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ABSTRACT

Access to Care of Adults with Chronic Illness
Constance Flynt Mullinix

Supervisor: Mathy Mezey

This study investigated the relationship of chronic
illness and access to health care in adults responding to
the 1986 National Access to Health Care Survey. Access to
care was defined as actually entering the health system as
evidenced by having an ambulatory visit, a
hospitalization, or an emergency visit within the previous
year.

The sample (N=6,147) was taken from the 48 contiguous
states and included hospitalized persons. The sample was
limited to persons 17 years and older who agreed to answer
the random-digit dialed telephone interview and reported
themselves to be well or have one of 11 life-threatening
chronic illnesses (asthma or emphysema, cancer, heart
disease or a cardiac condition, stroke, high blood
pressure, kidney disease, liver disease, diabetes,
epilepsy, multiple sclerosis, cerebral palsy or other
neurological or neuromuscular disease that affected

walking, arm movement, or memory).
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The data were analyzed using univariate descriptive
statistics, stratified analyses and multivariable logistic
regression.

Adults with a chronic illness were 402 more likely to
have an ambulatory visit than well adults. Similarly the
likelihood that an adult with a chronic illness would be
hospitalized during a year was 18 times gréater than the
likelihood of a well person being hospitalized. Finally,
the probability that an adult would have an emergency
visit was 60% greater in those with a chronic illness as
compared to those with no illness. 1In fact, persons with
chronic illnesses were more likely to have an ambulatory
visit, a hospitalization or an emergency visit.

Prior to this research access to care had been
studied in combined samples of the seriously and
chronically ill. This study suggests that persons with
chronic illness form a distinct population and that
chronic illness is differentially predictive of ambulatory
visits, hospitalizations, and emergency visits in contrast
to those who are well. Further, poor health status, which
was known to be predictive of entry into the health
system, is, in fact, a distinct variable from chronic

illness.
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CHAPTER I

The Problenm

Access to health care has been an objective of public
policy for over 50 years, with the goal explicitly stated
ir the National! Health Planning and Resources Development
Act of 1974 (PL. 93-641). As early as 1931, the Committee
on the Cost of Medical Care tried to quantify the need for
care and the provision of health care to groups within the
United States population (Falk, Klem & Sinai, 1933).

Since that time, numerous studies have been done to guide
policy decisions on allocation of resources for health
care (e.g., Aday, Andersen & Fleming, 1980; Davis &
Reynolds, 1976). As a research topic, the study of access
continues to be timely, paralleling constantly changing
public policy decisions. A particular responsibility of
researchers is to provide data to enlighten public policy
debates.

Access, most simply, may be considered as "...whether
those who need carc get into the system or not" (Aday &
Andersen, 1975, p. 14). In the past, when a population
subgroup was identified as having fewer health care visits
or hospitalizations than the average for the total
population, intense study ensued and policy change was

effected to try to bring about equitable access for the
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identified group (Aday, Andersen & Fleming, 1980;
Andersen, Kravits & Anderson, 1975; Davis & Millman, 1983;
Lewis, Fein & Mechanic, 1976). Traditionally, target
groups for the study of access have been the underserved:
the elderly, minorities, rural residents, the poor, the
uninsured, and the unemployed (Andersen, Aday, Lyttle,
Cornelius & Chen, 1986; Andersern, Lion & Anderson, 1976;
Robert Wood Johnson Foundation (RWJF), 1978, 1983, 1987a).
A series of studies indicating problems of access for
the elderly contributed to the enactment of Medicare in
1965 (Andersen & Anderson, 1967; Davis & Millman, 1983).
Similarly, many of the same studies demonstrated lack of
access to health care for low income persons, and major
legislation to bring the care of poor persons to an equal
level with that of the majority population was enacted
(Andersen & Anderson, 1967; Davis & Millman, 1983). This
combined federal/state program, Medicaid, was designed to
remove access problems due to low income by providing
direct payment to providers to care for the poor (Mullan,
1987; Connor, 1983). Likewise, access to health care for
rural residents has received much attention. Legislation
has been enacted to increase hospital beds in rural areas
through the Hill-Burton Act and to increase health

manpower in rural areas through the National Health
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Services Corps and Rural Health Clinics (Clark, Field,
Koontz & Koontz, 1980; Public Law 95-210; Redman, 1973).

During the period since Medicaid and Medicare were
enacted, advances in access to care have been made,
especially for the poor and the elderly (Vladeck, 1981).
However, Aiken and Blendon (1986), while recognizing that
accomplishments in access have been achieved for some
groups since 1965, caution that other groups without
access remain. Indeed, debate on providing access to
minorities, the uninsured, and the unemployed continues
(Andersen, Lewis, Giachello, Aday & Chiu, 1981; Freeman,
Aiken, Blendon, Sudman, Mullinix, & Corey, 1987; Freeman,
Aiken, Blendon, Corey, 1990; Marcus & Stone, 1982; Rice,
Drury & Mugge, 1980; RWJF, 1987a, 1987b; Smith, 1987; U.S.
Department of Health and Human Services [DHHS], 1985;
Wilensky, 1987). It is evident that identifiable groups
continue to lack access when compared to the remainder of
the population. These groups are significant in numbers
and in proportion to the American population (RWJF, 1978,
1983, 1987a).

One such group without access to care is the chronic
and serious illness group. A 1986 survey of access to
health care in the United States reported that 20% of the

United States population, a proportion amounting to almost
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50 million people, is affected by a chronic or serious
illness (RWJF, 1987a). This portion of the United States
population affected by chronic and serious illnesses is
significant both in terms of human suffering for
individuals and their families and in terms of being
underserved (RWJF, 1987a).

The popular press has reported that persons with
chronic diseases have difficulty obtaining health care and
that insurers attempt to limit their losses by not
insuring persons known to have chronic diseases (Chase,
1987; Gottschaik, 1986). Health maintenance
organizéations are known to market their product to groups
who are =t low risk for chronic diseases (Iglehart, 1987) .,
In fact, one state, Wisconsin, has taken legislative
action to provide financial access to health care for
persons with a history of a disease which makes the
individual "uninsurable" (Andreano, 1987; "Wisconsin
Report", 1987).

If questioned, the majority of Americans probably
would say that persons with poor health should have access
to health care. Yet, access has not always been available
to these individuals. Davis and Reynolds (1976) as well
as the Robert Wood Johnson Foundation (1978, 1983, 1987a)

have documented fewer physician visits and
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hospitalizations for poor people in fair and poor health
when compared with the remainder of the population.
Another group known to have worse health than the
remainder of the population are those with chronic and
serious illnesses. Nearly 16% of the chronically and
seriously ill reported not having an ambulatory visit
within the 12 months prior to heing interviewed (RWJF,
1987a). |

It is a given that people with chronic illness need
health care services; yet, it is unknown whether these
persons have access to health care. To date the
chronically i1l have not been studied relative to their
access to care. They have been studied along with the
seriously ill who may or may not have similar health care
needs. However, studies of hospital reimbursement show
that persons with chronic illnesses consume a large
proportion of the health care dollar (Schroeder,
Showstack, & Roberts, 1979; Zook & Moore, 1980).
Additionally, incidence and prevalence of chronic diseases
have increased (Olshansky & Ault, 1986). Both the
consumption of resources and the increasing proportion of
the United States population afflicted with chronic

illness suggest that the study of access to care of
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persons with chronic illness, as a separate and distinct

group, is appropriate.

