (October, 1966), 615-30.

5 Sydney H. Croog and Sol Levine, “Social Status and Subjective Perception of 250
;vien After Myocardial Infarction,” Public Health Reports, LXXXIV (November, 1969),
89-97.

6 Andrew C. Twaddle, “Health Decisions and Sick Role Variations: An Exploration,”’
Journal of Health and Social Behavior, X (Spring, 1969), 105-15.

7 Henry E. Sigerist, “The Special Position of the Sick,” in Henry E. Sigerist on the
Sociology of Medicine, ed. by Milton 1. Roemer (New York: MD Publications, 1960).

8 Talcott Parsons, The Social System (Glencoe, Ill.: The Free Press, 1951); Talcott
Parsons and Renee Fox, “Ilness, Therapy and the Modern Urban American Family,"
Journal of Social Issues, VIII, No. 4 (1952), 31-44; Talcott Parsons, “Definitions of
Health and Iliness in the Light of American Values and Social Structure,” in Patients,
fggsgg;'ans, and lllness, ed. by E. Gartly Jaco (Glencoe, Ill.: The Free Press, 1958),
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relevant for the development of the concept of illness episodes. Parsons
theorized that one of the rights associated with being sick is to be excused
from normal role obligations, whereas one of the sick role obligations is
to seek professionally competent help to the degree that spontaneous re-
covery cannot be expected quickly. The importance of the second fea.ture,
that is, the obligation to seek help, in terms of predicting behavior Wl”‘ be
discussed below. First, however, we will address ourselves to the question
of employing withdrawal from usual activities as an indicator of sickness.

A number of criteria people may use for defining sickness have been
suggested in the literature. For example, a comparison of thg relative im-
portance for the sick-not-sick decision of (1) interference with u§ual ac-
tivity, (2) recency of onset, and (3) ambiguity with respect to diagnosis
found that interference with usual activity was the most important factor.?
The sample, however, was made up almost entirely of middlc:class re-
spondents. There is conflicting evidence on the question of cla‘ss dlﬁjer.ences
with respect to what constitutes sickness. Baumann, comparing clinic pa.x-
tients having chronic conditions and medical students with regard to their
orientations toward what constitutes good health, observed that, “A ten-
dency to conceive of health in terms of ability to perform social roles was
characteristic not only of persons of low socio-economic status, but was
nearly as prevalent among medical students as among clinic patients.”10

Gordon,!! on the other hand, did find class differences. He asked re-
spondents, given twelve varying descriptions involving i]l-health,. to state
whether or not a person was “sick.” Most often classified as sick were
cases with serious (uncertain or worsening) prognoses. Short-term incapac-
ity was a second factor which seems to lead to definition of a person as
sick, but it was less important than prognosis,

Gordon found little difference across income groups with respect to the
proportion classifying cases as sick for those descriptions indicating un-
favorable prognosis; however, inability to work was found to be more.of
an important discriminator for higher-income persons than for those with
lower incomes.

THE ILLNESS EPISODE

Gordon’s findings pose a dilemma when one must define the illness
episode construct in operational terms. Ideally, one would like an indicator
that is invariant across social class, easy to recall, and that picks up illness

9 Dorrian Apple, “How Laymen Define Illness,” Journal of Health and Human Be-
havior, 1 (Fall, 1960), 219-25.

10 Barbara Baumann, “Diversities in Conceptions of Health and Physical Fitness,”
Journal of Health and Human Behavior, 11 (Spring, 1961), 39.

11 Gerald Gordon, Role Therapy and liness: A Sociological Perspective (New Haven,
Conn.: College and University Press, 1966).
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that (1) was identified as sickness at the time, but (2) was not so serious
as to preclude variation in response.

The most suitable mechanism for these criteria is withdrawal from usual
activity—and more specifically, withdrawal from one’s usual economic
role (if any)—namely, work, keeping house, or going to school—or other
usual activity for preschool, disabled, or retired persons. The dilemma
exists because in using such an indicator, the resulting sample of episodes
may contain a group of higher-status persons for whom the episode does
not represent socially defined sickness. This problem is resolved, as will
be seen below, by using measures of perceived seriousness within the
episode.

The essential characteristic of the episode then which differentiates those
with episodes from those without is the individual’'s decision to withdraw
from his usual activity for at least two consecutive days. This criterion,
however, only identifies the existence of an episode. It defines, neither the
onset nor the end point of the episode. Having established the fact that illness
or accident has resulted in a failure to perform usual activities, our strategy
is to inquire about the illness itself. Behavior related to the episode is tied
then to the illness.

The episode definition, it will be noted, is independent of the use of
medical services. This is obviously necessary if we are to differentiate be-
tween those persons who seek medical care and those who do not. Such-
man!2 in a study of the stages of illness with a focus similar to the one em-
ployed here drew a sub-sample of respondents from a larger study who
had reported three or more doctor visits and five or more disability days;
or had required hospitalization for an illness condition. He observes that
this approach eliminates several groups that are worthy of additional re-
search; particularly those with less serious illness and those who decided
not to seek medical care.

BEHAVIORAL RESPONSE TO THE ILLNESS EPISODE

Returning to the central problem to which the research is addressed,
how might we characterize the use of physicians’ services over the course
of an illness episode ? The individual, on noticing the first signs of illness,
may contact a doctor within a very short time. On the other hand, he may
delay. If he delays, the condition may turn out to be self-limiting, with the
result that a doctor is never contacted.

If a doctor is contacted, an additional dimension is added to subsequent
use behavior. Whereas the initial decisions involved patient perceptions
and attitudes, and probably the influence of socially relevant others; once

12 Edward A. Suchman, “Stages of Illness and Medical Care,” Journal of Health and
Human Behavior, V1 (Fall, 1965), 114-28.
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contact has been made with a medical-care provider, additional use is
likely to be determined jointly by the doctor and patient or perhaps almost
exclusively by the doctor. The degree to which the doctor controls subse-
quent behavior would be dependent on the patient’s ability to influence
the doctor’s decisions and the degree of patient compliance. In terms of
doctor visits, then, there is a qualitative difference between the initial
contact and subsequent visits.

A third dimension of use of physician’s services involves the amount of
the care rendered. One patient may receive complex diagnostic and thera-
peutic services or even be hospitalized, while another, with a similar com-
plaint and with multiple visits may nevertheless receive little beyond medi-
cation. The variation in medical practice is well documented.13 What is of
particular interest to us, however, is the relative importance of factors as-
sociated with the individual, such as his position within the social struc-
ture, compared to the characteristics of the medical-care provider, in in-
fluencing variation in the amount of care received.

FACTORS INFLUENCING ILLNESS-RELATED BEHAVIOR

There are two principal reasons for conceptualizing use of physicians’
services in terms of the four elements introduced above—namely: delay,
initial contact, revisits, and amount of care. The first is to allow us to
measure the influence of factors such as education and regular source of
care on a particular category of use, that is, acute care and care for the
initial onset of chronic conditions, as differentiated from preventive services
and the management of chronic illness over time. The second reason is
that we see use of physicians’ services as a process involving sequential
decisions that vary systematically with respect to the amount of discretion
exercised by the sick person. We will hypothesize below that discretion
varies systematically across the four elements.

In the chapters that follow, we will show how a set of independent vari-
ables relates to each of the four elements of the response process. In re-
viewing existing literature on the relationships between these variables and
use of the physician, however, we are unable, for the most part, to dis-
tinguish between the elements of the process. Nevertheless, many of the
findings suggest the form our model should take. The variables to be in-
cluded, it will be recalled, are the following:

13 Osler L. Peterson, ef al., “‘An Analytical Study of North Carolina General Practice:
1953-1954,"* The Journal of Medical Education, XXXI (December, 1956), Part II; Ken-
neth F. Clute, The General Practitioner: A Study of Medical Education and Practice in
Ontario and Nova Scotia (Toronto: University of Toronto Press, 1963); Mildred A.
Morehead, et al., A Study of the Quality of Hospital Care Secured by a Sample of Teamster
Family Members in New York City (New York: Columbia University, School of Public
Health and Administrative Medicine, 1964).
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A. Characteristics of the Illness
1. Condition severity
2. Perceived severity
a) Initial perception
b) Incapacitation
B. Usual Activity
C. Social-Structural
1. Education of head of household
2. Race-ethnicity
D. Adjusted Current Income
E. Third-Party Coverage
F. Usual Source of Medical Care

For each of these variables, we will briefly discuss previous findings and,
where appropriate, the formulation of the variable as used in this study.

CHARACTERISTICS OF THE ILLNESS

Three dimensions of the nature of the illness condition, analogous to
the three models of ill health presented earlier, must be considered. An
illness may motivate an individual to seek care (1) because of the nature
of the underlying disease entity, (2) because he interprets the symptoms
as having more or less serious consequences, or (3) because of the influence
of role expectations.

The way in which we are defining an episode of illness precludes the
incorporation of minor symptoms and conditions having little effect on
the individual’s normal routine. On the other hand, the episodes, while
requiring disruption of usual activity, are by no means all of such a serious
nature that we would expect to see no variation in the use of physicians’
services. The basis for differentiation between serious and non-serious con-
ditions might be thought of either in terms of medical severity or in terms
of implications for the individual. While these are certainly not indepen-
dent of one another, they nevertheless can be distinguished.

The nature of the condition may so strongly indicate medical attention
without delay as to obviate other considerations. This would be most evi-
dent in the case of major trauma or onset of a totally incapacitating illness
such as massive heart failure. For example, Suchman?4 found in his sample
of individuals with serious conditions that 73 per cent “‘immediately saw
the symptoms as indicative of illness.”” Seventy-five per cent “thought of
contacting a doctor immediately.”” On the other hand, an upper respiratory
infection would generally not be expected to evoke an immediate or dra-
matic response.

14 Suchman, *‘Stages of Illness and Medical Care.”
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Symptoms or conditions might be thought of as more or less serious
without regard to the situation in which they occur or the way they are
perceived by the individual in a particular instance. Very loosely speaking
we might consider this the condition’s “objective’” or medical severity.
But this, of course, immediately raises the question, ‘“‘serious in whose
judgment and judged by what criterion 7’ To translate the idea of medical
severity into operational terms, we have employed physician ratings of the
illness descriptions using as a criterion whether or not a condition or symp-
toms indicated!5 a physician visit. The ratings were to be made without
regard to the circumstances surrounding the condition (for example the
respondent’s perception of its seriousness or whether a doctor was, in fact,
contacted).

It is important to note that we are considering conditions or unlabeled
configurations of symptoms on which the judgment as to severity is made
without regard to the situational factors surrounding a particular instance
of the condition nor with regard to the individual’s perception of the situa-
tion. Rather, we are saying if one compares people who experience the
symptoms of an acute eye disease which physicians consider serious with
those experiencing the symptoms of a routine upper respiratory infection
it should be possible to predict with some confidence which group more
often sought care.

The symptoms or conditions causing the episode are expected to in-
fluence the response process in two ways. Most obviously, the more serious
conditions (medically judged) will be associated with greater use of physi-
cians’ services. In addition, however, the seriousness of a condition is ex-
pected to interact with other factors influencing use. When a condition is
not serious, the response process will be influenced by not only the nature
of the condition but also social-structural and other variables. On the other
hand, when the condition is serious, the influence of other factors on the
response is minimized.

Most research on use of physicians’ services, as we have noted, has ag-
gregated units of use and illness over time and the findings, therefore, may
not be consistent with observed episode behavior. Nevertheless, the general
conclusion of these studies is that patient behavior is primarily determined
by illness.16

Results of the 1963 CHAS-NORC national study reported by Andersent?

15 See page 35.

16 See, for example, Ronald Andersen, A Behavioral Model of Families’ Use of Health
Services (Chicago: University of Chicago, Center for Health Administration Studies,
Research Series No. 25, 1968).

17 Ronald Andersen and Odin W. Anderson, “Family Life Cycle and Use of Health
Services,” paper presented at the meetings of the American Sociological Association,
September 2, 1965, pp. 14-15.
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indicate that apart from family size, illness explains the most variance in
Jamilies’ use of physicians’ services. Of greater interest, however, was the
finding that illness interacts with other predictors. Andersen concludes:

Very sick people in our society apparently receive care regardless of family struc-
ture or socio-economic conditions. However, when there is less illness, stage of
family resources, and other social characteristics become more important de-
terminants of care patterns. The proportion of family health care that is socially
defined as *‘discretionary’ as opposed to “‘necessary” varies inversely with de-
gree of illness. It is in understanding this portion of care that the tools of the
sociologist prove most effective.18

One of the weaknesses of utilization studies using annual measures is
that the measures of illness used combine the effects of the underlying
medical condition and the individual’s response to that condition (e.g.,
number of disability days). By studying episodes, we can make the dis-
tinction between the general characteristics of a condition and the response
to a particular instance of a condition. Having differentiated between those
with conditions medically defined as serious and not serious, we can then
examine the influence of differences in perceived seriousness within the
two groups. The perceived seriousness dimension is analogous to our earlier
definition of illness as opposed to medically defined disease.

A person may perceive a particular instance of illness as more or less
serious depending on a variety of factors. Within medically defined serious
and not serious categories, early symptoms may vary in terms of visibility,
familiarity, and intensity. Individuals® tolerance levels vary depending on
both psychological and situational factors. Even the mechanisms which
precipitate a response are subject to systematic variation. For example,
Zola has identified five triggering mechanisms which show the variety of
ways illness can precipitate contact with a physician. He observes that,
“most impressive in the study of the decision to seek medical aid was the
relative lack of importance of the symptoms themselves in this process.””19
Rather, he found that interference with interpersonal relations, valued
social activities, or vocational or avocational activities often triggered
seeking medical care. The two other “triggers” were “the presence of
sanctioning,” that is, being told to go, and finally, *‘the nature and quality
of the symptoms.”’

As we are examining use of services for an entire episode, we must think
of perceived seriousness in two senses: the initial perception, which we

18 Jbid. See also Esko Kalimo, Determinants of Medical Care Utilization (Helsinki:
Research Institute for Social Security, National Pensions Institute, Finland, 1969).

19 Irving Kenneth Zola, “Illness Behavior of the Working Class: Implications and
Recommendations,” in Blue Collar World, ed. by Arthur Shastak and William Gomberg
(Englewood Cliffs, N.J.: Prentice Hall, 1964), p. 353.
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would expect to influence behavior in the early stages of the episode, and
perception, or judgment, of the seriousness as the illness progressed. The
initial perception of severity will be measured by the respondent’s recollec-
tion of how serious he thought the illness was when it was first noticed.
Subsequent perception of severity will be inferred from the person’s be-
havioral response in terms of activity restrictions. Specifically, we will use
as the measure of seriousness from the individual’s perspective the number
of days spent in bed as a result of the illness.

As we stated above, three dimensions of the nature of the illness must
be considered as potential influences on seeking medical care. We have in-
troduced two dimensions—general condition severity as medically rated
and the severity of a particular instance of illness as perceived by the in-
dividual. The third dimension is the influence of social expectations re-
garding the “appropriate’ response. Particularly when the study popula-
tion tends to be lower class as in this study, it is important to consider
differential expectations with respect to the appropriate response to illness.
We noted earlier that an important element of the sick role, in Parsons’
view, is the obligation of the sick person, or those responsible for his care,
to seek the care of a physician to the degree that spontaneous forces cannot
be expected to operate adequately and quickly. “The urgency of the need
for help will vary with the severity of the disability, suffering, and risk of
death or serious, lengthy or permanent disablement.’’20

The underlying assumption of the obligation to seek care is that re-
sponses can be ordered along a unidimensional scale of severity. On the
other hand there is evidence that responses on behavioral expectations
toward sickness in fact divide into two clusters; one when prognosis is
serious and uncertain, the other when health is impaired but the prognosis
appears non-serious.2! With respect to the former, there is a consistent
tendency to treat the individual as dependent, while in the other case there
is “a tendency to encourage the ill person to be independent in regard to
personal care and social responsibility and at the same time a tendency to
encourage him to seek medical care’ [emphasis added].22 Thus, even though
for two of the three role relationships the behavioral expectation is quite
different for persons occupying what Gordon calls the impaired role than
in the sick role, there does not seem to be a difference with respect to seek-
ing physicians’ services. The expectation with regard to seeking care, it
should be added, is a function of the seriousness of the prognosis. No dif-
ference was found between low-income and higher-income persons with
respect to behavioral expectations toward seeking care.

20 Parsons, The Social System, p. 440,

21 Gordon, Role Theory and lliness: A Sociological Perspective, chapter v, pp. 71-96.

22 Ibid., p. 77.
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Gordon described hypothetical sickness situations in his study. Another
approach is to ask respondents whether or not a doctor should be seen for
each of a list of symptoms. This approach has yielded conclusions similar
those of Gordon—namely, that there is substantial agreement across vari-
ous groups in the society (professional-lay, higher-lower income, welfare
mothers-national sample) whether or not a doctor should be seen given
certain symptoms.23 Virtually universal agreement on the desirability of
preventive measures for children has also been found across the social-
structural variables of mother’s education and racial ethnic group.24 Fi-
nally, Andersen found that the individual differences in attitudes toward
the appropriate response to symptoms that do exist do not seem to explain
variation in use of physicians’ services at least in the United States.25

The findings on the effect of illness on use of physicians’ services suggest
the following formulation. A medically defined condition may be classified
(by a physician) as more or less serious using as a criterion whether or not
it generally warrants a doctor’s attention. The condition’s seriousness in-
teracts with other predictors of use in such a way that seriousness becomes
of almost singular importance when the condition is very serious. Given a
medically defined condition, situational and attitudinal factors will result
in a particular episode of the condition being perceived as more or less
serious by the individual and resulting in more or less restriction of ac-
tivity (for example, staying in bed). These perceived seriousness indicators
may also interact with other factors influencing use of services. Finally,
the sick role expectation that a person seek professionally competent help
is so widely accepted that its usefulness in explaining differences in behavior
is limited.

USUAL ACTIVITY

The alternatives to being sick are closely related to the influence of illness
characteristics on response behavior. Just as we considered the general
seriousness of illness conditions, we can also identify a set of mutually
exclusive usual activities which characterize the individual’s principal eco-
nomic function when he is not sick. The major categories would be work,
housekeeping, school, and pre-school.

The influence of a medically defined serious condition (that is, one “re-
quiring™ the attention of a doctor) on actual medical care behavior prob-

ably varies depending on the cost to the family of the person remaining
23 Jacob J. Feldman, The Dissemination of Health Information (Chicago: Aldine Pub-
lishing Company, 1966), p. 61; and unpublished cross-tabulations, see Robert Lejeune,

“Illness Behavior among the Urban Poor” (unpublished Ph.D. dissertation, Columbia
University [Sociology], 1968), p. 142.

24 Warren F. Dodge, et al., “‘Patterns of Materna! Desires for Child Health Care,”
American Journal of Public Health, LX (August, 1970), 1421-29.

25 Ronald Andersen, A Behavioral Model of Families’ Use of Health Services, p. 49.
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sick. Nagi has pointed out that *“. . . [it] would seem conceptually unsound
and empirically fruitless to approach sickness, illness, and disability as
roles in themselves. They may be better defined as conditions, and analyzed
in terms of their impacts on the performance of normal roles characteristic
of the system’26 (e.g., family roles).

While there is no clear evidence suggesting the relative importance of
sickness in motivating individuals to seek care given different usual ac-
tivities, it seems reasonable to expect that differences exist. Short of total
disability, the consequences of having the husband and main earner un-
able to carry on his usual activity would probably be seen as more detri-
mental to the family than similar disability of the wife and mother when
she does not work. The mother can carry on some functions as long as she
is in the home. Both would probably be considered more consequential,
instrumentally at any rate, than inability of a child to carry on his usual
activity.2?

The way usual activity fits into our model will be discussed in more de-
tail below, but briefly, we will estimate the relationships between perceived
severity, social structural characteristics, economic resources, and regular
source of care on the one hand and the elements of episode behavior on the
other for each of eight sub-groups of the population. These sub-groups are
defined in terms of combinations of medically defined seriousness and usual
activity. Before describing the model, however, we will introduce the
poverty-related independent variables.

SocIAL STRUCTURAL CHARACTERISTICS

The poor in this country are not a homogeneous group. Nevertheless,
there are characteristics of social structure that are strongly associated
with poverty. Two such characteristics, race-ethnicity and education, have
also been associated in the literature with under-utilization of medical care.

The reactions of the individual to evidence of illness as we have noted
are ordered by his particular understanding of the symptoms as well as

26 Saad Z. Nagi, *‘Some Conceptual Issues in Disability and Rehabilitation,” in Sociol-
ogy and Rehabilitation, ed. by Marvin B. Sussman (Albany, N.Y.: American Sociological
Association, 1965), p. 105.

27 We see some evidence for this ranking in Koos’ study of illness behavior in Region-
ville. Koos (Earl L. Koos, The Health of Regionville [New York: Columbia University
Press, 1954], p. 35) quotes a respondent who observed, ““If something was wrong with
my husband, we’d get it fixed right away. He earns the money, and we can’t have him
stop work. I can drag around with housework, but he can’t drag around and still earn
a living.” With respect to children, Freeman and Simmons (Howard E. Freeman and
Ozzie G. Simmons, The Mental Patient Comes Home [New York: John Wiley and Sons,
1963)) found in a study of successfully released mental patients that low levels of inter-
personal performance are tolerated most successfully in parental families in which the
released patient occupies the *‘child” status (although he may be an adult). They note
that the role of the child is the only social-biological role without expectations of instru-
mental performance. Rather, the role consists largely of affective relations with parents.
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meaning attributed to them by virtue of his membership in various social
groups. Similarly with respect to seeking and obtaining care, identification
with a group of similar racial or ethnic background can be expected to in-
fluence the individual’s behavior. There are a variety of mechanisms by
which such constraint or influence might be effected.

For example, social group factors such as ethnic exclusivity have been
found to be associated with medical orientation such as skepticism of
medical care.28 Similarity, mechanisms which “trigger” help-seeking be-
havior vary among ethnic groups as does the meaning of pain, but these
facts do not directly answer the question of differential use of physicians’
services by racial-ethnic groups.

In this study, we will distinguish among Negroes, Puerto Ricans, and
“other” whites (predominantly Italians). There is no sound basis for ex-
pecting “other” whites to seek care more readily than Negroes despite
what the popular literature would lead one to believe.29 While it is true
that non-whites use considerably fewer services nationally, controlling on
income, these data are heavily influenced by non-urban and particularly
southern populations.30 In addition, differences even within an urban area
are probably heavily influenced by differential use of preventive services.
A study of pediatric users of a prepaid group practice unit, for example,
found that white patients had slightly more visits for health supervision
than for acute conditions, while for Negroes, there were two acute condi-
tion visits for every preventive visit.31

On the other hand there is some basis in predicting greater use by both
*““other” whites and Negroes than by Puerto Ricans. In a sample of welfare
recipients in New York City, at every level of reported health, Puerto
Ricans had substantially fewer visits over the course of a year than Ne-
groes.32 Further, Negroes who defined themselves as being in poor health
and having eight or fewer years of formal education had as many visits

28 Edward A. Suchman, “Socio-Medical Variation among Ethnic Groups,” American
Journal of Sociology, LXX (November, 1964), 319-31.

29 This is not to say that we would not expect to find differences in the nature of the
medical care process comparing “other” whites and blacks. See for example Leon S.
Robertson, et al., “Race, Status and Medical Care,” paper presented at the annual
meeting of the Society for the Study of Social Problems, San Francisco, August, 1967.

30 National Center for Health Statistics, Series 10, No. 49: Volume of Physician Visits,
United States: July, 1966-June, 1967, U.S. Department of Health, Education, and Wel-
fare, 1969; William C. Richardson, “Poverty, Illness, and Use of Health Services in the
UQ%i;ed:;ititgs’” Hospitals: Journal of the American Hospital Association, XLIII (July 1,
1 ), .,

31 Robert L. Nolan, Jerome L. Schwartz, and Kenneth Simonian, “Socia! Class Dif-
ferences in Utilization of Pediatric Services in a Prepaid Direct Service Medical Care
Program,” American Journal of Public Health, LVII (January, 1967), 34-47.

32 Lejeune, Illness Behavior Among the Urban Poor, p. 192.
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as Puerto Ricans who had completed high school. Thus, sub-cultural fac-
tors were apparently operating.

Apart from sub-cultural norms, although not unrelated, is level of sophis-
tication. Acceptance of the utilization norm, as we saw above, is very
widespread in the United States. When people are asked what ought to be
done in light of various symptoms, there is a strong tendency among all
classes to respond in favor of seeing a doctor. On the other hand, knowl-
edge about illness is strongly influenced by level of formal education as is
the likelihood of actually behaving in a fashion consistent with beliefs.
Knowledge about illness appears to be related to intellectual curiosity
about medicine (as opposed to simply concern over one’s health).33 Al-
though education is but one of the components that usually make up mea-
sures of socio-economic status, it is important to note education’s major
contribution to medical sophistication. Feldman found that “in the rela-
tively rare instances in which occupation, income, and education are not
congruent with each other, education is by far the strongest correlate of
knowledge.’’3¢

It has been argued that the ignorance of those with low socio-economic
status is a major factor in their under-utilization of medical services.35
(Lejeune, on the other hand, found it to be a quite minor factor among
welfare mothers.)36 A study of socio-economic status and participation in
a polio vaccine trial found substantial class differences which appear to be
largely related to level of medical sophistication resulting in turn from the
formal education level of parents.37 The polio vaccine program studied
is particularly interesting because cost was not a factor. However, it in-
volved preventive utilization rather than the use of physicians’ services in
response to sickness.

The central questions to be answered here are: is membership in a par-
ticular racial-ethnic group and level of formal education associated with
likelihood of seeking medical care? If so, are these associations attenuated
with respect to subsequent care because of the individual’s incorporation
into the medical-care system once contact has been made ? Before discuss-
ing the nature of medical-care providers, however, we will introduce the
factor of economic resources.

33 Feldman, The Dissemination of Health Information.
34 Jbid., p. 109.

35 See for example Eliot Freidson, Patients’ View of Medical Practice (New York:
Russell Sage Foundation, 1961), p. 148.

36 Lejeune, Iliness Behavior among the Urban Poor.

37 Leila C. Deasy, “Socio-Economic Status and Participation in the Poliomyelitis
Vaccine Trial,”” American Sociological Review, XXI (April, 1956), 185-91.
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Here, practice is dependent upon organizational auspices and equipment. The
client’s efforts at control are most likely to take the form of evasion. The events
of the referral process being systematically recorded and scrutinized, and ordered
by hierarchical supervision, the practitioner is highly vulnerable to his colleagues
evaluations : we should expect him to be most sensitive to professional standards
and controls and least sensitive to the expectations of his patient.43

In looking at the process involved in care-seeking behavior one would
suspect from Freidson’s work that a person’s usual source of care would
be an important factor. A large, complex, impersonal outpatient clinic
at one extreme (compared to the neighborhood general practitioner) is
likely to repel the potential patient. On the other hand, once contact has
been made it might be predicted that lack of dependency on the patient’s
good will, which is characteristic of clinics and to a lesser degree specialists,
will lead to care based more on professional standards than client desires.
The implicit assumption is that the patient wants fewer visits and less com-
plexity other things being equal.

If our measure of use of physician services were volume over a period of
time, it is not clear how we could sort out the conflicting effects of usual
source of care. To what degree would the retarding effects of the clinics
in terms of delay and initial contact be offset by the increased visits and
complexity of care received once a person is within the professional re-
ferral structure ? By studying utilization as a process, we are able to make
such distinctions.

MODEL AND HYPOTHESES

In this section we will integrate the findings and interpretations that
have been presented into a model that can be tested. It is a less parsimoni-
ous model than one might wish, but this seems to be accounted for pri-
marily by the complex nature of the problem under study. The elements
of the response process—delay, initial physician contact, revisits, and
aniount of care received are considered as four dependent variables. For
each dependent variable, we will consider the effects of (1) perceived seri-
ousness, (2) race-ethnicity, head’s education and adjusted current income,44
and (3) regular source of medical care, for each of eight groups defined in
terms of the physician rated seriousness of the condition and the person’s
usual activity.

Considering first the response process, when a person observes symptoms
of illness one way of handling the situation is to do nothing. More often

43 Freidson, *“Client Control and Medical Practice,” American Journal of Sociology,
LXV (January, 1960), p. 380.

44 This measure (and the others) will be discussed in Chapter I11, but briefly it is current
family income adjusted for family size.
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than not, the problem will be self-limiting.45 For conditions more obviously
of a serious nature and for persistent symptoms, he may seek care fairly
promptly or may delay and then contact a doctor.46 The amount of dis-
cretion enjoyed by the individual is probably greatest with respect to delay,
while being somewhat less in terms of ultimately seeing a doctor. N

Having made the initial contact, the patient in a sense loses the decision-
making autonomy which characterizes the early stages of the process. He
has placed himself in the position of receiving authoritative advice as t_°
whether the initial visit is sufficient or whether, on the other hand, addi-
tional visits are indicated. Of course, he retains some discretion in that,
even if told to do so, he can fail to return to any doctor or can contact
another one. (This aspect of compliance will be considered in the analysis.)
But generally speaking, the patient has moved into the *“professional re-
ferral structure.” o

Finally, the patient may receive nothing more than examination, man-
agement, or advice, on the first or subsequent visits, or he may pe given
medication or a complex assortment of tests and X-rays extending over
several visits. His discretion is at low ebb in terms of this element of the
therapeutic process. Particularly in the highly bureaucratized outp.atient
clinic, but even in the case of the general practitioner or other primary
physician in solo practice, use of medical services such as prescriptions are at
the discretion of the physician who makes his judgment largely in the con-
text of the disease model.

Next we turn to a consideration of the factors influencing the response
process, starting with the condition causing the episode and tl.le individual’s
principal alternative to being sick—namely, his usual activity. The com-
bination of condition and usual activity influences the response process in
two ways. First, it sets some general boundaries on the level of response.
At the extremes we might compare a school child’s cold with a wage earn-
er’s coronary. But second, these combinations interact with the social and
economic factors in such a way as to substantially attenuate their effects
moving from less severe conditions experienced by less instrumentally
important family members to serious conditions of the main earner.

The rationale for considering these groups separately in terms of analyz-
ing the effects of the other variables is two-fold. First, it permits us to

“A Month of
Tliness ol Health Care -:mlzlr?ge Fow Tncome ?gamcliielsl,gb;ﬁi{é Eﬁfﬁi'gépom, LXXXII
[August, 1967, 705-13) analyzed data taken from health diaries kept by a sample of
78 lower-income urban families, and found that over half the individuals (410 persons

lived in these 78 families) had symptoms during the month. For only 10 per cent of the
symptoms was a physician contacted.

46 It will be recalled that in the case of Suchman’s sample of persons with serious
conditions, three-fourths immediately thought of contacting a doctor.
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assess the importance of perceived seriousness in a particular instance of
a condition independent of the effects of “‘objective” severity. Second, it
takes account of the interaction anticipated on the basis of earlier findings.

The degree to which this approach reflects reality is not necessarily
congruent with its analytical usefulness, of course. On the other hand, in
many instances it is probably not a bad reflection. The distinction between
the general severity of a condition and its perceived seriousness given a
particular episode is often made. Consider, for example, the following
kinds of hypothetical statements: “It was just a cold, but was I sick,” or
alternatively, *‘I sprained my back, but it didn’t bother me too much and,
anyway, the kids were home from school.”

Within the context of a condition and usual activity, the most important
predictor of use is this factor of perceived severity. In the early stages of
illness it takes the form of thinking the problem is serious or not serious,
while later it may be reflected in the form of remaining in bed or remaining
away from one’s customary activities. Initial perceived seriousness, it is
suggested, will be a strong predictor of delay and initial contact, while
restriction of activities (in general as opposed to usual activity) will be a
strong predictor of revisits and the amount of care received.

Certain characteristics of an individual may inhibit use of physicians’
services. Four such factors that have been given considerable attention
formally and are more or less taken for granted in popular writings are
little formal education, membership in certain racial-ethnic groups, low
income and less comprehensive third-party coverage. We might substitute
for at least education and income some single predictor of social class such
as occupation; however, because of education’s unique importance in the
medical-care decision and economic poverty’s wide use as an indicator of
medical deprivation, it has been decided to approach social class by exam-
ining the influence of these predictors separately.

If, in fact, these characteristics influence use of services in a situation in
which the financial barriers have been largely removed through third-party
coverage, one of the most interesting questions is will they exert their in-
fluence uniformly across sickness situations (that is condition and usual
activity combinations) and across all stages of the response process? Our
model would suggest not. Rather, we will more often observe associations
between these variables and the elements of use for non-serious than serious
conditions and for more instrumentally than less instrumentally important
family members. In addition, it is suggested, as a person moves from the
earliest stage in the episode to the later stages his discretion is diminished
and, therefore, the importance of these characteristics is attenuated. As an
example, the difference in behavior between a person having little formal
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education and one having more will be greatest with respect to initial
delay and least in terms of amount of care received.

Usual source of care differs from the preceding variables in two impor-
tant respects. First the direction of the association with the elements of
the response process is not expected to be uniform. In the case of educa-
tion, for example, lower education is thought always to act as an inhibitor
of use (greater delay, less likelihood of initial contact, less likelihood of
revisits, and perhaps less care). The effects of regular source on the other
hand will be in opposite directions comparing behavior leading up to
initial contact and subsequent use of services. If we rank sources accord-
ing to lack of congruence with lay conceptions (or, conversely, congruence
with the professional culture), we would place the public clinic at one ex-
treme and the solo general practitioner at the other. Having a clinic as
one’s usual sources, then, it is predicted, would tend to cause greater delay
and less likelihood of initial contact (relative to other sources), but it
would also tend to increase the likelihood of revisits and complex care.

This model of use of physicians’ services in response to sickness can be
thought of in the form of a set of testable hypotheses. These are presented
below. Some factors which seem to be at a somewhat different level of
abstraction have been ignored in this chapter. This has been done primarily
for conceptual clarity rather than their lack of importance. Examples of
such factors are lay consultation and influence, and compliance with the
physician’s instructions. We will introduce variables such as these at vari-
ous stages in the analysis as they are seen as either mechanisms by which
central variables operate (e.g., compliance) or are already incorporated
to some degree into the major variables (e.g., age).

The following hypotheses will be tested:

I

A. The severity of the condition(s) causing the episode as measured by
physician rating will be related to each element of the response process.
Severity will be directly related to the probability and number of physician
visits, and the amount of care received; and inversely related to the num-
ber of days of delay preceding initial contact.

B. The severity of the condition(s) causing the episode as measured by
physician rating will be more strongly related to amount of care than to
delay.

II

The instrumental importance of the individual’s usual activity will be
inversely related to number of days of delay, directly related to probability
of initial visit, but not related to revisits and amount of care.
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11

A. Level of household head’s education will be related to each element
of the response process; directly with the probability of initial contact,
revisits, and amount of care received; and inversely with number of days
of delay preceding initial contact. Level of education, however, will be
more strongly related to the probability of initial contact and number of
days of delay than to revisits and amount of care received.

B. Race-ethnicity will be related to each element of the response process.
Puerto Ricans will be less likely than Negroes who in turn will be less likely
than other whites to have an initial visit or revisits, or complex care and
will be more likely to delay before making initial contact with a physician.
The relationships with initial contact and delay, however, will be stronger
than those with revisits and amount of care received.

C. Level of adjusted income will be related to each element of the re-
sponse process; directly with the probability of initial contact, revisits
and amount of care received ; inversely with number of days of delay pre-
ceding initial contact. Level of adjusted income, however, will be more
strongly related to the probability of days of delay than revisit and amount
of care received.

D. Third-party coverage will be related to each element of the response
process. Ordered by comprehensiveness of coverage for ambulatory services
(no coverage, voluntary health insurance, governmental programs [Medi-
caid and Medicare, Part B)), third-party coverage will be related directly
with initial contact, revisits, and amount of care received; and inversely
with number of days of delay.

E. Usual source of care, ordered from least to most institutionalized,
will be inversely related to the probability of initial contact and directly
related to number of days of delay; but directly related to number of re-
visits and amount of care received.

v

Association between perceived seriousness, bed disability days, race,
education, third-party coverage, income, and usual source of care on the
one hand and delay, physician visits and amount of care on the other, will
be observed more often when the condition causing the episode is less
serious; and when the usual activity is less instrumental.
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CHAPTER III
RESEARCH SETTING AND SAMPLING METHOD

In this chapter we will describe the neighborhood in which the study was
conducted and its population. In addition, we will consider some method-
ological questions and provide operational definitions of the independent
variables.

THE AREA AND POPULATION

The neighborhood selected for study is a section of Brooklyn, New York,
called Red Hook.! Red Hook is one of several “target areas” of neighbor-
hood health centers sponsored by the Office of Economic Opportunity
(OEO) which were surveyed prior to the centers’ opening. The reasons for
choosing the data from this particular neighborhood are elaborated below.
Briefly, however, Red Hook offers a variety of providers of health services,
has a relatively stable population with sizable proportions of three major
racial-ethnic groups, and has a fairly broad range of family incomes and
educational levels. In addition, being located in New York, health insur-
ance coverage (including governmental programs) is prevalent.

The Red Hook neighborhood is comprised of three identifiable geo-
graphic areas. The first is a large concentration of public housing, called
the Red Hook Homes. It is one of the oldest Housing Authority projects
in the city of New York having been built in the late 1930’s. Slightly over
40 per cent of the families in the target area live in this public housing.The
second area, separated from the remainder by an expressway, is an ethnic
neighborhood which is predominantly Italian working class. The second
area is characterized by neat rows of single-family dwellings and contains
about 35 per cent of all families. The remainder of the Red Hook target
area is made up primarily of dwellings originally intended for single- or
two-family occupancy many of which now are multiple-family dwellings.
Socio-economically, this area is similar to the housing project, but has a
much higher concentration of Puerto Rican families.

The Red Hook population of approximately 25,000 persons is divided
among three broadly defined racial-ethnic groups. Twenty-six per cent of
the population is Puerto Rican,2 43 per cent is “‘other white,” while 30 per
cent of the population is Negro. The relative stability of the population is

1 The area is coterminous with Census Tracts: 55, 57, 59, 65, 85, and 93.

2 Actually, the group called Puerto Rican in this study is made up of 97 per cent
Puerto Rican and 3 per cent other Latin.
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seen by the fact that more than three-quarters of the population (77 per cent)
have lived in the area for longer than five years and close to two-thirds (62 per
cent) have lived in Red Hook for more than ten years (reference, Table 1).

Five per cent of the population had moved into the neighborhood within
the year preceding the interview. Nine per cent had moved into the neigh-
borhood in each of the two-year periods from one to less than three, and
three to less than five years before the interview. These figures suggest not
only considerable stability, but also a relatively small change in the rate of
movement into the neighborhood over the last five years. About S per cent

TABLE 1

LENGTH OF RESIDENCE IN NEIGHBORHOOD OF
HouseHoLDS BY RACIAL-ETHNIC GROUP

(Per Cent)
Length of Puerto Other
Residence Rican White Negro Total
Under 1 Year.. 9 2 6 5
1-<3 Years.... 17 3 11 9
3-<5 Years.... 12 5 14 9
5-<10 Years... 16 9 24 15
104 Years..... 46 81 46 62
Total........ 100 100 101 100
Noveooonl| (329 712) @ss) | (1,506)
Table N................... 1,506
Total N........ooeneen.n. 1,506

of the families seem to have moved into the neighborhood in each of the
five years. Considering the racial-ethnic groups separately, we see that
recent in-migration is most characteristic of Puerto Ricans and least
characteristic of “other” whites. Even Puerto Rican families, however,
tend not to be very recent arrivals. Almost half of both Puerto Rican and
Negro families (46 per cent in both cases) had lived in Red Hook for at
least ten years.

The target area has been classified by the Office of Economic Opportuni-
ty as “low-income.” ‘“Low-income area™ is a term with many connota-
tions. It may be used euphemistically to refer to black ghettoes, but it is
also used to identify neighborhoods comprised of working class whites.
If nothing else, one would expect that at least all such areas would contain
a predominance of families with incomes below the official poverty line.
In fact, even this criterion is probably not often met.3

3In another survey in the series, for example, a black area in a Southern city was
thought by those responsible for the medical care program to contain a population with
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Twenty-three per cent of the Red Hook population are in families with
incomes below the poverty line.4 This figure is approximately twice the
proportion of the United States population classified as poor. Table 2
shows the distribution of families in the United States by 1967 annual
income compared to a similar distribution for Red Hook families. About
two-thirds (66 per cent) of the families in the United States had incomes
below $10,000 in 1967 in contrast to 95 per cent of the families in Red
Hook. While approximately the same proportion in the two populations
had incomes between $5,000 and $10,000, a disproportionately large

TABLE 2

DISTRIBUTION OF FAMILIES BY 1967 INCOME
UNITED STATES AND RED Hook

(Per Cent)
United
1967 Income Statess Red Hook®
Under $999............... 2.1 2.8
$1,000-1,999.............. 44 16.3
$2,000-2,999.............. 6.0 12.3
$3,000-3,999.............. 6.3 10.8
$4,0004,999.............. 6.5 13.2
$5,000-9,999.............. 404 39.3
$10,000+ ...........v.... 344 53
Total .........ccoennen 100.1 100.0
N (1,484)

8 Source: U.S. Department of Commerce, Bureau of Cen-
sus, Current Population Reports, Series P-60.

b Excludes 22 indeterminate cases after estimation of re-
fusals and Don’t Know cases. See Appendix I for a descrip-
tion of the estimation procedure used.

percentage of Red Hook families had annual incomes between $1,000 and
$5,000 compared to the United States population as a whole.

Red Hook then may be classified as a low-income area. On the other
hand, there is sufficient variation in family incomes to permit us to compare
the behavior of the poor (using the usually accepted income criteria) with
higher-income persons. While the income distribution tends to be trun-
cated at the $10,000 level, our interest, as will be discussed below, is not so
much in comparing the behavior of the affluent with that of the poor, but

at least 75 to 80 per cent below the poverty line. The proportion turned out to be 35 to
40 per cent. See William C. Richardson, Neighborhood Health Center Survey: Atlanta,
Georgia (Chicago: University of Chicago, National Opinion Research Center, 1969).

4 See page 132 below for a description of the official poverty line used in this study.
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rather it is in the effect of poverty-related variables within a low-income
area.

We have seen that the Red Hook population is a fairly stable one with
three racial-ethnic groups and a reasonable range of family incomes. As
we are also interested in the effects of usual source of medical care, it is
important that the study population use both hospital clinics and private
practitioners. Table 3 shows the proportion of the population reporting
each of these alternatives by adjusted current income.5 Adjusted current
income is the distance of a family’s current income from the poverty line

TABLE 3

UsUAL SOURCE OF CARE BY ADJUSTED CURRENT INCOME
(Per Cent)

INCOME

UsUAL SOURCE :
OF CARE . Deficit Surplus Surplus
Deficit $1,000- $1,000- $3,000- Surplus All
$1,0004 Surplus Surplus Surplus $5,000+ |Incomes
<$1,000 | <$3,000 | <$5,000

tioner........ 55 60 69 80 90
Hospital Clinic.. 35 33 21 13 6 ;5
None.......... 10 7 9 6 4 7
Total ........ 100 100 99 99 100 100
N........... (344) (1,561) | (1,495) 919) (945) | (5,264)
TableN............. 5,264

for a family its size. “Deficit” indicates an income below the poverty line
and “‘surplus” indicates an income above the line.

As may be seen in Table 3, 71 per cent of all individuals reported a
private practitioner as their usual source of medical care, while 22 per cent
reported a hospital clinic as their source. Seven per cent had no usual source
or reported a non-physician source.

Relying on a hospital clinic is clearly related to income with persons in
low-income families much more likely to report this source. However,
even among the lowest income group, more than half indicated a private
practitioner as their usual source of medical care. Considering the upper
end of the income distribution, nine out of ten individuals reported using

5 For a description of this measure, see Appendix I.
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a private practitioner as their usual source but a small proportion even in
this relatively high-income group indicated use of a hospital clinic.
Finally, for this brief description of key population characteristics,
mention should be made of the availability of third-party coverage includ-
ing voluntary health insurance, Medicare (Part B), and Medicaid. In order
to determine the effects of social-structural variables such as head’s educa-
tion and race, and the effects of usual source of medical care on the use of
physicians’ services, one would ideally seek a population for which the
price of medical care at the point of delivery was close to zero. In low-

TABLE 4

THIRD-PARTY INSURANCE COVERAGE BY ADJUSTED CURRENT INCOME
(Per Cent)

ADJUSTED CURRENT INCOME

THIRD-PARTY .

Deficit Surplus Surplus
COVERAGE | peficit | $1,000- | $1,000- | $3,000- | Surplus All
$1,0004+ | Surplus Surplus Surplus | $5,0004 | Incomes
<$1,000 | <$3,000 | <$5,000

Medicare (Part|

B)......... 3 13 3 2 2 6
Medicaid. . ... 78 52 31 12 4 32
Voluntary In-

surance..... 8 16 43 65 69 40
No Coverage. . I1 19 24 20 24 21

Total ... ... 100 100 10t 99 99 99

N....o.... (344) (1,558) (1,485) 915) (945) (5,247)

Table N ... o 5,247
Indeterminate Coverage................. 18
Indeterminate Coverage and Income...... 4

Total N.. ..o iiiiiiiinnnnn 5,269

income areas, however, one generally finds a disproportionately large
segment of the population (compared to the United States population)
with no form of third-party coverage. Two states, New York and Cali-
fornia, on the other hand, provide comprehensive Medicaid coverage to a
substantial proportion of the low-income populations in their states. As a
result, low-income areas in these two states are most likely to approach
the ideal of zero price at point of delivery.

Table 4 shows the distribution of third-party coverage by adjusted
current income. Considering the Red Hook population as a whole, 21
per cent report no form of third-party coverage. Thus, even with a per-
vasive Medicaid program, there is still a sizable segment of the population
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which does not have the benefit of any health-insurance type of mechanism.
Approximately equal proportions of the population are covered under
government programs (Medicare and Medicaid) and voluntary health
insurance with each accounting for about 40 per cent of the Red Hook
residents. Persons whose families’ incomes are below the poverty line are
much more likely to be covered by governmental programs (78 per cent
compared to 27 per cent of those in higher income families), while half of
those persons who are above the poverty line reported coverage under
voluntary health insurance compared to only 8 per cent of *“poor” indi-
viduals. (Summary figures are not shown in the table.) Finally, persons in
poor families are only half as likely to report no coverage of any kind.

To summarize this section, the Red Hook population may be charac-
terized as quite heterogeneous considering that it is concentrated in one
relatively small “low-income area.” The population is a fairly stable one
with a mix of three racial-ethnic groups—Ethnic (predominantly Italian)
whites, blacks, and Puerto Ricans. Family incomes tend to be low relative
to national figures, but range above $10,000. There are available in the
area both private practitioners and hospital clinics. A majority of the
population report dependence on a private practitioner as their usual
source of medical care, although even in the highest income group a small
proportion report the use of hospital clinics. Finally, four-fifths of the
population has some form of third-party health insurance coverage with
persons in poor families somewhat more likely than the remainder of the
population to be covered.

SAMPLING METHOD

The data to be used to test the hypotheses in this study come from a
household interview survey of the non-institutionalized, civilian population
of Red Hook. As noted earlier, the survey was one of several health surveys
conducted by the National Opinion Research Center as part of the program
planning and evaluation efforts of the Office of Health Affairs, Office of
Economic Opportunity. The author in designing the questionnaire for
these surveys was naturally constrained in some measure by the objectives
of the government in sponsoring them. At the same time, however, much
of the questionnaire was consistent with the data requirements for this
monograph, and parts of the questionnaire were designed with this re-
search specifically in mind.

There are both advantages and problems associated with using data
from a population living in a relatively small geographic area. The two
principal advantages are that first, the researcher can gain some first-hand
knowledge of and one would hope insights into the population and their
medical care resources. This opportunity is lost when, for example, a
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national sample is employed. Second, we are able to study a population
having essentially the same set of health service resources.

The Red Hook area like others surveyed in this program had been select-
ed for the operation (subsequent to the surveys) of experimental neighbor-
hood health centers. This is but one approach to the solution of the prob-
lems of providing medical care to the urban poor. The direction that
public policy will move is to some degree dependent on the assumptions
made regarding the factors influencing illness behavior, not in the popula-
tion as a whole, but in the populations within circumscribed areas classified
as having low income.

The most obvious problems associated with testing propositions using
data on a population living in a small geographic area are lack of heteroge-
neity and the generalizability of the findings. Lack of heterogeneity can be
thought of in the following way. The range of the variables which we think
are important in explaining variation in use of physicians’ services can be
no greater and are probably less than that which would be observed for
any larger population.s Further, one would expect to observe a tendency
for observations to cluster. Consider, for example, the income distribution
shown above. If we are interested in the association between income and
use of services in a limited geographic area, selected because it has been
categorized as low-income, then we must accept the fact that most indi-
viduals will fall at the lower end of the scale and whatever association we
observe will most likely be smaller than the association obtaining for, let
us say, the United States population as a whole.

A second problem which arises when data are drawn from a circum-
scribed geographic area is that of generalizability. The characteristics of
other urban populations and the configurations of health services available
to them clearly do not mirror those found in Red Hook and the findings in
one community cannot be directly applied to others. It might seem that a
national sample would be more suitable. It would certainly resolve the
first problem mentioned above; however, it can be argued that findings
from a national sample cannot be applied to a local situation. The findings
of this study based on the Red Hook sample will provide a base for sub-
sequent analysis of other OEO target area data collected in the series of
studies that is underway.

The sample drawn for this survey was a full probability sample of the
non-institutionalized, civilian population. We followed standard area
probability sampling methods. The method used was two-stage cluster
sampling with selection probabilities proportional to the size of the units.
Blocks within the area were selected in a systematic selection scheme with
probabilities proportionate to their 1960 population, using Census Block

6 We assume here that the first population is a subset of the second.
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Statistics. An average cluster size of five cases per block was used, reflecting
a balance between variance reduction and costs of listing.

The selected blocks were listed completely and dwelling units were then
selected using a random starting point and an interval based on the per
cent of expected Dwelling Units (given 1960 block statistics) that was
actually observed from the listing. The sampling rate within a block was
inversely proportional to the probability of the block’s selection. Hence,
the overall selection rate was constant for all households in the sample,
and clusters within blocks tend to be approximately the same size, leading to
greater precision of estimation. In summary, the sample is self-weighting.

TABLE 5
RESPONDENT CHARACTERISTICS
(Per Cent)
MALE FEMALE
AGE Head or ToTAL
Head Other | Spouse | Other
of Head
Under24........... 1 1 7 2 11
2544.............. 4 (b) 37 1 42
45 or older ......... 9 (b) 36 2 45
All*ages......... 14 1 80 5 100
N, (1,506)

= Includes Don’t Know age (ten cases).
b Less than 0.5 per cent.

All persons living in the dwelling unit, whether related to the head or
not, were considered part of the household and were included in the
sample.? Within the household, any knowledgeable family member was
eligible to respond, giving information for the entire family. However,
proxy responses were not accepted for persons unrelated to the head. In
four out of five cases, the respondent was the female head or spouse of
head, and in 94 per cent of the cases the respondent was either the head or
spouse of head (Table 5).

The completion rate for the survey was 82.3 per cent or 1,506 completed
household cases. The refusal rate was 12 per cent. One out of every four
interviews was selected for validation. Where possible validations were
completed by phone, but when necessary, personal home-visit follow-ups

7 See Appendix 1II for a discussion of the effects of intrafamily correlation on the re-
sults of the analysis.
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were made by survey office personnel. As a result of these second contacts,
sixty-five interviews were redone.

OPERATIONAL DEFINITION OF INDEPENDENT VARIABLES

Before turning to the results, we will describe the operational definitions
of all the independent variables. For some that are self-explanatory we will
simply provide the categories used, while for others we will give a brief
commentary on the measure. A more detailed discussion of condition
seriousness and adjusted current income can be found in Appendix L.

EPisODE-RELATED FACTORS
Condition Seriousness

Each respondent was asked to give a description of the condition or
health problems causing the episode. Using this description and no other
questionnaire information, an internist coded the case as serious or not
serious using as a criterion whether or not the person should have seen a
physician for such a condition (or symptoms) to prevent a worsening of
the situation, to speed recovery if the condition is usually debilitating for
more than a few days, or to relieve pain if there is usually severe or per-
sistent pain associated with the condition or symptoms. A condition was
rated not serious if the above factors did not apply or if the individual
might have been helped, but the decision would normally be at the option
of the patient.

A second internist and a pediatrician independently rated a randomly
ordered sample of condition descriptions. There was substantial agreement
among raters. The second internist agreed with the first in 86 per cent of
the cases, and the pediatrician agreed with the original internist in 90 per
cent of the cases.8

The categories of condition seriousness then are (1) serious and (2) not
serious.

Perceived Seriousness

The first question in the episode series (after establishing the condition)
was, “When you first (noticed condition/had the accident), at the very
beginning, how serious did you think it was—very serious, fairly serious,
not serious at all?” Perceived Seriousness is the response to this question.

Bed Disability Days
Bed disability days are the number of days the individual had to stay in
bed, all or most of the day because of this particular (condition/accident).

We have combined “bed days” into the following categories: none, 1-2
days, 3-4 days, 5-9 days, and 10+ days.

8 See Appendix I for a more detailed description of the measure of agreement.
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Usual Activity

This variable measures what the person was doing “most of the past 12
months.” The categories are: Work (wage ecarners), Keeping House
(housewives), School (school children), and Under Age Six (preschool
children).® The individuals occupying these usual activities are sometimes
referred to in the text by the labels in parentheses.

PoVERTY-RELATED FACTORS
Education of Head of Household

The categories of head’s education are: 0—4 years, 5-8 years, 9-11 years,
High School complete, and (any) College.

Racial-Ethnic Group

The categories are Puerto Rican, other White and Black. The variable
will generally be called race, and the categories: Puerto Rican, White, and
Black.

Adjusted Current Income

Adjusted current income is the difference between the family’s current
rate of income and the (1968) federal poverty line for a family its size. (For
a family of four, the line would be $3,300.) For example, a family of four
with an income of $7,000 would have an adjusted current income of
+8$3,700. Positive amounts are referred to as surpluses (relative to the
poverty level) and negative amounts as deficits. The categories are: Deficit
$1,0004; Deficit $999-Surplus $999; Surplus $1,000-$2,999; Surplus
$3,000-$4,999; and Surplus $5,000+4. An individual is assigned his
family’s income. Unrelated individuals living in families are assigned only
their own income.

Third-Party Coverage

Third-party coverage is an individual characteristic as coverage may
vary within a family. The categories are: No Coverage, Voluntary Health
Insurance, Medicaid (Title XIX), and, for those over age 65, Medicare,
Part B (Title XVIII).

Usual Source of Care

An individual’s usual source of care is the doctor or place whom the
person sees or where the person goes “‘most of the time when [he] want(s] to
see a doctor for himself.”” Sources are categorized as follows: None, Private
Practitioner (Non-Group), Private Practitioner (Group), and Hospital
Clinic.

9 The small group of retired, disabled, and unemployed individuals are usually ex-
cluded from our analysis. When included, they are referred to as “‘other.”
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CHAPTER 1V
ILLNESS EPISODES—FINDINGS

In chapter 11, we developed the concept of an illness episode as the means
of identifying behavior related to an instance of getting sick. The essential
characteristic of the episode, it was stated, which differentiates persons
with episodes from persons without episodes is the individual’s decision to
withdraw from his usual activity for at least two consecutive days. This
criterion identifies the existence of an episode but defines neither the onset
nor the endpoint of an episode. Having established such activity limitation,
it is the illness indicated as causing it that becomes of interest.

In this section, we will provide a more specific definition of the episode
by describing the procedure used in the interview itself, and will then
indicate the results obtained.

Respondents were asked for each individual if, in the twelve months
preceding the interview, the person was kept from going to work (or school
or other usual activity) for at least two days in a row because of illness or
accident. If so, the interviewer determined how many different times this
had occurred. The condition, symptoms, or health problem for each oc-
currence was then elicited. Attention was next focused on the conditions
or symptoms themselves, and the respondent was asked the month and
year that each was first noticed. Finally, if there was a date of onset within
the twelve months preceding the date of interview, the interviewer selected
the condition or set of symptoms of most recent origin. All subsequent
questions concerning episode-related behavior were in reference to this
particular medical condition or set of symptoms.

Thirty-four per cent of the Red Hook sample (or 1,795 individuals) were
reported to have had an episode satisfying the criteria outlined above.
Approximately half (51 per cent) of the conditions causing withdrawal
from the person’s usual activity were classified as common colds, ill-
defined virus, or influenza. Another 10 per cent were chronic conditions
for which the onset of the condition had occurred within the year. The
remaining 39 per cent were other acute conditions. The distribution of
these other acute conditions is shown in Table 6.1

1 Because of the well-known seasonal variation in the incidence of acute conditions,
a larger proportion of Red Hook (most recent) episodes in contrast to episodes in two
earlier surveys conducted in another section of Brooklyn (Bedford-Crown) and in At-

lanta, Georgia, were *‘colds and flu.” The field work in Red Hook was conductqd in
the autumn and early winter compared to summer for the earlier two surveys. Consider-
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The recording and classifying of symptoms and conditions reflected by
Table 6 is useful in two senses. First, such a classification provides an
indication of the diversity of illnesses which underlie the response behavior
to be subsequently analyzed. Secondly, by recording the respondent’s
description of what was wrong with the individual, we were later able to
obtain a medical judgment as to the seriousness of the iliness. On the other
hand, two cautions must be emphasized in the interpretation of these

TABLE 6
DISTRIBUTION OF “OTHER ACUTE" CONDITIONS
(Per Cent)
Diagnostic Category Diagnostic Category

Measles and rubella......... 20 Acute diseases of the skin. ... 2.6
Whooping cough, chicken pox, Lumbago, fibrositis, myositis. 0.3

MUMPS. . ovvenerennennnns 43 Other acute musculoskeletal
Other acute infective and para- disorders .. .............. 36

sitic diseases . . ..... ... ... 20 Fractures and dislocations . . . 39
Acute diseases of theeye..... 1.9 Sprains and strains.......... 2.2
Acute diseases of the ear..... 33 Open wounds and lacerations 2.7
Other acute upper respiratory Contusions and superficial in-

conditions . . ............. 13.1 JUrieS .. .ovii i 0.9
Tonsillitis.................. 8.6 Reactions and complications
Pneumonia................. 32 due to medical and surgical
Acute bronchitis............ 1.9 procedures............... 0.3
Other acute respiratory condi-

tions excluding influenza. .. 36 Other injuries, less than three
Acute dental conditions...... 1.6 months.................. 124
Functional and symptomatic Acute circulatory conditions. . 0.1

upper G.L ............... 1.3 Other acute conditions....... 4.6
Other acute digestive........ 8.9 Observations, Diagnosis Tests,
Headache, less than three but no findings ........... 0.3

months.................. 14 _
Acute G.U................. 72 Total ..o vvenivnennnn. 100.1
Abortions and complications N iieenans (695)

of pregnancy and puerperi-

117 £ 1A 1.9

data, and their rather limited purpose must be kept in mind. First, the
illness episodes used as the means to identify differential behavior in the
face of “getting sick” are not representative of all illness episodes occurring
in the course of a year. Secondly, and even if they were representative, one
cannot infer from these data the incidence of disease in the sample.
Considering first the issue of the degree to which the sample of episodes
are representative, by selecting for detailed analysis the condition of nost

ing the *“other acute” category, however, there is a moderately high rank order correla-
tion with respect to the categories shown in Table 6 between the three areas:

rAtl, B-C = .67, rAtl,RH. =.68, r1B-C,RH =.78
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recent onset, the method favors inclusion of acute, high incidence, and
generally less serious disorders. Since we are primarily interested in be-
havior associated with such episodes as opposed to the management of
long-term illness and since we would expect from the Andersen findings
discussed in chapter II that variation in behavior would be greater in the
case of less rather than more serious illness, these biases are not unde-
sirable. Nevertheless, they must be kept in mind. The degree to which the
episodes caused by the illnesses of most recent onset differ from all other
episodes experienced in the course of a year (whether or not the onset
occurred within the year) may be inferred from Table 7. While half of the

TABLE 7
Types oF CONDITIONS BY RECENCY OF ILLNEss EPISODE
(Per Cent)
Most Second Third Fourth
Type of Condition Recent Most Recent | Most Recent | Most Recent
Episode Episode Episode Episode
Cold, Flu, Ill-Defined Virus. . 52 27 21 14
Other Acute ... ............ 38 22 17 17
ChroniC . ....ovvvvvvninnnn 10 51 62 70
Total....oovvveeninnntn 100 100 100 101
N i (1,787 (1,051) (501 (456)

» Eight cases not classified by diagnostic category.

most recent episodes were caused by “colds and flu,” this is true of only
one-quarter of the second most recent episodes, one-fifth of the third most
recent, and one-seventh of the fourth most recent.2 “Other acute” condi-
tions also account for a smaller and smaller proportion of episodes moving
from the most recent to those that are less recent. Conversely, the propor-
tion of episodes due to chronic conditions is much greater for less recent
episodes.3

In addition to differences in the type of conditions observed in the most
recent episode compared to all other episodes, the mix with respect to
physician-rated seriousness differs. Sixty-three per cent of the 1,795 epi-
sodes caused by conditions of most recent onset were rated as not serious
whereas this was true of only half (52 per cent) of the 1,797 less recent
episodes. Interestingly, however, the existence of one or more other (on

2 In the few instances where there were five or more episodes, the underlying condi-
tion was almost always the same.

3 In addition to the factors of seasonality and the effects of the methodology, these
results are probably due also in part to memory distortion. Chronic episodes may be
better remembered than non-serious acute episodes, hence we would expect proportion-
ately more chronic episodes to be remembered among less recent episodes.
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average more serious) episodes during the year does not seem to have
materially influenced the chances of the most recent episode being serious.
Of those reporting one episode only, 64 per cent had a non-serious condi-
tion. The proportion having a non-serious condition was the same for
persons with two episodes, and was not much less (60 and 59 per cent)
for those with three or four or more episodes.

The second caution mentioned above is that the limitations of the house-
hold interview survey in assessing either the incidence or prevalence of
disease in a population preclude drawing any such inferences from Table 6.
Comparison of various methods of estimating the prevalence of chronic
disease has shown that household surveys are not very satisfactory.4
Trussell et al., for example, found that while 85 per cent of the cases of
diabetes reported in interviews were confirmed in clinical examination, one
out of three cases found in clinical evaluation was not reported in the family
interview. Further, diabetes was one of the best matched conditions. On
the other hand, when the research problem involves the relationship be-
tween illness and subsequent illness behavior rather than estimation of
morbidity per se, the illness reported is more relevant than the underlying
disease. When the problem involves differences with respect to illness
among classes of individuals, the assumption is made that differences in
physical illness may be attenuated due to the tendency of under-report
clinically defined disease, but the results will not be biased by differential
tendencies to underreport. Mechanic, in a review of the relationship
between clinical findings and survey reports, concludes that this assumption
is a plausible one since the studies done have not found consistently differ-
ent reporting tendencies. He cites, for example, the conclusion of a study
comparing health interview responses and medical records from the
Health Insurance Plan of Greater New York that “age, sex, socioeconomic
status, respondent status, ethnic background, and other conventional
demographic attributes exert surprisingly little influence on the degree to
which the knowledge that a physician has about the existence of illness is
reflected in a household interview.”’6

To summarize, approximately one-third of the sample experienced at
least one medical condition which was first noticed within the year pre-
ceding the interview and which resulted in at least two consecutive days
of withdrawal from the person’s usual activity. These conditions tend to be

4 Ray E. Trussell, Jack Elinson, and Morton L. Levin, “Comparisons of Various
Methods of Estimating the Prevalence of Chronic Disease in a Community—The Hun-

thlrglon County Study,” American Journal of Public Health, XLVI (February, 1956),
-82.

5 David Mechanic, Medical Sociology: A Selected Review (New York: Free Press,
1968), pp. 229-35.

6 Ibid., p. 233.
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acute and rated as not serious, and are on the average somewhat less
serious than all activity limiting conditions experienced during the year.

CHARACTERISTICS OF INDIVIDUALS WITH EPISODES

Before turning to the question of the behavior resulting from these illness
episodes, we might logically inquire as to the differences between persons
having experienced an episode and those who were free of episodes in the
course of the year. In particular, we are interested in whether or not groups
of persons differing from each other along the dimensions of age, social
structure, economic status, or medical-care resources show any systematic
differences with respect to the proportion reporting an episode. The con-
clusion based on Tables 8-14 is that, generally speaking, the systematic

TABLE 8

PROPORTION ON INDIVIDUALS REPORTING
ILLNESS EPISODES BY AGE

Age .
(years) Proportion
Lessthan 1 .......covviiiiivnniantn .30 97)
P 42 (517)
514 . it e .37 (1,309)
15-24 . oo i e .32 (907)
2544 . .. .32 (1,207)
T .33 (836)
65andover.........cviiiiiiinnnan .28 (378)
Table N..........ccovt 5,251
Don’t know, No answer. . 18
Total N.............. 5,269

differences found along these dimensions are fairly small and that the most
consequential differences occur with respect to age and race.

As is well known, the incidence of acute disease is markedly higher
among younger age groups while chronic (and most particularly degenera-
tive) disease is more prevalent among older age groups.” Given the nature
of the illness episodes used as the basis for this study, therefore, it is not
surprising to find some difference in the proportions of individuals re-
porting episodes across age groups (Table 8). That the differences are
relatively modest is in some part at least a function of the inclusion of
only the most recent episode. One might expect that a comparison of all

7 National Center for Health Statistics, Series 10, No. 52: Current Estimates from the
Health Interview Survey, United States—1967, U.S. Department of Health, Education,
and Welfare, 1969.
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episodes for the year by age would show a more pronounced difference
between the age groups of 1-14 years (with the highest incidence of acute
conditions) and the remainder of the population.

The proportions of individuals reporting episodes by usual activity
suggest that, except for the effect of age noted above, there is no tendency
for particular activities to be over- or under-represented among persons
with illness episodes (Table 9).

Similarly, with the exception of the small group whose household heads
had been to college, there are no systematic differences between persons
with and without episodes in terms of head’s education or adjusted current
income (Tables 10 and 11). While we may reasonably assume no differ-

TABLE 9

PROPORTION OF INDIVIDUALS REPORTING ILLNESS
EPISODES BY USUAL ACTIVITY

Usual Activity Proportion
WOTK « e eiiiieiniii e .33 (1,414)
Keeping House..................... .32 (1,144)
School...........cociiiiiiiiiaat, .35 (1,602)
Pre-School............ccovveivnenn. .39 (753)
Other.......ooiiiiiiii i, .29 (329)
Table N............... 5,242
Noanswer............. 27
Total N.............. 5,269
TABLE 10

PROPORTION OF INDIVIDUALS REPORTING ILLNESS
ErisoDEs BY HEAD’s EDUCATION

Head’s Education .
(years) Proportion
Lessthan 5........................ .34 (672)
58 i e e .32 (1,396)
O-11. e .36 (1,655)
12 . e e .34 (1,190)
Morethan 12 .................... .42 (259)
Table N............... 5,172
Don’t know, No answer. . 97
Total N.............. 5,269

ential bias in reporting episodes along these two dimensions, nevertheless,
we cannot infer from these data that either the incidence or prevalence of
disease, illness, or sickness do not vary by social class. On the other hand,
we can infer that some minimal level of temporarily disabling illness is
common to all social classes in fairly equal proportion, and therefore the
heterogeneity which was shown at the beginning of the chapter to charac-
terize the population is similarly reflected in the episode data.

Puerto Ricans, persons with Medicaid or voluntary health insurance
coverage, and those reporting some regular source of medical care are
relatively more likely to report episodes (Tables 12—14). The interpretation
of this over-representation is different for each of the three characteristics.

Puerto Ricans were found by Lejeune to be somewhat more likely than
blacks and other whites to have been ill three or more times during a

TABLE 11

PROPORTION OF INDIVIDUALS REPORTING ILLNESS
EPisODES BY ADJUSTED CURRENT INCOME

Income Proportion
Deficit $1,000 ormore.............. 32 (344)
Deficit $1,000-Surplus $1,000. ....... .35 (1,562)
Surplus $1,000-$3,000............... .34 (1,495)
Surplus $3,000-$5,000............... .32 (919)
Surplus $5,000 ormore.............. .35 (945)
Table N............... 5,265
No answer.............
Total N.............. 5,269
TABLE 12

PROPORTION OF INDIVIDUALS REPORTING ILLNESS
EpIsODES BY RACE-ETHNICITY

Race-ethnicity Proportion
PuertoRican....................... .38 (1,388)
Other White . . ..................... .33 (2,280)
Black .........ooviiiii i .33 (1,597)

Table N................ 5,265
No answer.............
Total N.............. 5,269
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one-year period (including chronic conditions). On the other hand, despite
a tendency to highly value good health, this group was much more likely
than blacks and other whites to report their health ““in general’ to be only
fair or poor. In addition, there is evidence that when sick, Puerto Ricans
are more reluctant than other groups to adopt the sick role.8 The finding
in Table 12 might be interpreted as reflecting a greater tendency to report
sickness or to have more underlying illness either of which more than
compensates for an actual reluctance to withdraw from usual activity. On
the other hand, a third possibility is that the difference between Puerto
Ricans and the other two racial-ethnic groups should be interpreted as a
true difference in illness episodes quite closely replicating the Lejeune

TABLE 13

PROPORTION OF INDIVIDUALS REPORTING ILLNESS
ErisoDES BY THIRD-PARTY COVERAGE

Coverage Proportion
Medicare (PartB) .................. .28 (299)
Medicaid .............coeviieinn.t, .37 (1,729)
Voluntary Insurance .. .............. .34 (2,146)
NoCoverage.......covvveennnernnes .31 (1,095)
Table N................ 5,265
Noanswer.............
Total N.............. 5,269
TABLE 14

PROPORTION BY INDIVIDUALS REPORTING ILLNESS
EPISODES BY USUAL SOURCE OF MEDICAL CARE

Source of Care Proportion
None.....oovivniiiiniianiinnannns .12 (250)
Non-Group Practitioner............. .35 (3,156)
Group Practitioner.................. 32.(727)
Hospital Clinic..................... .36 (1,139)

TableN............... 5,268

Noanswer.............

Total N.............. 5,269

8 Edward A. Suchman, “Sociomedical Variations Among Ethnic Groups,” American
Journal of Sociology, LXX (November, 1964), 322.
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findings. The illness conditions causing episodes among Puerto Ricans
tend to be rated more serious than those of other groups suggesting that at
least the second explanation is a contributing factor. However, the problem
of determining whether greater illness is the sole compensating factor or
whether, in addition, we are also observing a reporting bias is not easily
resolved.? We will return to this question later in the analysis.

Finally, the tendency for persons with some form of health insurance
coverage and a regular source of medical care to be over-represented among
those with episodes is also open to alternative interpretations, although of
a less difficult sort to resolve. One might argue that these groups are some-
how predisposed to better health and in a sense this is probably true. The
effects observable in Tables 13 and 14, however, are more likely due to a
tendency for persons experiencing an illness episode to self-select out of
these two categories during the year and move into one of the other cover-
age or source categories. For example, a person in good health, but
eligible for Medicaid may in fact never have applied for such coverage.
On becoming sick, however, he might then apply for and obtain coverage
The aggressiveness of the Social Security Administration in encouraging
those over age 65 to purchase Part B Medicare coverage, and the limita-
tions of voluntary health insurance on pre-existing conditions would reduce
the chances of movement into these categories. Table 13 supports this
interpretation in that those with Medicaid are most likely to report episodes.

Similarly with respect to regular source of care, a person with no regular
source on getting sick might then find a source. In this case, however, he
might choose either a hospital clinic or a practitioner in solo practice. The
only source he would be unable to select simply on the basis of being sick
would be a prepaid group practice. The findings also support this in-
terpretation. Not only are persons with non-group private practitioners and
hospital clinics over-represented in the episode group relative to those
reporting group practice, but also, there is a marked association between
recency of acquiring a regular source of medical care and reporting an
illness episode (not shown in Table).

The effect of these methodological problems on the interpretation of the
results reported in later chapters are not serious and will be discussed there.

9 We are assuming that reporting an event such as withdrawal from usual activity is
less subject to systematic over-reporting than, for example, numbers of symptoms. In
the latter case, there is evidence that Puerto Ricans are both more willing than other
racial-ethnic groups to report symptoms when present and more inclined to develop
larger numbers of symptoms to express a given level of underlying disorder. See, for

example, Bruce P. Dohrenwend and Barbara Snell Dohrenwend, Social Status and
Psychological Disorder: A Causal Inquiry (New York: John Wiley and Sons, 1969),
p. 85.
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SERIOUSNESS OF THE EPISODES AND
RESULTING BEHAVIOR

The key elements of episode behavior in which we are interested are
delay before seeking care, initial contact with a physician, return visits to
a physician and amount of medical care received. In addition to these
basic factors, however, we also obtained information on the perceived
seriousness of the illness, lay consultation, place of first visit, referral and
hospitalization. As background for the analysis that follows, we will
describe episode behavior in chronological order including these latter
factors and then conclude this chapter with a table showing the distribu-
tions of the four key dependent variables.

SERIOUSNESS

It will be recalled that 37 per cent of the episode causing illness condi-
tions were physician rated as being sufficiently serious to warrant the at-
tention of a doctor, while 63 per cent were rated as nonserious. When the
respondents were asked how serious they thought their condition was
when they “first noticed it, at the very beginning,” 27 per cent reported
very serious, 35 per cent fairly serious, and 38 per cent not serious at all.
Within the limitations of respondent recall, this initial judgment of serious-
ness is expected to be strongly related to behavior leading up to contact
with the medical-care system. However, subsequent behavior should be
influenced by initial perception of seriousness only to the degree that the
seriousness of the condition turns out to be congruent with it. Therefore,
an additional measure was employed to assess the respondent’s judgment
of seriousness over the course of the episode—namely, the number of days
spent in bed as a result of the condition. The great majority of persons with
episodes (84 per cent) spent at least one day confined to bed. On the other
hand, relatively few (13 per cent) were in bed for ten or more days. Thirty-
five per cent were in bed for one or two days, 22 per cent for three or four
days, and the remaining 15 per cent were in the interval of five to nine days.

As we would expect, the three measures of seriousness are positively
associated. This association, however, is by no means perfect. For example,
considering persons whose condition was physician rated as non-serious,
18 per cent initially thought their condition was “very serious’ while
45 per cent thought it was ‘“not serious at all.” In contrast, the initial
perception of those with conditions rated as serious was ‘“‘very serious’ in
43 per cent of the cases, while 24 per cent considered the condition “not
serious at all” (Table 15). An association of similar magnitude (using the
rather crude criterion of percentage difference) is found between physician
rated seriousness and days in bed for those who had at least one bed
disability day (Table 16). Essentially the same proportions of individuals
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TABLE 15

DISTRIBUTION OF INDIVIDUALS BY PERCEIVED

SERIOUSNESS AND PHYSICIAN
RATED SERIOUSNESS

(Per Cent)
PHYSICIAN RATED SERIOUSNESS
PERCEIVED
SERIOUSNESS
Serious Not Serious Total
Very Serious....... 43 18 27
Fairly Serious...... 33 37 35
Not Serious at All... 24 45 39
Total............ 100 100 101
N....o.oooee. (659) (1,122) (1,781)
TableN.................. 1,781
Don’t Know Perceived Seri-
OUSNESS cv v vvvvenvonnenn 14
No Episode ............... 3,474
Total N................. 5,269

TABLE 16

DISTRIBUTION OF INDIVIDUALS BY DAYS IN
BED AND PHYSICIAN RATED SEVERITY

(Per Cent)

PHYSICIAN RATED SERIOUSNESS

DAYs IN BED

Serious Not Serious Total
None............. 15 16 16
12, e, 23 41 35
34 18 24 21
5-9 i 18 14 15
104......000elts 26 5 13
Total........... 100 100 100
N.oooioieeeann (658) (1,121) (1,779)

TableN.................. 1,779

Don’t Know Days in Bed. . . 16

No Episode ............... 3,474

Total N................. 5,269
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in the two physician rated seriousness categories had no days in bed. This
is undoubtedly due at least in part to the fact that for some conditions,
whether requiring the attention of a doctor or not, bed rest is not indicated.
This is a weakness, although seemingly not a serious one, of using bed
disability days as a measure of an individual’s assessment of the seriousness
of his illness. Finally, Table 17 shows that the initial perception of serious-
ness and bed disability days are moderately associated for both serious and

TABLE 17

DISTRIBUTION OF INDIVIDUALS BY DAYs IN BED,
PERCEIVED SERIOUSNESS, AND PHYSICIAN
RATED SERIOUSNESS

(Per Cent)
PHYSICIAN RATED SERIOUSNESS
DAYs IN BED Serious Not Serious
Fairly Not Very Fairly Not
15 18 7 13 22
25 31 28 40 47
22 19 25 29 18
19 14 28 13 10
19 18 12 4 2
100 100 100 9
(215) (161) (204) 412) (502)
Table N . oveiiei i iiiiiiiiiiiiiiainannaes 1,779
Don’t Know DaysinBed....................... 2
Don’t Know Days in Bed or Perceived Seriousness. . 14
NoEpisode .......ooeviiiiiiiiiiiiiiiiiiina., 3,474
Total N ..o i 5,269

non-serious conditions as rated by the physician. This association is
stronger however under the latter condition. It should be noted that some
of the association between initial perception and days in bed may be an
artifact due to respondents’ inclinations to be consistent. An effort was
made to minimize this effect by asking about initial perception in the very
first question about the illness episode and inquiring about days in bed
in one of the last items in the series.

LAY CONSULTATION

As was noted in Chapter 11, the process of defining oneself as sick often
involves consultation and sometimes negotiation with others. A closely
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related phenomenon is seeking advice on what to do about the condition.
When asked if they had sought such advice from anyone living in the
household, 43 per cent of persons with illness episodes indicated that they
had.10 In seven out of ten cases, the person consulted was a spouse. Overall,
the advice given in 80 per cent of the cases was to see a doctor, while 18
per cent suggested self-treatment or postponement of a decision. (The
advice in the remaining 2 per cent of cases was either indeterminant or
irrelevant to our interests—e.g., in the case of a woman who had fallen,
the advice was to “‘sue the landlord.”) Spouses were about half again as
likely as other persons consulted in the household to advise seeing a doctor.