Purpose of the Study

This study examined the relationship between chronic
illness and access to health care. Access to health care
was defined as actual entry into the health care system as
evidenced by an ambulatory visit, a hospitalization, or an

emergency visit,

Statement of the Problem

What is the relationship between the access to care
of adults with chronic illness and the access to care of

well adults in the National Access to Health Care Survey?

Framework

This study is based on the assumption that any sub-
population of the total United States population should
have the same rate of ambulatory visits, hospitalizations,
and emergency visits as the remainder of the population.
Any sub-group with a smaller proportion receiving an
ambulatory visit, a hospitalization or an emergency visit
would be considered to have less access to care. This
definition is based on the framework of Aday and Andersen

(1975).
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Aday and Andersen (1975) first presented a framework
for the study of access to care in 1975 based on earlier
work by Andersen (1968). The original work was a
behavioral model of family care-seeking (Andersen, 1968).
The 1975 model combined characteristics of the health care
system with those of a population-at-risk (Aday &
Andersen, 1975). The study of access could then be
approached from either a health care system or a
population perspective. Measurement of access was
accomplished by determining the actual utilization of
health services and consumer satisfaction with these
services. Health policy was said to influence
characteristics of the health delivery system and
characteristics of the population-at-risk. In other

words, the framework is based on health policy’s influence

on characteristics of both the health delivery system and

the population-at-risk with ultimate measurable effects on

utilization of health services and consumer satisfaction

with these services (Aday & Andersen, 1975). Appendix A
contains a diagram of the relationship of health policy to
the four key concepts:

{1) health delivery systen,

(2) population-at-risk,

(3) utilization of health services, and
(4) consumer satisfaction.
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For the purpose of this study, one characteristic of the
population-at-risk (chronic illness) is hypothesized to be
related to utilization of health services (ambulatory
visit, hospitalization, or emergency visit).

Characteristics of the population-at-risk include
those variables that describe the propensity of
individuals to use services. The propensities which exist
prior to the onset of an illness episode, include such
things as age, sex, race, religion, and values concerning
health and illness (Aday & Andersen, 1975).

Utilization of health services is external validation
of the effect of those characteristics of the population-
at-risk on an individual’s entry (or non-entry) into the
system. The level of the population’s actual utilization
of the health care system is one objective measure of
access (Aday & Andersen, 1975). Objective measures of
entry into the health care system are ambulatory visits,
hospitalizations, or emergency visits.

The Aday-Andersen (1975) model has been used in other
studies of populations with compromised access to care:
the poor, the uninsured, the elderly, rural residents, and
minorities (Aday, et al., 1980; Taylor, Montgomery &
Menza, 1983; Fleming & Andersen, 1986a, 1986b). The

predisposing characteristics previously studied are age,
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gender, ethnicity, marital status, residence, education,
income, insurance, employment, health status, and regular
source of care. Other studies of access have elements
common with the Aday and Andersen (1975) framework (e.g.,
Davis & Reynolds, 1976; Hulka, 1978; Lewis, et al., 1976;
Shortell, Richardson, LoGerfo, Diehr, Weaver & Green,

\

1977; Sloan & Bentkover, 1979; & Salber, Greene, Feldman &

Hunter, 1976).

Research Hypotheses

In the 1986 National Access to Health Care Survey:
(1) Adults with chronic illness are more likely to
have an ambulatory visit than adults who are
well.
(2) Adults with a chronic illness are more likely to
have a hospitalization than adults who are well.
(3) Adults with a chronic illness are no more or
less likely to have an emergency visit than
adults who are well.
It was thought that a larger proportion of adults
with chronic illness would have an ambulatory visit or a
hospitalization since their health care needs are greater,
In contrast, it was thought that adults with chronic
illness would use emergency services at the same rate as
the remainder of the population. The maintenance and
crisis needs resulting from the chronic illness were

thought to have been met by their routine health care

provider. Emergency visits would thus be for trauma and
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acute care which should occur at the same rate for the

chronically ill as for the non-chronically ill.

Research Questions

In the 1986 National Access to Health Care Survey:

(1) What is the probability that an adult with a
chronic illness will have an ambulatory visit?

(2) What is the probability that an adult with a
chronic illness will have a hospitalization?

(3) What is the probability that an adult with a
chronic illness will have an emergency visit?

Significance of the Study

In 1956, chronic illness was labeled America’s number
one health problem by Mayo, the Chairman of the Commission
on Chronic Illness (Mayo, 1956). Since that time, little
attention has been focused on chronic illness when
compared with acute illnesses; yet, the demand for
services by persons with chronic illness continues to
increase (Somers, 1986). There is strong evidence of a
shift of illnesses from primarily acute to chronic
(Olshansky & Ault, 1986; Rice & Estes, 1984; Somers,
1982). The implications of this shift for health care
delivery and for policy which facilitates provision of
care to a population are dramatic. The increasing demand
for health services for people with a chronic illness, the
increasing number of persons with a chronic illness, and

the increasing lifespan of persons after the onset of

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



11

chronic illness suggest that provision of health services
in the future will be predominantly for persons with
chronic illnesses.

To prepare for the delivery of heaith services, more
information is needed about the population with chronic
illnesses and their need for health care. One part of the
information needed for future planning and policy
decisions is the access to care for persons with chronic
illness (Bureau of the Census [Census]), 1986). Their
known greater demand for physician visits suggests that
determining the relation of access to care and chronic
illness has implications for planning health care delivery
(National Center for Health Statistics, 1987a). As the
1945 cohort approaches the age of increased chronic
illness, the demand for health services could easily
exceed existing supply. Information on the predictive
ability of the characteristic "chronic illness" on access
to care is seen as preparatory for establishing health
policy and ultimately for the provision of health

services.
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CHAPTER 11

Review of Related Literature

The effect of public policy on access to health care
is well documented (President’s Commission for the Study
of Etkical Problems [President’s Commission], 1983; Davis
& Millman, 1983). The successes of Medicare and Medicaid
in bringing elderly citizens and the poor into the
mainstream of health care during the 1960s and 1970s as a
result of change in policy is not debatable (Davis &
Millman, 1983). The debates, however, do continue on
which groups have less access and what policy changes
would ensure equitable access to health care for all
persons in the United States population (RWJF, 1983,
1987a; President’s Commission, 1983).

This investigation focused on the access to care of
one of those groups--the chronically ill. Specifically
this study looked at adults 17 years and older who
responded to the National Access to Care Survey and
examined the relationship of chronic illness to the
occurrence of an ambulatory visit, a hospitalization, or
an emergency visit, i.e. access to care. The review of
the literature is organized into three sections: (1)
chronic illness, (2) access to care, and (3) chronic

illness and access.
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Chronic Illness

Definition

Most definitions of chronic illness are derived from
the definition first used by the 1956 Commission on
Chronic Illness:

All impairment or deviations from normal which have

one or more of the following characteristics: are

permanent, leave residual disability, are caused by
nonreversible pathological alterations, require
special training of the patient for rehabilitation,
may be expected to require a long period of

supervision, observation, or care (Mayo, 1956, p.