Lay consultation outside the household was a much less common phe-
nomenon. Only 17 per cent of the sample sought advice from relatives,
friends, and others not living with them. The overwhelming majority of
these consultations (94 per cent) were with relatives and friends. Of the
remaining 6 per cent, half involved seeking advice from a druggist and half
from a nurse. The fact that only 3 per cent of all outside consultations (and
therefore applying to only one-half of one per cent of those with episodes)
were with a druggist casts doubt on the widely held belief that the druggist
is an important substitute for the doctor in low-income neighborhoods.
As was the case for advice within the household, most (73 per cent) out-
siders consulted suggested seeing a doctor, while 23 per cent advised self-
treatment or delay. Eight out of the nine nurses consulted advised going to
the doctor, while five of the nine druggists suggested self-treatment.

Combining lay consultations, whether with those living in the household
or not, just over half (51 per cent) of the sample sought advice concerning
what to do about the episode condition. In 3 per cent of the cases involving
consultations, conflicting advice was given by household members versus
others. (In 21 of 25 such cases, household members favored seeing a doctor
while those outside suggested self-treatment.) For 77 per cent of those with
lay consultations the advice was to go to the doctor, compared to 18 per
cent receiving the suggestion to wait or treat the condition without medical
assistance.

PHYSICIAN VISITS

Seventy-four per cent of persons with illness episodes contacted a
physician. The site or method of consultation was quite diverse with 38
per cent going to a doctor’s office, 26 per cent to a hospital emergency
room, 16 per cent receiving a home visit from a physician, 8 per cent con-
sulting the doctor on the telephone,!! and 6 per cent using a hospital out-
patient clinic.

10 For children under age 14, the question referred to the mothers’ inquiries.
11 A distinction was made by interviewers between a telephone contact for purposes
of scheduling an appointment and an actual medical consultation by telephone. Only
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A substantial proportion (43 per cent) of those seeing or talking to a
physician did so on the day that they first noticed the illness condition (or,
in the case of trauma, the day that they had the accident). At the other
extreme, only 7 per cent of the sample reported delaying more than a week.

Slightly over half (52 per cent) of those persons seeing a physician were
advised to have a second visit. Eighty-four per cent of these complied.
The most common reason for failing to return was recovery. Considering
persons with more than one physician visit, most saw the same doctor
each time. One out of four (24 per cent), however, consulted more than
one. The decision to go to another doctor, was attributed to the first
physician in 49 per cent of the cases, to the individual or his family in 41
per cent, and to other factors (such as clinic staffing changes) in 10 per
cent of the cases.

CARE RECEIVED

Most of those seeing a doctor had something tangible done for or to
them on the first visit. For example, 88 per cent reported having received
either a prescription for medicine or an injection. Nineteen per cent of
those literally seeing a doctor (that is, excluding telephone consultations)
reported other treatments, tests, or X-rays in the course of the initial
physician visit. Almost one-third (31 per cent) of those with return visits
indicated treatments, tests, or X-rays during one or more subsequent con-
sultations.

Finally, at least in terms of amount of care, the ultimate might be con-
sidered hospitalization. Thirteen per cent of those with episodes were
admitted to the hospital. Hospitalization poses a problem in the analysis
of episode behavior, particularly in the interpretation of physician visits
and amount of care received. The difficulty is that a person may be hos-
pitalized at any one of several stages in the course of an episode. In the
case of a very serious illness such as a coronary or in the case of serious
trauma, a person may be admitted directly to a hospital. On the other
hand, for other conditions, admission may come only after several out-of-
hospital physician visits and complex ambulatory medical management.
For the next chapter’s analysis of the relationship between perceived
severity, social-structural and economic factors, and usual source of medi-
cal care on the one hand and delay, physician visits, and amount of care
received on the other, persons who were hospitalized at any point during
the episode will be treated separately.

DEPENDENT VARIABLES

Finally, Table 18 shows the marginal distributions of the four key de-
pendent variables: delay, initial physician contact, revisits, and amount of

the latter is included here. When reference is made to ‘“‘seeing” a physician, this latter
group is also included.
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TABLE 18
DISTRIBUTIONS OF DELAY, INITIAL CONTACT, REVISITS, AND AMOUNT OF CARE

(Per Cent)
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care. The first three measures are self-explanatory. The final variable,
however, is an index based on responses to the three questions concerning
care received during the first and subsequent visits and requires some
discussion.

The purpose of the amount of care measure, it will be recalled, is to
further refine the information obtained from differences in number of
physician visits. With this measure we will attempt to determine whether
after taking into account the seriousness of the illness there are systematic
differences in the medical services provided the patient. Such differences
are difficult to conceptualize and measure; however, even a rather crude
effort seems justified.

In constructing the amount of care variable, we are considering only
those individuals who saw a doctor at least once. As was noted above,
most such persons received either a prescription or injection. It is also the
case that for a majority (68 per cent) this constituted the extent of their
care in terms of observable medical acts beyond the activities of the physi-
cian himself. Another 10 per cent received either in addition or alternatively
treatments (other than medication), tests (such as blood work, electro-
cardiograms, or urine analysis), or diagnostic X-rays, but did not receive
such care on any subsequent visits to the doctor. Finally, 15 per cent of
those seeing a doctor underwent one or more of these medical procedures
after his initial contact with the doctor. The amount of care index, then,
takes the form of a unidimensional, equal interval scale ranging from no
medical acts beyond the personal attention of the physician to medication
to initial tests or treatment to medical services beyond those received on
the initial visit.
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CHAPTER V
METHOD OF ANALYSIS

In this chapter we will describe our method of analysis, as guided by the
model and hypotheses presented at the end of Chapter II. As might be
expected, in moving from the theoretical to the statistical model certain
modifications become necessary. These are discussed in the section on
statistical method that follows. Second, we will describe more specifically
our approach to the analysis of the relationships between delay, physician
visits, and amount of care received on the one hand and the several in-
dependent variables on the other, including the analysis of the distinction
between initial physician contact and revisits.

STATISTICAL METHOD

In simplest terms, the problem of analysis to be dealt with in the next
three chapters is the development of a statistical model which most closely
reflects the conceptual formulation of the second chapter while at the same
time taking into account the characteristics of the variables involved, the
state of the art in statistics, and the limitations of cost.

Several alternative formulations have been considered or tried,! using a
20 per cent subsample of the data, with the objective of correctly specifying
what would seem to be essentially a multivariate model of the following
form:

Yl = f(Xl, Xz, ... Xm) + €
Yg = f(Xl, Xz, . Xm) + [
Y3 = f(Xl, Xz, PR Xm) + €3
Y4 = f(X1, Xg, N Xm) + €y
where Y, = Number of days of delay for persons contacting a physician;
Y. = Whether or not a physician was contacted;
Y; = Number of revisits for persons contacting a physician at least
once;
Y. = Index of amount of care received for persons contacting a
physician at least once;
and X, = Condition seriousness;
X, = Usual activity;

1 These have included contingency tables, multiple classification analysis, the auto-

matic interaction detection algorithm, and consideration of multivariate analysis of

variance. A brief discussion and comparison of preliminary results with the final analysis
is given in Appendix II.
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X; = Perceived seriousness;
X, = Bed disability days;
X; = Level of education of head of household;
X¢ = Race;
X7 = Adjusted current income;
Xs = Insurance coverage;
X, = Usual source of care;
and X, = (First order interactions);

X\ = (Second order interactions);
(etc.)

Xlll
and e, . . . e, are correlated disturbances.

Several difficulties are immediately apparent in this idealized formula-
tion. They may be briefly stated as follows:

1. The distributions of the four dependent variables, as seen at the end
of the last chapter, are not of the same form and, further, none meet the
usual assumptions of regression models. Y, (whether or not a physician
was contacted) is naturally dichotomous, while the other three variables
are continuous but with a lower limit (zero in each case) at which a sub-
stantial proportion of observations cluster.

2. The four equations do not apply to the same set of observations in
the sense that initial contact is applicable to the entire sample, whereas
delay, revisits, and amount of care are applicable only to persons who
have had at least one physician contact. Multivariate analysis is cus-
tomarily used in cases involving multiple dependent variables arising from
a single and identical set of observations.

3. The independent (explanatory) variables are categorical rather than
continuous. Some of these variables have no “natural’ order (e.g., usual
activity and race) while others such as education of the head of household
may be logically ordered from least to most, but may be curvilinearly re-
lated to one or more of the dependent variables.

4, The relatively large number of independent variables gives rise to an
unmanageable number of interaction terms. On the other hand, there is
substantial evidence to suggest that interaction will be present in the data,
and indeed we have so hypothesized.

The statistical model which best takes account of these difficulties while
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at the same time answering most of the research questions implied by the
theoretical model and hypotheses is limited dependent variable regression,
sometimes called Tobit analysis.2 We will briefly describe the Tobin model
and then consider the resolution of the four difficulties listed above in light
of this model.

The Tobin model was developed for cases in which a dependent variable
has a lower or upper limit and takes on the limiting value for a substantial
number of respondents, with the remainder ranging above or below the
limit. For example, in this study there is a lower limit on the number of
days a person could have delayed before contacting a physician (zero) but
theoretically, having delayed at all, the number of days of delay may take
on a wide range of values. In this case, conventional regression is inap-
propriate since it is not possible to have negative as well as positive devia-
tions from the expected value of the dependent variable when, given
certain values of the explanatory variables, the expected value of the
dependent variable is at the limit. Rather what is wanted is a statistical
model with which in estimating the relationship between a limited variable
and other variables, “an explanatory variable in such a relationship may
be expected to influence both the probability of limit responses [e.g., no
delay] and the size of nonlimit responses [e.g., number of days of delay].”’3

The Tobin model, satisfying this criterion, is as follows :4

Let an index, I, be a linear combination of the independent variables
(Xl, X2 PP Xm):

I= 30 + lel + 62X2 LR Bme

Individual behavior with respect to the limited dependent variable, Y;,

is determined as follows:
Y, =0 if I <
and . .
Yi=L - if L[>

where I* is a random variable representing individual differences in be-
havior not accounted for by the X’s and the lower limit. This disturbance
term is assumed to be normally distributed across the population with
zero mean and standard deviation .
For any value of the linear combination, I, observations observed at the
limit are interpreted as arising from individuals whose values of the index,
2 A detailed development of this model will be found in James Tobin’s article, *“Esti-

mation of Relationships for Limited Dependent Variables,” Econometrica, XXVI,
No. 1 (1958), 26-36.

3 Ibid.

4 For a more complete exposition see Appendix II. The notation and explanation used
here follows that of Goldberger. See Arthur S. Goldberger, Econometric Theory (New
York: John Wiley and Sons, 1964), p. 253.
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I*, are so high as to exceed I. In addition there will be a distribution of
positive (non-limit) Y’s for observations for which I exceeds I*. Continuing
the Goldbergers notation and letting F(z) equal the value of the standard
normal cumulative distribution at z:

I
Prob{y=0|I}=Prob{I'>I|I}=1—F(;)
Prob{y>y" > 0|1} = Prob{I"< I —y* {1}

=F(I—y

g

These probabilities are a function of the 8’s. The maximum likelihood
solution to the estimation of the 8’s and ¢, developed by Tobin, involves a
system of m -+ 2 non-linear normal equations. This solution is indicated
in Appendix 1I.

This model is particularly appropriate for estimating the relationships
between delay, revisits, and amount of care received as in each instance
there is a lower limit with a concentration of observations. The problem
raised above, however, concerning the dichotomous variable of whether or
not an initial physician contact was made remains unresolved. The de-
cision was made to abandon the distinction between initial contact and
revisits in the formal analysis but to provide a separate and less formal
contingency table analysis subsequent to the Tobin analysis. Thus, in the
chapters that follow, we will estimate the relationships between the inde-
pendent variables and number of days of delay, number of physician visits,
and amount of care received, taking account of the concentration of ob-
servations at a lower limit (zero).

Turning to the second difficulty listed earlier, the preferred method of
comparing the relative effects of the independent variables on more than
one dependent variable is to use a (multivariate) statistical model which
considers the several disturbances simultaneously. The limited dependent
variable model, however, has not been extended to the multivariate case.
As a result, we will consider delay, physician visits, and amount of care
separately, and make a less formal comparison of the relative importance
of the explanatory variables in the three resulting equations than would be
the case were we to apply a multivariate model.

The third consideration listed above, namely that the independent vari-
ables not categorical not necessarily having natural order is more easily
dealt with. Nominal scale measurement on the independent variables, cor-
related independent variables, and curvilinear relationships between de-
pendent and independent variables are all handled appropriately by

s Ibid., pp. 251-58.
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dummy variable multiple regression in which one level or class of each
independent variable is constrained to zero. Given this constraint, the
coefficients obtained for the remaining levels or classes represent devia-
tions from the one constrained to zero, having taken into account the effects
of other variables.

Finally, with respect to the problem of interaction, there are two ap-
proaches possible. On the one hand we might calculate separate regressions
under circumstances in which we expect to observe interaction. For ex-
ample, we might estimate the relationship between delay and usual activity
for persons with physician rated serious conditions and separately estimate
the relationship for persons with non-serious conditions. One would then
compare the two sets of relationships. Alternatively, we could enter
seriousness, usual activity, and interaction terms into a single regression
allowing a more formal evaluation of the presence of interaction. Limita-
tions of the computer program used for limited dependent variable re-
gression, specifically a limit of forty independent variables, have resulted
in our not being able to use the second approach in many instances. As
will be seen in the chapters that follow, where possible we have used inter-
action terms after preliminary screening. However, we have also considered
the relationships between the dependent variables and perceived severity,
education, race, income, insurance coverage, and usual source of care for
each eight subsets of the sample defined by condition seriousness and
usual activity.

GENERAL DESCRIPTION OF THE ANALYSES OF DELAY,
PHYSICIAN VISITS, AND AMOUNT OF CARE

In the next three chapters, we will present the results of essentially
parallel analyses of the factors affecting variation in delay, physician visits,
and amount of care received. In each case, we start with the relationships
between the dependent variable on the one hand and condition seriousness
and usual activity on the other. Then secondly, given these effects, we con-
sider the net effects of perceived seriousness and the social-structural,
economic and usual source variables. Finally, for combinations of condi-
tion seriousness and usual activity we analyze the contribution of each of
these poverty-related factors in explaining variation in the dependent vari-
able.

In each of the three steps mentioned, we will employ limited dependent
variable multiple regression. The strategy of analysis differs somewhat
among the three, however. In the case of condition seriousness and usual
activity, we will employ the likelihood ratio criterion$ to assess the sta-

6 The likelihood ratio test rests on the increase in the value of the likelihood function
evaluated at its maximum when an independent variable or set of variables are added
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tistical significance of the simple relationship between condition serious-
ness and, for example, delay, and next the relationship between usual ac-
tivity and a delay given condition seriousness. We then consider inter-
action effects in similar fashion. At the second step, we examine the net
effects of the perceived seriousness and poverty-related variables. These
are net effects in the sense that all other variables are included in the
regression. At this stage we will use a somewhat less formal and less
restrictive criterion of significance, namely t tests. Finally, our analysis of
the effects of the social-structural, economic and usual source variables
within groups defined in terms of condition seriousness and usual activity
proceeds by adding these variables one at a time to the regression of the
dependent variable on the episode-related factors of perceived seriousness
and bed disability days, determining for each addition whether or not it
improves our ability to predict the dependent variable, once again using as
a criterion the significance indicated by the likelihood ratio.

It is readily seen that by proceeding as we do at the third step of the
analysis, our tests of the effects of all but the last variable entered (namely,
usual source of care) are less stringent than would be the case if we fol-
lowed the more common procedure of comparing the results of a regression
which included all variables with one which omitted only the variables in
question. The rationale for our approach stems from both the basic
question to which the research is directed—do the poverty-related factors
influence the elements of response behavior given the episode-related
factors of seriousness and usual activity ?—and also certain assumptions
about the poverty-related factors themselves. These assumptions concern
the logical priority of the factors and the degree to which they can be
modified. Following the lead of Andersen,? the social-structural variables
of head’s education and race may be thought of as predisposing variables
logically prior to income, insurance, and usual source of care, all of which
Andersen would classify as enabling characteristics.8 The questions to be
answered then are of the following sort, “over and above the episode-

to the regression. The statistical significance of an increase in the value of the likelihood
function by virtue of the addition of a variable may be determined by use of the fact
that —2 in A (where A is the likelihood ratio) is approximately Chi-square distributed
for large samples with the number of degrees of freedom determined by the number of
variables added. An example of this test will be given at the beginning of Chapter VI.

7 Ronald Andersen, A Behavioral Model of Families’ Use of Health Services (Chicago:
University of Chicago, Center for Health Administration Studies, Research Series No.
25, 1968), p. 17.

8 Unlike Andersen, however, we do not enter “‘need” as the final component. He rea-
sons that need “‘represents the most immediate cause of health service use” (Ibid.), and
so it is. However, Andersen’s model was designed to answer to a different question—
namely, the explanation of use over the period of a year—rather than the question raised
here: differential behavior—given an instance of “getting sick.”
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related factors, do the social-structural factors improve our ability to
predict delay before seeking care?”” or in the more restrictive case, “after
taking account of seriousness, usual activity, race, and head’s education,
are differences in delay related to differences in adjusted current income 7

As we indicated in the previous section, the regression analyses which
follow are restricted to the 87 per cent of the episode sample who were not
hospitalized as a result of their condition.? We have also eliminated the
“other”” usual activity group because of their small numbers, and forty-
four incomplete cases.!0 Finally, the analysis of physician visits is supple-
mented by contingency tables to examine the question of differential effects
on initial contact compared to revisits.

9 We have done an analysis of the relationship bstween delay and all independent
variables for persons who were hospitalized, using the same regression model found in
Chapter VI for persons whose episode conditions did not result in hospitalization. Delay
before seeking care in the case of persons who were subsequently hospitalized was not
found to be associated with any of the poverty-related factors (p = .05). Because of
the different points in the course of diagnosis and treatment at which a person might
be hospitalized (fewer than half of those hospitalized were admitted directly to the hos-
pital), no meaningful comparison between hospitalized and non-hospitalized patients

can be made with respect to number of ambulatory physician visits and amount of care
received.

10 The 44 cases dropped from the analysis involved the following missing information:
Head’s education (n = 25); Usual source of care (n = 1); Usual activity (n = 2);
Delay, visits, and care (n = 5); Visits and care (n = 11).
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CHAPTER VI
FACTORS RELATED TO VARIATION IN DELAY

‘We have seen that when a person gets sick and seeks the attention of a
physician, he may do so right away or he may delay. In the Red Hook
population as a whole, we have found that delay of more than a few days
is the exception rather than the rule. Previous studies of delay have focused
on illness situations quite different from those under study here. Most of
the literature has been concerned with chronic conditions and particularly
cancer. The standard of delay in these studies is a relatively long period
such as thirty days or more.! Delay in this sense is heavily influenced by the
recognizability of symptoms as indicative of, for example, cancer and,
once recognized, the fear aroused by the seriousness of the diagnosis. The
delay reported for acute illness episodes in this study would seem to be of a
different kind. Our sample consists of individuals who were unable to
carry on their usual activities due to the episode causing illness. The
symptoms themselves (as opposed to the implications of the diagnosis)
therefore were not obscure as would be the case with cancer symptoms, and
because we have separated out episodes involving hospitalization, we can
assume that the conditions were not of the same magnitude of seriousness
as cancer.

We interpret delay then as variation in people’s tendency to hesitate
before calling or seeing the doctor. This tendency to hesitate may be ran-
domly distributed throughout the population or it may, as hypothesized,
be related to factors which are themselves associated with the episode or
with poverty.

Before proceeding to the results of our analysis, we will describe our use
of limited dependent variable regression in more detail using Table 19 as
an example. In the left-hand column we list eight estimated coefficients:
Bo through B, and B through fs.2 These eight coefficients represent a
constant (o) and the (non-zero) levels of three conceptual variables: Con-

1 Bernard Kutner, et al., “Delay in the Diagnosis and Treatment of Cancer: A Critical
Analysis of the Literature,” Journal of Chronic Disease, VII (February, 1958), 95-120;
Barbara Blackwell, The Literature of Delay in Seeking Medical Care for Chronic Ilinesses

(Rye, N.Y.: Society of Public Health Educators, Health Education Monographs, No. 16,
1963).

2 s, representing persons with other than the four main usual activities is excluded
as indicated earlier.
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dition seriousness (8,), Usual activity (8, through 8,), and the first order
interaction between Condition seriousness and Usual activity (8; through
Bs).

Columns (1) through (4) give the estimated coefficients of four different
regressions. The first regression (1) includes only a constant term, with 8,
through 8, constrained to zero (that is excluded from the regression). In
column (2) we see the results with Condition seriousness () entered, but
Usual activity and the interaction terms still constrained to zero.

TABLE 19

ESTIMATED PARAMETERS REGRESSING DELAY ON CONDITION
SERIOUSNESS AND USUAL ACTIVITY

(N = 1,032)
REGRESSIONS ASSUMING . . .
INDEPENDENT
VARIABLES B1= B2... 82= f3... Bs = B7... No
Be = gs=0 ge =0 Constraints
[4)) Q@ @3 )
go Constant........ .320 330 .350 352
5 (040) (249 (om0 (asly
&1 Condition serious —. -, —.
o (070) (919 C139)
#: Keeping House. . . .
82 ping (89(8)) ((1)‘%},)
g3 School.......... —.05 -,
£33¢ (088) 110
84 Under Age Six... —-.213 —.
pu ner 8 (100) (122
8¢ Serious x Keeping
OUSE..0ovvnnnns .103
(.202)
81 Serious x School .. —( (I’il;(S))
B i <A
Brgousx <hee — 081
(.210)

As may be seen in column (2), the simple regression coefficient repre-
senting illness conditions rated as serious is —.028. The standard error of
the estimated coefficient is shown in parentheses (.070). It will be recalled
that —.028 should be interpreted as a deviation from conditions rated as
non-serious. (One level of each variable is always constrained to zero. In
the case of Condition seriousness, which is dichotomous, it is the “not
serious’’ level that is so constrained.) The negative sign on the Condition
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seriousness coefficient indicates that more serious conditions result in less
delay. At the same time, however, the size of 8, (—.028) relative to its
standard error (.070) (i.e., the t value) suggests that the null hypothesis
81 = 0 cannot be rejected at some arbitrary but common level such as
p = .05.

In most instances, we will be interested in testing the significance of
several levels of a variable simultaneously rather than just one level as in
the case of the dichotomous Condition seriousness variable. For example,
Usual activity has in addition to “work’’ which is the level constrained to
zero, three other levels. To test the significance of a usual activity “‘effect”
we will employ the likelihood ratio criterion described in Chapter V.

Continuing to use the results shown in Table 19 as an example, we con-
sider the ratio of the likelihood function evaluated at its maximum under
two conditions, with and without the usual activity coefficients (8—-8,) in-
cluded in the regression. We are able to test the significance of the relation-
ship between usual activity and delay given condition seriousness by virtue
of the fact that the negative of twice the natural logarithm of this ratio is
approximately Chi-square distributed with m degrees of freedom, where m
is the difference in the number of constrained variables in the two equa-
tions. Comparing column (2) and column (3), for example, we see that
m = 3.

The natural logarithm of the likelihood ratio (2) is the difference between
the logarithms of the likelihood function evaluated at its maximum before
and after adding the usual activity coefficients (e.g., the results from
columns [2] and [3]). This difference turns out to be —9.7726. The statistic
—2 In X therefore takes the value 19.5452, which with three degrees of
freedom, indicates that the relationship between usual activity and delay
1s significant at the p = .001 level.

To complete the example, we proceed in similar fashion in column (4)
adding the interaction terms to the regression. We will see shortly, how-
ever, that it is more convenient to consider expected values than the net
coefficients when we are dealing with interaction terms.

Turning specifically to the results shown in Table 19, there is no evidence
that condition seriousness is a predictor of number of days of delay. While
the sign of B, is in the direction hypothesized considered both alone and
given usual activity, the coefficient’s magnitude relative to its standard
error is quite small. The likelihood ratio test leads us to the same conclu-
sion, namely that no significant relationship exists between delay and con-
dition seriousness.

In column (3) of Table 19, we consider seriousness and usual activity
together but without regard to possible interaction. Contrary to expecta-
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tions, both those who work and those who keep house delay more than
others. The effect of usual activity on delay is significant at p = .001.
Referring again to Table 19, the sign of the coefficient in column (3) for
those whose usual activity is keeping house is positive indicating greater
delay than for those who work. Persons in the remaining usual activity
categories (school and preschool children) experienced less delay than
those who work.

In column (4), we enter the three interaction terms associated with a
person both having a serious condition and, for example, keeping house.
The interpretation of the coefficients becomes more difficult with the
introduction of interaction terms, and therefore we will consider instead
the following summary table of expected values.3

It is evident from Table 20 that there is little interaction. For both
serious and non-serious conditions, housewives are most inclined to delay
before seeking medical care followed in descending order by those who
work, go to school and finally, children under six years of age. Within

TABLE 20

EXPECTED VALUES OF DELAY FOR COMBINATIONS
OF SERIOUSNESS AND USUAL ACTIVITY

(N = 1,032)
USUAL ACTIVITY
CONDITION
SERIOUSNESS Keep Under
Work House School Age Six
Serious . ............ .798 1.080 749 .586
Not Serious . ....... . 835 1.020 .794 679

usual activity categories, there is little difference in delay comparing per-
sons with serious versus non-serious conditions. The impression of little
interaction is supported by consideration of the likelihood ratio criterion
introduced earlier (p < .50).

Condition seriousness is not related to delay, although the sign of the
condition seriousness coefficient is in the expected direction.4 We will see
in the next chapters, however, that condition seriousness is strongly re-

3 For the calculation of the expected value given the value of the linear combination, I,
and the standard error of the regression, see Appendix II.

4 We also ran the regression including persons who were ultimately hospitalized. With
this group included, we found a barely significant relationship between condition serious-
ness and delay. The effect of usual activity was essentially the same as reported in
Tables 19 and 20.
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lated to visits and amount of care, indicating the discretionary nature of
the early stages relative to the later stages of the medical care process. Nor
does the evidence presented in Table 20 support the proposition that
because of their instrumental importance wage earners and housewives
delay less for themselves than for their children. Rather, the reverse is true.
One explanation for this finding might be that the illness conditions
themselves differ systematically (beyond differences in condition serious-
ness), with the symptoms of children’s conditions being more compelling
than those of adults. This argument would be more persuasive if we had
observed greater delay among adults for serious conditions, but little
difference between adults and children for non-serious conditions. This
latter circumstance could be explained by the fact that serious conditions
for adults are less likely to involve trauma and more likely to be the onset
of a chronic condition with ambiguous initial symptoms. Such findings
are not the case, however. The differences in delay obtain for both serious
and the more homogeneous non-serious conditions and further are not
changed appreciably when all other independent variables are entered in
the regression.5 The implication is that factors other than instrumental
importance are involved in usual activity. For example, emotional concern
for the child’s welfare may lead to prompter attention than is the case for
adults.

Considering the differences between wage earners and housewives, the
findings are consistent with our original hypothesis. For both types of
conditions those who work delay less before obtaining care. This finding is
also consistent with Koos’sé conclusion that the instrumental importance
of the wage earner results in greater attention being paid to his sickness
than to that of the housewife. The argument cannot be extended to chil-
dren, however. The more instrumentally important school child tends to
delay somewhat more than the preschooler. In addition to the emotional
concern for young children mentioned above, we may be observing the
effects of “‘costs” other than instrumental importance.

We turn next to an overview of the effects of the poverty-related factors
on number of days of delay. Given the episode-related factors of condition
seriousness, usual activity and the individual’s initial judgment of the
seriousness of the illness, our expectation was that Puerto Ricans and
blacks would tend to delay more than whites with Puerto Ricans having
the greatest delay; those persons in families with low head’s education and
low income would delay more than persons in families with higher levels

5 This may be seen by comparing Tables 19 and 21.
6 Koos, The Health of Regionville, p. 35.
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of education and income; individuals with broader insurance benefits
would delay less; and finally that hospital clinic users would delay more
than persons with a private practitioner as their usual source (with the
least delay being among those using non-group practitioners).

The basic findings are presented in Table 21. Two comments on this
table are appropriate before reporting the results. The first is that the
sample excludes the ““other” usual activity category. The number of indi-
viduals in this category as noted earlier is too small to allow meaningful
analysis. The second point concerns interaction. Unlike physician visits
which are the subject of the next chapter, there does not appear to be
significant interaction considering the effects of perceived seriousness and
the several independent variables on delay. We noted above the lack of
interaction with respect to condition seriousness. In addition to this

TABLE 21

ESTIMATED PARAMETERS REGRESSING DELAY ON ALL
INDEPENDENT VARIABLES (N = 1,032)

CONSTANT, CONDITION SERIOUSNESS,
USUAL ACTIVITY, INTERACTIONS, RACE.h’;ﬁ‘gf%T::TS%‘:)R\,E;ggf"om’
PERCEIVED SERIOUSNESS, USUAL SOURCE
EbpucATiON OF HEAD
Coefficient Coefficient
Variable (Standard Variable (Standard
Error) Error)
8o Constant............ .345 (.131) {\Racial-Ethnic Groups:
81 Condition Serious ... . .019 (.141) 816 Puerto Rican....... .360 (.098)
8: Keeping House .119(.128) gurBlack............. 364 (.087)
gaSchool.......... —.145(114) —White .............. -0-
84 Under Age Six —.192(.129)
8¢ Serious x Keeping Adjusted Current Income:
House............... .145 (.205) g1s Deficit $1,0004+....| —.045(.156)
A7 Serious x School . .... .007 (.187) 819 Def, $999-Surp. $999| —.148 (.095)
As Under Age Six....... —.172 (.213) —Surp. $1,000-$2,999. -0-
B20 Surp. $3,000-34,999. .109 (.106)
Perceived Seriousness: ga Surplus $5,000. .... 1022 (.107)
—Not Serious........ -0-
810 Fairly Serious..... —.203 (.081) ||Third-Party Coverage:
8u Very Serious ...... —.432 (.090) pNone............. .196 (.106)
f23 Medicaid.......... 176 (.102)
Head’s Education: 824 Medicare.......... 525(.237)
Bz <Syears......... —.065 (.125) —Voluntary........... -0-
FisS5-8years......... .083 (.091)
— 8-11 years......... -0- Usual Source of Care:
#14 High School . . .... —.072 (.091) gisNone............. Excl.
fis College........... —.270 (.152) F26 GrOUP . .o evvuvnnn 178 (.103)
g2z Clinic............. .009 (.090)
— Private Practitioner.. -0-
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evidence, we tested for first-order interaction effects between each of the
independent variables and perceived seriousness with respect to delay. No
significant effects were found.

As may be seen in Table 21, beyond the effect of perceived seriousness,
notable differences in length of delay between levels occur in the case of
four out of the five independent variables: head’s education, racial-
ethnic group, third-party coverage, and usual source of care.

Considering perceived seriousness first, persons who perceived their con-
dition, when it was first noticed, as being fairly serious delayed less than
the not serious group (e = —.203), while those who considered their
condition as very serious delayed least of all (8;, = —.432). The coeffi-
cients in both of these cases are large relative to their standard errors
(t = 2.50 and t = 4.80 respectively). In the case of the effect of head’s
education, we see that, other things being equal, persons in families whose
heads have had at least some college, delayed less than others. The t value
in this case, however, is more modest (1.71). With the exception of the
group whose heads of household had the least education, the ordering of
delay is consistent with our hypothesis. That is, those persons in families
whose head had 5-8 years of schooling delayed somewhat more than the
next higher group (8-11 years, the level constrained to zero), while persons
in families whose head had completed high school delayed somewhat less.

Turning to race, both Puerto Ricans and blacks show significantly more
delay than whites. Their (positive) deviations from the white group are
virtually the same (815 = .360, 8,7 = .364). On the other hand, we find no
significant difference across levels of income. Other things equal, the most
common indicator of poverty, current income adjusted for family size,
seems to have no effect on tendency to delay before seeking care. This
finding is not as surprising as it might at first seem since we are controlling
for three distinctly different, but correlated factors, educational level of
the household head, race, and, as we see next, health insurance coverage.

The effects, relative to voluntary health insurance coverage, of no cover-
age, Medicaid, and Medicare are similar with all indicating greater delay.
We will return to this surprising finding shortly.

Finally, the distinction between usual sources of care does not appear to
be as useful as anticipated in terms of predicting delay. There is virtually
no difference between those persons who report a hospital clinic as their
source and those who usually see a solo practitioner. There is some
indication, however, that persons who consider a group practice as their
usual source delay longer than those with solo practitioners.

Each of these results warrants further examination. We will, for each
(poverty-related) independent variable, be considering two things; first,
are the results consistent with what we might expect from the literature,
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and, if not, what other factors might Be operating; and second, when we
move to the last step in the analysis, ate there differential effects between
groups with different usual activities and condition severity levels.

EDUCATION OF HEAD OF HOUSEHOLD

Recalling the second chapter, there is evidence that when people are
asked what “ought to be done” given certain symptoms, there is a strong
tendency for all classes to respond in favor of seeing a doctor. This does
not mean, however, that actual behavior is necessarily congruent with this
expressed norm. Further, even if we observe a strong tendency to see a
doctor, uniform across classes, there may be a differential tendency to
hesitate before doing so.

TABLE 22

DeLAY-ErFect oF LEVEL OF HEAD’s EDUCATION
WITH AND WITHOUT CONTROL FOR SERIOUSNESS®

Seriousness No
Head’s Education Cotr(;stzt';i_ged Contraints
Syears.........o... -.022 —.065
5-8years........... —.090 .083
9-1lyears.......... -0- -0-
High School ........ —.058 -.072
College............. ~.244 —-.270

2 All variables are included in regression although
not shown in table.

The evidence from Table 21, however, suggests that there is little differ-
ence among educational levels below college, but that persons with at least
some college hesitate less. It could be argued that once having controlled
for perceived seriousness, differences across educational levels are bound
to be small. If people with less formal education tend to minimize the
seriousness of their illnesses, we would expect to observe greater differ-
ences in the absence of a control on seriousness. It turns out, however,
that the coefficients for educational levels are very similar under the two
conditions (Table 22).

A second potential difficulty is the effect of age. Earlier, when we com-
pared children with adults, we found the latter were more likely to delay.
Failure to take adequate account of age in the present analysis might lead
us to false conclusions since the college-educated household heads are
both more likely to be younger adults and also, therefore, are more likely
to have young children. We have taken age into account to some degree
through usual activity. Essentially we have considered those under age six,
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those between six and late adolescence (usual activity is school) and all
adults. The all-adults category, however, is a quite loose control covering
as it does everyone from about 18 to 65 or older. To further refine the con-
trol of age, we differentiated for both wage earners and those who keep
house, between persons below age 45 and those 45 or older. As was the
;ase with perceived seriousness, the coeflicients changed very little (Table
3).
TABLE 23

DELAY-EFFECT OF LEVEL OF HEAD’s EDUCATION
WITH AND WITHOUT ADDITIONAL
CONTROL FOR AGE*

s Controlling No
phead's for Adult’s | Additional
Age Control
<Syears........... —.034 —.065
5-8years........... .108 083
8-1lyears.......... -0- -0-
High School ........ —.078 —.072
College .............. —.288 -.270

® All variables are included in regression although
not shown in table.

RACE

We saw in Table 21 that Puerto Ricans and blacks delayed significantly
more than whites and to a similar degree. This finding turns out to be
quite stable in the sense that it holds up under various attempts to account
for the effect through the introduction of other variables and, as we shall
see later, tends to hold true within usual-activity-condition seriousness
combinations.

The estimate of the relative tendency to delay among Puerto Ricans,
however, probably understates the true differences. We saw in Chapter IV
that Puerto Ricans were somewhat over-represented in the group reporting
illness episodes and further that the illnesses reported by this group were
more often rated as serious. In the absence of controls on seriousness then
we would expect to observe the coefficient (8,¢) representing delay among
Puerto Ricans relative to whites to be smaller and that this coefficient would
drop off more than 8,; representing the difference between blacks and
white‘s. This is in fact the case. In Table 21, the coefficients are 8, = .360
a‘nd B1z = .364. In the absence of controls for seriousness, f1s = .284 and
Bz = .326. This suggests that under a less restrictive definition of “‘getting
sick™ (that is, less restrictive than withdrawal from usual activity for at
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least two days), we would expect to observe even more delay among
Puerto Ricans.

Lejeune,? it will be recalled, concluded that socio-cultural factors were
operating with respect to use of medical services. He found racial-ethnic
differences in number of physician visits that were not accounted for by
educational differences. Our findings indicate that these factors also operate
on delay.

THIRD-PARTY COVERAGE

We have established four categories of insurance coverage: no coverage
at all, voluntary health insurance, Medicaid, and Medicare (Part B). The
first three are ranked in order of assumed degree of protection against the
costs of ambulatory services. The fourth category, Medicare, however,
presents two difficulties in interpretation. First, and less serious, is that
the annual deductible (fifty dollars at the time of the study) may in some
cases exert an influence on use of physicians’ services similar to that of
having no coverage at all since we are dealing with episodes of limited
seriousness. The ambiguity arises in part from our not knowing whether
the individual had already exceeded this deductible by the time of the
episode. A much more serious difficulty, however, is that anyone with
Medicare coverage is also at least age sixty-five and a great majority of
persons sixty-five or over have Medicare.® It is not possible, then, to dis-
tinguish between the effects of age versus coverage.

Turning to the findings reported in Table 21, the effect of no coverage
relative to voluntary health insurance is, as expected, a greater tendency to
delay. Medicare has a similar effect which might be interpreted as an age
effect or a benefit structure effect or both. There is evidence to support the
notion that both kinds of effects are present. The coefficient in Table 21
representing the effect of Medicare relative to voluntary heaith insurance,
it will be recalled, was S, = .525. When we introduce a tighter control for
age by differentiating between persons above and below age 45, Bas in-
creases to .680 with virtually no change in standard error. This supports
the age effect interpretation. On the other hand, we find support for the
benefit structure interpretation when we compare persons who have their
deductible also paid by a third party (namely, individuals on welfare) with
persons who are more likely to be payihg the deductible themselves, when
we exclude from the sample persons on welfare, considering, therefore,
only this latter group, 8. becomes .844 with only a very slight increase in
standard error.

7 Lejeune, lliness Behavior Among the Urban Poor.

8 It will be recalled that “Medicare” refers to Part B, which is coverage for physicians’
services.
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The most surprising finding in Table 21 is the positive association be-
tween delay and Medicaid coverage. Since Medicaid results in essentially
a zero price at the time of service and includes all ambulatory services, our
expectation was that those with this form of coverage would, other things
being equal, have the least delay. Instead, we observe delay almost as
great as we found for individuals with no coverage at all.

We have considered several factors which might account for or at least
help explain this result. First it should be noted that age, in the additive
model shown in Table 21, cannot logically be obscuring a true negative
relationship. Medicaid is more characteristic of younger groups who we
found earlier tend to delay less rather than more. Thus, a tighter control
on age should not weaken or reverse the anomalous finding. (In testing
this proposition we found, although it is not shown in the tables, that
tightening our control for age in fact made no difference, while eliminating
age from the regression tended to reduce the effect of Medicaid as would
be logically expected.)

A second factor more likely to be influencing the relationship between
Medicaid and delay is perceived seriousness. If persons with Medicaid were
more inclined to discount the seriousness of early symptoms relative to
those with voluntary health insurance, we might observe the results in
Table 21 despite the broad coverage that Medicaid offers. This turns out
not to be the case, however. When perceived seriousness is included in
the regression (as in Table 21) By is .176. In the absence of the seriousness
measure, f; is almost the same, 8, = .182.

In looking more closely at the possible effects of age and perceived seri-
ousness, we have been allowing for the possibility of inadequate measure-
ment. Two other alternatives must be considered. First, that Medicaid
coverage has inherent in it something which causes people to delay and,
second, that people who report such coverage tend also to delay because of
some unmeasured factor (thus resulting in a spurious relationship between
Medicaid and delay).

We suggested in the last chapter that some persons experiencing an
illness episode appear to self-select out of the no coverage and into the
Medicaid category. If a person obtains Medicaid coverage only after re-
ceiving medical care, one might anticipate little difference in his tendency
to delay relative to someone never receiving coverage. But, in New York
State, unlike many others, an individual is normally “precertified.”” That
is, coverage is not dependent on his using services. To test the potential
influence of the absence of precertification, we consider again only those
persons not in families receiving welfare. (Welfare families are automatical-
ly covered, and receive a Medicaid card through the welfare payment
mechanism). If the tendency for persons with Medicaid coverage to delay
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is due to an absence of coverage at the time of getting sick, we should find
the coefficient larger for the subsample excluding welfare recipients than
that observed in Table 21. The reverse, however, is true as the new coeffi-
cient is B = .111 compared to the original B = .176.

We are left with the second alternative, namely a spurious association.
What evidence can we marshall to speculate on the nature of the under-
lying factor? Lejeune found that in general and for persons in poor health
particularly, there was a strong relationship between his index of accep-
tance of dependency and number of physician contacts. Welfare mothers
indicating a high acceptance of dependency had only about half as many
visits as the low acceptance group. He found, in fact, that this index was
second only to reported level of health, as a predictor of utilization. Lejeune
concludes that, “both the presentation of ill health and the reluctance to
see a doctor have as a common factor a retreatist orientation.”’® The same
might be said for Medicaid coverage and delay before seeking medical
care, since those who not only are covered by Medicaid but also receive
welfare have the greatest delay. If the underlying factor influencing both
Medicaid coverage and delay is of a psychological or social-psychological
sort, however, we must assume that it would be tempered by the more
immediate realities of the sickness situation. That is, we would expect to
find the spurious association strongest in situations where discretion with
respect to delay was at its greatest.

In our original theoretical formulation we hypothesized that children
would be more likely to delay than adults because sickness among children
is less disruptive to the family and involves a greater range of discretion
for the parents than would be the case if an adult were sick. On the basis
of the data, however, we concluded that the additive effect of usual activity
was just the opposite; namely, that, probably due to emotional concern
for the child’s welfare, prompter attention is sought for children than is
the case for adults. There remains the possibility, however, that usual
activity influences delay as we had originally predicted, but not in a direct
fashion. Rather, it may condition the influence of some unmeasured factor
such as the retreatist orientation suggested by Lejeune. To assess this
interaction effect, we compare the coefficients of the regression shown in
Table 21 repeated for each subsample defined by condition seriousness and
usual activity. As may be seen in Table 24, it is only among school children
and preschool children that we observe positive relationships between
Medicaid coverage and delay. The signs of the coefficients for adults and
their magnitudes in the case of adults with more serious conditions are
consistent with our original hypothesis. The anomalous result observed in

9 Lejeune, Iliness Behavior Among the Urban Poor, p. 199.
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Table 21, then, may be attributed to behavior with respect to children, and
the findings suggest an unmeasured factor underlying both Medicaid
coverage and a tendency to hesitate before seeking care.

TABLE 24

MEDICAID COEFFICIENTS (823) IN REGRESSIONS OF DELAY ON ALL
INDEPENDENT VARIABLES FOR EIGHT CONDITION
SERIOUSNESS-USUAL ACTIVITY SUBSAMPLES*

USUAL ACTIVITY
SCOND]TION
ERIOUSNESS
Keep Under
Work House School Age Six
Serious . ........ —.829 —.469 .368 482
(.481) (.472) (.326) (.384)
N=98 N=83 N=119 N=74
Not Serious . . ... —.065 —.032 .526 .256
(.303) (.294) (.216) (.316)
N=168 N=128 N=227 N=142

® All variables are included in each of the cight regressions although not
shown in table.

USUAL SOURCE OF CARE

We have grouped usual sources of care into three classes for purposes of
our analysis: private practitioner (non-group), private practitioner (group),
and hospital clinic. For convenience, we will refer to the first as solo prac-
tice (this class would include partnerships as well), and the second as
group practice. Less than one-half of one per cent of those reporting a
physician visit (five cases) reported no usual source of care, and these have
been dropped from the analysis of delay.

The private practitioner is assumed to be the least institutionalized
source of care and the hospital clinic the most institutionalized source.
The non-hospital clinic or group practice is seen as falling between these
two. On the basis of this ordering of sources, our expectation was that
persons reporting group practice as their usual source would delay some-
what more than those reporting the more client-oriented solo practitioner,
while clinic users would report the greatest delay. The first expectation is
confirmed by the results in Table 21. The coefficient for group practice
users relative to solo practice users is fy = .178, a difference which is
nearly significant (t = 1.72). On the other hand, there is no difference in
delay comparing hospital clinic users with those reporting a solo practi-
tioner as their usual source (8;; = .009).
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Two factors are assumed to be influencing the length of time between
the first awareness of the condition and contact with a doctor. The first,
discussed in Chapter II, is the relative acceptability of the three types of
sources. It was on this basis that we developed our hypothesis regarding
the relationship between usual source and delay. The second factor is the
relative accessibility of the sources.

The results of the regression shown in Table 21 suggest that accessibility
is an important countervailing influence at least in the case of the hospital
clinic. Although this latter source may be less acceptable, one need only
present himself for care. In contrast, a person must generally arrange for
an appointment with a solo practitioner. The net result in terms of delay
at any rate, is the same for the two sources. Group practice combines a
somewhat more institutionalized setting than solo practice with less ready
access than is found with a hospital clinic with apparent result that delay
is greater than for either of the alternative sources.

FACTORS AFFECTING DELAY WITHIN USUAL ACTIVITY
AND CONDITION SERIOUSNESS GROUPS

To conclude our analysis of variation in delay before seeking care, we
consider the regressions of the poverty-related variables, given perceived
seriousness, for each of the eight subsamples defined by condition serious-
ness and usual activity. We start by showing the net effects of perceived
seriousness for the eight groups, then report the additional significant
effects observed using as our criterion the likelihood ratio test.

Table 25 shows the coefficients 1, and B1 representing the deviation in
delay from the not serious group of those who perceived their conditions
as fairly serious and very serious respectively. Generally speaking, the
results are as we would expect and are similar to the summary effects re-
ported in Table 21. For example, there are no significant results for which
the sign of the coefficient is not consistent with our expectations. On the
other hand, among those with conditions rated as serious, there is a peculiar
reversal in the size of the two coefficients for wage earners and persons
whose normal activity is keeping house. Among these two groups, persons
who thought their condition was fairly serious delayed less than those who
thought their condition was not serious at all. We find no difference,how-
ever, between the latter group and those who considered their conditions
very serious. A likely explanation for these results is that most of the
individuals who were hospitalized as a result of their episode condition
come from these two adult groups whose conditions were serious. As
these cases have been eliminated from the analysis, the remainder of the
sample probably contains a disproportionate number whose conviction
that their illness was ‘‘very serious’” was not very strong.
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Given perceived seriousness, the next question is which of the poverty-
related factors of head’s education, race, income, insurance, and usual
source are related to delay within the subsamples. It will be recalled that
we would expect to observe more significant associations among those
whose illness conditions are rated as not serious and among children rather
than adults.

Table 26 summarizes the instances in which levels of the independent

TABLE 25

PERCEIVED SERIOUSNESS COEFFICIENTS (510 AND Bn) IN REGRESSIONS OF DELAY
ON ALL INDEPENDENT VARIABLES FOR EIGHT CONDITION
SERIOUSNESS-USUAL ACTIVITY SUBSAMPLES*

USUAL ACTIVITY
CONDITION
SERIOUSNESS
Work Keep House School Under Age Six
B1o=—.883 Bro=—.429 B10=—.431 £10=.306
. N (.335) _ (.384) (.282) ° (.403)
Serious A= —-.220 A= —.036 2u= —.498 au= —.633
(.347) (.362) (.268) (.444)
N=98 N =83 N=119 N=74
§|o=—.418 ﬁm=—.247 Em= —004 a = 009
. R (.190) ) (.233) (.161) * (.245)
Not Serious Bu=—.833 ﬁu=—47l a]1=".513 Eu=—.456
(.253) (.264) (.208) 277)
N=168 N=128 N=227 N=142

s All variables are included in each of the eight regressions although not shown in table.

TABLE 26

SUMMARY OF SIGNIFICANT® RELATIONSHIPS BETWEEN POVERTY-RELATED FACTORS
AND DELAY FOR EIGHT CONDITION SERIOUSNESS-USUAL
ACTIVITY SUBSAMPLES

CONDITION SERIOUSNESS AND USUAL ACTIVITY

INDEPENDENT Not Serious Serious
VARIABLE
Keep Under Keep Under
Work House School Age Six Work House School Age Six
Head’s Education . * ** ™
Race............ s b * L %
Income.......... i
Insurance........ * % % %
Usual Source . ... had **

s%_p=_.10,* —p =.05 *** _p = 0L
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variable differed significantly from the level constrained to zero, thus in-
dicating a relationship with delay. The level of significance is shown by the
number of asterisks.

The fact that levels of an independent variable differ significantly from
the one constrained to zero, as indicated in this table, does not imply that
the association is of the sort predicted by our hypotheses nor even that the
ordering of levels is congruent with the overall results presented above.
In most instances, however, at least the second of these conditions does
obtain.

We will summarize the results for each of the five poverty-related
factors.

Head’s Education.—Significant results were observed for pre-school
children with conditions rated as not serious and for wage earners and
school children with serious conditions (Table 26). In the case of the
first two groups, the relationships parallel the overall findings seen earlier
in Table 21 except that persons in families whose head had the least
education experienced the least delay contrary to expectations.!® As for the
third group, school children, no interpretable association is observed.

Race.—In all four usual activity groups whose conditions were rated as
not serious we see a significant race effect, as well as one for wage earners
with serious conditions. In each of the five cases, both Puerto Ricans and
blacks delayed more than whites. Puerto Rican wage earners tend to delay
more than their black counterparts, while the reverse is true for those whose
usual activity is keeping house. Children in the two racial-ethnic groups are
similar in their tendency to delay relative to whites.

Income.—There is only one group for which adjusted current income is a
significant factor with respect to delay—those with nonserious conditions
whose usual activity is keeping house. In this case, income orders length
of delay in the way predicted, with the lowest income group delaying more
and the highest income group delaying less than the three middle income
groups (which do not differ significantly from each other).

Third-Party Coverage—We have already seen the coefficients for
Medicaid coverage for each of the eight groups (Table 24). Considering
insurance coverage as a whole, there are four groups which show significant
relationships. In the first three cases, where the condition was rated as not
serious, persons with no coverage delay longer than those with voluntary
health insurance. In the case of wage earners with serious conditions,

10 Although the curvilinear relationship described was unexpected for delay in acute
illness, the finding is consistent with Roberts’ work on delay in seeking care for breast
cancer. She found that persons with low or high knowledge scores were more likely to
have little delay than were the intermediate groups. Beryl J. Roberts, “A Study of Se-

lected Factors and their Association with Action for Medical Care,” (unpublished Ph.D.
dissertation, Harvard University, 1956).
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however, we observe the opposite effect. Adults with Medicaid coverage
do not differ in delay from those with voluntary health insurance, while
among children we see the effect discussed at length earlier, namely a
tendency for those with Medicaid to delay longer. Those with Medicare
coverage delay longer relative to persons with voluntary health insurance.

Usual Source of Care.—Finally, the effect of having a group practi-
tioner as a usual source of care for both school children with nonserious
conditions and wage earners with serious conditions is consistent with the
overall findings. We also find some tendency to delay among the school
children for whom a hospital clinic is the usual source.

To summarize, the significant effects found when we regressed delay on
the poverty-related factors, given perceived seriousness, for each of the
eight groups tend to conform to the overall effects discussed earlier. This
is hardly surprising since they are important components of the overall
effects. Head’s education is related to delay but not linearly as expected.
Rather, there is a tendency for those in families whose head has very little
formal education to delay less than the middle-education groups. Both
Puerto Ricans and blacks tend to delay more than whites. Income is a
minor factor but the one instance in which it does enter, the relationship is
as predicted. Health insurance is relatively important but with children
covered by Medicaid delaying more than those with voluntary health
insurance. Finally, we found a tendency for those using a group practice
to have more delay than those using either a solo practitioner or a hospital
clinic.

To conclude our analysis of delay, we consider the relative importance
of these poverty-related factors across the condition seriousness and usual
activity dimensions. We originally hypothesized that associations would
more often be observed when the episode causing condition was less
serious and when the person’s usual activity was less instrumental to the
family. The results for delay shown in Table 26 confirm the first part of
this hypothesis but not the second. Out of the twenty possible relationships
in each case, we find ten that are significant for non-serious conditions, but
only five for serious conditions. On the other hand, of a possible ten
relationships for each usual activity, we find five significant relationships
for wage earners, three for those whose activity is keeping house, four for
school children, and only three in the case of children under age six.

Another way of approaching the question of the relative importance of
the poverty-related variables in explaining delay is to examine the degree
to which they increase the value of the likelihood ratio for different
seriousness and usual activity categories. Given the same number of de-
grees of freedom, it makes intuitive sense to argue that, comparing groups,
the one for which the value is greater is the one for which poverty-related
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factors are the more important in predicting to or explaining delay. In fact,
we do not have a situation in which the number of degrees of freedom is
exactly the same. There is no variable representing Medicare for children,
for example. However, the numbers are close to the same, and large enough
that discrepancies should make no appreciable difference.

We see in Table 27 that only for the three usual activity categories other
than “work” is it the case that the poverty-related factors are more im-
portant in predicting delay when the condition is not serious rather than
serious. For wage earners, it is when the condition is serious that the value
of the likelihood function is increased the most by the addition of these
factors. This is a puzzling finding which we see later obtains as well for
physician visits and amount of care received.

TABLE 27

VALUES OF THE STATISTIC —2 In A COMPARING REGRESSIONS WITH POVERTY-RELATED
VARIABLES ENTERED WITH REGRESSIONS EXCLUDING POVERTY-RELATED VARIABLES
FOR EIGHT CONDITION SERIOUSNESS-USUAL ACTIVITY SUBSAMPLES-DELAY

USUAL ACTIVITY
CONDITION
SERioUSNESS Work Keep House School Under Age Six
Serious a2 |« | aets | s
"""""" N= 98 N= 83 N=119 N= 74
ot s o || e | g
ot Serious........ g}";lég N;IZS =8 =

As we have done previously, we considered the possibility that the age
distributions in the four adult categories differed substantially. Since the
values shown in Table 27 differ somewhat between children and adults,
an age effect might account for the puzzling reversal. We found, however,
that the four age distributions (serious-not serious x work-keeping house)
do not differ appreciably (table not shown).

A second possible explanation for the poverty-related factors being
more important among wage earners with serious conditions compared to
those with non-serious conditions might be that, relative to housewives,
there happens to be less variation in the dependent variable in the non-
serious case. Such an explanation, of course, runs contrary to common
sense, but was considered nevertheless. For each of the four distributions
of delay we calculated V the estimated coefficient of variation. As would
be expected, we find greater variation in delay for non-serious conditions
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than for serious conditions for both usual activities. In the case of non-
serious conditions, V = 1.01 for wage earners and V = .92 for those
keeping house. For serious conditions the coefficients are .69 and .61
respectively indicating less variation in the dependent variable.

We are left then with the following conclusions based on Table 27. The
importance of the poverty-related variables in predicting delay does not
vary much across usual activities except for wage earners with serious
conditions for whom these factors are relatively more important. Our
original hypothesis comparing the importance of the poverty-related fac-
tors across seriousness is supported for activities other than work, but for
wage earners, these factors are more important when the condition is
serious for unknown reasons.
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CHAPTER VI

FACTORS RELATED TO VARIATION
IN PHYSICIAN VISITS

As we saw at the end of Chapter 1V, about three-quarters (74 per cent)
of those persons with illness episodes contacted a doctor. Of those who did,
approximately one-half (51 per cent) returned to the doctor for a second
visit or (in one case out of four) saw a second doctor. In this section, we
will examine variation in the number of physician visits (including zero)
using limited dependent variable regression. In addition, however, using
less formal contingency table analysis, we will distinguish between initial
contact and revisits. Apart from this added dimension, the analysis will
parallel our consideration of variation in delay presented above.

Table 28 shows the regression of physician visits on condition serious-
ness, usual activity, and their interaction. 81, representing the deviation
of those with serious compared to non-serious conditions, is positive and
large relative to its standard error both by itself (column [2] where B =
.918) and in terms of net effect allowing for usual activity and interactions.
The improvement in our ability to predict physician visits by knowing
condition seriousness is indicated by the significance of the likelihood ratio
criterion (p = .001).

The addition of usual activity (8, . . . 8) to the regression further refines
the prediction. On the basis of column (3) it appears that the significance
(p = .005) of the usual activity effect is due largely to the tendency for per-
sons in school to have fewer visits than those who work, controlling for
seriousness. Neither housewives nor children under age six differ substan-
tially from working people. Unlike the case of delay, however, the simple
additive model implied by column (3) obscures the true effects of serious-
ness and usual activity. The interaction effect in the case of physician visits
is significant at the p = .001 level. Once again the interpretation of the
coefficients becomes more difficult with the introduction of interaction
terms. Therefore, in Table 29, we show a cross-tabulation of the expected
values, which includes interaction effects.

When the condition is rated as serious, those who work have the greatest
number of visits, while children have the least. On the other hand, when
the condition is rated as non-serious, we find that working people have the
fewest visits, while children under age six have more than either house-
wives or school children. These results are not changed when we enter all
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other independent variables. (This may be seen by comparing Tables 28
and 31.) Two difficulties are present in interpreting the results, however.
First, the expected values are influenced by the inclusion of all visits (as
distinct from initial contact) and, second, as with delay, we must consider
the factor of differences in types of illness conditions not accounted for
by physician-rated seriousness.

The instrumental importance argument, which was supported in the

TABLE 28

ESTIMATED PARAMETERS REGRESSING PHYSICIAN VISITS
oN CONDITION SERIOUSNESS AND USUAL ACTIVITY

(N=1,443)
REGRESSION ASSUMING . . .
INDEPENDENT
VARIABLES B1=pz...=|p2=83s...= | s=81... = No
gs=0 89=0 g9=0 Constraints
( 03] 3) @
go Constant............ 257 .028 .085 —.087
) . . (.030) (.034) (.057) (.064)
g1 Condition Serious. . .. 918 916 1.577
R . (.062) (.062) (.123)
B2 Keeping House . ... .. .048 .164
R (.082) (.099)
gaSchool.............. —.202 056
R . (.072) (.085)
84 Under Age Six....... 041 400
(.083) (.099)
s Serious x Keeping

House............... —.442

~ . (.178)
81 Serious x School . .... —.924
. . . (.160)
8s Serious x <Age Six. . —1.210
(.182)

TABLE 29

EXPECTED VALUES OF PHYSICIAN VISITS FOR COMBINATIONS
OF SERIOUSNESS AND USUAL ACTIVITY

(N=1,443)
USUAL ACTIVITY
CONDITION
SERIOUSNESS
Work Keep House School Under Age Six
Serious............ 4.502 3.751 2.325 2452
Not Serious........ 1.057 1.298 1.137 1.703
80

comparison of delay for wage earners versus those keeping house, is
strengthened when we consider the proportions of the four usual activity
groups reporting an initial contact (and thus disregarding number of re-
visits, if any). As may be seen in Table 30, when the condition is serious,
the proportion of adults who sought care is higher than the proportion of
children. Although these differences are not great, perhaps due to a ceiling
effect, they do suggest that adults are more inclined to take a *“wait and
see”” position for their children than for themselves.! What is more strik-
ing, however, is the tendency for the reverse to be true in the case of non-
serious conditions. The smallest proportion seeking care (58 per cent) are

TABLE 30

PROPORTION OF INDIVIDUALS WITH AT LEAST ONE PHYSICIAN CONTACT
BY CONDITION SERIOUSNESS AND USUAL ACTIVITY

UsuAL ACTIVITY
CONDITION _
SERIOUSNESS
Work Keep House School Under Age Six
Serious............ .96 97 .89 91
(155) (153) 77 (103)
Not Serious........ .58 .63 .60 .76
(304) (213) (386) (196)
Table N . ........c.oiiivens, 1,687
Don’t know visits.............. 15
Other Usual Activity ........... 93
Noepisode...........cconnn... 3,474
Total N.........oovnvnnn, 5,269

wage earners, while 76 per cent of children under age six saw a doctor.
A logical interpretation of these findings is that for adults (particularly
wage earners) and children in school it is more difficult to interrupt their
usual activity (or a return to it) than for preschool children. In a sense, a
person’s usual activity operates in two ways, depending on the condition’s
seriousness. Both are consistent with the instrumental importance interpre-
tation.

The next step in the analysis is a summary of the net effects of (1) the
remaining episode-related factors of perceived seriousness and bed dis-
ability days and (2) the five poverty-related factors. The basic results are
shown in Table 31 where we see the coefficients representing all the inde-
pendent variables defined in Chapter I11. As was done in the case of delay,

1 The outcome of this position apparently tends to be spontaneous recovery as we
found less delay on average for children in the previous chapter.
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we tested for first-order interaction effects between perceived seriousness
and all poverty-related variables. A significant (p = .05} interaction effect
was found with respect to racial-ethnic groups. This effect will be discussed
below.

Considering first the effects of perceived seriousness and bed disability
days, with a minor exception both are consistent with our expectations.
Persons who consider their condition to be fairly serious had more visits
than those who perceived their illness as not serious (B0 = .328), while

TABLE 31

ESTIMATED PARAMETERS REGRESSING PHYSICIAN VISITS
ON ALL INDEPENDENT VARIABLES (N =1,443)

EpucaTioN of HouseHoLp HEAD,
CoNsTANT, CONDITION SERIOUSNESS, RAce-ETHNICITY, ADIUSTED CURRENT
USUAL ACTIVITY, PERCEIVED SERI- INCOME, THIRD-PARTY COVERAGE,
OUSNESS, BED DisaBILITY DAYS USUAL SOURCE OF CARE
Coefficient Coefficient
Variable (Standard Variable (Standard
Error) Error)

B nstant............ .082 (.101) {||Head’s Education:

B Cons ¢1oD Bi» <Syears......... 165 (.104)

Condition Seriousness: Br1sS-8years......... 192 (.076)
—Not Serious........ —0— —9—1_1 years . ........ —0—
p1Serious............ 1.459 (.125) 814 High School . . .... 114 (.075)

Bis College ........... .046 (.121)

Usual Activity:

—Work . ............ —0— Racial-Ethnic Group:

g2 Keeping House . . .. .188 (.104) fic Puerto Rican...... —.234 (.081)
gaSchool............ .090 (.090) Bz Black ............ —.080 (.072)
84 Under Age Six..... .386 (.106) —White............. —0—

Interaction: Adjusted Current Income :

—Work x Serious..... —0— 518 Deficit $1,0004-...| —.137(.133)
A« Keeping House x B19Def. $999-Sur. $999| —.050 (.079)
Serious............ — .521 (.180) —Sur. $1,000-$2,999. . —0—
g7 School x Serious . . .| — .965 (.160) ;:m Sur. $3,000-$4,999 . .030 (.087)
#s Under Age Six x fu Surplus $5,000+ .. —.014 (.088)
Serious............ —1.127 (.184)
Third-Party Coverage:

Perceived Seriousness: gnNone............ —.026 (.086)
—Not Serious........ —0— §a3 Medicaid....... .. .065 (.082)
810 Fairly Serious..... .328 (.066) B24 Medicare....... .. —.529 (.206)
Bu Very Serious ...... .654 (.077) —Voluntary.......... —0—

Bed Disability Days: Usual Source of Care:
psNone ............ — .096 (.089) s None ............ Excluded
B2 1-2 Days......... — 205 (.073) fas Group . .......... —.052 (.086)
—34Days.......... —0— g2 Clinic............ —.019 (.075)
B30 5-9 Days......... 1029 (.092) —Solo Pract.......... —0—
ga 104 Days........ 516 (.132)
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the “very serious” group had the most visits (8 = .654). Both coefficients
are large relative to their standard errors (t = 4.97 and t = 8.49).

The minor exception referred to above appears in the effect of bed dis-
ability days. A linear relationship between bed days and physician visits
would suggest a larger negative coefficient for those persons with no bed
disability days than the one we observe. This discontinuity may be at-
tributed to illness which, although requiring the attention of a doctor in
the mind of the sick person, does not suggest bed rest. This phenomenon,
it will be recalled, was discussed in Chapter IV.

Persons with one or two days of confinement to bed had fewer visits
than the middle two bed disability groups (3-4 days and 5-9 days). . rep-
resenting the deviation of the 1-2 day group from the 3-4 day group is
—.205 with a standard error of (.073). At the other extreme, A5, represent-
ing those with ten or more days spent in bed is .516 (.132).

Turning to the poverty-related factors, we find fewer apparent effects,
using t values as the criterion, than was the case for delay. We note dif-
ferences across levels of the independent variable which approach or ex-
ceed a t value of 2 for only three of the five poverty-related factors: head’s
education, race, and third-party coverage. As was true for delay, number
of visits does not vary as a function of income, but unlike the case of delay,
usual source of care does not appear to influence number of visits either.
It will be recalled that we originally hypothesized that usual source of care
would exert effects of opposite sign on initial contact on the one hand
and revisits on the other. As our dependent variable in the regression
analysis combines these two elements, we will consider below the possi-
bility that the absence of a usual source of care effect in the regression
arises from two offsetting effects with respect to initial contact and re-
visits.

Considering the “positive” findings in Table 31, the effect of head’s
education on visits is the opposite of the one expected. Individuals in
households whose heads had little formal education experienced more
physician visits than those with higher levels of education, although the
relationship is not perfectly linear. Both Puerto Ricans and blacks had
fewer visits than whites, but only in the case of Puerto Ricans (8;5 =
—.234 [.081)) is the difference substantial relative to its standard error.
Finally, persons with Medicare coverage had fewer visits than those with
voluntary health insurance coverage. No difference is observed, however,
comparing voluntary insurance coverage with no coverage or coverage
under Medicaid.

We will consider each of these findings in more detail, introducing the
distinction between initial contact and revisits as we go along.
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EDUCATION OF HEAD OF HOUSEHOLD

Our hypothesis about head’s education was that for each element of the
response process—delay, initial contact, revisits, and amount of care—we
would find associations of the following type: persons in families whose
heads had lower education would be more inclined to delay and would
have fewer visits and less care. We found weak support for that part of the
hypothesis dealing with delay. In the case of physician visits, however, the
signs of the coefficients representing the two lowest levels of education are
opposite the ones that we expected, B, (less than 5 years) is .165 and
Bis (5-8 years) is .192 indicating more visits than the 9-11 years group.
Individuals in families whose head completed High School did have more
visits than the High School incomplete (9-11 years) group By = .114)

TABLE 32

PHYSICIAN VIsITs-EFFECT OF LEVEL OF HEAD'S
EDUCATION WITH AND WITHOUT
ADDITIONAL CONTROL FOR AGE®

Controlling No
Head’s Education for Adult’s Additional
Age Control

<5years.........eeen.n .139 (.105) .165 (.104)
5-8years............... .181 (L077) .192 (.076)
9-1lyears.............. —0— —0—
High School.. .......... .114 (.075) 114 (.075)
College........ccvvunnn. .080 (.121) .046 (.121)

s All variables are included in regression although not
shown in table.

but the highest educational level coefficient (8;;) differs very little from
this central group coefficient (8y; = .046).

We have seen that age, as indicated by usual activity, is related to the
number of physician visits a person makes. The effect, it will be recalled,
differs depending on condition seriousness. As we did with delay, we must
consider the possibility that the effect of head’s education on physician
visits is due to an inadequate control for age among adults. When we dif-
ferentiate between those under and over age forty-five, we do observe a
change in the coefficients 8, through §;5 in a direction consistent with our
hypothesis. This change, however, is not very substantial (Table 32).

Our analysis up to this point has dealt with physician visits as a whole.
When we employ a statistical model which estimates the effect of education
on the combined probability of seeing a doctor at all and, conditional on
having seen a doctor, the number of visits, we may be obscuring relation-
ships with one or the other of the original two elements in which we were
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interested (initial contact and revisits). By looking at these elements sepa-
rately, we may conclude that our original hypothesis is at least partially
supported.

Table 33 shows for serious and non-serious conditions the proportion
of individuals in each of the five education groups who contacted a doctor,
and the proportion who, having done so, had additional physician visits.

TABLE 33

PROPORTIONS WITH INITIAL PHYSICIAN CONTACT AND REVISITS GIVEN
INITIAL CONTACT BY EDUCATION OF HEAD OF
HouUSEHOLD AND CONDITION SERIOUSNESS

CONDITION SERIOUSNESS
HEaD’s Not Seriou Seri
EDUCATION 1ous erious
Initial Contact Revisit Initial Contact Revisit
04 years.......... .58 (110) 45 (64) 94 (51) .65 (48)
5-8years.......... .64 (256) .30 (164) .91 (102) .67 (93)
9-11 years......... .60 (356) .32 (214) .89 (151) .66 (134)
High School . . ..... .66 (258) 41 (170) 91 9D 71 (83)
College............ .64 (84) .30 (54) [.84] (19) [.69] (16)
Table N ..., 1,478
Other Usual Activity . ................ 49
Hospitalized......................... 183
Other Usual Activity and Hospitalized . 41
Incomplete Cases®.................... 44
Total Episode N................... 1,795

a See footnote 10 on page 59.

The results shown in Table 33 do not indicate any strong linear relation-
ships between head’s education and initial contact on the one hand or
revisits on the other for either the not serious or the serious condition
groups. However, in light of the regression analysis in which we found
lower education associated with more visits, there are some suggestive
differences in the ordering of the four sets of proportions. First, consider-
ing initial contact, for those with non-serious conditions there is no indica-
tion that persons in families whose heads have less education are more
likely to see a doctor. If anything, there is some indication that the op-
posite is true. In contrast, for persons with serious conditions we see a
slight tendency for the lower education group to be associated with a higher
probability of initial contact.

As with initial contact, revisits among those with non-serious conditions
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are not ordered by head’s education. For those persons who had serious
conditions, however, there is a slight tendency for those in families with
higher head’s education to be more likely to have one or more revisits.

When we distinguish between initial contact and revisits, then, we do
not find a pattern consistent with the regression results. Rather, we find
that when the condition is non-serious there is no clear relationship be-
tween either element and head’s education, and when the condition is
serious there is a tendency for the low education groups to be more likely
to seek care, but not necessarily to be more likely to return.

What this suggests is that for illnesses that are less serious, the regres-
sion results do not give an adequate picture of education’s effect. To carry
this argument a step further, we will differentiate, for those within the
non-serious condition category, between individuals whose illnesses re-
sulted in little bed disability and those who had more disruptive illnesses
and then observe the proportions with initial contact. What we are arguing
is that although the overall results show that low education is associated
with more visits, if we focus on that element of use in which we assume
that the individual has the most discretion (initial contact) and under that
circumstance where we expect social-structural factors to make the most
difference (non-serious conditions causing little disruption) we should at
least here find that low education is associated with a relatively lower
probability of seeking care. The results in Table 34 indicate that, in fact,
this is the case.

There are only two instances of an apparent relationship in Table 34,
The first is the one to which we have already referred. For those with non-
serious conditions and fewer than three bed disability days, the proportion
of the lowest education group seeking care is .50. At the other end of the
education distribution, those in families whose heads completed High
School 64 per cent had an initial doctor visit, while for the highest edu-
cation group the proportion was .61.

The other relationship occurs with respect to revisits when the condition
is serious and three or more bed disability days were experienced. Here
again more education is associated with a greater likelihood of revisits.
The probable explanation for this finding is greater noncompliance with
the physicians’ instruction to return among those in families with lower
head’s education as will be seen shortly.

Before concluding our discussion of the effect of head’s education, we
will reconsider age. It will be recalled that when we tightened the control
for age in the regression (Table 32) the coefficients representing levels of
head’s education changed in a direction consistent with our original hy-
pothesis. In light of this result and the observed interaction between mea-
sures of seriousness (which are also related to age) and both initial con-
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tact and revisits, we recomputed Table 33 for each of three age groups:
under age 17, 17-44, and age 45 or over.

The slight positive association that we noted in Table 33 between head’s
education and initial contact for non-serious conditions holds for the
middle age range in Table 35 (ages 17-44). For the younger age group
(under 17 years) this association is stronger with 56 per cent of the lowest

TABLE 34

PROPORTIONS WITH INITIAL PHYSICIAN CONTACT AND REVISITS
G1veN INITIAL CONTACT BY EDUCATION OF HEAD OF
HoOUSEHOLD, BED DiISABILITY DAYS AND
CONDITION SERIOUSNESS

CONDITION SERIOUSNESS
BED DisABILITY DAYS Not Serious Serious
HeAD'’s EDUCATION
Initial - Initial -
Contact Revisit Contact Revisit
O4years.......... .50 (62) 39 (31 96 (24) 70 (23)
0-2 5-8years.......... .54 (145) 23 (78) .88 (59) .60 (52)
Days | 9-11 years......... .52 (215) 23 (112) .87 (69) .53 (60)
High School ....... .64 (149) .33 (96) .85 (48) .68 (41)
College............ .61 (54) 27 (33) 1.92] (12) [.64] (11)
0-4 years.......... .69 (48) .52 (33) 93 (27) 60 (25
3+ 5-8 years.......... 78 (111) .36 (86) 95 (43) .76 (41)
Days | 9-11years......... 72 (141) 41 (102) .90 (82) 76 (714)
High School ....... .68 (109) S (74) 98 (43) .74 (42)
College............ 70 (30) 32 Q21 .71} (D) [.80] (5)
Table N.............. ..., 1,478
Other Usual Activity ............... 49
Hospitalized . ..................... 183

Other Usual Activity and Hospitalized 41
Incomplete Cases . .................

Total Episode N................. 1,795

education group seeking care compared to 74 per cent of the college group.
On the other hand we observe no relationship for the oldest age category
(ages 45+4). Once again, there is no apparent association between head’s ed-
ucation and revisits for non-serious conditions.

Turning to serious conditions, the tendency for lower education to be
associated with a slightly higher probability of initial contact that we saw
in Table 33 is not contradicted in any of the three age classifications. (The
cell sizes are so small and the proportions so close to 1.00 that one cannot

87



RESEARCH SERIES— TWENTY-NINE

make a stronger statement than this.) At the same time, however, the posi-
tive association between head’s education and revisits for serious condi-
tions is apparent only in the youngest age group. The proportions range
from .45 for children in families with heads who had no more than four
years of school to .64 for the High School group (and two of the three
individuals in families whose heads had attended college).

The rationale for our original hypothesis that the effect of social-struc-
tural variables would be greater in the case of initial contact than for re-
visits was that once an individual enters the medical care system, his care
will be based on medical standards with little regard for his social or eco-
nomic situation. If this were the case, however, we would not expect to see

TABLE 35

PROPORTIONS WITH INITIAL PHYSICIAN CONTACT AND REVISITS
GiveN INITIAL CONTACT BY EDUCATION OF HEAD OF
HoOUSEHOLD, AGE AND CONDITION SERIOUSNESS

CONDITION SERIOUSNESS
AGE HEAD'S EDUCATION Not Serious Serious
Initial Revisi Initial ..

Contact evisit Contact Revisit
04 years........ .56 (39) .54 (22) 95 (21) 45 (20
Under 5-8years........ .67 (121) .30 (81) .88 (50) .50 E44;
Age 17 9-11 years....... .64 (189) 33 Qqz2n .84 (86) .58 (72)
High School .....| .65 (140) 45 (91) .91 (46) .64 (42)
College........... 74 (34) 40 (25) [.50] (6) [.671 (3)
04 years........ .54 (39) 33 2D [1.00] (12) [.67) (12
5-8 years........ .58 (65) .24 (38) 96 (25) .79] 2243
1744 9-11 years....... .56 (127) 31 (71) 93 44) .73 (41)
High School ..... .66 (96) 35 (63) 91 (33) .77 (30)
College.......... .62 (39 A2 (24) [1.00] (11) [.64] (11)
0-4 years........ 66 (32) 48 (21) [.94] (17) [.88] (16
Age 45 5-8years........ .64 (69) 34 (44) 93 27) .84 gzsg
or above | 9-11 years....... .54 (39) 24 (21) 1.00 (21) .76 (21)
High School .....}] .76 (21) [.44] (16) [.92] (12) [.82] (11)
College . ........ [.45] (11) [.60] (5) [1.00} (1) [1.00] (1)

Table N..........oiviiiiniiinas. 1,474

Don't Know Age.................. 4

Other Usual Activity ............... 49

Hospitalized . ..................... 183

Other Usual Activity and Hospitalized 41
Incomplete Cases . .................

Total Episode N................. 1,795

a smaller proportion of lower class individuals with serious conditions
having return visits to the doctor. Such an expectation assumes, however,
that compliance with the physician’s instructions is not associated with
head’s education. If for serious conditions, at least, physicians were equally
likely to suggest a return visit regardless of social class, but lower class
individuals were less likely in fact to return, we might observe the findings
in Table 35. To test the possibility, we calculated the proportion of indi-
viduals under age 17 with serious conditions who were instructed to return
but did not do so. The results are shown in Table 36.

TABLE 36

COMPLIANCE WITH PHYSICIAN’S INSTRUCTION TO RETURN FOR REVISIT—
CoNDITION RATED SERIOUS, UNDER AGE >17 BY
HEeAD’s EDUCATION

s Proportion . Proportion
Etli-ﬁacaa({ison Instructed to ﬁgﬂ?ﬂﬁ?‘l Failing to
Return g Comply
04 years.......... .65 (20) .45 20) .20 (20)
5-8years.......... .59 (44) .50 (44) .09 (44)
9-11 years......... .66 (72) .58 (72) .08 (72)
High School . ...... .69 (42) .64 (42) .05 (42)
College............ [.67] (3) (.67 (3) [.00} (3)
Table Nttt e 181
Age 17 years or Condition Serious. .. .. 1,293
Don’t Know Age..........covvvnnnt. 4
Other Usual Activity................. 49
Hospitalized ..................c..... 183
Other Usual Activity and Hospitalized . 41
Incomplete Cases.........cooevennn.n 44
Total Episode N.................. 1,795

s From Table 35.

Once again the cell sizes are so small that we can consider the results
only suggestive at best. Nevertheless, it is legitimate to note that had there
been universal compliance with the doctor’s instruction to return, we
would have observed no association between revisits and head’s education
in Table 35.

RACE
In Table 31 we saw that in the absence of interaction terms, Sy rep-
resenting the deviation of Puerto Ricans from other whites was —.234
indicating relatively fewer physician visits. Blacks also had fewer visits
than whites on average, but the difference (8,; = —.080) relative to its
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standard error (.072) is quite modest and may be attributable to sampling
error.

When we tested for first-order interaction between perceived seriousness
and the several poverty-related factors, however, we found that the inter-
action with race was significant at p = .05. Entering interaction terms into
the regression results in the coefficients presented in Table 37.