14).

The Mayo (1956) definition is useful for clinical~based
study which attempts to find a common organizing
principle. Strauss and colleagues (1984) expand on the
definition by presenting "features of chronic illness."
Strauss says chronic illnesses are "...long-tern,
uncertain, expensive, often multiple, disproportionately
intrusive, and they require palliation, especially because
they are 'incurable’" (Strauss, Corbin, Fagerhaugh,
Glaser, Maines, Suczek, & Weiner, 1984, p. 16).

The National Center for Health Statistics (NCHS)
which has tracked chronic conditions since 1969,
concludes, "a condition is considered chronic if:

(1) the respondent indicates it was first noticed

mcre lhaa three months before the reference date
of interview, or

(2) it is a type of condition that ordinarily has a
duration of more than three months.
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Examples of conditions that are considered chronic
regardless of their time of onset are diabetes, heart
conditions, emphysema, and arthritis" (NCHS, 1986b, p.
138). From 1969 through its 1978 survey, NCHS tracked a
number of chronic conditions causing limitations in
activity. This measure was discontinued in 1978. In
order to capture chronic conditions, the NCHS’s National
Health Interview Survey (NHIS) now asks if the respondent
or any one in the respondent’s family has any of the
diseases listed by NCHS (NCHS, 1982). NCHS's effort to be
inclusive resulted in duplicate wording of conditions.

It should be noted that the most prevalent chronic
illnesscs are not ﬁecessarily those which cause death.
Chronic sinusitis is the most prevalent chronic illness,
rarely causes death, and receives little attention at
either a clinical or policy level (NCHS, 1986b). Strauss
(1984) admits that one of the reasons persons with chronic
illnesses have not been able to lobby for services is the
lack of a common definition which crosses disease
categories.

Freeman (1987) argues that the only information to
which policymakers respond is the prevention of premature
death. This argument can be substantiated by reviewing

the recent funding priorities of Congress. For example,
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the National Cancer Institute receives five times the
funding of the National Institute on Aging (National
Institutes of Health, 1986). The National Access to Care
Survey used as the basis of its definition for chronic
illness the diseases that cause the most deaths, thus
defining chronic illness as meeting one or more of the
following diagnoses:

asthma or emphysenma,

cancer,

heart disease,

stroke,

high blood pressure,

kidney disease,

liver disease,

diabetes,

cerebral palsy or other neurological or neuromuscular

disease that affected walking, arm movement or memory

(Freeman, 1987).
Theories

Several competing theories attempt to explain what
might be expected in the future as the United States
population ages and the incidence and prevalence of
chronic illnesses increase (Fries, 1980, 1983, 1984b;
Fries, Green & Levine, 1989; Gruenberg, 1977; Manton,
1982; Manton, Patrick & Stallard, 1980; Manton & Stailard,
1982; Wing & Manton, 1981). While these theories assume
an aging population and an increased incidence and

prevalence of chronic illness, they predict very different

characteristics of the chronically ill population of the
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future. These theories will be reviewed as background for
the understanding of current knowledge on chronic illness.
Regardless of the predictive power of any of the theories,
information on chronic illness is important for health
policy decisions (Olshansky & Ault, 1986; Lilienfeld &
Gifford, 1966; Rice & Estes, 1984; Commission

on Chronic Illness, 1957; Somers, 1982; Zook & Moore,
1980; Newacheck, Butler, Harper, Piontkowski, & Franks,
1980).

Gruenberg’'s (1977) theory entitled "the failure of
success" suggests that medicine has improved the ability
to save lives but has contributed to a prolongation of
life for persons with diseases and disabilities. Thus a
frail society with much disease and pain results from the
"survival of the less fit" (Newquist, 1984). 1In sharp
contrast to this "less fit" idea is the theory of Fries
(1980, 1983, 1984a, 1984b, 1989) which suggests that as
individuals become more adept at managing chronic
illnesses, the average period of diminished vigor will
decrease with chronic diseases occupying a smaller
proportion of the life span. This "compression of
morbidity" theory projects a view of healthy adults well
into later years requiring few health services. This

theory has been met with much criticism (Schneider &
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Brody, 1983) but also thoughtful analysis (Ycas, 1987;
Olshansky, 1985).

Manton (1982) used the United States death reporting
system to test both the "compression of morbidity" and the
"failure of success" theories and partially rejected both.
He substitutes his own "equilibrium model" which combines
elements of the Fries (1980) and Gruenberg (1977) models.
Manton’s model suggests that people will live longer and
have more chronic diseases but that the time they spend
debilitated can be shortened by providing health services
which prevent the negative impact of the chronic disease
(Manton, 1982). This theory has implications for health
service delivery since it predicts that the demand for
health services will increase dramatically. Manton (1989)
has begun to estimate these unmet needs.

Katz and colleagues (1983, 1985), have presented
convincing evidence that the impact of chronic illnesses
on the population and health service delivery system may
be predicted. By utilizing the expected duration of
functional well being, termed "active life expectancy,"
along with life-table techniques, predictions may be made
about the dependence needs of an aging population. The

end point of active life expectancy is not death, but
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rather the loss of independence in activities of daily
living.

The current knowledge on chronic illnesses builds
upon these four models. A discussion of incidence,
prevalence, and characteristics as well as utilization of
health services by persons with chronic illnesses follows.

Incidence, Prevalence and Utilization of Health
Services

When chronic illness is mentioned, people often
envision an elderly person with limited mobility. 1In
fact, older persons do have more chronic illness but
chronic illnesses ai'e not exclusively diseases of the
aged. The National Center for Health Statistics reports
the incidence and prevalence of chronic conditions per
1,000 persons for a variety of specific conditions. 1In
reviewing these reports, it is obvious that the number of
chronic conditions increases with age. For example, for
the chronic condition arthritis, there is a prevalence of
129 per 1,000 persons, when all ages are summed. In the
18 to 44 year age group there were 52 persons with
arthritis per 1,000; in those aged 45 to 64, there were
268 per 1,000; and of those 65 and over there were 473
persons with arthritis per 1,000 (NCHS, 1985a).

More males than females report having a chronic

illness. Death certificates confirm that the rate of
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death for men from specific chronic illnesses is greater
than that for females (NCHS, 1985a, 1986a). Nathanson
(1977) has explored these differences and reports the
ratio of men to women for both mortality and morbidity
rates from chronic illnesses to indicate males have more
illnesses and deaths from chronic illnesses. Updated
calculation for several chronic diseases based on 1984 and
1985 data, in Appendix B, are presented. Nathanson's
conclusions hold (Nathanson, 1977).