We find the same difficulty in interpretation that was evident earlier
when we introduced interaction terms. In the case of condition seriousness

TABLE 37

ESTIMATED PARAMETERS FOR RACE, PERCEIVED SERIOUS-
NESS, AND INTERACTION IN REGRESSION OF PHYSI-
CIAN VISITS ON ALL INDEPENDENT VARIABLES

(N = 1,443)
Coefficient
Variable (Standard
Error)
Racial-Ethnic Group:
PuertoRican............coovvuivnne. —.012
(.123)
Black.....coviiiiiiiiiniiaiiinn, .075
(.114)
Interaction:
Puerto Rican x Not serious.......... -.311
(168)
Black x Not Serious................ —-.211
(.156)
Puerto Rican x Very serious......... —.320
(.175)
Black x Very Serious .. ............. —.289
(.180)
Perceived Seriousness:
Fairly serious.............ooeunnnen .193
(.099)
Very serious..........covvineenannn. 704
121

and usual activity, however, we were able to go directly to a table of ex-
pected values since they were the only variables in the regression. As we
are considering here the net effects of race given many other variables, this
conversion is not possible.2 Instead, we will show a table of I’, the linear
combinations of the coefficients listed below (Table 38). Each linear com-
bination bears approximately the same relationship to the other eight as
would the weighted average of the expected values.

For both those illnesses which were initially perceived as being not at
all serious and those considered very serious, the number of physician

2 Mathematically it would be possible, of course, but the results would be uninterpret-

able.
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visits made by Puerto Ricans is less than the number for blacks which in
turn is less than the number made by whites. This finding is consistent
with our original hypothesis. On the other hand, when the illness was
perceived as fairly serious, we find little difference between Puerto Ricans
and other whites, but somewhat more visits for blacks.

When we distinguish between initial contact and revisits for conditions
rated as not serious and those rated as serious, we also observe an inter-
action effect but only with respect to revisits. As may be seen in Table 39,
there is little difference between the three racial-ethnic groups in terms of

TABLE 38

LINEAR COMBINATIONS OF RACE, PERCEIVED SERIOUSNESS AND INTER-
ACTION (RACE X PERCEIVED SERIOUSNESS) NET EFFECTS FROM
REGRESSION OF PHYSICIAN VISITS ON ALL VARIABLES

(N = 1,443)
RaciaL-ETHNIC GROUP
PERCEIVED
SERIOUSNESS
Puerto .
Rican Black White
Not Serious........... -.323 —.136 —-0—
Fairly Serious......... 181 268 .193
Very Serious.......... 372 .490 .704
TABLE 39

PROPORTIONS OF INDIVIDUALS WITH INITIAL PHYSICIAN CONTACT AND
REvisiTs GIVEN INITIAL CONTACT BY RACE AND
CONDITION SERIOUSNESS

CONDITION SERIOUSNESS
RACE Not Serious Serious

Initial Contact Revisit Initial Contact Revisit
Puerto Rican....... .60 (294) .38 (177 .90 (131) .59 (118)
Black ............. .63 (301) .44 (190) 91 (142) .74 (129)
White............. .64 (469) .27 (299) .90 (141) 67 (127)

Table N......coiiiiiiiiiiiiiiennns 1,478

Other Usual Activity ................... 49

Hospitalized...............oooienenn, 183

Other Usual Activity and Hospitalized.... 41

Incomplete Cases . .........covveneeenns

Total Episode N..................... 1,795
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the proportions initially contacting a doctor for either serious or not serious
conditions. In contrast, however, for non-serious conditions other whites
were less likely than Puerto Ricans to have a revisit, while for serious condi-
tions the reverse is true. In the first case the proportions are .27 for other
whites compared to .38 for Puerto Ricans, while in the second they are
.67 and .59 respectively. For both serious and non-serious conditions
blacks were the most likely to have had a revisit.

As will be seen below, for individuals whose conditions were rated as
not serious, there is a tendency for the proportion of revisits to be smaller
for persons whose usual source is a group practice compared to those using
a hospital clinic. Since group practice is a more common source of care
for whites compared to Puerto Ricans and the reverse is true of hospital
clinics as a usual source, the different distributions of usual sources may
account for the higher proportion of Puerto Ricans with revists relative to
whites. The results shown in Table 40, however, suggest that this latter
relationship holds for each source of care.

TABLE 40

PROPORTION OF INDIVIDUALS WITH INITIAL PHYSICIAN CONTACT AND REVISITS
GIVEN INITIAL CONTACT BY RACE, USUAL SOURCE OF CARE,
AND CONDITION SERIQUSNESS

CONDITION SERIOUSNESS
RACE, USUAL SOURCE Not Serious Serious
OF CARE
Initial ;s Initial .
Contact Revisit Contact Revisit
Puerto Rican....| .64 (152) 30 (97) 90 (73) .53 (66)
Solo Black ........... .67 (178) .44 (119) .87 (62) .68 (54)
Practice | White........... .64 (360) .28 (232) .90 (119) .64 (107)
Puerto Rican. ... [.56} (18) [.60] (10) [.75) (8) [.33] (6)
Group Black ........... 67 (54) .39 (36) 92 (24) .82 (22)
Practice | White........... 65 (74) 17 (48) [.92} (13) [.83] (12)
Puerto Rican....| .59 (117) 45 (69) 92 (47 72 (43)
Hospital | Black ........... .54 (66) 47 (36) 96 (53) .78 (51)
Clinic White........... 72 (25) [.391 (18) [.89] (9 [.751 (8)
Table N oo ooot ittt iai e itinnetaanaa e 1,452
No Usual SOUrce . . ..vieerriniriinnniiinnnaennns 26
Other Usual Activity ........c.oviiiiiiiiiiiinnnann. 49
Hospitalized......coviniiiir i 183
Other Usual Activity and Hospitalized................ 41
Incomplete Cases . ....oovvvurinrueinnneaieerannsans 44
Total Episode N......ooiiiriiiiiiiiiiiiiiiaaaaaans 1,795

For individuals using a solo practitioner as their usual source of care,
the difference between the proportion of whites and Puerto Ricans having
revisits for non-serious conditions is trivial (.28 compared to .30), and for
those using group practices, the cell size for Puerto Ricans is only 10. On
the other hand, the proportion of whites with revisits in the group practice
case is surprisingly small.

In addition to the possible effect of usual source, we also examined the
role of non-compliance as an explanation for the tendency for whites to
have revisits proportionately less often. We found, however, that if there
had been universal compliance with the doctors instruction to return, the
difference between whites on the one hand and Puerto Ricans and blacks
on the other would have been larger rather than smaller.

Finally, we considered the influence of the way individuals initially per-
ceived the seriousness of their illness. A tendency for whites to play down
their illness within the non-serious condition category might yield results
for revisits seen in Table 39, although we would not a priori anticipate that
initial perception would influence revisits, there might have been some carry
over to later stages of the episode. Examination of the relationships be-
tween both initial visit and revisit on the one hand and race on the other
controlling for perceived serious and condition seriousness indicates that
the findings in Table 39 hold generally for all three levels of perceived
seriousness (table not shown).

ADJUSTED CURRENT INCOME

In Table 31, we observed no significant difference in number of physician
visits across levels of adjusted current income. The coefficients representing
levels of income, ranked from low to high, were:

Bis = —.137 (.133)
1o = —.050 (.079)

= -0
B = .030 (.087)
Bn = —.014 (.088)

The sign and magnitude of fis, representing the group of individuals who
were in families whose current income and size placed them at least $1,000
below the poverty line, suggests a tendency for the very poor to use fewer
services. As we will indicate below, this tendency appears to result from
differences in the likelihood of having a revisit.

Table 41 shows the proportions of individuals with non-serious and
serious conditions who made an initial contact with a doctor and who had
revisits by current income. The impression of an absence of association
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between income and physician visits holds for both initial contact and
revisits when the condition was rated as not serious and for initial contact
resulting from serious conditions. Only in the case of return visits for
serious conditions can we see a slight indication that persons in families
with higher incomes are more likely to have a visit than those in families
with lower incomes and even here we do not observe a perfectly monotonic
relationship.

TABLE 41

PROPORTIONS OF INDIVIDUALS WITH INITIAL PHYSICIAN CONTACT AND REVISITS
GIVEN INITIAL CONTACT BY ADJUSTED CURRENT INCOME
AND CONDITION SERIQUSNESS

Condition Seriousness
ADJUSTED CURRENT INCOME Not Serious Serious
Initial - Initial -

Contact Revisit Contact Revisit
Def. $1,0004+ .............. .70 (60) 26 (42) 95 (22) 52 (21)
Def. $999-Surp. $999....... .60 (285) .39 (170) .90 (139) .69 (125)
Surplus $1,000-$2,999....... .66 (313) .38 (207) .87 (126) .63 (110)
Surplus $3,000-34,999.......1 .60 (189) 29 (115) 92 (67) 71 (62)
Sutplus $5000+ ........... .61 (217) .33 (132) .93 (60) .73 (56)

B 1) L 1,478

Other Usual Activity .........ccoiiiiiiiiiiiiianes, 49

Hospitalized........coviviiiinniiiniiieineennnns, 183

Other Usual Activity and Hospitalized................ 41

Incomplete Cases . ..cvveerineerinneerranercannnss 44

Total Episode N.. ..., 1,795

THIRD-PARTY COVERAGE

Unlike the findings in our analysis of delay, neither persons without
health insurance coverage nor persons covered by Medicaid differ from
those with voluntary health insurance in terms of number of physician
visits. On the other hand, the aged covered under Part B of Medicare had
fewer visits which is consistent with the earlier finding that this group also
experienced the greatest delay. Again, however, we are unable to determine
whether the relatively large coefficient (8., = —.529 [.206]) representing
persons with Medicare coverage indicates an age effect or alternatively
indicates the influence of the deductible feature of this coverage.

The absence of an insurance effect, with the exception of Medicare, in
the overall regression of visits is surprising. On the other hand, when we
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distinguish between initial visits and revisits, and later when we allow for
interaction by considering the regression results within condition serious-
ness and usual activity groups we will find that third-party coverage does
seem to affect utilization under certain circumstances.

Table 42 shows the proportions of individuals with initial contact and
revisits by types of coverage.

TABLE 42

PROPORTIONS OF INDIVIDUALS WITH INITIAL PHYSICIAN CONTACT AND REVISITS
GI1VEN INITIAL CONTACT BY THIRD-PARTY COVERAGE
AND CONDITION SERIOUSNESS

CONDITION SERIOUSNESS

THIRD-PARTY COVERAGE Not Serious Serious
Initial s Initial -
Contact Revisit Contact Revisit
None..............ooevne .52 (175) .32 (91D .94 (68) 72 (64)

Voluntary Insurance .64 (489) .29 (311) 91 (160) .67 (145)

Medicaid ........... ... .66(379) .44 (252) .88 (174) .65 (154)
Medicare.................. 57 (2D [.25] (12) [.92) (12) [.73] (11)
Table N . oo i e e e 1,478
Other Usual Activity ..., 49
Hospitalized............. ..ottt 183
Other Usual Activity and Hospitalized................ 41
Incomplete Cases.......oovvveinniininnennennnnnnn. 44
Total Episode N..........coiiiiiiiiinninns, 1,795

When the condition causing the illness episode is rated as not serious, we
find essentially no difference between the proportions of persons with
voluntary health insurance and those with Medicaid coverage who con-
tacted a doctor. However, the proportion of individuals who had no third-
party coverage that sought care was smaller than either of the former
groups. Having contacted a physician, the proportions returning to the
doctor are about the same comparing the no coverage group with the
voluntary health insurance group, but those with Medicaid coverage were
more likely to return.

On the other hand, when the condition is rated as serious, we observe
little difference between groups with respect to either the proportions
seeking care initially or having revisits. This pattern of differences in the
proportions seeking care and having revisits across groups for non-serious
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conditions but little or no difference for serious conditions is the one that
we expected to observe for all of the poverty-related factors.

The findings for non-serious conditions in part reflect the differences in
typical benefit structures for voluntary health insurance and Medicaid.
Having Medicaid as opposed to voluntary insurance coverage, for ex-
ample, tends to assure coverage of ambulatory physicians’ services beyond
the initial visit and therefore we would expect to find a higher proportion

TABLE 43

PROPORTIONS OF INDIVIDUALS WITH INITIAL PHYSICIAN CONTACT AND REVISITS
GiveN INITIAL CONTACT FOR CONDITIONS RATED NOT SERIOUS BY
THIRD-PARTY COVERAGE AND USUAL SOURCE OF CARE*

Third-Party Coverage .
and Initial Contact Revisit
Usual Source of Care
NONE . oitiiieiinaeanenaenennnn .56 (117) .32 (65)
Solo Medicaid......ocovvvviriiiennnn .68 (213) .42 (146)
Practitioner | Voluntary Insurance.............. .66 (346) .28 (228)
NONE . ..ovviierrnenecnnnnsnenenen [.60] (10) [.33] (6)
Group Medicaid...........covvennn, 73 (30) 36 (22)
Practice Voluntary Insurance .............. .62 (103) 26 (64)
NONE . ..o iiiriiiennnaniannannss 48 (40) [.26] (19)
Hospital Medicaid......coovviiiieain, .64 (130) 47 (83)
Clinic Voluntary Insurance .............. .56 (34) [.53] (19)
Table N oo oitiitiiiieiiiaerieansaccenasrannasones 1,023
NoUsual SOUrce . . ..ovvviiiiinneinnenareneenarnses 20
Medicare (Part B).........oiiviiiiniiiiiieeeennnen 21
Serious Condition..........oviiiiiii it i 414
Other Usual Activity ......ccovveiiiiniiiieannanaan, 49
Hospitalized........covvriiiiieriiieiiernienenens 183
Other Usual Activity and Hospitalized................ 41
Incomplete Cases . ......voovrnriinininraaseneecanaes 44
Total Episode N...........ooiiiiiiiiiiiiiiinnne 1,795

a2 The 20 cases having no usual source of care omitted from this table were evenly distributed
across the three major insurance categories, and 18 of the 20 individuals made no contact
with a physician.
of persons with Medicaid having a revisit. Such a relationship should be
particularly strong in the case of persons who use a solo practitioner as our
hypothesis concerning usual source of care suggests that more client-
oriented practitioners tend to be more sensitive to the patient’s desire to
minimize the cost of illness, than do the peer-oriented physicians practicing
in an organized setting.3 Table 43 shows the proportions of individuals
having non-serious conditions who made initial contact with a physician

3 See above, pp. 21-22.
96

and who had revisits by third-party coverage and usual source of care.
The findings indicate that the difference in revisits between persons with
Medicaid versus voluntary health insurance are indeed greatest in the solo
practice group and least in the case of persons using a hospital clinic as
their usual source of care.

The findings in Table 42 reflect differences in benefit structures only in
part in the sense that the absence of a difference in the proportion of
persons covered by Medicaid compared to voluntary insurance who con-
tacted a physician does not reflect equal likelihood of coverage for the first
doctor visit. Persons with voluntary health insurance are much less likely
to have ““first dollar’” coverage for ambulatory services. The absence of a
difference may to some degree result from social-structural and economic
factors that are not taken into account in Table 42. We can see from Table
43 that the lack of any marked association holds for all usual source of
care groups, although we do find a slight tendency for the ““first dollar”
coverage of Medicaid to result in higher proportions of persons with
Medicaid seeking care in the group practice and hospital clinic groups. It
is also the case that among Puerto Ricans there is a substantial difference
with persons covered by Medicaid more likely to seek care. Sixty-eight per
cent of Puerto Ricans with non-serious conditions who were covered under
Medicaid saw a physician compared to 46 per cent of those with similar
conditions but had voluntary insurance coverage. The differences among
other whites and blacks were much smaller as in Table 42 (table not
shown).

USUAL SOURCE OF CARE

Finally, we consider the effect of usual source of care on physician
visits. The coefficients in Table 31, it will be recalled, were:

Solo Practitioner— — 0 —
Bss Group Practice = —.052 (.086)
B.; Hospital Clinic = —.019 (.075).

We suggested in the summary of the overall results presented earlier that
since our dependent variable in the regression analysis combines initial
contact and revisits and since we originally hypothesized that usual source
of care would exert effects of opposite sign on initial contact on the one
hand and revisits on the other, the absence of a usual source of care effect
in the regression might arise from two offsetting influences. To investigate
this possibility, we once again consider the proportions of individuals seek-
ing care and, given an initial contact, having revisits (Table 44).

Before turning to the findings on the differences across the three major
classes of usual source of care, we will briefly discuss the no source cate-
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gory. For non-serious conditions, only two persons out of a total of
twenty sought care. The low proportion (.10) could be the result of persons
with no usual source tending not to seek care. More likely, however, is
that some people who at the time of the episode, as in the past, have not
sought care for instances of (probably minor) illness, do not as a result
have a source of care to report.4 On the other hand, when the condition is
serious, we would interpret the no source category as containing persons
who go to a variety of sources and to no particular one ““most of the time.”
Persons in this category (no source but a serious condition) apparently (we

TABLE 44

PROPORTIONS OF INDIVIDUALS WITH INITIAL PHYSICIAN CONTACT AND REVISITS
GivEN INITIAL CONTACT BY USUAL SOURCE OF CARE
AND CONDITION SERIOUSNESS

CONDITION SERIOUSNESS
UsUAL SOURCE : .
OF CARE Not Serious Serious

Initial Contact Revisits Initial Contact Revisits
None............. .10 (20) [1.00] (2) [.83] (6) [.60] (5)
Solo Practitioner . . . .65 (690) .33 (447) .89 (254) .62 (227)
Group Practice..... .64 (146) .30 (94) .89 (45) 75 (40)
Hospital Clinic. . ... .59 (208) 45 (123) .94 (109) .76 (102)

Table N . ..ot et e i 1,478

Other Usual Activity ........ooiiviiiniinreeninnnnn. 49

Hospitalized...............ccoetiii it iiiinennn. 183

Other Usual Activity and Hospitalized................ 41

Incomplete Cases . .....ooviiiiniiainnneneenennnnn 44

Total Episode N..............coitiiiiiniiinnnn.. 1,795

have only six such cases) seek care as readily and are as likely to return as
other usual source of care groups.

Turning to the major source of care groups, there is little difference be-
tween the three with respect to initial contact when the condition causing
the episode is rated as not serious. The tendency for persons using hospital
clinics to be somewhat less likely to seek care, however, is consistent with
our hypothesis. Also consistent is the larger proportion of clinic users
having revisits compared to those whose source is a solo practitioner.
Rather than finding proportions for the group practice category falling
between those observed for the other two usual sources, we see in Table 44

4 The definition of usual source of care, it will be recalled, is the doctor or place the
person goes to “‘most of the time.”
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that individuals whose source is a group practice resemble those using a
solo practitioner in terms of both initial contact and revisits.

When we consider behavior when the condition was rated as serious,
the proportions with initial contact are again similar across usual activity
groups (but with slight tendency for hospital clinic users to be more likely
to go to the doctor). Also we find that, as for non-serious conditions, hos-
pital clinic users have a higher proportion experiencing revisits as hy-
pothesized. In this case, those using a group practice behave more like
clinic users than persons whose source is a solo practitioner. The cell size,
however, is only 40 for this latter group.

To summarize the findings reported in Table 44, the effect of usual
source of care on behavior leading up to contact with the medical care
system is much less than we had anticipated. Although the hospital clinic
may have some repelling influence when the condition is non-serious (rela-
tive to the other sources), this effect is slight. On the other hand, the
hospital clinic does have the anticipated effect on revisits for both serious
and non-serious conditions.

FACTORS AFFECTING PHYSICIAN VISITS WITHIN
USUAL ACTIVITY AND CONDITION
SERIOUSNESS GROUPS

We turn now to the third and final stage of our analysis of variation in
number of physician visits. We will consider the regressions of physician
visits on the poverty-related variables given perceived seriousness and bed
disability days for each of the eight subsamples defined by condition
seriousness and usual activity.

Before turning to the poverty-related factors, we show in Table 45 the
coefficients representing the two seriousness variables. ;0 and represent
the deviations of the ‘““fairly serious” and ‘‘very serious’ groups from the
““not serious at all”” group, while 8,85 represent levels of bed disability
days in ascending order (8,5 being no days) with the middle category
(3-4 days) the one constrained to zero.

The coefficients are, for the most part, consistent with the summary
results that we observed in Table 31, although there does appear to be
some systematic interaction. For example, perceived seriousness coeffi-
cients tend to be smaller both absolutely and relative to their standard
errors for adults compared to children. In the case of bed disability days,
the results are consistent with the overall findings, except that we find an
interaction between the bed disability days and condition seriousness. We
noted earlier that the magnitude of G,s (no bed disability days) for the
whole sample was much smaller than we might expect. We concluded that
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this resulted from a qualitative difference between no days and the other
levels of bed days in the sense that some conditions which would be judged
quite serious by either physician or patient would, nevertheless, typically
not involve going to bed. We would obviously expect to find such condi-
tions falling largely in the “‘serious condition’ category. We see in Table 45
that for non-serious conditions the no bed disability day coefficient (8,s)
is negative for all usual activities and tends to fit into a monotonic rela-
tionship between bed disability days and physician visits. In contrast, when

TABLE 45

PERCEIVED SERIOUSNESS COEFFICIENTS (5,9 AND §11) AND BED DisaBILITY DAys Co-
EFFICIENTS (B25—fa1) IN REGRESSIONS OF PHYSICIAN VISITS ON ALL INDEPENDENT
VARIABLES FOR EIGHT CONDITION SERIOUSNESS—USUAL
ACTIVITY SUBSAMPLES?®

UsuaL AcTiviTY
CONDITION
SERIOUSNESS
Work Keep House School Under Age Six
—0— —0— —-0- —0—
Elo=—.375 Elo= 440 510= 361 510= 1260
(.412) (.691) (.429) (.553)
§|x= 603 511= .453 §\1= 958 au= 898
(.453) (.661) (.416) (.667)
Serious Bay=—.252 fs= 919 pas=  .256 fa=  .841
(.372) (.427) (.296) (.419)
Ezg= —388 529= —245 529= 187 E29= had 090
(.347) (.425) (.265) (6309)
azo= 656 §30= "094 530= ‘693 ﬁ;o= 304
(.400) .404) (.333) (.468)
B;1= 361 531= 498 3;] = 1387 §31= 2750
(.404) (.416) (.374) (.916)
=99 = 88 = 139 = 83
—0— —0— -0— —0—
Birv= 288 Bio = 224 310= 032 Em— 422
(.201) (.326) (.218) (.282)
A= . 9 ﬂu— 174 511= 624 En— 812
(.304) (421) (.305) (.354)
Not Serious
Ezs=—.539 Eza=—946 agg= el 397 azs= - 335
(.253) (.320) (.189) (.250)
Bao=—.221 Bro=—.715 Bre=— .485 Bas=— 222
(.168) (.204) (.147) (.246)
—0— —0— —-0— —0-—
an=—.001 E;n="—227 Eso'—‘— .206 E:m= .080
(.204) (.242) (.229) (.282)
gan= .738 B 117 Bu= 482 Ba= 1.769
(.339) (.402) (412) (.570)
N= 292 N— 203 = 381 N= 188

s All variables are included in each of the eight regressions although not shown in table.
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the condition is serious we find that for three of the four usual activities the
sign of the coefficient is positive.

Given perceived seriousness and bed disability days within each of the
eight subsamples, we turn next to the significant effects of the five poverty-
related variables. As with delay, our hypothesis is that we will observe
more significant associations among subgroups for which the condition
was rated not serious and among children compared to adults. The sig-
nificant relationships are summarized in Table 46.

Following the pattern of analysis established earlier with delay, we will
summarize the nature of the effects indicated in Table 46 as being significant.

TABLE 46

SUMMARY OF SIGNIFICANT® RELATIONSHIPS BETWEEN POVERTY-RELATED FACTORS
AND PHYSICIAN VISITS FOR EIGHT CONDITION SERIOUS—-USUAL
ACTIVITY SUBSAMPLES

CONDITION SERIOUSNESS AND USUAL ACTIVITY
INDEPENDENT Not Serious Serious
VARIABLE
Under Under
Work Pll(:lige School Age [ Work ll-l(oegse School Age
Six Six

Head’s Education * *h
Race............ L1 *k
Income.......... *
Insurance........ * - o
Usual Source . ... ** %

8% _p=.10,* —p = .05,** —p = 0l

Head’s Education.—The educational level of the head of household had
a significant effect only in the two wage earner subsamples (that is for both
serious and non-serious conditions). The direction of the relationship in
the serious group is consistent with the overall findings—those with lower
education having more physician visits. The relationship for wage earners
with non-serious conditions, on the other hand, is uninterpretable.

Race—The two significant social-ethnic effects both occur when the
condition is rated as serious. Because of the interaction terms, our com-
parison of the subsamples to the overall results will be based on the linear
combinations I’ (shown originally in Table 38 for the total sample, and
reproduced in Table 47). For illnesses perceived as not serious and those
perceived as very serious, the relative effects of the racial-ethnic traits are
the same for the subsamples as for the total sample, and are consistent
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with our original hypothesis. Puerto Ricans had the fewest visits and other
whites the most. For school children with serious conditions, a similar
ordering is observed for those children with illnesses perceived as fairly
serious. This ordering is not consistent with the total sample findings. For
the total sample, under the fairly serious condition blacks had the most
visits. We also find an inconsistency for the wage earner subsample, but of
a different sort. In this case, blacks have the fewest visits rather than the
most.

Income.—Only for wage earners with serious conditions do we find a
significant income effect. Further, unlike the income effects seen earlier in

TABLE 47

LINEAR COMBINATIONS OF RACE, PERCEIVED SERIOUSNESS AND INTER-
ACTION (RACE X PERCEIVED SERIOUSNESS) NET EFFECTS FROM RE-
GRESSIONS OF PHYSICIAN VISITS ON ALL VARIABLES: TOTAL SAMPLE
(N = 1,443); WAGE EARNERS, CONDITION RATED SERIOUS (N =
99); ScHooL CHILDREN, CONDITION RATED Seri0oUS (N = 139)

TOTAL SAMPLE

ial-Ethnic
PERCEIVED SERIOUSNESS Racial-Ethnic Group

Puerto .

Rican Black White
Not Serious........... — .323 136 —0-—-
Fairly Serious......... .181 268 193
Very Serious.......... 372 490 704

Wage Earners, Condition Rated Serious

Puerto

Rican Black White
Not Serious........... — .963 — .759 —0—
Fairly Serious.. - .282 —1.083 —-.375
Very Serious.......... —1.081 047 .603

S

chool Children,

Condition Rated Serious

Puerto

Rican Black White

Not Serious........... — .900 — .114 —0—

Fairly Serious......... — .767 062 361

Very Serious.......... .005 482 958
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our analysis of delay, the one observed here is consistent with neither our
hypothesis, nor the overall results for physician visits. Rather, the second
lowest income group experienced the most visits, while the lowest income
group had the least. The results, therefore, do not lend themselves to
sensible interpretation.

Third-Party Coverage.—In three of the eight condition seriousness-usual
activity subsamples, we find a significant health insurance effect. Women
whose usual activity is keeping house and school children who in each
instance experienced non-serious conditions, and also school children with
serious conditions appear to have been influenced by coverage in their use
of the physician.

The adult group (keeping house) results are essentially the same as those
found for the total sample. On the other hand, the coefficients for the two
school children groups, with no Medicare coefficient (the only one in the
main results differing from zero), do not coincide with the overall results.
They are, however, consistent with our hypothesis. When the condition was
rated as not serious, children with no coverage had fewer visits (relative to
the voluntary insurance group), while when the condition was serious,
school children covered by Medicaid had more visits.

Usual Source of Care.—Since we found no relationship between usual
source of care and physician visits in the total sample, the significant effects
found for school children with non-serious conditions and children under
six with serious conditions obviously depart from the general results. In
addition, we used an additive model used in the general case having found
no significant interaction between perceived seriousness and usual source
of care. In contrast, we included interaction terms for the subsamples
having found some evidence of interaction in a prior test for subsample
interaction.

For school children with non-serious conditions, the major departure
from the “no-effect”” overall results is a tendency when the illness is per-
ceived as serious for those with a group practice as their usual source to
have more visits than the solo practitioner group which in turn has more
visits than the hospital clinic group. For children under age six with serious
conditions, on the other hand, when the illness was perceived as either not
serious or very serious, children using a group practice had fewer visits
than children using either of the other two sources of care.

To summarize the regression results for the eight subsamples, we found
significant effects for each of the poverty-related factors. The effects of
social-structural factors of head’s education and race tend to be consistent
with the overall results. The income effect is uninterpretable, while the
insurance results for adults are consistent with our earlier findings and the
results for children support the original hypothesis. Finally, the usual
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source effect differs from the general conclusion of no effect because of
interaction between perceived seriousness and usual source of care.

Lastly, we turn to the question of the relative importance of the poverty-
related factors across condition seriousness and usual activity groups. As
with delay, our hypothesis is that significant associations would more often
be found among non-serious conditions and less instrumental usual ac-
tivities. Unlike our findings for delay, the results shown in Table 46 support
neither of these elements of the hypothesis.

There are four significant effects out of a possible twenty when the con-
dition was not serious, and six out of twenty when the condition was
serious. Of this total of ten significant effects, five were in adult groups and
five were in the school or preschool groups.

TABLE 48

VALUES OF THE STATISTIC —2 In A COMPARING REGRESSIONS WITH POVERTY-RELATED
VARIABLES ENTERED WITH REGRESSIONS EXCLUDING POVERTY-RELATED VARIABLES
FOR EIGHT CONDITION SERIOQUSNESS-USUAL ACTIVITY SUBSAMPLES—
PHYSICIAN VISITS

UsuAL AcCTIVITY
CONDITION
SERIOUSNESS
Work Keep House School Under Age Six
. 49.518 14.802 24.946 27.189
Serious df= 25 df= 25 df= 23 df= 23
N= 99 N= 88 N=139 N= 83
28.026 22,922 37.115 32.2
Not Serious df= 25 df= 25 df= 24 df= gi
N=292 N=203 N=1381 N=188

Using the other approach to the question of relative importance that we
introduced earlier, Table 48 shows the increases in the values of the likeli-
hood function evaluated at the maximum for the eight subsamples.

Looked at from this perspective, our conclusions about relative im-
portance are somewhat different than those based on number of significant
effects. Our conclusion with respect to the serious not-serious comparison
becomes the same as for delay. With the exception of the wage earner
group, the poverty-related variables are more important for non-serious
than for serious conditions.

When we compare across usual activities, however, we find results which
differ from both those found in the delay and those in Table 46. Again, if
we exclude the anomalous results obtained for wage earners, we find that
the poverty variables are more important for children than adults keeping
house. This finding holds for both levels of condition seriousness.
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CHAPTER VIII

FACTORS RELATED TO VARIATION IN AMOUNT
OF CARE RECEIVED

Reviewing briefly the discussion at the end of Chapter IV of our index
of the amount of care received, the purpose of this measure is twofold.
First, we will be addressing the question of whether the factors affecting
variation in the amount of care differ from those affecting variation in
physician visits. The second purpose is to determine whether once a person
enters the medical care system the poverty-related factors become less
important compared to their effect on behavior leading up to entry into
the system.

The measure of amount of care is quite crude, ignoring most of the
complexity of variation in diagnosis and treatment which is revealed in the
quality of care literature. As stated earlier, the amount of care index takes
the form of an equal interval scale ranging from no medical acts beyond
the personal attention of a physician to medication to initial tests or treat-
ment to medical services beyond those received on the initial visit. Despite
the simplicity of the measure, it should be adequate both to refine the
findings on physician visits and to answer the second question raised con-
cerning the relative importance of the poverty-related factors as one moves
through the medical care process.

Table 49 shows the regressions of amount of care on condition serious-
ness, usual activity and their interaction. As was the case for physician
visits, 4. is large relative to its standard error indicating a tendency for
persons with serious conditions to have more care than those with non-
serious conditions. The coefficient is significantly different from zero at
the p = .001 level using the likelihood ratio criterion, and as may be seen
in column (3) of Table 49, changes very little with the addition of usual
activity to the regression.

The effect of usual activity is also significant (p = .001), largely due to
the tendency for both school and preschool children to receive less care
than adults. We found in the previous section that children under age six
did not have fewer visits than adults. This difference in results between
visits and amount of care is seen more clearly when we consider the table
of expected values resulting from column (4) in which we enter the inter-
action terms (which are significant at p = .001).1

1 The coefficients in column (4) do not change appreciably when all other variables
are entered in the regression. This may be seen by comparing column (4) of Table 49
with the left-hand column of Table 51.
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The pattern of the expected values for serious conditions, seen in Table
50, is very similar to that found for physician visits. Wage earners have the
most care followed by persons keeping house and finally school and pre-
school children. This ordering is consistent with the instrumental im-
portance hypothesis; however, it will be recalled that we did not expect to
find differences in amount of care as the care decision is largely in the hands
of the physician. On the other hand, for serious illnesses it is quite likely
that adults and children tend to present systematically different kinds of

TABLE 49

ESTIMATED PARAMETERS REGRESSING AMOUNT OF CARE
ON CONDITION SERIOUSNESS AND USUAL ACTIVITY

(N = 1,033)
REGRESSION ASSUMING . . .
INDEPENDENT
VARIABLES Bi=h... Br=Bi... Be=P7... No
Bs=0 Bs=0 B8:=0 Constants
¢ ¢)) 3) @)

goConstant............ 1.634 1.484 1.643 1.529
(.050) (.052) (.077) (.086)

81 Condition Serious . . .. 756 752 1.132
(.068) (.068) (.132)

82 Keeping House . .. ... — 022 006
(.093) (.118)

gsSchool.............. - 276 — .087
(.083) (.102)

84 Under Age Six....... — 223 063
(.092) (.114)

#s Serious x Keeping

House............... — .106
(.192)

87 Serious x School ..... — .545
(.174)

8s Serious x Age Six . ... — .836
(.195)

conditions (for example, chronic illness versus trauma) requiring different
levels of medical diagnosis and treatment.

These differences should be minimized, however, for non-serious condi-
tions which are in large part such relatively homogeneous diagnoses as
“colds and flu.”” We see in Table 50 that, in fact, usual activity does not
seem to affect amount of care when the condition is non-serious. This
finding supports the notion that once in the system, factors such as activity
become less important. It will be recalled that in contrast to amount of
care, physician visits increased moving from wage earners to preschool
children in the regression results, and the proportion of wage earners with
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an initial contact was the lowest of the four major usual activity groups
while preschool children had the highest proportion. We also found that
children delay somewhat less than adults for non-serious conditions.

The next step in the analysis is to consider the overall results of the re-
gression of amount of care on perceived seriousness and bed disability
days on the one hand and the poverty-related factors on the other, given
condition seriousness and usual activity. Table 51 parallels the overview of
delay found in Table 21 and of physician visits reported in Table 31. As
with the other two analyses, we tested for interaction between perceived
seriousness and each of the poverty-related factors. Only the interaction
between perceived seriousness and income was found to be significant
(p = .05), and these interaction terms have been included in Table 51.

The perceived seriousness coefficients are ordered in magnitude and have
signs consistent with our expectations. Bro = .150 (.144) and B, = .346

TABLE 50

EXPECTED VALUES OF AMOUNT OF CARE FOR COMBINATIONS
OF SERIOUSNESS AND USUAL ACTIVITY

(N = 1,033)
USUAL ACTIVITY
CONDITION
SERIOUSNESS
Work Keep House School Under Age Six
Serious................ 1.865 1.795 1.426 1.331
Not Serious............ 1.090 1.092 1.033 1.132

(.150). The size of these coefficients relative to their standard errors are
much smaller than those obtaining for either delay or physician visits,
however, it must be remembered that we have included interaction terms
which affect their size.

The number of bed disability days is also related to the amount of care
received and, with the exception again of the no days category discussed
earlier, in the expected direction. Unlike its effect with respect to physician
visits which was the result of a relatively large negative coefficient for the
1-2 days level and a relatively large one for the 10+ days level, we see little
difference in amount of care up to five days, but then a somewhat greater
amount for the 5-9 day level (85, = .201 [.102]) and the greatest amount
experienced by individuals with the greatest number of bed disability days
(B = .427 [.142)).

Turning to the poverty-related factors, we find differences across levels
of these variables which approach or exceed a ¢ value of 2 for both of the
social-structural variables (head’s education and race) and for usual source
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of care. The income coefficients must be interpreted in the context of the
interaction between income and perceived seriousness. We will present a
table of linear combinations (I') below. Neither the main effect coefficients
nor the interaction coefficients, however, are large relative to their standard
errors. Finally, third-party coverage apparently has no significant effect
on amount of care, although the signs of the no coverage and Medicare
categories are consistent with the hypothesized relationship. We will con-
sider the “positive’ findings in more detail.

TABLE 51

ESTIMATED PARAMETERS REGRESSING AMOUNT OF CARE
ON ALL INDEPENDENT VARIABLES (N = 1,033)

EbucaTtioN oF HousenoLb HeEaD
CONSTANT, CONDITION SERIOUSNESS, >
’ 4 RACE-ETHNICITY, ADJUSTED CURRENT
UsUAL ACTIVITY, PERCEIVED SERI- ’
OUSNESS, BED DISABILITY DAYS INCO%%’U{E'gg;};g;T;F%)AV:: AGE,
Coefficient Coefficient
Variable (Standard Variable (Standard
Error) Error)
goConstant.......... 1.286 (.156) || Head’s Education:
Prn<Syears......... 212 (.119)

Condition Seriousness: p1aS-8years......... .190 (.087)
—Not Serious........ —0— —9-11 years......... —0--
p1 Serious............ 1.066 (.136) g1« High School . ..... .181 (.085)

gus College........... —.157 (.140)

Usual Activity:

—Work............. —0— Racial-Ethnic Group:

f2 Keeping House . . ..| —.074 (.123) g1 Puerto Rican...... .047 (.093)
BaSchool............ .093 (.108) g7 Black............ .153 (.083)
84« Under Age Six..... .018 (.122) —White............. —0—

Interaction: . Adjusted Current Income:

:—Work X Serious..... —0— p1s Deficit $1,0004... —.081 (.208)
8s Keeping House x B19 Def. $999-Sur. $999 .028 (.136)
_ Serious............ —.209 (.195) —Sur. $1,000-$2,999.. —0—
87 School x Serious . ..| —.689 (.176) B20 Sur. $3,000-$4,999. —.240 (.165)
#s Under Age Six x B2 Surplus $5,0004 . . .001 (.153)
Serious............ —.809 (.198)
Third-Party Coverage:

Perceived Seriousness: B2None............ —.041 (.101)
—Not Serious........ —0— B2 Medicaid......... .005 (.096)
B Fairly Serious. .... 150 (.144) g24 Medicare......... .103 (.231)
8n Very Serious ...... .346 (.150) —Voluntary.......... —0—

Bed Disability Days: Usual Source of Care:
fasNome............ .094 (.101) gsNone............ Excluded
Bas 1-2 Days......... —.034 (.083) g Group . .......... —.199 (.098)
—3-4Days.......... —0— B2 Clinic............ .349 (.086)
Ba0 59 Days......... 201 (.102) —Solo Practice....... —0—

s 104 Days........ 427 (.142)
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TABLE 51—Continued

. Coefficient
Variable (Standard Error)
Interaction (Perceived Seriousness x Adjusted
Current Income)
Deficit $1,0004 ..ot —.100 (.349)
Deficit $999-Surplus $999.......... —.990 (.207)
Not Surplus $1,000-$2,999.............. —-0-—-
Serious x | Surplus $3,000-34,999.............. 159 (.231)
Surplus $5,0004 .................. 121 (.220)
Deficit $1,000+................... —.365 (.334)
Very Deficit $999-Surplus $999 .......... —.083 (.194)
Serious x | Surplus $1,000-$2,999.............. —~0—
Surplus $3,000-$4,999 . ............ .098 (.242)
Surplus $5,000+ ..............ae —.082 (.240)

EDUCATION OF HEAD OF HOUSEHOLD

The relative magnitude of the coefficients for head’s education are similar
to those found in the case of physician visits except that in the physician
visit regression we observed a small positive coefficient representing the
highest level of head’s education (f;s = .046 [.121] for physician visits)
compared to a larger and negative coefficient in the case of amount of care
(Bs = —.157 [.140)).

As we did with physician visits, we considered the possibility that an
inadequate control for age might account for those with higher education
receiving less care. When we differentiate between adults under and over
age 45, however, the resulting coefficients representing levels of head’s
education remain essentially the same (table not shown).

The findings that persons with the highest level of head’s education re-
ceived the least care beyond the personal attention of a physician, while
not statistically significant, is of interest because it differs somewhat from
the earlier results with respect to physician visits. One explanation of this
result would be the physician’s differential expectations regarding compli-
ance. The tendency for individuals in the most highly educated families to
receive less care may stem from either more complex care on the initial
visit or greater likelihood of additional services on subsequent visits. We
found little difference in the proportions of those with revisits having addi-
tional X-rays, tests, or treatments comparing the (small) college group
(N = 26) with others. For non-serious conditions 12 per cent of those in
families whose head went to college had additional services compared to
9 per cent of the remainder. For serious conditions, the proportions are
.30 and .39.
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We may assume then that physicians tended to handle the initial visit
differently for the more highly educated group in the sense of providing
fewer services. We have insufficient data to determine why this is the case;
however, one underlying factor may be the differential expectations men-
tioned above. If physicians tend to feel that lower class individuals cannot
be “trusted’’ to follow a regimen or return for subsequent care, they may
be inclined to do more themselves on the first visit.

RACE

Other things being equal, blacks receive more care than whites (6;; =
.153 [.083]). The sign of the coefficient representing Puerto Ricans is also
positive, but relatively small (8, = .047 [.093]). These results are, in a
sense, inconsistent with the findings for both delay and physician visits. In
the former case, both blacks and Puerto Ricans delayed significantly more
than whites, while in the latter case, Puerto Ricans had significantly fewer
visits than blacks also had fewer visits although the coefficient did not ap-
proach significance (8;; for physician visits was —.080 [.072]). We original-
ly hypothesized that in addition to more delay and fewer visits than whites,
the other two racial-ethnic groups would have somewhat less care (it will
be recalled, however, that we expected smaller differences at this later
stage of the medical care process).

As with our previous finding that the college group received less care
than others, we are not able, given the information at hand, to do more
than suggest reasons for the positive coefficients for blacks and Puerto
Ricans with respect to amount of care. Two possibilities are consistent
with the findings. First, as we suggested might be the case for head’s
education, physicians may vary their approach to treatment due to differ-
ent expectations about the black or Puerto Rican patients’ ability or incli-
nation to comply with instructions. Second, although we found no differ-
ences across race in the proportions ultimately seeking care, the tendency
for both blacks and Puerto Ricans to delay more than whites may result
in more difficult cases than there would be if care had been obtained sooner.
This argument is less plausible than it seems on the surface since the ill-
nesses causing these episodes tend to be acute and of limited severity.

ADJUSTED CURRENT INCOME

Table 52 shows the linear combinations, I, of perceived seriousness,
adjusted current income, and their interaction. For illnesses that were
initially perceived as being fairly serious or very serious, we do not find
evidence for a linear relationship between income and amount of care,
although for “very serious” illnesses, there is evidence that the lowest
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income group received less care than the others. On the other hand, for
illnesses that were initially perceived as being not at all serious, we obsz.:rve
a tendency for amount of care to be ordered by level of income and in a
direction consistent with our hypothesis.

If we assume that when the illness is perceived as not at all serious both
the patient and his physician have considerable discretion i.n.deciding on
the “appropriate” amount of care (that is to say, the decnsxop does {lot
rest solely on the professional judgment of the physician), an mterestl'ng
question becomes then—how do the two (client and professional) arrive
at the decision. It is not surprising that at least one of the factors taken into
consideration is the level of per capita current income. As we shall see

TABLE 52

LINEAR COMBINATIONS OF ADJUSTED CURRENT INCOME, PERCEIVED SERIOUSNESS AND
INTERACTION (INCOME X PERCEIVED SERIOUSNESS) NET EFFECTS FROM
REGRESSION OF AMOUNT OF CARE ON ALL VARIABLES
(N = 1,033)

PERCEIVED SERIOUSNESS

Ap3UsTED CURRENT INCOME
Not Serious Fairly Serious | Very Serious

Deficit $1,000+ ... .c.ooiviieiitn —.181 069 —.100
Deficit $999-Surplus $999.......... —.071 178 gzé
Surplus $1,000-$2,999............. —-0— 150 46
Surplus $3,000-$4,999............. —.081 —.090 204
Surplus $50004 ...l 122 151 .

below, however, the setting in which the physician practices has anim-
portant bearing on the decision.

USUAL SOURCE OF CARE

Physicians practicing in a highly organized setting such as a hf)spital
clinic are, as Friedson has put it, “highly vulnerable” to evaluation by
colleagues and therefore sensitive to professional standards. In contra§t
the solo practitioner is under virtually no scrutiny and the success of 1‘!18
practice depends on meeting the expectations of his patic?nts. On this t.)asm,
we hypothesized that, other things being equal, individuals r'ep<')rtmg a
hospital clinic as their usual source of care would h.aye a significantly
greater amount of care than persons using a solo practitioner. The results
in Table 51 confirm this hypothesis. 87, representing the deviation of t.he
hospital clinic group from the solo practitioner group is large both relative
to other coefficients and to its standard error (827 = .349 [.086)).

On the other hand, we anticipated that persons reporting a group prac-
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tice as their usual source would fall between the solo practitioner and the
hospital clinic with respect to amount of care. Instead, we find that these
individuals had the least amount of care (8 = —.199 [.098]). We will
return to this finding in subsequent discussion.

FACTORS AFFECTING AMOUNT OF CARE WITHIN USUAL
ACTIVITY AND CONDITION SERIOUSNESS GROUPS

The third stage of our analysis involves examining the effects of the
poverty-rc.lated factors within condition seriousness-usual activity sub-
samples given the effects of perceived seriousness and bed disability days.

TABLE 53

PERCEIVED SE{UOI{SNESS COEFFICIENTS (810 AND 1) AND BED DisaBiLIiTY DAYs Co-
EFFICIENTS (25— f31) IN REGRESSIONS OF AMOUNT OF CARE ON ALL INDEPENDENT
VARIABLES FOR EIGHT CONDITION SERIOUSNESS-USUAL ACTIVITY SUBSAMPLES®

CoNpITION UsSUAL AcTIVITY
SERIOUSNESS
Work Keep House School Under Age Six
—0— —0— —0— -0
Bu= 251 | Bu=—232 | o= 459 | Boe= .345
TG | TG | T (e | T (e
Bu= (.ggg) Au=—.162 fu=  .843 fn= .586
Serious . (.359) (.264) (.418)
Bu= .109 Baa= .083 Bx=  .684 B2s= —.090
R (.358) R (.403) R (.322) pa ..400)
Bag= 122 B29= '—049 Bas= 527 Ezg= —742
(.353) (.31 1) (.299) (.325)
) —0— —0— —0— —0—
B30= .823 E;o= 172 E;o= 817 B30=
. Bo= .224
R (.400) R (.372) N (347 ” (.450)
= .058 Sn= 902 Ba= 1.012 331=—'684
(.401) (.405) (.382) (.865)
) —(2)_;5 R —0— —0— —0—
Bro=—. Bro= .426 o= .123 Bro=—.103
T se | T (23 asn | 77 (2
Bu= .283 An= 213 §1|=— 115 Eu= 1026
(.236) (.264) (.198) (.262)
Not Serious fas= .364 Bas= .346 Baa=  .060 Bas=—.090
. (327 R (.422) ) (.220) (.282)
B29= —.040 Br9= 040 Bao= .001 529=—'349
(.(2)09) (.(2]38) (. (l) 62) (.268)
- - » - - e - e _0_
= .144 Bao=—.175 B= 214 B= .584
T @y | T ase | e | T (e
Bu= 288 A= .695 = 1.249 an= —.513
(.401) (.460) (.497) (.524)

s All variables are included in each of the eight regressions although not shown in table.
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Following the pattern set in the two previous sections, we will take up
these latter variables first.

Table 53 shows the coefficients for perceived seriousness and bed dis-
ability days. Perceived seriousness tends to be related to amount of care
only when the condition is rated as serious. Even under these circum-
stances, however, we observe no relationship when the usual activity is
keeping house. For non-serious conditions, we find no significant relation-
ship between the levels of perceived seriousness and amount of care.

Bed disability days are not linearly related to amount of care as often as
it was to number of physician visits. Although we found in the overall
results (Table 51) that, excluding the “no bed days” category, more days

TABLE 54

SUMMARY OF SIGNIFICANT® RELATIONSHIPS BETWEEN POVERTY-RELATED FACTORS AND
AMOUNT OF CARE FOR EIGHT CONDITION SERIOUSNESS-USUAL
ACTIVITY SUBSAMPLES

CONDITION SERIOUSNESS AND USUAL ACTIVITY
[NDEPENDENT Not Serious Serious
VARIABLES
Under Under
Work Keep | gchool Age | Work Keep School | Age
House Si House :
iX Six
Head's Education . *
Race............ ok *
Income.......... o >
Insurance........ ex
Usual Source.. . . . i * *kk *

st _p=.0%* —p=.05**—p-= .01

in bed were associated with greater care, it is difficult to see a consistent
relationship within the subsamples.

Given perceived seriousness and bed disability days, we move next to
the significant relationships between the poverty-related factors and
amount of care within the eight subsamples. Table 54 summarizes the
findings. Of the ten significant associations, only three involve the social-
structural variables of head’s education and race. In contrast, we found
eight such associations in our analysis of delay. There are three relation-
ships involving the economic variables (compared to five for delay), and,
lastly, we observe four usual source of care effects compared to two in the
earlier analysis. Before considering the relative importance of the poverty-
related factors across usual activities and levels of seriousness, we will
summarize the nature of these relationships.
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Education of Head of Household.—We find an education effect for school
children with non-serious conditions. The relationship parallels the overall
education effect with children in families whose head had the least educa-
tion having the most care and those in families whose heads had the most
education having the least amount of care.

Race—Of the two race effects, one occurs among preschool children
with non-serious conditions and the other among wage earners with serious
conditions. In the former case both Puerto Rican and black school children
had more care than their white counterparts. In the wage earner sub-
sample we find no difference between blacks and whites, but much less
care for Puerto Ricans relative to whites.

Income.—Both income effects occur in groups with non-serious condi-
tions: one among housewives, the other among preschool children. In the
overall results we found little difference in amount of care across levels of
income except when the condition was perceived as non-serious. The effects
observed within subgroups, both of which are for conditions rated as non-
serious, are not consistent with each other. For the adults less income is
associated with more care, while for the children the reverse is true.

Third-Party Coverage—Although we did not find any insurance effect
in the total sample, we do observe a relationship among school children
with non-serious conditions consistent with our hypothesis, children cov-
ered by Medicaid have more care than those with voluntary health insur-
ance.

Usual Source of Care.—The four significant relationships between usual
source of care and amount of care are all consistent with the overall
results. For children under age six, with serious and non-serious conditions,
and for school children with serious conditions, the use of a hospital clinic
as a usual source of care is associated with more care. For wage earners
with serious conditions, individuals using a hospital clinic also have more
care, but the coefficient is not large relative to its standard error (8y; = .261
[.386] in this case). At the same time, serious conditions who used a group
practice as their source had less care (8 = —.633 [.341]).

To summarize these results, the effects of the social-structural variables
within subgroups are consistent with the overall results in two out of three
cases—the exceptions being Puerto Rican wage earners who had less care
than the other two groups. The findings on income are mixed with lower
income housewives having more care, but lower income preschool children
having less. The one instance in which third-party coverage was related to
amount of care, school children covered by Medicaid received more-care
than those with other forms of coverage or no coverage. Finally, in the
four groups in which we found differences across different sources of care,
the relationships were consistent with the overall findings.
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To conclude this section,

TABLE 55

- TED
VALUES OF THE STATISTIC —2 In A COMPARING REGRESSIONS wrm}l{’ovm:l;{ \l/{:_:;\
-RELAT -
ESSIONS EXCLUDING POVERTY-RE
VARIABLES ENTERED WITH REGR
ABLES FOR EIGHT CONDITION SERIOUS-USUAL ACTIVITY SUBSAMPLES—
AMOUNT OF CARE

USUAL ACTIVITY
CONDITION .
SERIOUSNESS Work Keep House School Under Age Six
468 20.306
24.622 13.287 21. 0.
i df= 20 df= 21 df= 19 %‘_ _IIS;
Serious N= 93 N= 83 N=115 .
13.111 26.7;? d%l_gg dt§9=53(1)
Not Serious (gz 1?] %}-z 127 N=228 N=142

Using our alternative approach to relative importance, the i.ncrease: in
the vatues of the likelihood functions, the results ar'e‘not .q\'ntefso clear
(Table 55). As was the case for both delay and physician visits, for wage
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CHAPTER IX
SUMMARY AND CONCLUSIONS

) 1In preseqtipg th'e’ results of the three parallel analyses of variation in
;:lay, physncn%n v151t§, and amount of care received, we have frequently
:u r1r11ded ‘to t};lelrﬁ cgnsnstency with our hypotheses. In this section we will
marize the findings, organizing the discussi i
e oo g sion along the lines of these
HYPOTHESIS I-A

The s‘e}’erity of the condition(s) causing the episode as measured by

physician rating will be related to each element of the response

process. Severity will be directly related to the probability and

r.tumber[ of physician visits, and the amount of care received; and

inversely related to the number of day. ing initi,

inversel f days of delay preceding initial
HYPOTHESIS I-B

The severity of the condition(s) causing the episode as measured by

physician rating will be more strongly related
o el gly related to amount of care

' Condlti.on seriousness, it will be recalled, is the dimension of the episod
illness v«{hu::h most closely approximates the physician’s concept of d?sea y
In clasmfymg a condition as serious or not serious, the physician ratse.
made their decisions solely on the basis of the descri;’)tion of the condit'ers
or symptoms. The situational factors surrounding that particular inst oo
of the condition such as the individual’s reaction to it or what w anlc)e
sequently done about it were not taken into consideration o
As expected, condition seriousness is directly related to‘the probabilit
2:)1:d1?:mber c_)f physician visits and the amount of care received. Howevlery
seeki:} ;o:als.:.rlousness is not related to the number of days of delay before
”.I'hese'ﬁndings confirm the second part of the hypothesis. While the
!atlonsh)p .between condition seriousness and delay, given .usual activ'ie-
is pot significant (at the .05 level), the condition seriousness coefficie iy,
quite large reya.tive to its standard error in the regression of am0111n11 (;;
::la:re on condition seriopsness and usual activity. These results indicate
at, in terms'of behavior leading up to contact with the medical -c
establishment in contrast to behavior in the later stages of the process :1}::
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patient’s response is more subject to the potential influence of sociat and
economic factors due to the absence of a patterning by the medical con-
dition.
HYPOTHESIS 11

The instrumental importance of the individual’s usual activity will

be inversely related to number of days of delay, directly related to

probability of initial visit, but not related to revisits and amount of

care.

In addition to the anticipated interaction effect between usual activity
and the poverty-related variables with respect to medical care behavior
(Hypothesis IV), we have considered the more obvious direct role of usual
activity. Usual activity is conceptually important in two senses. First, it
represents a person’s alternative to being sick. Viewed from this perspec-
tive, we have suggested that the individual’s instrumental importance to
the family will influence the chances of his seeing a doctor and his tendency
to delay if he does so. Once having entered the medical care system, how-
ever, we hypothesized that there would be no differences across usual
activities.

Usual activity is important in a second sense as well, because it differ-
entiates children from adults serving to some degree as a proxy for age.
Apart from the measures of seriousness, we have not explicitly attempted
to distinguish between the instrumental dimension of age differences and
other dimensions such as personal adjustment as they relate to health and
illness behavior. Where it has seemed warranted, we have introduced addi-
tional controls for age.

The results of the analyses of delay, physician visits, and amount of care
only partially confirm Hypothesis 1. We did not find a consistent effect
across the four original elements of the medical care process, in the sense
of greater instrumental importance being associated with less delay, more
visits, and, to a lesser degree, more care. Rather, we found for delay that,
although the more instrumentally important wage earner delayed less than
the housewife, both delayed more than children, whom we would assume
to be less important to the families functioning. We concluded that since
this ordering obtained for both serious and the more homogeneous non-
serious conditions, other costs to the family including factors such as
emotional concern for the child’s welfare over-balance whatever instru-
mental importance effect may be operating.

When we considered the relationship between usual activity and physi-
cian visits, we found a marked interaction between condition seriousness
and usual activity with respect to visits. The instrumental importance
argument is strengthened although the original hypothesis is not fully
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sup;?qrted. For serious conditions, wage earners had the greatest b
of visits, followed by housewives and finally, children. Adults als:)mhmder
higher proportion of persons with initial physician contact than childa :
On‘ the other hand, contrary to Hypothesis II, when the condition wa “not
serious, wage earners had the least visits and lowest proportion w't;nOt
1r‘ugal contact while.preschool children experienced the greatest numlberi:}
;';sns and had the highest prqportion making initial contact with a doctor.
we assume that for non-serious conditions the doctor’s role is less one of
speeding the return to one’s usual activity and more one of rovfzie'o
reassurance, these results can be interpreted as consistent with tﬁe inl tmg
:13:::: 1mf!)ortance argument. Making the further assumption that s:eil:g-
or for a non-serious illness would, ceteris ] i
d'rawal from usual activity, we interpret the ﬁndingspl::)r;bnuos;-}s)cr:)il::sg cwfih-
tions as a refinement of the hypothesis rather than a rejection e
Wt? 'dld not expect to find differences in amount of care e;cros 1
act}v1t1es, anfi for non-serious conditions, our hypothesis is conﬁrm:dusft'la
serious conditions, however, we find a pattern of care which parall 1. or
results for number of physician visits, more instrumentally importantefaS 0'11"
members having more care. We cannot, however, rule out the r{]l;ly
effects of systematic differences, beyond those accounted for b 0}:]055‘ -
ousness measures, in kinds of conditions. Different conditioz;s cquire
different levels of medical diagnosis and treatment. e

HypoTHEsis 11I-A
Level of household head’s education will be related to each element
of the response process; directly with the probability of initial
contact, revisits, and amount of care received; and inversely with
n'umber of days of delay preceding initial contact. Level of educa-
tion, however, will be more strongly related to the probability of

initial contact and number of days of delay than to revisits and
amount of care received.

¥n the discussion of the social-structural variables in Chapter II
p9mted out that previous research indicates that the “utilizatioz no ”“{e
vxtndely ac‘cepted in the United States. When asked what ought to ben:o .
given a slckness situation, there is a strong tendency among all classe ltle
‘res‘pond in favor of seeing a doctor. Nevertheless, knowledge about ills .
is influenced by level of formal education, and it has been argued thatn:l:s
ignorance of those with low socio-economic status is a major fact in
their under-utilization of medical services. Hypothesis III-A is int o:i ]2
to test the validity of this proposition when a person is sick e

The results provide weak confirmation of the hypothesi.s, and at the
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same time indicate the circumstances under which it holds. For delay, we
found no differences between groups for whom head’s education was high
school level or below. Only persons in “college families” delayed less than
others.

We found that when we considered volume of physician visits, contrary
to our hypothesis persons in families whose heads had less education had
more rather than fewer visits. However, by making the distinction between
initial contact and revisits we discovered that this overall result is somewhat
misleading.!

We found little difference across levels of education for either initial
contact or revisits, but with two important exceptions. A lower level of
head’s education is associated with a smaller probability of initial contact,
as hypothesized, when the condition is rated as non-serious and resulted in
two or fewer days in bed. The hypothesis is valid then when the individual
has the most discretion (initial contact) for a non-serious condition causing
relatively little disruption. As would be expected, the direct relationship
between level of education and initial contact for non-serious conditions
is strongest for children, weaker for persons between ages 17-44, and non-
existent for older persons.

The other exception to the findings of little difference with respect to
initial contact or revisits was the finding that a direct relationship between
education and revisits was obtained for serious conditions among children.
This relationship was due largely to a failure to comply with the physician’s
instruction to return.

The overall findings for amount of care are similar to those for volume
of physician visits. As we have noted previously, amount of care is of
additional interest only to the degree that the effects of the poverty-related
variables differ from those observed for physician visits. We found such a
difference in the negative coefficient for the highest level of head’s educa-
tion. Apparently, physicians tended to provide this group fewer services on
the initial visit. We suggested that this behavior may arise from relatively
greater confidence that the patient will follow the suggested regimen and,
when so instructed, return for additional care.

Finally, we found no support for the notion that as a person moves into
the medical care system, level of head’s education becomes less consequen-
tial factor in predicting the use of physicians’ services. Head’s education is
of surprisingly little importance in predicting variation in delay, has the
hypothesized effect as initial contact and revisits only under certain cir-
cumstances, and tends to influence amount of care.

1 The regression results, in contrast to proportions with initial contact and revisits,
are influenced by multiple visits.
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HypotHssis I11-B

Race-ethnicity will be related to each element of the response
process. Puerto Ricans will be less likely than Negroes who in turn
W.II.I be less likely than other whites to have an initial visit or re-
visits, or complex care and will be more likely to delay before
r.m'zlfing initial contact with a physician. The 'relationships with
initial contact and delay, however, will be stronger than those with
revisits and amount of care received.

Hy;?othesis IT1-B is largely confirmed by the findings. We found a race-
ethnicity effect for each of the three dependent variables. Puerto Rican
apd blacks delayed significantly more than whites, although they did noi
dxﬂ?er from e.ach other. We found interaction between race and perceived
ierlousne.ss in .the regression of physician visits. For “not serious’ and

very serious’’ illnesses as hypothesized whites had more visits than blacks
who 1p turn, had more visits than Puerto Ricans. When the condition wa’
pf:r'celved as fairly serious, however, blacks had the largest number o;
visits and Puerto Ricans the least. Blacks were found to have the
amount of care followed by Puerto Ricans. greates!

Thfa relationship between race and physician visits when the illness was
perceived as only fairly serious has no evident explanation. On the other
hand, we suggested that the tendency for blacks and Puerto Ricans to have
mhorse: care mafy arise either from differential expectations in the part of

ic i

I;:l o};e tl}?.:; :)vl;l i:::) more difficult cases as a result of the tendency to delay

Comparing effects across stages of the medical care process, those on
delay seem to be the most pronounced, while those on amount <,)f care a
least pronounced using the rather informal criterion of the magnitudes f;
t!me c9efﬁcients relative to their standard errors. On the other hand d'o
:ngmshmg lbetween initial contact and revisits, we find little diﬂ"el’-enlci;
cross racial groups in term initi i i
s vgiSits.p s of initial contact, but marked differences with

HyportHesis III-C

Level of adjusted income will be related to each element of the
resp'onse process; directly with the probability of initial contact
revisits, and amount of care received; inversely with number of da s’
of delay preceding initial contact. Level of adjusted income hoi)-
ever, will be more strongly related to the probability of dt’l 's of
delay than revisit and amount of care received. ’

dAc‘ljl'xsteq current income is the most widely used indicator of poverty in
administering governmental programs. It has not been clear in the litera-
ture, however, that lower income is associated with lower utilization of
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medical services in the face of sickness. Our results suggest that, with the
exception of the amount of care received for illnesses considered “‘not
serious at all,” there is no income effect. We cannot determine the degree
to which the individual influences the amount of care decision. However,
there is no evidence of reluctance by lower income persons to contact a
physician initially, controlling for other factors.2 Nor do we find any order-
ing of the proportions of individuals having revisits comparing across
levels of adjusted current income.

HypotHesis III-D

Third-party coverage will be related to each element of the response
process. Ordered by comprehensiveness of coverage for ambulatory
services (no coverage, voluntary health insurance, governmental
programs [Medicaid and Medicare, Part B)), third-party coverage
will be related directly with initial contact, revisits, and amount of
care received; and inversely with number of days of delay.

This hypothesis is partially confirmed. We found that persons with no
coverage tended to delay more than those with voluntary health insurance,
but, at the same time, so did persons covered under the two governmental
programs (Medicare and Medicaid). In the case of Medicare, we found
support for both an age interpretation of the tendency for those with
Medicare to delay more as well as a benefit structure interpretation. The
tendency towards greater delay among persons covered by Medicaid was
found to obtain only for children. We suggested that some unmeasured
factor such as a retreatist orientation of the dependent poor underlay both
Medicaid coverage and greater delay thus causing a spurious association.

With one exception, no difference in number of physician visits or
amount of care was observed comparing types of coverage. The exception
was that persons covered by Medicare not only delayed more, but also had
fewer visits than the other groups.

Although we found no other differences in the regression of physician
visits on third-party coverage (given the other poverty-related variables
and the episode-related variables), and found no linear relationship be-
tween third-party coverage and either initial contact or revisits when the
condition was serious, the results of our analysis of initial contact and re-
visits in the non-serious case are consistent with the hypothesis. Considering
the three major insurance categories, we found that for each type of usual
source of care, individuals covered under Medicaid were most likely to

have an initial contact, while those with no coverage were least likely to
have contacted a physician. Turning to revisits, we found that in the private

2 We could not detect even a simple income effect.
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practice setting, persons with the more comprehensive Medicaid cover-
age were more likely to return to a doctor than those with voluntary
insurance or no coverage. For those using hospital clinics, on the other
hand, what small difference we observe between Medicaid and voluntary
insurance groups indicates greater likelihood of revisits for the latter
group. The finding of smaller differences in the case of patients using a
hospital clinic suggests that the more client oriented private practitioners
are more sensitive to the patient’s desire to minimize the out-of-pocket cost
of illness.

HypotHesis III-E

Usual source of care, ordered from least to most institutionalized,
will be inversely related to the probability of initial contact and
directly related to number of days of delay, but directly related to
number of revisits and amount of care received.

We have assumed that the solo private practitioner is the least institu-
tionalized source of care and the hospital clinic the most institutionalized.
Between these two falls the non-hospital clinic or group practice. Our
findings only partially support Hypothesis III-E.

Relative to those persons using a solo practitioner, persons reporting a
group practice as their source of care delay more as expected. However,
we found no difference in delay comparing hospital clinic users with the
solo practitioner category. We suggested that ready accessibility to the
hospital clinic might account for the absence of a difference. Group prac-
tice combines a somewhat more institutionalized setting than solo practice
with more difficult access than is typical of a hospital clinic.

Although we found no usual source of care effect in physician visit
regression, the results of the analysis of initial contact and revisits were
generally consistent with our hypothesis. For non-serious conditions hos-
pital clinic users were less likely than others to contact a physician, but
having done so, were more likely to return. (No differences were found
between those using solo versus group practice.) When the condition was
rated as serious, we found contrary to expectations, that the hospital clinic
group were more likely to have an initial visit. On the other hand, they
were also more likely than persons using a solo practitioner to have a re-
visit. The group practice patients resembled hospital clinic users in terms
of revisits.

Finally, we found that persons reporting a hospital’s clinic as their usual
source had significantly more care than those using solo practitioners.
This finding is consistent with our hypothesis. However, inconsistent with
our hypothesis is the finding that group practice patients had significantly
less care than the solo practitioner category.
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HyroTtHEsis IV

Association between perceived seriousness, bed disability days, race,
education, third-party coverage, income, and usual source of care
on the one hand and delay, physician visits, and amount of care on
the other, will be observed more often when the condit.io'n cqusmg
the episode is less serious; and when the usual activity is less
instrumental.

Finally, we summarize our findings on the interactiqn betwe.en condition
seriousness, usual activity, and the poverty-related variables with respect to
delay, physician visits and amount of care. ‘ '

The element of our hypothesis involving the interaction effect of condi-
tion seriousness is confirmed for delay and amqupt of care, b}xt not for
physician visits. The second element (usual activity’s interaction effect)
holds only for amount of care. o

Using our alternative approach to the question of relative 1r_n'portan.ce of
differences in the poverty-related factors across levels of .condmon serious-
ness and usual activity groups, namely relative changes m.the value of the
likelihood function, our conclusions were somewhgt different. For all
three dependent variables, the poverty-related vana'bles among wage
earners are more important when the condition is serious, \ivhlle for the
remaining usual activity categories, with minor exception, this element of

othesis is supported.
ou’rl'll:: ;}))overty-relatgg factors tend to be more important for adults than
children in the case of delay. Our expectation, of course, was the reverse
and is met only in the case of physician visits and amount of care, when the
ition was non-serious. .
00;1: ltthis section we have provided a brief summary of the findings. These
results are quite mixed in their tendency to confirm our hypotheses. Never-
theless, several conclusions can be drawn from them.

CONCLUSIONS

We will conclude this report by considering how the findings bear on the:
assertions commonly found in the literature on utilization of physman§
services particularly with regard to utilization by the poor. The basic
question raised at the beginning of Chapter I was, “Do the'poverty-rclated
characteristics of education, race-ethnicity, incomf:, a.nd thlrd.-party cover-
age interfere with the receipt of prompt and continuing me‘dlcal atten?lon
in the face of sickness, and do different sources of medical c.are d’:ﬂ‘er
systematically in the degree to which they encourage use of serv¥ces?

The basic question can be approached and expandfed upon in several
ways. First, recognizing the limits of this research we will suggest a general
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impression, comparing it with other recent findings. Second, we will con-
sider the relationship between our findings and another component of
health services utilization, namely preventive care. Third, we take up the
implications of the relative importance of the various poverty-related
factors in discriminating between persons who tend to be reluctant in using
physicians’ services or whose use is restricted and those not so reluctant or
restricted. Lastly, we will consider the evidence in terms of two plausible
but quite contradictory basic assumptions about the orientation of the
poor in terms of utilization of services.

In drawing conclusions based on the findings reported in this study we
must keep in mind several factors. These factors include: the characteristics
of the population under study, the nature of the illness episodes analyzed,
and finally, the overall response of the sample to the illness situation.
Within the context of these factors, we can consider the circumstances
under which elements of the medical care process appear to be influenced
by the poverty-related variables of head’s education, race, income, third-
party coverage, and usual source of care.

The population of Red Hook can reasonably be characterized as poor
in terms of family income. At the same time, unlike the populations of
many other areas designated as poor, the residents of Red Hook had
available even before the introduction of a neighborhood health care
center? a liberal Medicaid program and multiple sources of care. Neither
of these facts, of course, suggest a coherent or attractive delivery system.
In fact, the hospital clinic which accounted for most of the care provided
to those using hospital clinics was the most antiquated and unappealing
that the author has seen. Nevertheless, we did not study a “medically de-
prived” area.

The episodes of illness that we analyzed tended to be acute and not very
serious. The symptoms or conditions included in the study were at least
serious enough from the individual’s point of view to have resulted in
disruption of his usual activity; however, they were not so serious as to
have resulted in hospitalization. It will be recalled that a majority of the
illnesses were subsequently rated by a physician as not necessarily requiring
a doctor’s attention.

Given an economically poor population with fragmented and in many
instances unpleasant, but nevertheless available, medical services; and
given a sample of relatively minor illness episodes what behavior do we
observe ? Approximately half of those with illness episodes consulted rela-
tives, friends, or neighbors about the illness. The advice given in almost
four out of five cases was to see a doctor. Only a few individuals consulted

3 As noted earlier, the survey on which this research is based was conducted prior to
the introduction of a health center.
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a nurse or pharmacist. On the other hand, three-fourths of the sample
contacted a physician as a result of the illness, and for conditions rated as
serious, 93 per cent saw a physician. These results indicate a population
that is oriented toward using formal health services when faced with illness.

This general impression is quite consistent with the results of a recently
reported comparison by Greenlick et al. of an OEO sample enrolled in a
large prepaid group with a sample of ‘“‘regular’ enrollees. Their report
included the following observation:

More significantly, on the other hand, are the findings that many aspects of
care are similar when evaluated in a system where poverty groups have effective
access to care, without financial and other barriers. The similarities are quite
striking, for example, in the pattern of care for children and in the proportion
of the population that receive any service during the year. It appears that much
of the reported difference in the behavior of poverty populations relates to dif-
ferential access to medical care.

Our study of Red Hook indicates that even in the absence of completely
effective access to care, the poor exhibit a strong tendency to use medical
care. Nevertheless, we have noted throughout the analysis qualifications
of this general conclusion. We will return to these qualifications shortly.

The impression of a population oriented to use of physician’s services
may be refined by considering differences in behavior comparing adults
and children. When a condition is serious and therefore medical care is
indicated either to validate the sick role or to accelerate the return to one’s
usual activity, we find that adults are more likely to seek care for themselves
than for children. On the other hand, for non-serious conditions, the adult
or school child is considerably less likely to see a doctor than a pre-
schooler. These findings suggest that care-seeking behavior is conditioned
by the demands of a person’s alternative to being sick.

We also found, however, that this population was not inclined to delay
in seeking care for children. This finding highlights the difference between
medical care behavior in the face of illness and preventive behavior. On the
one hand we found a tendency to seek medical care relatively more often
for pre-school children than for adults given a non-serious condition, on
the other we failed to find any indication that higher income persons were
more likely to seek care for such conditions. In contrast, considering both
preventive medical care (vaccinations), and preventive dental care (pro-
phylaxis and cavities filled) for children in the year preceding the interview,
there were marked differences by adjusted current income (Table 56).

4 Merwyn R. Greenlick er al., ““Comparing the Use of Medical Care Services by a
Medically Indigent and a General Membership Population in a Comprehensive Prepaid
Group Practice Program,” paper presented at the Annual Meeting of the American
Public Health Association, Houston, Texas, October, 1970, p. 21.
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We turn next to our conclusions regarding the central problem to which
the research is addressed—the degree to which and the circumstan.ces
under which the poverty-related variables influence medical care l?ehav1or.
Our conclusions may be summarized as follows. Race-ethnicity is a con-
sistent influence both in terms of behavior leading up to contaclt with a
physician and behavior once an individual is within .the meQxcal-care
establishment. At the other extreme, adjusted current income is a con-

TABLE 56

USE OF PREVENTIVE SERVICES BY
ADJUSTED CURRENT INCOME

ADJUSTED CURRENT

INCOME®
PREVENTIVE Deficit
Surplus of
SeRvice Surplus .°f more than
up to twice twice

poverty line poverty line

Vaccinations—Proportion
of Children Under Age 5
With:

i ination..... .81 .90 90
Polio Vaccination dieh (223) (15;3)
ination . . .65 . .
Measles Vaccination den (23;2) (133)
IIDPT....... .81 . .
Anyora (161) (278) (159)
Dental Care>—Proportion
of Children Ages 5-14
with:
iSevvenennnn 51 .57 .70
Prophylaxis o (52(2)) (32?)
iti illed......... .36 Rk .
Cavities Fille ) o) Geny

s These three categories are based on the relative distance from the pov-
erty line.

b Dental care in the twelve months preceding the interview.

sistently poor predictor of differential behavior. Between these extremes,
head’s education and third-party coverage are related to medical-care be-
havior to a limited degree. The relative effect of hospital clinics is, as ex-
pected, to inhibit initial contact, while providing more care tl’fal"l solo
practitioners.. Apparently, however, individuals using hospital clmlcs are
no more likely to delay before seeking care than those using private
practitioners. ‘

In recent years, substantial efforts have been made to increase th.e
volume and to a lesser degree improve the quality of ambulatory physi-
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cians’ services used by the poor in this country. Given the limitations on
resources allocated for this purpose, both programs designed to provide
third-party financing such as Medicaid and programs more oriented to the
delivery of services such as OEO neighborhood health centers have em-
ployed an income test to differentiate between “eligibles” and the rest of
the population. Our findings indicate that income, even adjusted for family
size, is a poor indicator if the objective is to identify “under utilizers.”
Differential utilization is most strongly related to race-ethnicity; however,
obvious pitfalls are associated with approaching the problem using this
indicator as a means of defining high priority groups.

The findings of this study highlight a public policy dilemma with respect
to medical care for the poor. There are essentially three current approaches
to the problem. The first is to provide financing and depend on existing
providers, the second is to provide services through local health centers
intended for the poor, and the third is to provide financing, but encourage
the development of provider organizations to serve both poor and non-
poor alike.

Considering the first alternative, we found only limited effects with
respect to third-party coverage. However, this observation must be put in
context. While the effect of third-party coverage on individual behavior
is not as great as we had expected, the fact that such coverage, whether
through government or voluntary programs, was widely held, considering
that Red Hook is a poor area, undoubtedly influenced the availability of
services for all residents. Anecdotal evidence gathered by the author sug-
gests that many physicians and some clinics were willing to serve the com-
munity because of the availability of satisfactory reimbursement for most
of the residents.5

The first element of the dilemma, however, is not the effectiveness of
third-party financing in increasing utilization, but rather the apparent
behavior of the providers. At every level of perceived seriousness, Puerto
Ricans had the fewest visits. This result is largely attributable to the
tendency for Puerto Ricans to have no physician visits beyond the initial
contact. While we found some evidence of noncompliance, for the most
part the absence of revisits was due to physicians in private practice not
suggesting a return visit,

A similar indication of differential treatment is found in the case of
blacks. Although, other things being equal, this group had fewer physician
visits than whites, it also had more care. While it is possible that the ten-
dency for blacks to delay more results in more difficult cases than would
obtain had earlier treatment been sought, the acute nature of the illnesses
involved makes this an unlikely explanation. An alternative possibility is

5 In the period 1967-68.
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that physicians vary their approach to treatment because of differential
expectations about black patients’ inclination to comply with instructions.

The second alternative mentioned above is the delivery of care through
health centers, or other forms of organization, restricted to the poor. This
alternative provides, through organization, the means of more easily
identifying and correcting inadequacies observed in the traditional (“main-
stream’) organization of physicians’ services. On the other hand, since
health centers are ‘““separate,” even if equal or better, this alternative is
extremely dependent on the good intent of the professionals involved. The
potential for deterioration of services or dissolution of the staff is probably
much greater than ina provider organization oriented to a broader popula-
tion base.

The third alternative is to provide not only third-party financing, but
also to encourage the development of various types of Health Maintenance
Organizations, which would be expected to serve both poor and non-poor
patients. This approach would seem to be an improvement over either of
the first two alternatives in terms of both homogenizing patterns of care
and providing long-run stability. On the other hand, it will be recalled that
while we found no difference in tendency to hesitate contrasting persons
who use a solo practitioner with those whose usual source is a hospital
clinic (the ready accessibility of the hospital clinic apparently offsets
whatever other inhibiting features it may have relative to the solo practi-
tioner), persons using prepaid group practice (which is both more institu-
tional than a solor practitioner and often less immediately accessible than
a hospital clinic) delayed more than persons using the other two kinds of
practice organization.