Other information from the National Health Interview
Survey indicates that persons with activity limitation due
to chronic conditions increased from 31.4 per 1,000 in
1980 to 32.4 per 1,000 in 1982 (NCHS, 1985a). Females
reported slightly more chronic conditions than males
(United States Department of Commerce, 1987). VWhile more
males report having a chronic illness, females report
having more chronic illness. The difference in males and
females with chronic illness is incidence versus
prevalence. Males die at earlier ages as a result of
their disease while females continue to live and
accumulate chronic conditions.

The Health Interview Survey reports "restricted
activity days" and "work lost days" (NCHS, 1983).

However, these measures are flawed especially when
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measuring the activity of females, since many females
report "usual activity" as housework which can be reported
being done at some level despite resztricted activity.

Ycas (1987) has done further analysis on the number of
chronic conditions reported in the Health Interview Survey
data. The average number of limiting chronic conditions
of persons age 55 to 70 increased from .396 to .543 for
men and increased from .327 to .473 for women during the
survey years 1968 to 1973. Although these analyses do not
provide information on persons younger than 55, the trend
of increased chronic ilinesses and limitations due to
those chronic illnesses for both men and women is evident
for persons 55 to 64 as well as those over 65.

Kovar (1983) provided "best estimates" of prevalence
of selected conditions among the elderly analyzing the
National Health Interview Survey, the National Nursing
Home Survey, and the National Health and Nutrition
Examination Survey. Considerable differences were found
in the three sources, thus supporting Kovar’'s conclusion
as to the problems inherent in the sources for morbidity
data in the United States. Similarly, firm conclusions on
the incidence and prevalence of- chronic illnesses cannot
be obtained from the existing data sources. For example,

although the National Health Interview Survey reports
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incidence and prevalence rates for some chronic
conditions, the total number of chronic conditions for
each person is not measured (NCHS, 1985).

Ycas (1987), in discussing recent trends in health
policy based on the Health Interview Survey, suggests that
people continue to become ill at the usual rate (that is,
incidence rates are unchanged), but control of the lethal
effects and slowing of the progression of disease is
keeping persons alive longer. Thus, the number of chronic
conditions (the prevalence rate) in the population should
be rising steadily. 1In support of this hypothesis, Ycas
(1987) noted that persons retiring for health reasons had
increased from 15 to 20 percent between 1970 and 1981.

Kaiser Permanente, with its closed panel HMO data
extending from 1966 until the present, has conducted a
series of studies focused on specific chronic illnesses
(Vogt & Johnson, 1980; Mullooly & Oleinick, 1975; Reich &
Johnson, 1985; Johnson & Specht, 1981; Caputo & Vogt,
1985; Johnson, Mullooly & Hurtado, 1986; McFarland,
Freeborn, Mullooly & Pope, 1985; Johnson, Vogt & Penn,
1984). The majority of the studies are based on the
Northwestern portion of the United States. The ability of
Kaiser Permanente to validate its data over time with

physical examination obviously contributes to knowledge
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about chronic illnesses. These studies as a group
document the increased use of health services by persons
with chronic illnesses as compared to the general
population.

Manton (1989) has used the 1984 National Long Term
Care Survey, the 1985 National Nursing Home Survey, 1987
actuarial projections by the éocial Security
Administration, and demographic projections for the United
States to estimate unmet need. His projections capture
both the institutionalized and non-institutionalized
population. The demand for health services is projected
to greatly increase as the post-World War II "baby
boomers" approach retirement. Further, he concludes that
the health needs are related to chronic illnesses rather
than aging and that the projected need requires public
policy intervention.

In summary, the incidence of chronic illnesses
remains constant while the prevalence is rising steadily.
Chronic illness occurs in all ages with some evidence that
the number of chronic illnesses have increased in the
period 1968 to 1978 for persons 55 and older. Persons
with chronic illnesses use health services more than

persons without chronic illnesses. The increased use of
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services has implications for health care delivery and

health policy.

Access to Health Care

There have been numerous studies on access to care.
An attempt will be made to review the relevant historical,
definitional, and research aspects of access to care in
the United States. Next, approaches to measuring access
will be considered along with their use in the study of
access for persons with chronic illness.

History, Definitions, Research

Since the 1931 Committee on the Cost of Medical Care
(Falk, et al., 1933), there has been a proliferation of
research on "access to care." Early studies of access
focused on the physician per population ratio. This
measure is traditionally based on census data and has as
its underlying assumption that the availability of
physicians implies access to care (United States
Department of Commerce (Census), 1935-1985). An extension
of this argument, since refuted by Fuchs (1974), would
link access to physician care to improved health state.
The physician per population ratio has proven inadequate
for measuring access, much less health status.

Systematic national studies of access to care were

conducted by the Center for Health Administration Studies
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of the University of Chicago and the National Opinion
Research Center covering the years 1953, 1958, 1963, and
1970 (Aday & Andersen, 1975; Aday, Andersen, & Fleming,
1980; Andersen, Kravits, & Anderson, 1975). These studies
of access paralleled efforts by the National Center for
Health Statistics’ National Health Interview Survey
showing visits per person per year based on household
surveys (NCHS, 1986b). These surveys emphasize the number
of physician visits remembered by the person interviewed.
Counting visits provides a measure of a person’s actual
use of the health care system in contrast to the physician
to patient ratio which had been the accepted measure since
1931 (Aday & Andersen, 1975).

A major advance in the study of access occurred in
1975 when Aday and Andersen (1975) developed indices of
access to care. Their framework, which was described in

Chapter 1, was based on the influence of health policy on

characteristics of both the health delivery systems and

the population-at-risk with ultimate effects on

utilization of health services and consumer satisfaction

with those services (Aday & Andersen, 1975). More recent
studies have used elements from the Aday and Andersen

framework (Aday & Andersen, 1975; Davis & Reynolds, 1976;
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Hulka, 1978; Lewis, et al., 1976; Salber, et al., 1976;
Shortell, et al., 1977; Sloan & Bentkover, 1979).

Aday and Andersen (1975) define access to health care
as "whether those who need care get into the system or
not" (p. 14). Access to care can be more precisely
defined as, "those dimensions which describe the...entry
of a given population group into the health care delivery
system" (Aday, Fleming & Andersen, 1984, p. 13). There is
general agreement that access shquld reflect actual
contact with a health care system rather than merely the
existence of the health care system (President’s
Commission, 1983).

Traditionally, target groups for the study of access
have been underserved groups: minorities, the elderly,
the uninsured, rural residents, the poor, and the
unemployed (Andersen, Kravits & Anderson, 1975; Andersen,
Lion & Anderson, 1976; Andersen, et al., 1988; RWJF 1978,
1983, 1987a). Aday and Andersen argue that each
subpopulation should have equal doctor visits to that of
the total American population while Davis and colleagues
argue that groups, specifically the poor and minorities
reporting fair or poor health should have greater numbers
of visits and hospitalizations (Davis & Rowland, 1983;

Davis & Schoen, 1978). Others have agreed with Davis and
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Rowland's argument to the point that there is general
acceptance of the idea that persons in a poorer health
state should receive more health services {Daniels, 1983;
President’s Commission, 1983).