Looked at from the perspective of utilization behavior (and thus putting
aside several important economic and political considerations) each of the
public policy alternatives mentioned has strengths and weaknesses. While
the debate over alternatives involves many issues, one or another of two
basic and quite opposite assumptions about the illness behavior of the
poor can usually be detected. The first assumption is that the poor seek
care only as a last resort even when care is free. A good example of an
elaboration of this position has been recently provided by Anselm Strauss.6
He argues that not only are the poor inclined to ignore all but the most
obvious and serious illnesses, but also:

Once illness is perceived and once it is believed that something should be done
about it, these people are less inclined to use specifically medical institutions
that are for higher income people. They are inclined to treat themselves with
folk medicine or patent medicine. And they are likely to seek out health advisors

6 Anselm Strauss, ““Medical Organization, Medical Care and Lower Income Groups,”
Social Science and Medicine, 111 (August, 1969), 157.
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not only from kin and acquaintances (as do also the higher income people), but
also the neighborhood pharmacist, the chiropractor, and, on occasion, folk-
practitioners—like the curenderos among Spanish-speaking people or the sellers
of charms in Negro ghettos.

The alternative assumption is that while a number of barriers to the
receipt of care exist for the poor in terms of financing and availability of
services, the poor, like the remainder of the population, value good health
and medical care and are not reluctant to use it. Anne R. Somers, for ex-
ample, supports this position by citing findings in a report by the Division
of Regional Medical Programs based on student surveys in a number of
poverty communities:

The community residents (both urban and rural) seemed surprisingly sophisti-
cated (i.e., above students’ expectations) about the use of health services. This
was particularly true of urban mothers using hospital clinics for their children
It might be described as “utilization savvy.”?

On the basis of our findings, which one of these characterizations of
the poor seems likely to be the more correct? One can only conclude that
it is the second alternative that tends to be consistent with the data.
Despite the racial-ethnic effects that we have noted, the general orientation
of the Red Hook population is toward use of formal medical services. Even
in the case of the racial-ethnic effect, we found an equal likelihood of
initial contact with a physician. Further, there was no evidence to support
the assertion that the use of non-physician alternatives is commonplace.

The evidence on the effects of head’s education is particularly supportive
of the second assumption. It will be recalled that with respect to annual
volume of physicians’ services, Andersen concluded that, *“very sick people
in our society apparently receive care regardless of family structure or
socio-economic conditions. However, when there is less illness, stage of
family resources, and other social characteristics become more important
determinants of care patterns.”’8 We are able to add some precision to this
conclusion by noting the degree to which and circumstances under which
head’s education has an effect.

In terms of delay only the college educated group stands apart from the
others, delaying less as expected. Considering the relationship between
head’s education and physician visits, we can only conclude that the act
of contacting a physician is influenced by level of head’s education only
under conditions when patient discretion is very high—that is, for non-
serious conditions causing little disruption.

7 Anne R. Somers, Health Care in Transition: Directions for the Future (Chicago:
Hospital Research and Educational Trust, 1971), p. 24.

8 Andersen and Anderson, “Family Life Cycle and Use of Health Services,” pp. 14-15.
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Our findings and conclusions seem to contradict much of the literature
on poverty and medical care. The seeming contradiction is in many in-
stances, however, more apparent than real. First, we have studied a popula-
tion that has health services available, although not well organized. Our
next step will be to conduct a similar analysis of an area that is relatively
scarce in services and third-party coverage. Second, we have considered
primarily acute illness. The effects of the social-structural variables that
we found under certain circumstances suggest that greater differences would
be found in the areas of use of preventive services (which depends on a be-
lief in their value that is not as pervasive as in the acute area) and manage-
ment of chronic conditions (which depends on a higher level of medical
sophistication). And finally, as noted earlier, results of other research are
beginning to appear which tend to confirm the conclusions of this study.
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APPENDIX 1
NOTES ON THE VARIABLES USED

This appendix includes a more detailed description of two of the mea-
sures used for the study: Condition seriousness and Adjusted current in-
come. The nature of the remaining measures may be obtained from an
examination of the questionnaire (Appendix III) or were described in de-
tail in the text.

Condition seriousness.—Each respondent was asked to give a description
of the condition or health problem causing the episode. Using this descrip-
tion and no other questionnaire information, an internist coded the case as
serious or not serious using the following criteria:

Not serious.—Cases in which the patient either did not need to see a
doctor for treatment to prevent a worsening of the situation, to speed
recovery, or to relieve pain; OR might have been helped, but the decision
would normally be at the option of the patient.

Serious.—Cases in which a doctor should have been consulted to prevent
a worsening of the condition, or to speed recovery if the condition is usually
debilitating for more than a few days, or to relieve pain if there is usually
severe or persistent pain associated with the condition or symptoms.

A second internist and a pediatrician were asked to rate the categories
and the 97 sets of symptoms or illness descriptions most often mentioned.
(For example, one such description was, “‘bad case of tonsilitis—had a
very high fever and vomiting.” Another was, “something wrong with
spine—something pops in back when he lifts something.”) The sets of
symptoms were arranged in random order within disease categories. The
proportion of ratings which agreed with the initial internist’s rating were
then adjusted for the overall distribution reported in Table 6.

The adjusted proportions of ratings which agreed with the initial rating
were .86 for the second internist and .90 for the pediatrician.

Adjusted current income.—The current family income rate was defined
as the sum of 52 times current weekly earnings and 12 times other monthly
sources (Social Security, welfare, rental payments, gifts, etc.). When the
current family income rate was less than or equal to the 1968 poverty in-
come cut-off level for a family its size, all related persons were defined as
having a deficit adjusted current income. The cut-off levels shown in Table
57 were used.
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For persons in the Red Hook sample who were not related to the head,
the same procedure was applied, with incomes of persons related to each
other but not to the head pooled. These combinations of persons were
also employed to determine the number of persons to be used for the in-
come cut-off level.

Level of Adjusted Current Income.—The level of adjusted current in-
come was then determined by calculating the difference between current
rate and the family’s cut-off level. For example, a family of five with an
income of $7,000 would have a surplus of $3,100 or the difference between
$7,000 and $3,900. If its income had been $2,000, it would have had a
deficit of $1,900.

TABLE 57
1968 OEO POVERTY INCOME LEVELS
Family Size Income Cut-off
) $1,600
ittt 2,100
2 2,600
L 3,300
2 3,900
[ Z 4,400
Y N 4,900
. 2SN 5,400
L 5,900
10, e 6,400
) S 6,900
) 7,400
) 7,900

Estimation of Missing Information on Adjusted Current Income.—We
were unable to obtain current income information for 18 per cent of the
individuals. In contrast, the number of wage earners in each household
was known, the attained education of the head of household was known
for all but six households out of 1,506, and the index of occupational
prestige, based on head’s occupation, was known for all but 24 “No
answer’’ cases and 325 cases in which the head kept house or went to school.
It was decided to estimate current income where possible on the basis of
this other information.

All families with known income were cross-classified by number of wage
earners (None, one, or more than one); education of head (Grades 0-4,
5-8, High School incomplete, High School complete, Some College); and
the Duncan-Reiss occupational prestige index for head’s occupation
(00-09, 10-19, . . . , 90-99). Families with unknown income were assigned
the median income category of those families having the same level of
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education, occupational prestige, and number of wage earners. If there was
insufficient income information for a particular combination of education,
occupational prestige and number of wage earners; the median of adjacent
occupational prestige categories was used. For example, if there were no
cases of known adjusted current income associated with the characteristics:
one wage earner, High School incomplete, and occupational prestige score
of 10-19; the median income category for those cases with one wage earner,
High School incomplete and occupational prestige scores of 00-09 and
20-29 was assigned. The only exception to this rule occurred in two cases
for which neither occupational prestige nor education was known. For

TABLE 58

ADJUSTED CURRENT INCOME DISTRIBUTIONS
BEFORE AND AFTER ESTIMATION

Per Cent Dis-
PerbCent Di?- Atéibutigncof
o tribution o justed Cur-
Eligibility Degree Income as rent Income
Reported Including Esti-
mates
Deficit of $2,000 or more . ...... 34 3.0
Deficit of $1,000-81,999 ........ 42 3.5
Deficit of $000-3999 ........... 17.7 16.1
Surplus of $000-3$999.......... 15.1 13.6
Surplus of $1,000-81,999....... 16.2 16.0
Surplus of $2,000-$2,999........ 10.3 12.3
Surplus of $3,000-$3,999 ... .... 10.5 10.8
Surplus of $4,000-$4,999........ 59 6.6
Surplus of $5,000-$5,999....... 43 6.0
Surplus of $6,000 or more....... 12.4 12.0
Total. .. ooiieiieiieeieeanens 100.0 99.9

these two cases, the median income category for all one wage earner fami-
lies was assigned.

Table 58 shows the income distribution for individuals in families with
known eligibility degree, excluding the indeterminates and the distribution
for the entire sample combining known and estimated income levels.

In an earlier test of the value of the estimating procedure in predicting
annual income, a simple random sub-sample of seventy families was drawn.!
Of these seventy, 1967 income was either unknown or had been refused in
30 per cent of the cases (which compares to the 27 per cent of the full
sample). There was sufficient information on education of head, occupa-
tional prestige, and number of wage earners to estimate income in thirty-
two of the remaining cases. Assigning the value $15,000 to three of the

1 This test was performed for use in the original survey report.
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thirty-two cases falling in the open-ended category of $15,000 or more, the
mean absolute error in prediction was $1,600. Taking sign into account,
the mean error was — $200. A more useful way of looking at the accuracy
of the predictions, however, is as follows: in 47 per cent of the cases, the
income category predicted from the three variables mentioned earlier was
within $1,000 of the income category actually reported in the interview.
In 66 per cent of the cases, the predicted category was within $2,000 of the
reported category. In 91 per cent of the cases, the predicted category was
within $3,000 of reported, and in no case was the discrepancy greater than
$5,000.
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APPENDIX IT
STATISTICAL METHOD

In this appendix, we will describe in somewhat more detail the statistical
model (limited dependent variable regression) introduced in Chapter V,
including the calculation of expected values. In addition, we will compare
some preliminary results obtained using simple contingency tables and the
Automatic Interaction Detector (AID) algorithm developed by Songuist
and Morgan! with results reported in Chapter VI. We will also compare
some of the results obtained in Chapter VI with the results obtained for
the same data using least squares regression. Finally, we will consider the
effect of intra-class correlation (resulting from the sampling design) on the
regression coefficients.

STATISTICAL MODEL

The model used for the analysis reported in this monograph was de-
veloped by James Tobin,2 and is intended for situations in which, for a
substantial number of observations, the dependent variable takes on a
limiting value. The model is as follows:

Let an index, I, be a linear combination of the independent variables
X, Xo. oo Xt

I =8+ 868X+ 29, CR BuXm .

Individual behavior with respect to the limited dependent variable, Y;,
is determined as follows:

Yi=0 if L<If
and Yi = Ii bl If if Ii Z Ir

where I* is a random variable representing individual differences in be-
havior not accounted for by the X’s and the lower limit. This disturbance
term is assumed to be normally distributed across the population with zero
mean and standard deviation o.
For any value of the linear combination, I, observations observed at the
limit are interpreted as arising from individuals whose values of the index,
1 John A. Songuist and James N. Morgan, The Detection of Interaction Effects (Ann

Arbor, Mich.: University of Michigan, Survey Research Center, Institute for Social
Research, Monograph No. 35, 1964).

2 Tobin, “Estimation of Relationships for Limited Dependent Variables,” pp. 26-36.
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I*, are so high as to exceed I. In addition there will be a distribution of
positive (non-limit) Y’s for observations for which I exceeds I*. Letting
F(z) equal the value of the unit normal cumulative distribution at z:

Prob {y = 0|1} = Prob {I* > I|T} = 1 — F(i)

Prob {y > y* > 0|1} = Prob {I* <1 — y*|I}

—r (1)

These probabilities are a function of the 8’s. The maximum likelihood
solution for the estimation of the 8’s and ¢ involves a system of m 4 2
non-linear normal equations.

The sample of observations includes a subset of (q) observations for
which y, the dependent variable, takes on the limit value (zero in our case).
We will denote the values of the independent variables of this subset of
observations by the subscript i (e.g., Xii, X, « « . 5 Xmi). For the remaining
(r) observations y takes on a value larger than the limit value, or is non-zero
in our case. The latter observations will be designated by the subscript j
(e'g" Yi’ X x2ja LR Xm.i'

Letting (a, 21, @5, . . . , am, a) be estimates3 of (8o/c, Bi/0, B/, . . .,
Bm/0, 1/0), and letting

Ii = 3ag + alei + a2X2i +... amxmi s

and similarly,

I,' ao + aIXu + a,X,j + e ame,- ,

the natural logarithm of the likelihood (¢) of the sample is:

Ing = Ean(I —ay.)+rlna——ln21r——z(l —ay)2

i=1 i=1

Where Q(x) is one minus the value of the cumulative unit-normal dis-
tribution function at x.

Setting the derivatives of In ¢ with respect to the a’s equal to zero yields
the set of normal equations which determine the maximum likelihood
estimators.

The expected value of the dependent variable given a combination of
values of the independent variables is:

E(y|I)—IF< )+¢rf< )

u*n

3 In the text these estimates are designated by rather than “a.”
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COMPARISON OF METHOD WITH OTHER APPROACHES

During the preliminary stages of the analysis of the Red Hook data,
we drew a 20 per cent simple random subsample of individuals reporting
episodes for exploratory purposes. These data were examined using two
approaches: first, we used simple three-way contingency tables with the
dependent variable dichotomized (e.g., delay versus no delay or revisit
versus no revisit); and second, we used the AID algorithm referred to
above. We will briefly consider the results of these analyses with respect
to the relationships between delay on the one hand and two apparently
important “‘effects,” usual activity and race, on the other. The effects of
these two independent variables on delay as reported in Chapter VI are
summarized in Table 59.

TABLE 59

ESTIMATED PARAMETERS FOR CATEGORIES OF USUAL ACTIVITY REGRESSING DELAY ON
CONDITION SERIOUSNESS AND USUAL ACTIVITY AND FOR CATEGORIES OF RACIAL
ETHNIC GROUP REGRESSING DELAY ON ALL INDEPENDENT VARIABLES®

(N = 1,032)
Coefficient - . Coefficient
Usual Activity (Standard Racgl-Ethmc (Standard
Error) roup Error)
Work . o.ovviiniiiiinn —0— White................. —0—
Keeping House............ 236 Puerto Rican.......... .360
(.098) (.098)
School................... —.050 Black............ouu 364
(.088) (.087)
Under Age Six............ —.213
(,100)

* Because of the difficulty in mterpretmg comparisons which include interaction terms, we
are using the results of the regression shown in Table 19 column (3) for the usual activity co-
efficients. It will be recalled that we found no interaction between usual activity and condition
seriousness, and that the coefficients in Table 19 are essentially the same as those in Table 21
where we enter all variables in the regression.

We consider first the proportion of individuals with at least one physician
visit who reported some delay. Table 60 shows the proportion with at least
some delay by condition seriousness and usual activity.

The proportions shown in Table 60 are almost perfectly consistent with
the limited dependent variable regression coefficients in terms of relative
magnitudes and therefore also an absence of interaction.

The AID algorithm was also applied to the subsample. “The [AID]
program subdivides the original sample through a series of dichotomous
splits with respect to the predictors [independent variables] into a number
of mutually exclusive subgroups. This is achieved through a stepwise
procedure. In the first step that predictor and division of categories of that
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predictor are chosen from all potential dichotomies which maximizes
between group variance. In the second step the subgroup with the largest
within group variance is likewise divided to maximize the variance ex-
plained. The analysis goes on with successive splits until minimum re-
quirements concerning size and variance are no longer met by any of the
subgroups of the sample.”4

For this brief comparison of results we will not show the entire AID
analysis, but rather those “splits’ involving usual activity and a little
further on those involving race. We arbitrarily divided the 20 per cent sub-
samples into two groups: condition rated serious and condition rated not
serious. In the case of delay, the first dichotomous split made by the pro-

TABLE 60

PROPORTION OF INDIVIDUALS WITH AT LEAST ONE PHYSICIAN VISIT
WHO REPORTED SOME DELAY BY CONDITION SERIOUSNESS
AND UsUAL ACTIVITY
(20 per cent simple random subsample)*

(N = 242)
USUAL AcCTIVITY
CONDITION
SERIOUSNESS
Work Keep House School Under Age Six

Serious............ 51 .59 48 44

(35) (32 (va)) (16)

Not Serious........ .66 75 .65 .50

29 (28) (49) (26)

s Includes persons subsequently hospitalized.

gram for both of these groups was on perceived seriousness. For each of the
four condition seriousness x perceived seriousness subgroups we observed
splits on usual activity. When the condition was rated serious, but per-
ceived as not serious and when the condition was rated not serious but
perceived as serious, usual activity was the next split. For the other condi-
tion serious subgroup there was one intervening split, while for the final
subgroup (condition rated not serious and perceived as fairly serious or not
serious) we found three intervening splits.

The four usual activity dichotomies are summarized in Table 61 where p
is the proportion of individuals with some delay.

The results for adults are consistent with our earlier findings. That is,

4 Ronald Andersen, Bjorn Smedby, and Gunnar Eklund, “Uses of the Automatic In-
teraction Detector (AID) Program for Analyzing Health Survey Data,” paper presented

at the Annual Meeting of the American Public Health Association, Houston, Texas,
October 28, 1970, p. 2.
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housewives consistently fall in the greater delay category and wage earners
tend to do the same. The results for school children, however, are quite
inconsistent with our earlier analyses. In three out of the four splits, school
children are singled out by the AID analysis as having a relatively small
proportion of persons with delay, while preschool children tend to be
grouped with adults.

TABLE 61

UsuaL AcTivITy “SPLITS” IN AID ANALYSIS OF DELAY
(20 per cent simple random subsample)*

(N = 266)
: . Usual Activity Number of
Preceding Splits Split p Observations
1. Condition serious Work, Keep House,
Under Age Six,
2. Perceived very serious or Other .52 44
fairly serious
3. Source or care solo practi- | School .33 15
tioner or group
1. Condition serious Keep House,
School .93 14
2. Perceived not serious
Work, Under Age
Six, Other .68 19
1. Condition not serious Work, Keep House,
Under Age Six .52 25
2. Perceived very serious
School, Other .20 10
1. Condition not serious
2. Perceived fairly serious or | Work, Keep House,
not serious Under Age Six .70 17
3. Head’s education less than
High School
4. Some Third-Party Coverage| School, Other .50 14
5. Income—Surplus of $1,000
or more

* Includes persons subsequently hospitalized and persons whose usual activity is “other.”

It is not clear why these inconsistent results appear, but two factors may
be influencing the results. The most important is that the number of obser-
vations is very small and therefore the results are subject to substantial
sampling error. The second factor is the sequential rather than simul-
taneous nature of the AID approach to handling multiple independent
variables. This latter factor is hard to assess because, given the small sample
size, we are unable to observe the usual activity effect in other branches of
the analysis.
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Turning to the racial-ethnic effects, Table 62 shows the proportions of
individuals with at least some delay by condition seriousness and race in
the 20 per cent subsample.

The coeflicients for race shown in Table 59 are net effects with all other
independent variables entered in the regression. The proportions shown in
Table 62 are, in contrast, zero order relationships within the two condition
seriousness categories. For non-serious conditions whites have the lowest
proportion reporting delay which is consistent with the regression results.
However, blacks have a higher proportion than Puerto Ricans rather than
equal proportions. For serious conditions, whites reported delay propor-
tionately more often than the other two groups. This latter inconsistency
with the regression results may be a result of including individuals who

TABLE 62

PROPORTION OF INDIVIDUALS WITH AT LEAST ONE PHYSICIAN
Visit WHO REPORTED SOME DELAY BY CONDITION SERIOUSNESS
AND RAcCIAL-ETHNIC GROUP
(20 per cent simple random subsample)*

(N = 266)
RAcIAL-ETHNIC GROUP
CONDITION
SERIOUSNESS
White Puerto Rican Black
Serious............ .56 (48) .48 (42) .49 (37)
Not Serious........ .58 (64) .64 (33) 71 (42)

s Includes persons subsequently hospitalized and persons whose usual
activity is ‘“other.”

were subsequently hospitalized. Whites among the hospitalized group had
relatively more chronic conditions and therefore greater delay. Another
important consideration, however, is the absence of a control for usual
source of care. This may be seen by considering the results of the AID
analysis.

Three splits on race were observed in the AID analysis: two when the
condition was both rated and perceived as serious or fairly serious and one
when the condition was rated as not serious and was perceived as fairly
serious or not serious. In the non-serious case, 36 per cent of whites in
families whose heads had at least a high school education reported some
delay compared to 75 per cent among the analogous non-white group
(Table 63). In contrast to the proportions shown in Table 62, the racial-
ethnic splits when the condition was rated serious and perceived as serious
or fairly serious are also consistent with the limited dependent variable
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regression results. This consistency appears to be due to the control for
usual source of care which enters the AID analysis before the racial-
ethnic splits.

To summarize, we have compared simple contingency tables and an
AID analysis based on a subsample of data with the final regression re-
sults for delay using the two independent variables which accounted for
the largest “‘effects” in the regression analysis presented in Chapter VI.
The inconsistencies that we found comparing the three sets of results are
with one exception either minor or may be explained in terms of inade-

TABLE 63

RACIAL-ETHNIC “‘SPLITS” IN AID ANALYSIS OF DELAY
(20 per cent simple random subsample)*

(N = 266)
: : Racial-Ethnic Number of
Preceding Splits Split p Observations
1. Condition not serious
2. Perceived fairly serious White .36 14
or not serious
3. Head’s education is high Puerto Rican, Black 15 16
school or more
1. Condition serious White, Black .10 10
2. Perceived very serious
3. Usual source is hospital Puerto Rican .30 10
clinic
1. Condition serious
2. Perceived very serious or White 36 14
fairly serious
3. Usual source is solo or
group practictioner Puerto Rican, Black .57 14

8 Includes persons subsequently hospitalized and persons whose usual activity is “other.”

quate controls (e.g., in the case of the simple tables). The exception to this
statement is the AID finding that the proportion of school children with
delay tended to be smaller than that found for preschool children and
adults. This finding was inconsistent with both the corresponding con-
tingency table and the regression.

COMPARISON OF LIMITED DEPENDENT VARIABLE
AND LEAST SQUARE REGRESSION
As in the previous section, we have selected the regression of delay on
condition seriousness and usual activity, whose coefficients were given in
Table 19, column (3), (LDV) to compare with the results of an ordinary
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least squares regression (LS) of the same specification and using the same
data.s The four relevant coefficients are shown in Table 64.

We note first that conclusions based on the two different regressions
would be the same: condition seriousness is not related to delay, while
usual activity is related with housewives delaying most and preschool
children least. Beyond this similarity of conclusions, however, we observe
two notable differences. First, the signs of the condition seriousness co-
efficients are opposite. Since both coefficients are close to zero, this fact
does not alter the conclusions. Second, the standard errors of the LDV
coefficients are consistently larger than the corresponding LS standard

TABLE 64

ESTIMATED PARAMETERS IN REGRESSIONS OF DELAY ON LEVELS OF CoN-
DITION SERIOUSNESS AND USUAL ACTIVITY
UsING Two TYPES OF REGRESSION

Limited Dependent Least Squares
Independent Variable Regression Regression
Variable Coefficients Coefficients
(Standard Errors) (Standard Errors)
£ Condition Serious . . —.039 .058
t= .56 t= .99
(.070) (.059)
p2 Keeping House..... 236 191
t=241 t=2.28
(.098) (.084)
BsSchool............ —.050 —.060
= .56 = .81
(.088) .074)
g« Under Age Six...... —-.213 —-.173
t=213 t=2.08
(.100) (.083)

errors. The LDV coefficients that are not close to zero, however, are larger
than the corresponding LS coefficients with the net result that close to zero
the LS t values exceed the LDV t values, while the opposite is true when
the coefficients are not close to zero.

As would be expected, given the similarities in Table 64, the expected
values for various combinations of seriousness and usual activity are very
similar comparing the two methods.

INTRAFAMILY CORRELATION

The analysis presented in this monograph has used individuals as the
unit of analysis. The tests of significance that we have used require the
s Due to a data processing error, there were actually six more cases used in the least

squares regression analysis, yielding an N of 1,038 compared to an N of 1,032 in Table 19.
The program used for the least squares regression was BIMED 34T, University of

Chicago.
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assumption that these individuals have been drawn independently. We
know, however, that at the final stage of sampling, households rather than
individuals were the unit and that all individuals within a selected house-
hold fell into the sample. To the degree that we observe homogeneity with-
in a household, we would expect our estimates of the regression coefficients
to overestimate the true effects. (This expectation is not a logical necessity,
but generally seems a reasonable one.)

TABLE 65

EFFECT OF INTRAFAMILY CORRELATION—REGRESSIONS OF DELAY ON
CONDITION SERIOUSNESS, PERCEIVED SERIOUSNESS, AND USUAL
ACTIVITY FOR TWO SUBSAMPLES

Fifty Per Cent
Sample of One :
P Simple Random
. Individual From
Independent Variable Each Household Six:g?q:jple of
(N=528) ividuals
(N =516)
81 Condition Serious . ......... 010 .038
(.101) (.101)
s2KeepHouse ............... 318 .264
(.128) (.139)
83School.................... —.109 —.123
(122) (125)
8+Under AgeSix............. —.211 —.219
(.143) (.146)
gs Fairly Serious.............. —.075 —.080
(111) (.113)
Bs Very Serious............... —.247 —.276
(.124) (127

To get some indication of the effect of intrafamily correlations, we ran-
domly selected one individual from each household (each individual in a
particular household had an equal probability of being selected), and com-
pared the results of two limited dependent variable regressions for delay
run on each of two samples. The first sample was comprised of the 528
individuals selected as indicated above. The second sample was a 50 per
cent simple random sample of all individuals having had at least one physi-
cian visit. The size of the second sample was 516 individuals. (The purpose
of the second sample was to obtain a comparison group of a size approxi-
mately equal to the first group.)

The first regression was of delay on condition seriousness, perceived
seriousness, and usual activity. We would expect to observe the least
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homogeneity within a family with respect to usual activity contrasting this
individual trait to all other variables. The seriousness variable would be
expected to exhibit some homogeneity because of the communicability
of disease, similar responses to illness learned within the family, and the
results of a response set. The greatest homogeneity, almost by definition,
would be observed in the case of racial-ethnic group. Consequently, we
ran a second regression of delay on race, controlling for condition serious-
ness and usual activity.

The results of the first regression are shown in Table 65.

None of the differences between the coeflicients for the two samples are
very large. The greatest difference is observed in the case of the usual ac-
tivity coefficient representing keeping house (8), and the difference even
here is not appreciable.

Finally, we consider the comparison of coefficients for which the greatest
difference would be expected, namely race. For the sample of one indi-
vidual per household, the coefficients are 8, (Puerto Rican) = .262 (.120)
and 7 (Black) = .225 (.111). The corresponding coefficients for the simple
random sample are By = .371 (.124) and B,; = .341 (.111). We see then
that in the case where we assumed the greatest homogeneity to be found, we
still find a significant race effect, although it is diminished when we take
account of intrafamily correlation.
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APPENDIX I
THE QUESTIONNAIRE

DECK 06
TIME INTERVIEW. ... AM
BEGAN: PM

1. How long have you and the others in this household lived here, at this address ?
RECORD LONGEST TIME ANY HOUSEHOLD MEMBER HAS LIVED
HERE. PROBE FOR BEST GUESS.

Less than 6 months......................... 1 14/y
6 months to less than one year................ 2
One year to less than three................... 3
Three years to less than five.................. 4
Five years to less thanten.................... 5
Ten years or more (SKIPTO Q. 4)............ 6

2. How long have you and the others in this household lived in this neighborhood ?

RECORD LONGEST TIME ANY HOUSEHOLD MEMBER HAS LIVED
HERE. PROBE FOR BEST GUESS.

Lessthanoneyear................covununn.. 1 15/y
One year to less than three................... 2
Three years to less than five.................. 3
Five years to less thanten.................... 4
Ten years or more (SKIPTO Q. 4)............ 5

3. And how long have you and the others in this household lived in New York

City?
RECORD LONGEST TIME ANY HOUSEHOLD MEMBER HAS LIVED
IN NEW YORK. PROBE FOR BEST GUESS.

Lessthanoneyear.............coovvevvennn. 6 16/y
One year to less than three................... 7
Three years to less thanfive.................. 8
Five years to less thanten.................... 9
Ten years Or MOT€. . ..ovenn e ernnennnnns 0

145



DECK 06

17-18

Now I’'m going to ask about the health of all the members of this household, so
I have to find out who lives here. Let’s start with you, and your family, and then
anyone else who lives here.

A. B. C. D. E.

What is your name ? | What was | RECORD| CODE| RECORD
ENTER R’S NAME| (PER- RELA- SEX. | “HEAD” ON
ON LINE 00. Who | SON’S) TION- HEAD OF
else lives here? EN- | age on SHIP TO HOUSE-
TER NAME(S) ON | (his/her) | RESPON- HOLD'S LINE.
FOLLOWING last birth- | DENT (IF NECES-
LINE(S). PROBE | day? FOR SARY ASK:
BEFORE ASKING EACH Who is the head
B-E: Have we missed PERSON. of the house-

PER- | anyone—persons hold?)

SON | who usually live (ASK, IF

NUM-| here but who are NECES- ENTER A

BER away from home SARY) CHECK (
now—travelling, on ON LINES OF
vacation, in a hospi- ANY PER-
tal or somewhere SONS WHO
else? Have we ARE NOT RE-
missed any babies or LATED TO
small children? HEAD OR

ENTER M| F | WIFE OF
AGE HEAD.
00 19-20 2141 2122
RESPON-
DENT

01 23-24 2511 2126

02 27-28 29 (1 230

03 31-32 3311 2|34

04 35-36 3711 2138

05 3940 4111 2|42

06 43-44 4511 2|46

07 4748 49|11 215

08 51-52 53|11 2|54

09 55-56 5711 2|58

10 59-60 611 2|62

11 63-65 65| 1 2|66

LAST LINE NUMBER USED IS:
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Now to health matters. I'll be asking these questions about each
member of the household. We’ll start with you.

5. In general, would you say your own health is excellent, good,

fair, or poor?

05-06/00

Excellent........cooviiieiiiiinnnnienennnn. 07/y
L€ 7 o T« N 2
Fair, . ... ittt 3
Poor....coiiii e e 4
Don'tknow..........coiviiiiniiinnnnnnnn.
6. Who do you see, or where do you go, most of the time when you
want to see a doctor for yourself—to what doctor or place?
NAME OF DOCTOR OR PLACE: 08/
ADDRESS OR DESCRIPTION:
CODE LOCATION: In community......... 6 09/y
Out of community. . ... 7
Never goes anywhere....(SKIP TO Q. 12).. 8
7. IF OBVIOUS, CODE WITHOUT ASKING: Is that a private
doctor, a hospital clinic or emergency room, a chiropractor, a
union or H.I.P. doctor or what?
Private doctor...... (ASK A).....ovvvnennn. 10/
Hospital clinic or emergency room........... 2
Chiropractor. .. ..ccvvviierrenannnnennnnns
Union or H.L.P. doctor...... (ASK A)....... 4
Other (SPECIFY)......coiviiiiiniinnnnnnn,
A. IFPRIVATE, UNION, OR H.I.P. DOCTOR: Is he a general
practitioner or some kind of specialist?
General practitioner..........covevineeenn.n 11}y
Specialist. ..... (ASK[ID.eeeeenniinnannnn.
Don'tknow.........oovviiiieniinnnannnans
[1] IF SPECIALIST: What kind of a specialist is he?...... 12/
8. When did you first start going to (DOCTOR OR PLACE
NAMED IN Q. 6)—within the last 12 months or longer ago than
that?
Within last 12 months...................... 13/y
Longer agothanthat.................c0u00. 2
9. OMITTED 14/R
10. How long does it usually take you to get there (the way you usu-
ally go)?
09O minutes. . ....coovviiiiiiiiiiiian 15y
10-19minutes. . ...ovviniinriiennrannnnnnn
2029 MiNULeS. .. .ovvvier it
30-39 MINUES. .. .vovriiie i ieni i eaas
4049 MINULES. ... .vvveer i ittt
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11. Once you get there, about how long do you usually have to wait
to see the doctor?

Lessthan 1/2hour...........cccvvviivnnnnt, 1 16/y
1/2to less thanone hour.................... 2
One to less than 1-1/2 hours. . .............. 3
More than 1-1/2hours. ............oivvvnn. 4

12. Of all the doctors and places you know of, when something wor-
ries you about your own health, is there any one doctor or place
that you trust more than any other, to get medical help or advice?
(DO NOT PROBE.)

Yes...... (ASK A)..viieiiiiinnnrnneennns | 17y
No...... SKIPTO Q. 17).eeveniiininnnns 2
A. IF YES: What doctor or place?
NAME OF DOCTOR OR PLACE: 18/
ADDRESS OR DESCRIPTION
CODE LOCATION: In community..........oocuuenn 6 19/y
Out of community.............. 7

SAME DOCTOR OR PLACE AS NAMED IN Q. 6
SKIPTO Q. 17t iiiiiiiiiiiiiiiiiienenees X

13. IF OBVIOUS, CODE WITHOUT ASKING: Is that a private
doctor, a hospital clinic or emergency room, a chiropractor, a
union or H.LP. doctor, or what?

Private doctor. ..... (ASKA).......covvuntn 1 20/
Hospital clinic or emergency room........... 2
Chiropractor. ........ooiiiiiennninennns 3
Union or H.L.P. doctor...... (ASK A)....... 4
Other...... (SPECIFY). . ..cciiviiiriiancnnns 5

A. IFPRIVATE, UNION, OR H.I.P. DOCTOR: Is he a general
practitioner or some kind of specialist ?

General practitioner...............coovvvnnn 7 21}y
Specialist. ..... (ASK[ID.oiverieninannnn,
Dont KNOW. .. vveiiniineriniinnonineennnns 9

[1] IF SPECIALIST: What kind of specialistishe?........ 22/

14. When you get medical help or advice for yourself, how often do
you get it from (DOCTOR OR PLACE NAMED IN Q. 12)—
some of the time, hardly ever, or never?

Someofthetime.............covvvunnnenns. 1 23y
Hardlyever........cociviiiiainiinnennnne, 2
Never...... SKIPTOQ. 17 ..cvviiennennn, 3
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15. How long does it usually take you to get there (the way you usu-
ally go)?
O0-9minutes. . ...oovviiinrnrenenesnnnennns 1 24/y
10-19 minutes. ....ooovviunerennvnreeennns 2
2029 MINuUteS. ... oot i iii ettt 3
30-39 MINUtes. .. .ivvei et 4
4049 minutes. ......iiviiiiiiiii i 5
50-59 MINULES. .. ..covvvurannneerernennnnns 6
1 hour Or MOFE. .. .ovevreveiinanennsosnans 7
16. Once you get there, about how long do you usually have to wait
to see the doctor?
Lessthan 1/2hour.........ccovviiiennnenn, 1 25y
1/2tolessthanone hour.................... 2
One hour to less than I-1/2 hours............ 3
More than 1-1/2hours. ..........ovvvvennnn 4
DOont KDOW. .. ivvrvietnnrrineerneasanenns 5
IF RESPONDENT IS 17 YEARS OR OVER, ASK Q. 17.
17. What were you doing most of the past 12 months—
FOR FEMALES...... keeping house, working or doing some-
thing else?
FOR MALES...... working, or doing something else ?
CIRCLE ONE CODE ONLY.
IF “SOMETHING ELSE,” PROBE: What were you doing?
Working. ........... (SKIPTO Q. 19)...... l 26/y
Keeping house. ...... (SKIPTO Q. 19)...... 2
Going to school...... (SKIP TO Q. 21)...... 3
Retired.............. (SKIP TO Q. 20)...... 4
Other........ (SPECIFY AND SKIPt0o Q.20) 5
IF RESPONDENT IS 14 THROUGH 16 YEARS OLD, ASK Q. 18.
18. What were you doing most of the past 12 months—going to
school or doing something else ?
CIRCLE ONE CODE ONLY.
IF “SOMETHING ELSE,” PROBE: What were you doing?
Going to school...... (SKIP TO Q. 21)...... 1 27y
Working............ (GOTOQ.19)........ 2
Keeping house. ...... (GOTOQ.19)........ 2
Other...... (SPECIFY AND SKIP TO Q. 22) 4
IF “WORKING” OR “KEEPING HOUSE,” ASK Q. I9.
19. In terms of health, are you presently able to (work/keep house)
at all?
Yes...... (ASK A) .t iiiiiiiieiieiniinnnes 1 28/y
No....... (SKIPTOQ.23)....coviviiiennnn 2
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A. IF YES: Are you limited in the kind of (work/housework)
you can do, because of your health?

DECK 01

Yes...... (SKIPTOQ.23)........cvvvnnnn 3 29/y
No...... ASK[ID.eiioiriiiiieee e,
[1] IF NO TO A: Are you limited in the amount of (work/
housework) you can do, because of your health ?
Yes...... SKIPTOQ.23).........cvnnnn.. 5 30/y
No...... (] S 7 ) TS 6
[2] IF NO TO []: Are you limited in the kind or amount
of other activities you can do, because of your health ?
Yes...... (SKIPTOQ.23)..........evvt.. 7 3y
No...... (SKIPTOQ.24).....coovvvnunn.. 8
IF “RETIRED,” OR “OTHER” IN Q. 17, ASK Q. 20.
20. Does your health keep you from working ?
Yes...... SKIPTOQ.23).......vvvnnn. 1 )y
No...... (ASK A).....oiii it 2
A. IF NO: Are you limited in the kind of work you could do, be-
cause of your health?
Yes...... (SKIPTOQ.23).......covvvennn. 3 33y
No...... (ASK[ID. it 4
[1] IF NO TO A: Are you limited in the amount of work you
could do, because of your health?
Yes...... (SKIPTOQ.23)......ccvvnnnnnn. 5 34/y
No...... (0% .G 2 ) TR 6
[2] IF NO TO [1]: Are you limited in the kind or amount
of other activities you can do, because of your health ?
Yes...... (SKIPTOQ.23).....cciivnnnnn. 7 35/y
No...... SKIPTOQ.24).......coevunnn.. 9
36-41/R
IF “GOING TO SCHOOL,” ASK Q. 21.
21. Do you have to go to a certain type of school, because of your
health?
Yes...... SKIPTOQ.23)....cvvvvvnnnnnn. 1 42/y
No...... (ASKA).....oiiiiiiiiiiii, 2
A. IF NO: Are you limited in school attendance, because of your
health ?
Yes...... SKIPTOQ.23)..........ccun.n. 3 43/y
No...... ASKIID..o e e, 4
[1] IF NO TO A: Are you limited in the kind or amount of
other activities you can do, because of your health?
Yes...... SKIPTOQ.23)..........cvun.n.. 5 44/y
No...... SKIPTOQ.24)........ccvvvn... 6
IF “OTHER” IN Q. 18, ASK Q. 22.
22. Does your health keep you from going to school?
Yes...... (SKIPTOQ.23).....cvvvvennnn.. 1 45y
No...... (ASK A). ..., 2

A. IF NO: Would you have to go to a certain type of school, be-

cause of your health?

Yes...... (GOTOQ.23)......ccvvtnn
No...... (ASK [ID...vvuvvinnnnnnnn.

[1] IF NO TO A: Would you be limited in school attendance,

because of your health?

Yes...... (GOTOQ.23)...cvvvvnnnn..
No...... (ASK[2D.....cvvvvvvinnn,

[2] IF NO TO [I]: Are you limited in the kind or amount
of other activities you can do, because of your health?