An additional point of difference in defining access
is the definition of the comparison group. Developers of
the access model have argued that the subp;pulation is to
be compared with the entire United States population (Aday
& Andersen, 1975; Aday, Andersen & Fleming, 1980;
Andersen, Kravits & Anderson, 1975; Andersen, Lion,
Anderson, 1976). Their rationale is that United States
citizenship guarantees a quality of life equal to that of
the average United States citizen including themselves.
Freeman, however, points out that it makes little sense to
compare a subgroup with itself and argues that the
subgroup should be subtracted from the total population
before comparisons are made (RWJIF, 1987a; personal
communication, March 1987). Freeman's results obviously
indicate greater differences of a subgroup from the
comparison population (RWJF, 1987a). Neither argument is
clearly superior.

One subgroup of Americans which has recently been
identified as having problems with access to care are the

chronically and seriously ill. The 1982 National Access
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to Care Survey indicated that chronic or serious illness
affects almost 10% of United States families (Aday, et
al., 1984; RWJF, 1983; Taylor, Montgomery & Menza, :¢82).
Aday and colleagues (1984) note, "Families in which there
was a [chronic or] seriously ill family member represent
perhaps one of the most important groups in considering
target populations in particular need of the services of
the health care system" (Aday, et al., 1984, p.87).
Unlike the 1982 survey, the 1986 National Access to
Care Survey used the individual rather than the family as
the unit for analysis (Freeman, 1987; RWJF, 1987a). The
1986 survey documents that greater than 20% of the United
States population is affected by a chronic our serious
illness. Of those persons with chronic or serious
illness, almost 16% did not have an ambulatory visit
within the 12 months prior to the survey. As would be
expected, this study also reports that of persons with
chronic or serious illnesses, over 30% are in fair or poor
health. Little is known, however, about the access to
care of persons who are chronically ill as differentiated
from seriously ill, which include acute illnesses and

trauma.
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Measurement

Studies of access have systematically tested
relationships between access to health care and
characteristics of the population such as:

(1) age (Long & Settle, 1984; RWJF, 1978; 1983;
1987a),

(2) race (Guendelman & Schwalbe, 1986; Marcus &
Stone, 1982; Andersen, et al., 1981),

(3) rural and urban residence (Aday, 1985; Salber, et

al., 1976; Marcus, Reeder, Jordan & Seeman,

1980).

income (Kasper, 1987; Wilson & White, 1977),

insurance status (Berkanovic, Reeder, Marcus, &

Schwartz, 1975; Aday & Andersen, 1978; RWJF,

1987a),

~ o~
[ I
N s

These studies are based on indices of access developed by
Aday and Andersen (1975). Specifically, research on
access has utilized the measures of:

(1) mean number of physician visits,

(2) percent (not) seeing a physician,

(3) percent hospitalized once in the past 12 months,

(4) percent satisfied with care, and

(5) regular source of care.
These same measures are used by the National Center for
Health Statistics in its National Health Interview Survey
and in a variety of its special studies such as the
National Medical Care Utilization and Expenditure Survey
(NCHS, 1985a; 1986a; 1987a; Schlenger & Corder, 1984).

The measure, "satisfaction with care" has been used

to reflect evidence of subjective perceived access (Aday,

et al., 1980). Mean number of physician visits, percent
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seeing/not seeing a physician, percent hospitalized once
in the past 12 months and satisfaction with care are
described by Aday & Andersen (1975) as both objective and
subjective outcome measures of access to care. In
addition, a process indicator, regular source of care, has
been shown to be highly correlated with actually receiving
health care (Aday & Andersen, 1975). These five measures
form the nucleus for measuring access to care and meet the
Criteria for Access Measures defined as a minimum for
measuring access (Aday, et al., 1984).

The face, content, and predictive validity, as well
as the reliability of these measures, have been
established (Aday & Andersen, 1975). Information on how
to interpret the results has also been published by
Andersen, Kasper, Frankel & Associates (1979). 1In their

book, Total Survey Error, estimates of bias and variable

error of the sampling and nonsampling type for the series
of access surveys are presented. For example, actual
validation of doctor’'s visits reported in the survey were
accomplished by reviewing physician records (Andersen, et
al., 1979). Rarely do large national surveys receive this
attention to assessment of error. The results of this
work has been incorporated into subsequent surveys on

access (RWJF, 1983; 1987a). The methods for measuring
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access to care have been established and tested.
Application of these methods to the chronically ill
population is seen as an extension of the earlier access
studies.

Correlates

Access to care has been studied extensively and has
resulted in identification of certain characteristics of a
population which are known to relate to access to care
(here defined as utilization of health services).

Maurana, Eichhorn and Lonnquist (1981) have summarized the
extensive literature on correlates of the use of health
services. This section relies on their work. They
conclude that need for medical care is the correlate which
best predicts use of non-discretionary health services.

Health status is the most widely used predictor of
need for health care. Self-report of an individual’s
state of health has been shown to be an accurate indicator
of health status (Maddox & Douglass, 1973; Brook, Ware,
Davies-Avery, Stewart, Donald, Rogers, Williams & Johnson,
1979; Ware, Davies-Avery & Donald, 1978). The National

Health Interview Survey since 1972, as well as the series
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of access studies (NCHS, 1974; RWJF, 1978, 1983, 1987a),
specifically ask:

Compared to other persons your age, would you say

your health is excellent, good, fair, or poor

(Freeman, 1987, p. 1)?

Because, self-reported health has been shown to
correlate with actual health status, it has been used
often as a proxy for health state ( Maddox & Douglass,
1973; Brook, et al., 1979; Ware, et al., 1978). Whether
self-reported health status is a congruent idea with that
of chronic illness is unknown. The relationship of health
state and chronic illness should be determined rather than
assuming that one reflects or measures the other.

The socio~demographic correlates of access to care
are age, gender, race, and education (with the young and
old using more services and increased education being
related to the use of non-discretionary services).

Martial status is thought to affect the use of health
services through age and sex composition of the family
members (Maurana, et al., 1981).

Economic correlates include income, insurance, and
occupation which Maurana, et al. (1981) call socioeconomic
status. Insurance is said to moderate the effect of

income on the use of health services.
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Availability of health services explains differences
in use between rural and urban areas with the differences
in urban and rural being less than previously when
transportation was not as accessible (Maurana, et al.,
1981). Regular source of care is termed extremely
important in predicting the use of health services,

Aday, Fleming and Andersen (1984) have used these
same indicators in attempting to explain the use of health
services. The above correlates are included in their
framework. Indeed much of the literature reviewed by
Maurana, et al., (1981) is based on the work of Andersen

and his colleagues.