Yes...... (GOTOQ.23)....vvvvnnn...
No...... (SKIPTOQ.24)............

DECK 01
..... 3 46fy
..... 4
..... 5 47y
..... 6
..... 7 48)y

23. ASK IF ANY LIMITATION BECAUSE OF HEALTH (FROM Q’S. 19,

20, 21, OR 22).

A. B.
What condition causes this? RECORD | ASK FOR
BELOW NAME OF CONDITION OR | EACH CONDI-
SYMPTOMS, CAUSES, AND/OR TION IN A:
PARTS OF BODY AFFECTED. (IF
ANSWER IS “OLD AGE,” RECORD | Have you had
VERBATIM AND PROBE: What specific, (CONDITION)
condition causes this limitation ?) PROBE, | for more than
BEFORE GOING ON TO B: Is this limi- | three months?
tation caused by any other conditions ?
(What are they ?) PROBE AS ABOVE
FOR NAME OR DESCRIPTION OF

C.
IF TWO OR
MORE CONDI-
TIONS IN A,
ASK:

Which of these
conditions would
you say is the
main cause of
your limitation?

CONDITION IN SEPARATE SPACE CODE ONE
BELOW AND REPEAT PROBE. CONDITION
ONLY.
) Yes.... 1 Main
No.... 2 cause... |
49-50/ Slfy 52/
) Yes.... 1 Main
No.... 2 cause... |1
53-54/ 55/y 56/
3) Yes.... 1 Main
No.... 2 cause... 1
57-58/ 59/y 60/
4) Yes.... 1 Main
No.... 2 cause... 1
61-62/ 63y 64/
&) Yes.... 1 Main
No.... 2 cause... 1
65-66/ 67y 68/
69/
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05-06/00
ASK EVERYONE:

24, Thinking back over the last 12 months, that is, since (MONTH),
1967, were you

going to work, for at least two days in
kept from {going to school, arow, because of an ill-
doing your usual activity,] ness or accident?

) TR 1 07y
No........ (SKIP TO INSTRUCTIONS BE-
FORE Q. 47)......ccccvunn.... 2

25. How many different times in the last 12 months were you kept
from (work/school/your usual activity) for at least 2 days in a
row because of an illness or accident?
................ times 08/

26. | ASK Q. 26 FOR EACH TIME MENTIONED IN Q. 25, STARTING
WITH THE MOST RECENT TIME. AFTER ASKING Q. 26 FOR
ALL THE TIMES, THEN ASK Q. 26-A FOR EACH CONDITION,

(1) The last time this happened, what condition or health problems
kept you from (work/school/your usual activity)? RECORD
NAME OF CONDITION, OR SYMPTOMS, CAUSES AND/OR
PARTS OF BODY AFFECTED. IF MORE THAN ONE CONDI-
TION AT SAME TIME, RECORD ALL IN SAME SPACE.

(2) The time before that, what condition or health problems kept you
from (work/school/your usual activity)?
16/
17/
18/
19/

(3) The time before that, what condition of health problems kept you
from (work/school/your usual activity)?
23/
24/
25/
26/

(4) The time before that, what condition or health problems kept you
from (work/school/your usual activity)?
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(5) The time before that, what condition or health problems kept you

from (work/school/your usual activity)?

37/
38/
39/
40/

When did you first (notice the CONDI-
TION/have the accident)—aside from this
particular attack of it}? RECORD BEGIN-
NING DATE FOR EACH CONDITION.

Month Year

13-14/

IF NO DATES IN Q. 26-A ARE
WITHIN LAST 12 MONTHS,
SKIP TO INSTRUCTIONS BE-
FORE Q. 47.

IF ANY DATES ARE WITHIN
LAST 12 MONTHS, CIRCLE
“X” IN BOX ALONGSIDE
MOST RECENT DATE.

X

15/

26-A

When did you first (notice the CONDI-
TION/have the accident)—(aside from this
particular attack of it)?

Month Year
20-21/

=]

22/

When did you first (notice the CONDI-
TION/have the accident)—(aside from this
particular attack of it)?

Month Year
27-28/

E

29/

When did you first (notice the CONDI-
TION/have the accident)—(aside from this
particular attack of it)?

Month Year

34-35/

| x

36/

When did you first (notice the CONDI-
TION/have the accident)—(aside from this
particular attack of it)?

Month Year

41-42/

E

43/
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ASK FOR THE CONDITION CODED *“X”: Now, let’s make sure I have this
right—you were kept from (ACTIVITY) for at least two days during the last
12 months because of (CONDITION X); is that correct?

IF CORRECT, GO ON TO Q. 27. IF INCORRECT, GO BACK AND COR-
RECT.

27. Now I’'m going to ask you a few questions about (CONDITION

“X>” FROM Q. 26). When you first (noticed CONDITION/had
the accident), at the very beginning, how serious did you think it
was—very serious, fairly serious, or not serious at all?

Very Serious.....covevveennenceceraoonanaan 1 44y
Fairly serious..........cccoiiiiinivnnnennnns 2
Notseriousatall..............cccoeieinat, 3
28. When you first (noticed CONDITION/had the accident) did you
talk to anyone living in the household about what to do about it ?
Yes...... (ASKA&B)........c.cvnunn, 4 45/y
5[ 2N
IF YES, ASK A & B:
A. B.
(IF OBVIOUS, CODE ASK FOR EACH.
WITHOUT ASKING.) What did (PERSON) think
Who did you talk to? you should do?
CODE AS MANY AS AP-
PLY.
Spouse............... 1 46/
Other person.......... 2 47/
Other person.......... 3 48/
29. When you first (noticed CONDITION/had the accident), did
you, or anyone in the household, talk with someone who doesn’t
live here about what to do about it—a relative; friend or neighbor;
a nurse; a druggist; or someone else, not counting a doctor ?
Yes...... (ASKA&B)..........ovevvennns 1 49/y
Lo S 2

IF YES, ASK A & B:

A. B.
Who was that? CODE AS ASK FOR EACH.
MANY AS APPLY. READ | What did (PERSON) think
CATEGORIES, IF NECES- | you should do?
SARY.
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Relative, friend, or
neighbor............ 3

Druggist.............. 5
Other person.......... 6
Other PersOmN. .. vevvu e T ceme e eec e

DECK 02

50/
51/
52/
53/
54

30.

Did you, or anyone in the household, see or talk to a doctor
about your (CONDITION/accident).

1 sSly

3L

Was the doctor you saw or spoke to the first time, the doctor
you usually go to?

3 S6ly

32.

How soon was it after you first (noticed CONDITION/had the
accident) that the doctor was seen, or talked to on the phone?
About how many days?

(RECORD NUMBER OF DAYS OR CODE “SAME DAY.”)
........................ days

Same day as first (noticed condition/had accident)..........

57-58/

33

Please look at this card and tell me where that first call or visit
was.
First saw a doctor at:

Hospital emergency room.......ooceevrennen

HAND Hospitalclinic. .........coiiveiiiiiiann
CARD Clinic not connected with a hospital (including
A a union or H.L.P.clinic)..................
Private doctor, in his office..................

Private doctor, in your home................

First talked on the phone, to a:

Private doCtor. ... v cviiiiei e e iaiinaanns
Unionor HILP.doctor.........ccoevvennnnn.

First saw or talked to a doctor somewhere else
(SPECIFY) .t iiiiiiiieeeeineaaannnrnaenanns

IF INFORMATION VOLUNTEERED THAT PERSON
WAS KEPT, OR SENT, TO STAY OVERNIGHT IN HOS-
PITAL AT FIRST CALL OR VISIT, CIRCLE CODE X
BELOW,

Went directly to hospital....(SKIP TO Q. 41)....... X
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34. Did the doctor prescribe, or give you, any medicine or shots that
first time?

IF FIRST CONTACT WITH DOCTOR WAS A PHONE CALL,
SKIP TO Q. 36.

35. Did you have any tests or X-rays during that first visit ?
D - TS e 8 62y

36. When you talked to the doctor that first time for (CONDI-
TION), did he tell you to (come back/come in)?

Yes...... (ASK A). . .oiiiiiiiiiiiiiiinnnes 1 63/y
[ S 2
A. IF YES: Did you?

B ettt ettt e e 3 64/y

No...... ASK[1D.reeiniiiinn, 4
[1] IF NO TO A: Why didn’t you?

Nottimeyet......coovviieernecrnnnenennns 5 65/
Other (SPECIFY).......cciiiviinienannnnnn. 6

37. How many times altogether, including that first time, was any
doctor seen or talked to about this (condition/accident)?

.................... times 6667/
First time only...... (SKIP TO Q. 40)....... 01
38. Was it the same (doctor/place) every time?
(S 1 68y
No...... (ASK A) .t iiiiiiiiiinieinnaans 2

A. IF NO: How did you decide to go to a different (doctor/place)
—did the first (doctor/place) send you to the second one, or
did you or your family decide to see another doctor, or what ?

Sent by first doctor......c.oveniiiiiiiiine. 3 69/
Own or family decision. .................... 4
Other (SPECIFY).....ciiiiieneniieanenanas 5

39. Did you have any (other) tests or X-rays during any visit after
the first time for this (condition/accident)?

D - 6 70/y

DECK 02
40, Did any doctor you saw or talked to suggest that you should
stay overnight in a hospital for (CONDITION)?
Yes...... (ASK A). ..t iiiiiiii i 1 T/y
[+ PPN
A. IF YES: Did you?
O T 3 Ny
No...... ASKIID. .o eeens 4
[1] IF NO TO A: Why didn’t you?
73/
74/
BEGIN DECK 03
05-06/00
41. Do you expect to see or talk to a doctor again about this par-
ticular condition?
D = R 5 07y
NO ittt iiieieteseeaneerensaannconsnnns
Depends.....cooviniiiiiiniiiiiiiiineeens 7
42. Did you take any kind of medicine for (CONDITION)?
Yes...... (ASK A). . iiiiiiiiiiiiiiiiinann i 08/y
3 £ 7 P
A. IF YES: Was (any of) this medicine prescribed by a doctor?
D = R 3 09/y
No...... ASK[ID..oeviiiiiiiiiiiann
[1] IF NO TO A: Was (any of) this medicine bought in a
drugstore?
D =P 5 10/y
' J P 6
43, Thinking about this time when you had (CONDITION), how
many days altogether was it that you couldn’t (go to work) (go
to school) (do your usual activity)? PROBE FOR BEST GUESS.
R o days 11-13/
44. About how many of those days did you have to stay in bed, all
or most of the day, because of this (condition/accident) ? PROBE
FOR BEST GUESS.
................ days 14-16/
45. Was this the first time you have had (CONDITION)?
D (= T YN 1 17y
0 7 2
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46. Are you limited in any way in what you can do now, because of
this (condition/accident)?

DECK 03

D (-7 TP 17/y
3 o T
IF RESPONDENT IS MALE, SKIP TO Q. 50.
IF RESPONDENT IS FEMALE OVER 50 YEARS, SKIP
TO Q. 50.
And now a few questions about pregnancy.
47. Are you pregnant now?
D (S 19/y
NO i i it e i tr e iaanaaenns
48. (Besides this pregnancy . . .) Have you been pregnant in the last
12 months—that is, since (MONTH), 1967? I'm interested in
any pregnancy, even if it ended in a miscarriage.
Yes...... (ASKA-E).......ooivieiinennnn, 20/y
No...... (GOTO0Q.49).......ccivvvvnnnn
If YES:
A. How did the pregnancy end—was it a live birth, a miscar-
riage, or what?
Livebirth.......c.ooiiiiii i, 21}y
MiSCaTTIABE . .. oo vee i vneecennncnracanannnns
Stillbirth. . .......iiiriiii i iei i
B. How many months along were you when the pregnancy end-
ed?
Less than three months. .................... 22/y
3,4,orS5months..............ccovvivenn.
6monthS.....covviniiiiiiieiieiinnennann
5 13T +1 2+ T2
8months.....coovviiviiininiiiinnnensnes
OmMONthS. . ..vvitiii i iiae i
10months. ........... i,
C. Did you see a doctor about your pregnancy at any time before
(the baby was born/the miscarriage)?
Yes...... (ASKT &[2D.eeievvinnniianinnn 23/y
No...... GOTOD)...oovieiiiiiiinennn
IF YES TO C:
[1] How many times? ... visits 24-25/
[2] How many months pregnant were you when you first saw
a doctor? months 26/
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D. Did you have a check-up for this pregnancy a month or two
after (the baby was born/the miscarriage)?

D - 1 27y

E. IF MISCARRIAGE, DO NOT ASK E: Was the baby deliv-
ered by a doctor?

Y S ittt it i ettt 3 28]y

IF RESPONDENT IS NOT FEMALE HEAD OF HOUSE,
OR WIFE OF HEAD, SKIP TO Q. 50.

49. IF RESPONDENT IS PREGNANT NOW, USE PHRASE (!).
IF SHE IS NOT PREGNANT NOW, USE PHRASE (2).

(1) Before you became pregnant
this time, had you (or your | using anything or doing any-
husband) been............ thing to keep (you) from get-
ting pregnant ?
(2) Are you (or your husband). .

Yes...... (ASK A). ...ttt 1 29/y
N

IF VOLUNTEERED:
Don’t need to; not having sexual relations, past
menopause, or had operation................ 3

A. IF YES: (Are/Were) you using the birth control pill, the in-
trauterine device—that is, loop, coil, spring or bow—or
something else ?

Birth control pill...... (ASK[ID....cvv..... 4 30/y
Intrauterine device (loop, coil, spring, or bow)

(0.8 G 1 ) T 5
Somethingelse. . ........cceviieviiieennnnn. 6

[t] IF USES PILL OR DEVICE: Where do you get (them/
it)? IF MORE THAN ONE PLACE, PROBE: Where
did you get [them/it] the last time ? CIRCLE ONE CODE

ONLY.
Hospital clinic......covviienrrineneerenennn 1 31/
OthercliniC. ....oovveveenneennnrennennnnns 2
Privatedoctor. . .......cvviivinnvnnnnnnnn.. 3
Drugstore.......ooiiiiiiiiiininieanennnnnn 4
Other (SPECIFY)...viiiniiiiiiiennnennnns 5
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ASK EVERYONE:

50.

(IF HOSPITALIZATION IN LAST 12 MONTHS ALREADY
MENTIONED, CODE “YES” TO Q. 50 WITHOUT ASK-
ING, AND GO ON TO 50-A.)

Have you been a patient in a hospital at any time in the last 12
months—since (MONTH), 19677

A. IF YES: Altogether, how many different times were you a
a hospital patient, since (MONTH), 1967?

DECK 03

1 32/y

33/

51,

Have you been a patient in a nursing home, convalescent home,
or any place like that, in the last 12 months—since (MONTH),

19677
Yes...... (ASK A). .. iiiiiiiniaananienonn
No...... (SKIP TO INSTRUCTIONS BE-
LOW) . ittt i iriinincotonanenns

A. IF YES: Altogether, how many different times were you a
patient in a nursing home, or any place like that, since
(MONTH), 1967?

1 34/y

35/

52.

IF RESPONDENT WAS IN A HOSPITAL, NURSING
HOME, OR SIMILAR PLACE IN LAST 12 MONTHS
(YES TO Q'S. 50 OR 51), ASK Q. 52. IF NO TO
BOTH Q'S. 50 AND 51, SKIP TO Q. 53, ON PAGE
163

ASK A-F ABOUT EACH DIFFERENT STAY IN A HOS-
PITAL OR NURSING HOME (OR SIMILAR PLACE) IN
THE LAST 12 MONTHS. START WITH THE MOST RE-
CENT STAY. ASK A-F FOR EACH STAY BEFORE GOING
ON TO THE STAY BEFORE THAT.

I’'m going to ask a few questions about the time(s) you were in
the hospital (nursing home). (Let’s start with the last time.)
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AND/OR PARTS OF BODY
AFFECTED.

DECK 03
Most recent stay| Stay before that
. When did you enter the (hospital/
nursing home) (that time)?
PROBE FOR MONTH AND Month Year Month Year
YEAR. 36-37 52-53
. How many nights were you in the
(hospital/nursing home) (that
time) ? Nights Nights
38-39 54-55
. What is the name and address of
this (hospital/nursing home)? Name:. ... Name:. ...
Add. Add.
RECORD NAME, ADDRESS | City: City:
OR DESCRIPTION, AND
CITY. 4041 56-57
. For what condition did you enter
the (hospital/nursing home)—do 42 58
you know the medical name? IF 43 59
NAME NOT KNOWN, PROBE 44 60
FOR SYMPTOMS, CAUSES, 45 61

. Did you have any operations dur-

ing this stay at the (hospital/nurs-
ing home)?

IF YES TO E:

[1] Can you tell me the name, or
what kind of operation that
was? IF NAME NOT
KNOWN, PROBE FOR DE-
DESCRIPTION OF WHAT
WAS DONE.

[2] Any other operation (that
time)?
(IF YES: DESCRIBE.)

Yes (ASK [1] &
2D... 1

Yes (ASK [1] &
e 1

No..... 2 46/y | No...... 2 62/y
47 63
48 64

One operation

only.... 1
Yes, other op-
eration.. 2
49
50

One operation
only.... 1
Yes, other op-
eration... 2
65
66
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DECK 04
DECK 03 ASK EVERYONE:
IF HOSPITALIZATION WAS FOR CHILDBIRTH, DO NOT ASK F. 53. When was the last time you had a general physical check-up?
F. Did you see a doctor about (Cf:(:lN- v 3 suy | v 3 6] (just your best guess.) 5558/
DITION) after you got out of the es.... y es..... y
hospital ? No..... 4 No...... 4 (MONTH) (YEAR)
Never had one. ..... SKIPTO Q. 55)....... 0

BEGIN DECK 04
05-06/00

Stay before that

Stay before that

Stay before that

Month Year 07-08

Month Year 23-24

Month  Year 39-40

____________ Nights 09-10 | ......_. Nights 25-26 | .......Nights 4142
Name: . ... ... ... Name: ... ... Name:. ..o
Add. Add. édd
City: City: ity:
d 11-12 27-28 43-44
13 29 45
14 30 46
15 31 47
16 32 48
Yes (ASK [1] Yes (ASK [1] Yes (ASK [1]
&[2D...... 1 &[2D...... 1 &2)...... 1
17)y 33/y 49/y
No.......... No........... No...........
18 34 50
19 35 51
One operation One operation One operation
only....... 1 only....... 1 only........ 1
Yes, other Yes, other Yes, otht_:r
operation... 2 operation... 2 operation... 2
20 36 52
21 37 53
Yes.......... 322y | Yes.......... 338/y|Yes.......... 3 54/y
No.......... 4 No........... 4 No...........
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IF HAD PHYSICAL CHECK-UP WITHIN LAST 12 MONTHS, ASK Q. 54.
54. The last time you had a check-up..... READ EACH ITEM, AND CIRCLE

ONE CODE FOR EACH.

Yes | No | Don’t know

A. Did anyone take your blood pressure?.. 4 5 6
B. Did the doctor have you undress so he
could examine your chest and stomach? 7 8 9
C. Did he test your knee jerk by strik-
ingyourknee?...................... 1 2 3
D. Did he examine your rectum?......... 4 1

F. IF RESPONDENT IS FEMALE, ASK:
Did he give you an internal or vaginal
€XaM?, e e 4 5 6

59y
60/y

61/y
62/y

63/y

64/y

BEGIN DECK 05

ASK EVERYONE:

55. About how long has it been since you saw or talked to a medical
doctor about your own health—for any kind of condition, even
for a few minutes ?

................ months OR ____ ... _ years

IF MORE THAN 12 MONTHS, SKIP TO Q. 57.

05-06/00

07-08/

56. Altogether (including the visits we have already talked about), how
many times in the last 12 months did you see or talk to a doctor,
or go to any of these places, about your own health ? First, to a
hospital emergency room? . ..
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DECK 05

READ EACH CODE CATEGORY, AND RECORD NUM-
BER OF VISITS TO EACH. RECORD “0” IF NONE.

# OF CONTACTS

. Hospital emergency room

Hospital out-patient clinic

. Clinic not connected with a hospital

. Private doctor, in his office

mlola|®|»

Talk to a private doctor, over the tele-
phone

g

See a private doctor, in your home

G. Did you go anywhere else to see a doctor
(not counting visits by a doctor while you
were a patient in a hospital)? (IF YES,
SPECIFY.)

Total Contacts:

That’satotalof ... ... visits and calls in the last 12 months—
does that sound right? (IF NOT RIGHT, GO OVER CATE-
GORIES WITH RESPONDENT.)

09-10/
11-12/
13-14/
15-16/

17-18/
19-20/

21-22/
23-25/

57. Altogether during the last 12 months, how many days did you
have tg stay in bed, all or most of the day, because of illness or
injury ?

26-28/

IF RESPONDENT IS 65 OR OVER, ASK Q. 58.
58. Do you have a Medicare card ?

Yes...... (ASK A)..oiviiiiiiiiieiiinnnen 1
No

A. IF YES: It would be helpful if I could see your Medicare card
to find out about the coverage—may I seeit?

CODE TYPE(S) OF COVERAGE FROM CARD, OR
CIRCLE APPROPRIATE “NO CARD SHOWN” CODE.

From Card:

Hospital coverage..........covveiieiinnnnnennn.. 3
Doctor (Medical) coverage. ... ......cooivnvenennn.. 4
No coverage shown...... (ASK{ID.veevevevnennnn.. 5

“No Card Shown”:

Can’t locate card........ ASK[Deevvrvvinnnnnn.. 6
Refused................ (ASKIID.oeviveuvnnnn.n. 7
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29fy

30/y

DECK 05
(1] IF NO COVERAGE SHOWN, OR “NO CARD
SHOWN?™” (CODES 5, 6, OR 7 CIRCLED IN A):
Are you covered by that part of Medicare that pays for
doctor’s bills—that is, the Medicare plan for which you
(or some agency) must pay $4.00 a month?
D =2 4 3y
NOutie it iireie ittt iansnesnasannass 5
Dot KNOW. . ..cvuirrinieiiiieennrncaonnnns 6

IF RESPONDENT IS MALE, 17 YEARS OR OVER, ASK Q. 59.

59. I'm going to read a list of reasons people sometimes give for not seeing a
medical doctor when perhaps they should. Please tell me, for each of these

reasons, whether or not it has ever kept you from seeing a doctor.. ..

READ ITEMS, AND CIRCLE ONE CODE FOR EACH.

Doesn’t

Don’t | Apply;

Yes | No | Know | Never
Worked

A. You didn’t want to lose time or pay
from work? (Did that ever keep
you from seeing a doctor when per-

haps you should have?).......... 1 2 3 4 32/y
B. You were worried that your boss

might think you were too sick to

WOIK 2. o ive it iiiiieainanns 5 6 7 8 33y
C. You didn’t think a doctor could

help you? (Did that ever keep you

from seeing a doctor when perhaps

you should have?)............... 1 2 3 - 34/y
D. The doctor or place didn’t have

office hours that were convenient

foryou?.......coiviniiiiiiinns 4 5 6 - 35/y

ASK EVERYONE:
60. About how long has it been since you were last treated or ex-
amined by a dentist?
................ months or ...............years 36-37/
Never..........

IF WITHIN LAST 12 MONTHS, ASK A-D:
A. How many times have you been to a dentist in the last 12

months ? .

................ visits  38-39/
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DECK 05
B. When you last saw a dentist, was it for an emergency visit?
D - T 7 40/y
3 PPt 8
C. What have you had done by a dentist or assistant
during the last 12 months ? First, have you had your
teeth checked, X-rayed or cleaned?
READ EACH ITEM, AND CODE “YES” OR
“NO” FOR EACH.
Yes No
(1) Teeth checked, X-rayed, or cleaned.......... 1 2 41y
(2) Teeth fixedorfilled........................ 3 4 42y
(3) Bridgework repaired....................... 5 6 43y
(4) Teeth or bridgework replaced............... 7 8 44y
(5) Toothorteethpulled...................... 1 2 45y
(6) Any other work? (SPECIFY)............... 3 4 46y
D. How long does it usually take you to get to the dentist ? (The
way you usually go.)
09 MINULES. .. .ovveerinnnrnnnnrennnnnnnns 1 47y
10-19 minutes. .. .oovvvinnnnrenennnnnnanns 2
20-29 MINULES. . 0vurrrnenennnenennnanenns 3
30-39 minutes. .........iiiiiii i 4
4049 minutes. .......oiitiiiiia e, 5
50-59 minutes.......iiiiiiiiiii i 6
lhourormore.........cocovvevvnnnnnnnns 7
Sees school dentist.............coeeuunnn.. 8

Now just a few background questions.

61. What is the highest grade or year you completed in school ?
Noschooling.............cvvvvvinnnn. 01 48-49/yy
Istto2ndgrade...........cceviiennnn, 02
3rdtod4thgrade....................... 03
Sthto7thgrade.............covvvvenn, 04
8thgrade.................ciiiiiin... 05
9thgrade...........ciiieiiiinnnnn., 06

High school, incomplete (grades 10or 11).. 07
High school, incomplete—plus vocational

or business school.................... 08
High school, complete (12th grade)....... 09
Vocational or business school, in addition

to completing high school............. 10
College, incomplete. ................... 11
College, complete...................... 12
Don’tknow..........coovvvvvinnnnne.n 13

62. IF OBVIOUS, CODE WITHOUT ASKING. Are you cur-
rently married, widowed, divorced, separated, or have you
never been married ?
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DECK 05

Married. . ....iiiii i e 1 50/y
Widowed. .....cviineiiiiiiiiiiieaa 2
Divorced. .. ..coovriiiiiiiiiniiaanans 3
Separated...........coiiiiiiiiiiians 4
Never married............coevivneieann 5

IF RESPONDENT WAS “KEEPING HOUSE” OR

“GOING TO SCHOOL” FOR MOST OF LAST 12

MONTHS (FROM Q’S. 17 OR 18), SKIP TO Q. 64.

ALL OTHERS, ASK Q. 63.

63. A. What kind of work do you (did you normally) do?
.................. 51-53/

(PROBE, IF VAGUE: What do (dld) you actually do on that
job?)

B. What kind of business or industry is that?

...................................................................... 54-55/
(PROBE, IF VAGUE: What does that (firm/organization/
agency) make or do?)

END OF INDIVIDUAL SECTION 56-57/R

BEGIN DECK 07

05-06/RR
64. A. In what state (or country, if outside the U.S.) was
(HEAD) born?
STATE....... e e 07-08/
OR
COUNTRY: 09/
IF WIFE OF HEAD LIVING IN HOUSEHOLD, ASK:
B. In what state (or country, if outside the U.S.) was (WIFE
OF HEAD) born?
STATE....... 10-11/
OR
COUNTRY: 12/

65. A. Up to the age of 16, did (HEAD) live mostly on a farm
or out in the country, in a village or small town, or in a
city, or its suburbs?
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Farmorcountry.............c.covvuu...
Village or small town

...................................

IF WIFE OF HEAD LIVING IN HOUSEHOLD, ASK:

B. Up to the age of 16, did (WIFE OF HEAD) live mostly
on a farm or out in the country, in a village or small town
or in a city, or its suburbs? ’

Farmorcountry........................

Village or small town

....................
..................................

..........................

Now a few more questions about health matters, this time about
the whole family.

6

6. In the last‘ 12 months, has any kind of nurse or health aide
come to visit anyone in the household, for any reason? For
example, a public health or school nurse, a visiting or home
nurse, or some other kind of nurse or health aide ?

....................................

IF YES:

A. How many times altogether did a nurse or health aide
come here, in the last 12 months?

B. What kind 9f nurse (was she/were they)—visiting or home
nurse, public health or school nurse, health aide, or what ?

PROBE FOR BEST GUESS. CODE
e AS MANY AS

Visiting or home nurse. . ................
Public health or school nurse

......................

C. Who did the nurse(s) or health aid ?
CIRCLE ONE com)z. aide(s) come to see?

DECK 07
1 13/y
2
3
4
5 14/y
6
7
8
1 15/y
16-17/
5 18}y
6 19y

23/y

67.

:I'hinking back over the last 12 months, have you—or anyone
in the housqhold—seen or talked to a spiritualist, faith healer,
or anyone like that, about your—or their—health ?
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DECK 07
Yes...... (ASK A)......vviiiinennnnns 5 24/y
NO.ivvstnoeeenasoseseenssasaesassssnns
A. IF YES: How many times?
................ times 25/
68. Have you, or anyone in the household, been enrolied in Medi-
caid any time in the last 12 months ? (Medicaid is a medical as-
sistance program, which is handled through the New York City
City Department of Social Services.)
...................................... 1 26/y
No...... (SKIPTOQ.72) ¢ .vveninnnnenns 2
69. Who has been covered by Medicaid in the last 12 months?
(CODE AS MANY AS APPLY.)
Head of household............covivvvnnnen 3 27y
Spouseof Head.........c.co.ocoiuivnnnnn. 4 28/y
All children of Head in household........... 5 29/y
Some children of Head in household (SPECI-
FY WHO). ..o ieiiiriaianiiniiananaans 6 30/y
Other persons in household, related to Head
(SPECIFY WHO).....coovviinennnrians 7 31y
Other persons in household, not related to
Head (SPECIFY WHO)................. 8 32/y
70. Is there anyone who has been covered by Medicaid in the last 12
months who is not covered now?
Yes...... ASK A)oiiiiiiiinnannnnns 1 33/y
NO . ittt teerneeerossosenesosasansssanses 2
A. IF YES: Who is that? (CODE AS MANY AS APPLY.)
Head of household. ..........coovviivnenen 3 34/y
Spouseof Head...........c..oovvininnnnnn. 4 35y
All children of Head in household........... 5 36/y
Some children of Head in household (SPECI-
FY WHO)......ciiiiiiinnnacansnens 6 3y
Other persons in household, related to Head
(SPECIFY WHO)........ooieiinnneinnn 7 38/y
Other persons in household, ot related to Head
(SPECIFY WHO).......ccvvinennenans 8 39/y
71. Who has used Medicaid in the last 12 months? (CODE AS
MANY AS APPLY))
Head of household. ..........ccovvnienaen. 3 40/y
Spouse of Head...........oooviuiniininnnn 4 41y
All children of Head in household........... 5 42/y
Some children of Head in household (SPECI-
FY WHO). ... irieiiiiiiiiiennnnnns 6 43y
Other persons in household, related to Head
(SPECIFY WHO).........covviianrianns 7 44/y
Other persons in household, not related to Head
(SPECIFY WHO).........covveinninnnnn 8 45y
NO ONE. « oo tittsnenenernsaneseeannnaanes 9 46]y
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ASK EVERYONE: DECK 07
72. (Not counting Medicare or Medicaid) . . . Does any member of
this hou§eholq have any insurance that pays all or part of the
the medical bills when they go to the hospital or doctor—such
as Blue Cross/Blue Shield, a commercial plan, a union plan, or
some other plan?
XS e 1 47
No...... (SKIPTOQ.80)................. 2 &
48/R
73. Does this insurance pay for just hospital bills, just doctor bills,
or both hospital and doctor bills ?
Hospital only.......... et 1 49
Doctoronly.......ooveiiniennennnnnnnnnn. 2 W
Both.......oviniiiiinii i, 3
74. What is the name of the insurance plan? (Any others D 50/
51/
52/
53/
54
75. Khﬁ )is covered by the plan(s)? (CODE AS MANY AS AP-
' Head of household. ....................... 3
Spouseof Head........................... 4 ggg
All children of Head in household........... 5 57y
Some children of Head in household (SPECI-
FY WHO)...............ooovin. ... 6 58/y
Other persons in household, related to Head
(SPECIFY WHO)....................... 7 59/y
Other persons in household, not related to Head 60/y
(SPECIFY WHO) ...........0ovvvnnnnn. 8
76. (Was this insurance plan) (Were these insurance plans) gotten
through an employer, a union, directly from a salesman, or
what? (CODE AS MANY AS APPLY.)
Employer........oovvviinnniinnnnn s, 1
Union. ...t e 3 o1y
Salesman................cooinuiiinin.. 5
Other (SPECIFY)....ovvviineneennnnnnn.. 6
Q’s 77-79 OMITTED 62-66/R
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BEGIN DECK 08

ASK EVERYONE:
Now I would like to ask you a few questions about this (apartment/house).

80. A. How many rooms are there in this (apartment/house)?—

Count the kitchen, but not the bathrooms (or unlived in at-
tics and basements).

B. And how many of these rooms do people sleep in?
................ sleeping rooms
IF OBVIOUS, CODE C WITHOUT ASKING:

C. Do you own or rent this (apartment/house)?

05-06/RR

07-08/

09/

10/y

81.

IF THIS D.U. IS AN APARTMENT, ASK Q. 81. IF IT
IS A PRIVATE HOUSE, SKIP TO Q. 82.

A. Do you have a bathroom, with toilet and bath, in this
apartment?. . ..ottt i 3

B. Do you have any roaches in the apartment?......... 5

C. Do you have any rats in this building?.............. 7

11}y
12/y
13/y

82.

We would like to get an idea of how much money people get from
different places.

IF ANY PERSONS IN HOUSEHOLD, AGE 17 OR OVER,
ARE NOT RELATED TO THE HEAD OR HEAD’S WIFE,
READ THIS:

These guestions are just for the family members, so do not in-
clude any income that (UNRELATED PERSONIS]) get(s).

14-18/R

A. How much is being earned, altogether, $ ... ... ...
each week, by everyone in the household, Weekly

from jobs—wages or salary—before None....... 0

taxes? (ENTER TOTAL WEEKLY

WAGES, OR CIRCLE ‘“0”; THEN

ASK [1].)

[1] Would you say this figure is higher,
about the same, or lower than your
usual weekly income over the last 12
months ?

Higher................ 1

19-22/

23]y
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DECK 08

B. Does anyone in the household getanyin- $.... ...
come from Welfare? (IF YES: How Monthly
much money does that come to alto- None....... 0
gether, each month?) (ENTER TOTAL
MONTHLY AMOUNT, OR CIRCLE

“0.")

C. How much money, if any, does everyone
in the household get, alfogether, each
month, from the following sources:

[1] Social Security or other retirement $..... ... ...
payments or pensions ? (ENTER TO- Monthly
TAL MONTHLY AMOUNT, OR None....... 0

CIRCLE *0™)

[2] V.A.payments or Armed Forcesallot- $._. ... . ... ..
ments? (ENTER TOTAL MONTH- Monthly
LY AMOUNT, OR CIRCLE *0") None....... 0

[3] Interest, or rental payments? IF “UN- S ..
RELATED ADULTS” IN HOUSE- Monthly
HOLD: Including any money that None....... 0
(UNRELATED PERSONI[S]) may
pay to the family? (ENTER TOTAL
MONTHLY AMOUNT, OR CIR-

CLE uou)

[4] Any other sources, such as childsup- $........ ... .
port payments, gifts from outside the Monthly
household, or anythingelse ?(ENTER  None....... 0
TOTAL MONTHLY AMOUNT, OR

CIRCLE “0")

24-27/

83. Which of these groups on this card includes your total household
income during last year—1967? That is, all income, from any
sources, before taxes. Just tell me the letter for the amount that fits.

HAND
CARD
B

FOZRFRETEIQMMONw

$ 0-% 499.........ciiiviinn. 00
500~ 999.......c.iiiiiininnn 0
1,000- 1,499.......cccivvvnnnn. 02
1,500- 1,999.......ccivviinnnn. 03
2,000~ 2499, ...t 04
2,500- 2,999, . ..ciiiiiiiiiiin. 05
3,000- 3499.......iviinnn.. 06
3,500- 3,999........ciihiiennn. 07
4,000- 4,499. ... 0.t 08
4,500- 4999.......ciiunnnn.. 09
5000- 5999......cc00iiiinnnn.. 10
6,000- 6,999.................... 11
7,000~ 7999, . ...t 12
8000- 8999.............c..... 13
9,000- 9,999.......cciiiiinn. 14
10,000 andover........c...ou..... 15
Don’tknow..........covvvvvunnn.. 99
Refused.............covviiiaa.. XX

DECK 08
Q. 84. OMITTED 46/R
85. May I have your telephone number, in case my office wants to
verify this interview ?
(IF NO PHONE, ASK IF THERE IS A PHONE RESPON-
DENT CAN BE REACHED AT.)
Telephone NUMDbeT :.........oooieececccee et v s e anen s e a s 4 47y
No phone....... 5
Refused........ 6
IF PHONE NUMBER GIVEN, CODE: PHONE LOCATED
IN...
Respondent’s home. ..........c.covvivvenn, 7 438/
Home of neighbor. . ............. ... .00t 8
Other (SPECIFY)....oviiiiiiiinenrrinnnnss 9
86. Had you heard of the Red Hook Neighborhood Health Center,
before this survey?
D 1 49/y
3o T
NOW GO TO BLUE OR PINK
BOOKLET FOR NEXT PER-
SON LISTED (IF ANY). RECORD.............. AM
_— «— TIME: PM
IF NO OTHER PERSONS IN

HOUSEHOLD, ASK QUES-
TION ON YELLOW SHEET.

(Thank you very much for your time and cooperation. You have been very
helpful.)

INTERVIEWER: FILL IN ITEMS ON NEXT PAGES, AFTER YOU LEAVE
THE HOUSEHOLD.
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BEGIN DECK 09

05-06/RR e intervi ducted? DECK 09
t terview conducted ?
INTERVIEWER REMARKS K. In what room(s) of the house was the inte 30/
A. Total length of inter- E. Is this household in 31
view (including supple- public housing ?
ments done at time of L. Everything considered, do you think the respondent enjoyed
main questionnaire). %es ------------ 5 16ly the interview a great deal, somewhat, not very much, or not
L “‘7
................ Minutes 07-09/ ata Agreatdeal......coovvivnriinereceneeenn 32/y
Somewhat......ovovriieniirnnercnnenennn 2
B. Respondent’s race: F. CODE TYPE OF Notvery Much.......oovvevvneeiinennnns 3
STRUCTUREIN  Notatall.....ooveeerorninienerneenceens 4
Whte. v eeeennnnn I 10/y] WHICH HOUSE- Notatall........
Negro.....coovveeenn 2 HOLD IS LOCAT- -
Oriental.............. 3 ED: M. Date of interview:
Other (SPECIFY)..... 4 Single.f —_—
ingle-family house, \ ’ ‘ _
detached.......... 1 17/ ‘ N 33-36/
C. CODE ALL LAN- Two-family house,
GUAGES SPOKEN semi-attached, or at- Month Date
IN HOUSEHOLD: tached (row) house 2
Apartment in apart- N. Interviewer Number:
English only.......... 5 11/y ment building...... 3
English and other Apartment in partly
(ANSWER [1])..... 6 business building... 4 37-39/
Other only Rooming house...... 5
(ANSWER [1))..... 7 Non-transient hotel/
motel, etc.......... 6
(1] IF OTHER: Mobile home (trailer). 7 O. Interviewer Signature:
What other lan- Other (SPECIFY).... 8
guage(s)? 12/
13/
14/ | G. RATE THE CONDI-
TION OF THE
WALLS IN THIS
D. Is respondent Cuban, DWELLING UNIT:
Puerto Rican, Mexican-
American, or American R
Indian? Clean, painted....... 1 18/y
Dirty but intact...... 2
Yes, Cuban........... 1 15y Fairly large cracks.... 3
Yes, Puerto Rican.... 2 Holes in the walls or
Yes, Mexican-American 3 ceilings............ 4
Yes, American Indian.. 4
[+ J 6
H, I, I OMITTED 19-29/R
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