Chronic Illness and Access

Access to care of persons with chronic illnesses has
not been explicitly studied. One difficulty in studying
the chronically ill alone has been obtaining an adequate
sample. Farley (1986) notes that it is often difficult to
obtain ceils large enough to accomplish analyses on
individual illnesses even when the sample population is
quite large. Her comment relates to her work with the
1977 National Medical Care Expenditures Survey (NMCES)
which had more than 40,000 people in the survey. To date,
attempts to describe this population have coupled

seriously and chronically ill persons together. The 1982
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and 1986 National Access to Care Surveys studied access to

care of persons with chronic and serious illnesses (Aday,

et al., 1984; RWJF, 1983; 1987a; Taylor, et al., 1982).
Access questions related to chronic and serious
illness in the National Access to Care Survey in 1982
focused on family responsibility for chronic and serious
illness but did not obtain information on individuals.
The following points on families with seriously or
chronically ill persons are noted:
(1) Ten percent of United States families cared for
a seriously or chronically ill family member
living at home.
(2) Of those chronically or seriously ill and living
at home, 26% are elderly; 33% are age 25-54,
(3) Twenty-three percent of those with a chronically
or seriously ill family member report that a
chronic or serious illness in the family has
caused major financial problems (Taylor, et al.,
1982, p. 94).
(4) More than 11% of the poor and 16% of those not
in the labor force have a chronically or
seriously ill family member (RWJF, 1983),
Beyond these brief isolated descriptors of families with a
serious or chronically ill family member, little is known
about access to care of persons with chronic illness.
The 1986 National Access to Care Survey (RWJF, 1987a)
focused on jindividuals and oversampled for persons with
chronic and serious illnesses in an attempt to describe

this population known to need health services. From this

survey, the following points are presented:
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(1) Thirty percent of persons with chronic and
serious illness report themselves to be in fair
or poor health,.

(2) Nearly 16% of people with a chronic or serious
illness did not have an ambulatory visit in the
12 months prior to being interviewed.

(3) Chronically and seriously i1l persons were
hospitalized at a rate far exceeding that of the
healthy population (29.1% versus 0.9%).

(4) Chronically and seriously ill persons had
ambulatory visits more than twice that of the
rest of the population (RWJF, 1987a).

However, since these points relate to both chronically and
seriously ill persons, specific information on access to
care of persons with chronic illnesses cannot be stated.

In summary, the access to care of sub~groups of the

United States population have been studied. However, the
access to care of individuals with chronic illnesses as a
distinct group have not been studied. Given that the
chronically ill have increased health needs and are at
risk for encountering barriers to care, the access to

health care by the chronically ill is a topic for

investigation.
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Chapter ITI

Methodology
Thie chanter presents the plan and structure of the
investigation to answer, "What is the relation of chronic
illness and access to care?" The first section presents
the research design, which is followed successively by
sections on the sample and data collection, questionnaire,
data analysis, methodological assumptions, and, finally,

limitation of the methodology.

Research Design

The intent of this cross-sectional study was to
determine to what extent access to care can be explained
by the addition of chronic illness to the variables which
are already known to be associated with access to health
care. The plan for the study was to approach the general
null hypothesis stated as follows:

The access to care of adults with chronic illness is
no different from that of the remainder of the
population.

Specifically the following hypotheses were tested:

(1) Adults with a chronic illness are no more or
less likely to have an ambulatory visit than the
remainder of the population.

(2) Adults with a chronic illness are no more or
less likely to have a hospitalization than the
remainder of the population.

(3) Adults with a chronic illness are no more or
less likely to have an emergency visit than the
remainder of the population.
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The independent variables for the study were presence
of chronic illness, age, gender, ethnicity, marital
status, residence, education, income, insurance,
employment, health status, and regular source of care.

The dependent variables for the study were ambulatory
visit, hospitalization, and emergency visit within the
prior 12 months,

Definition of Terms

Access to care: refers to the potential and actual

entry of a given population group to the health care
delivery system (Aday, et al., 1984). The realization of
the objective of entry is reflected in the population’s
reported rates of utilization (Aday, et al., 1984).
Utilization is measured by reported ambulatory visits,
hospitalizations, and emergency visits,

Ambulatory Visit: refers to seeing a health care

provider during the preceding 12 months. First,
respondents were asked, "What was the month and the year
of your most recent medical visit, when you actually saw a
doctor in the office or clinic?" Respondents whose most
recent visit was within the last 12 months were then
asked, "Did you see or talk to a doctor any time during
the past 12 months, that is since (date one year ago)

1985? This includes visits to the doctor and any visit to
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a nurse or any other medical person on a doctor's staff,
instead of the doctor" (Aday, et al., 1984). Excluded are
visits by a doctor to a hospital inpatient.

Hospitalization: refers to being admitted to a

hospital during the past year. Respondents were asked,
"Have you been a patient overnight in a hospital during
\

the past 12 months, since (date one vear ago) 19857"

Emergencyv Visit: refers to receiving emergency care

at a private clinic, hospital outpatient clinic, hospital
emergency room, emergency or urgent care center not
located in a hospital, community clinic, or some other
kind of clinic during the past year. Respondents were
asked, "Have you personally had a medical emergency any
time in the last year...since (date one vear ago)
1985...0r not? 1If yes, the respondent was asked, "Did you
go to a doctor's office, a clinic, a hospital or some
other place?"

Chronic Illness: refers to having one of the

following conditions:

asthma or emphysema,
cancer,

heart disease,

a stroke,

high blood pressure,
kidney disease,
liver disease,
diabetes,
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cerebral palsy, other neurological or neuromuscular

diseases that affect walking, arm movement, or memory

(Freeman, 1987).

Age: refers to chronological age at the actual date
of interview. Any missing age values were imputed based
on the family composition and other characteristics of the
respondent.

Gender: refers to male or female. 1In cases in which
the interviewer did not specify sex, classification was
made on the basis of information provided in the
interview.

Ethnicity: refers to Black, White or Hispanic.
Respondents were asked, "Do you consider yourself White,
Black, Asian, or other?" "Are you of Spanish/Hispanic
origin or descent?" Those who said "yes" to the Hispanic
origin question were assigned this status, regardless of
their racial classification. All non-Hispanics were then
assigned to the White or Black categories, based on their
response to the racial classification question. Whites
were non-Hispanic Caucasians, Asians, Alaskan Eskimos,
Native Americans, and other, except Blacks.

Marital Status: refers to married, living together

as married, separated, divorced, widowed, or never
married. The categories of married and living together
were collapsed into married. Likewise separated and

divorce were collapsed to yield divorced.
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Residence: refers to urban or rural. Each telephone
number in the 1986 sampling frame contained a code for the
geographic area encompassed by the area code exchange.
(See page 42 for an explanation for those without phones.)
The codes were: (1) central city only, (2) Standard
Metropolitan Statistical Area (SMSA) only, (3) non-SMSA
only, (4) central city and SMSA overlap, (5) central city
and non-SMSA overlap, (6) central city, SMSA and non-SMSA
overlap, and (7) SMSA and non-SMSAloverlap. Respondents
in categories (4) and (5) were asked, "Do you live in
(name of city), or not?" And respondents in categories
(6) and (7) were asked, "What town, city er village do you
live in?" Based on the response to either of the two
questions, the respondent’s residence was then classified
in one of the two categories: SMSA (urban) or non-SMSA
(rural).

Education: refers to highest grade or year attained
in elementary school, high school or college. The answers
were coded as, (1) elementary or some high school, (2)
high school graduate, (3) some college, and (4) college
graduate.

Income: refers to poor or non-poor. The poor
category was defined as below 150% of the poverty level

established by federal guidelines. Determination of
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poverty level conforms to a Social Security Administration
index and is based on family size and total family income,
excluding the value of non-cost benefits such as Medicaid.,

Insurance: refers to insured and uninsured. The

uninsured are those who did not have coverage under a
health maintenance organization, Medicare, Medicaid, other
government health insurance, self-paid heafth insurance or
employer-paid health insurance.

Employment: refers to employed full-time, employed
part-time, temporarily out of work, retired, or not
usually employed, on disability, keeping house/homemaker,
or other. Employed are those employed full-time, part-
time, retired, or keeping house.

Health Status: refers to perceived health in general

being excellent, good, fair, or poor. Excellent and good
are grouped together as are fair and poor.

Regular Source of Care: refers to the one person or

place in particular respondents usually go to when they

are sick or want advice about health.

Sample and Data Collection

The sample (N=10,131) consisted of all persons
responding to the 1966 Nationai Access to Care Survey
(RWJIF, 1987a). The survey was designed to collect

information on health from a rendomly selected sample of
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persons in the continental United States population. Data
were gathered by telephone interviews. Chronically and
seriously ill persons were oversampled. The sample was
then weighted to reflect the entire United States. Both
the non-institutionalized and hospitalized population were
captured in the sample,

The telephone interviews were conducted by telephone
center locations of the Urbana and Chicago offices of the
Survey Research Laboratory of the University of Illinois,
and the Madison office of the Wisconsin Survey Research
Laboratory, University of Wisconsin. Identical methods
were used at the three sites with all interviewers trained
by the same field coordinator.

Interviews were conducted in both English and
Spanish. The interviews occurred from spring through fall
of 1986 and resulted in responses from 10,131 persons.
This number represents a 76% completion rate.

When a household was reached through the random-digit
dialing, a screening interview was conducted with an adult
member of the household. Questions were asked about
illness conditions, and household members were listed.

The computer then randomly selected the household members

to be interviewed.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



42

At the end of the interview with the randomly
selected adult, the individual was asked whether any
family member had any chronic or serious illness or other
health problem that prevented work, school, housekeeping,
or carrying out normal activities. If a chronic or
seriously ill adult or child was identified, that person
(or a proxy) was subsequently contacted for an interview,
thus increasing the number of sick persons in the sample.

Telephone interviews have been used extensively in
surveys (Corey & Freeman, 1990; Marcus & Crane, 1986). To
measure the effects of omitting households without
telephones, a separate probability sample of 300 persons
in such households was selected and interviewed face-to-
face. Persons without telephones were different from
people with telephones. However, since an estimated 93%
of United States households have telephone coverage, the
group missed in sampling was neither so different nor so
large that its experience would change the resulting
estimates for the population as a whole. The results of
the face-to-face survey are reported elsewhere (RWJF,
1987a). One key access indicator, ambulatory visits in
the prior 12 months, was identical for the telephone and
the non-telephone survey. The differences in telephone

and non-telephone samples have been further studied by
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Corey and Freeman (1990). They suggest that telephone and
non-telephone samples do not vary in reporting ambulatory
visits or hospitalizations.

The survey was conducted by Howard E. Freeman, Ph.D.,
Chairman of the Department of Sociology at the University
of California, Los Angeles. The sampling was designed and
supervised by Seymour Sudman, Ph.D., of the University of
Chicago. Computer-assisted telephone interviewing was
used to minimize data-recording errors and also to
minimize the time actually spent conducting the interview
(Freeman & Shanks, 1983). The total interview lasted
approximately 20 minutes and was conducted at a time
convenient for the person being interviewed. A data tape
was made at the University of Chicago and transferred to
the University of California, Los Angeles, for analysis.
The computer software package entitled SAS was utilized

(SAS Institute, 1983; 1985).

Study Sample

The sample for the study of access to care of adults
with chronic illness was a subset of the entire survey.
An explanation of the final sample is included in Chapter
IV. However, it is appropriate at this point to determine

whether the sample was adequate to detect differences.
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For the power analysis for the study of chronic
illness and access, beta was set at 0.10 and alpha at
0.05. 1In other words, actual differences of the specified
magnitude would be detected 90% of the time and a lack of
differences comfirmed 95% of the time (Cohen, 1985). The
final sample of 6,147 total subjects, with 1,275
chronically ill and 4,872 well, far exceeds the
requirement for subjects needed to detect very small

differences.

Questionnaire

The questions used in the 1986 National Access to
Care Survey are listed in Appendix C. The questions on
access are the same as those used in previous surveys on
access conducted in 1982, 1976, and earlier. Specific
questions used in this study and its relation to a

particular variable are listed in Table 1.
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Questions (Subset of the National Access to Care Survey

Questionnaire for Use in the Study of Chronic Illness and

Access to Care)

Variable

Question Number

Chronic Illness 208¢-208s

Age Screen*

Gender Screen*

Ethnicity 82a-82b

Marital Status 80a

Residence Screen*

Education 205e

Income 206a,206b,206c,206d,
2061,206m,206n,206p,
206q

Insurance 84a,85a,85b,85¢,85d,
85f,86a,86¢c,88a,88c,89,
203a, 204a,205a,205b,
205¢c

Employment 83a

Health Status lc

Regular Source of Care 22a

Hospitalization 3b,4c

Ambulatory Visit 21d,26a

Emergency Visit 29b

* The initial listing of members of the household

established the age and gender.

The phone exchange

established the residence as rural or urban.

Note: The question numbers refer to the questions listed

in Appendix C.

However, by using the Computer

Assisted Telephone Interview, the computer
accomplished internal checks and skip patterns which
add additional questions for eliciting the same

information.
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The face, content, predictive validity, and
reliability of these measures have been established (Aday
& Andersen, 1975). 1Information on how to interpret the
results has also been published (Andersen, Kasper, Frankel

and Associates, 1979). In the book Total Survey Error,

estimates of bias and variable error of the sampling and
non-sampling type for the series of access surveys are
presented (Andersen et al., 1979). For example, actual
validation of doctor’s visits reported in the survey was
accomplished by reviewing physician records (Andersen,
et al., 1979). The refinements to the access questions
have been ongoing and were incorporated into the 1986
National Access to Care Survey. The questions are also
the basis for the access questions fielded every other

year in the National Health Interview Survey (NCHS, 1985),

Data Analysis

Initially, the data were analyzed by constructing
univariate descriptive statistics. Specifically, the
sample was described to reflect the percent of the sample
with (and without) an ambulatory visit, a hospitalization
and an emergency visit, by chronic illness. This analysis
provides information on the distribution of the sample.
Persons with "serious illness", i.e., accidents, pneumonia

and influenza, and other illnesses causing an overnight
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stay in a hospital were omitted. These illnesses have
traditionally been analyzed with chronic illness but are
thought to be dissimilar, potentially masking the effect
of chronic illness (RWJF, 1987a).

Next, using the chi-square test, the chronically ill
were compared with those who did net report a chronic
illness. The chi-square statistic tests for differences
in the proportions between each category. Null hypotheses
of no difference in proportions were rejected if the
significance level of the test was less than p=.05.

The chi-square results in information which could
lead to accepting or rejecting the null hypothesis.
However, from these results, one cannot determine the
strength of the relationship or whether the observed
difference was influenced by other factors associated with

access., The crude relative probability, which measures

the strength of the relationship, was calculated using the

following formula:

8

Crude e
Relative S —

Probability c_

f
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Where,

a = Number (%) of adults with a visit and with
chronic illness.

e = Total number (%) of adults with chronic
illness.
¢ = Number (%) of adults with a visit and

without chronic illness.
f = Total number (%) of adults without chronic
illness.
This idea can be more easily understood by viewing a

two-by-two table as follows:

Visit* No Visit Total

Chronic Illness a b e

No Chronic Iliness c d f

*Visit = Ambulatory Visit, Hospitalization or Emergency
Visit

This formula then yields,

[Number (%) of adults with a visit and
chronic illness]/[Total number (%) of

Crude adults with chronic illness]
Relative =
Probability [Number (%) of adults with a visit and

without chronic illness]/[Total number
(%) of adults without chronic illness])

Ninety~-five percent precision-based confidence
intervals were constructed to measure the accuracy of the
estimates. A relatively small interval reflects a high
probability that the sample estimate was close to the
population parameters. An interval excluding one

indicates a statistically significant effect of chronic
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illness on the probability of a visit. For all of the
analyses using confidence intervals, the decision rule was
as follows:

If "1" is within the confidence interval, the ratio
is not significantly different from 1. If the
confidence interval is entirely below "1", the
probability is significantly decreased. If the
confidence interval is entirely above "1", the
probability is significantly increased.

The crude relative odds were then calculated to

facilitate comparisons with the multivariable logistic
regression models used to simultaneously control for all
of the factors described above. The crude relative odds

is calculated based on the following formula:

2
Crude b
Relative = —_—_—
Odds _c
d
Where,
a = Number (%) of adults with a visit and with

chronic illness.

b = Total number (%) of adults without a visit
and with chronic illness.

¢ = Number (%) of adults with a visit and
without chronic illness.

d = Total number (%) of adults without a visit
and without a chronic illness.
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This idea can be more easily understood by viewing a

two-by-two table as follows:

Visit* No Visit  Total
Chronic Illness a b e
No Chronic Illness c d £

*Visit = Ambulatory Visit, Hospitalization or Emergency
Visit

This formula then yields,

[Number (%) of adults with a visit and with
chronic illness]/[Number (%) of adults

Crude without a visit and with chronic illness]
Relative =
Odds [Number (%) of adults with visit and

without chronic illness]/[Number (%) of
adults without a visit and without chronic
illness)
The relative odds is approximately equal to the relative
probability for rare outcomes (e.g., hospitalizations).
A series of stratified analyses was constructed to
investigate what third factors were important in
understanding the relationship between chronic illness and

access to care (i.e., ambulatory visit, hospitalization,

and emergency visits). The Mantel-~Haenszel adjusted

relative probabilities and the relative odds were

computed, controlling for each variable (Kleinbaum,
Kupper, Morgenstern, 1982). Each adjusted relative odds

and relative probability was compared with
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its crude counterparts. For example, adding gender
resulted in the separate comparison of the association of
chronic illness and ambulatory visits for males and
females. The Breslow-Day Test for homogeneity of the
relative odds was used to test for interaction (i.e.,
differences in the strata specific relative odds ratio).
If significant differences were observed tﬁen strata
specific estimates were interpreted. If no significant
differences were found, the Mantel-Haenszel adjusted
relative odds and the relative probabilities were used to
summarize the relation between chronic illness and access
adjusted for the third factors. Adjusted relative odds
ratios are appropriately weighted aggregates of strata
specific relative odds ratios. It is possible for crude
relative odds to show an elevation of risk, while the
within-strata relative odds do not and (vice-versa). 1If
there was no interaction (i.e., similar within-strata
estimates of odds) the extent to which confounding existed
was determined by comparing adjusted with crude ratios.
Joint effects of stratified variables on
relationships between chronic illness and the probability

of a visit (ambulatory visit, hospitalization, emergency
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visit) were examined using multiple logistic regression
with the following variables:

age,
gender,

ethnicity,

marital status,
residence,

education,

income,

insurance,

employment,

health status,

regular source of care.

The full main effect model and a model including
interactions identified by stratified analyses were
estimated for ambulatory visit, hospitalization, and

emergency visit.

Methodological Assumptions

For this proposed methodology to measure adequately
and report the true state of the access to care of adults
with chronic illness, the following points were assumed:

(1) Self-report can accurately reflect health status
(Maddox & Douglass, 1973).

(2) The telephone interview can accurately reflect
the health status of the United States
population (RWJF, 1987a).

(3) The response rate does not introduce systematic
bias, i.e., those persons not surveyed are not
significantly different from those surveyed.
(Babbie, 1973; Kerlinger, 1986).
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Limitations

Limitations of the Sample

As stated earlier, the National Access to Care Survey
sample captured only those persons with telephones.
Although efforts were made to estimate the differences in
persons with and without telephones, the characteristics
of persons without telephones are unknown. Using the
results of face-to-face interviews (RWJF, 1987a), one
might conclude that persons without telephones are
substantially worse off than persons with phones. Any
results from this study should be considered as
potentially underestimating the illness level of persons
in the population from which the sample was drawn. This
caution will be utilized in reporting results,

An additional limitation of the sample is the
response rate--76% percent completion rate was
accomplished. While this response rate is generally
accepted as adequate for survey research, a higher
response rate would be desirable. Nothing is known about
the persons who did not answer the phone or refused to
respond to the questionnaire (Babbie,1973). It is,
therefore, unknown whether those not responding are
randomly distributed or whether their non-response might

create systematic bias.
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Finally, it should be noted that proxy interviews
were accomplished for some persons who were too sick to
respond. There may be some differences in what an
individual would self-report and what he might report
about another person. Proxy interviews are routinely used
in survey research and are considered acceptable here.

\
Limitations of the Analysis

Although health system variables such as location of
a health clinic are known to influence access to care,
they have been omitted from this analysis (Aday, Fleming &
Andersen, 1984). Hershey and colleagues, (1975) have
encouraged the use of many variables in the analysis of
utilization (Hershey, Luft, & Giararis, 1975). The key
determinants of access as reflected in the literature to
date have been included. Organization of health care
delivery (i.e., the supply of health services) as a

determinant of access has been omitted from this study.
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Chapter 1V

Results
This chapter is organized into three sections.
Section one discusses the sample using descriptive
statistics. A second section presents the results of
analyses for each hypothesis and other variables examined.
Finally, the differences in access to care which can be
attributed to chronic illness are presented.

Sample: Descriptive Statistics

The sample for this study is a subset of the 1986
National Access to Care Survey. The sample (N=6,147)
includes adults age 17 and older who agreed to answer the
telephone survey. Children (i.e., those 16 and younger)
have been excluded.

Table 2 describes the number and percent of the
sample, 17 years and older, sorted by:

(1) chronic illness combined with serious illness

versus well, which is the traditional analysis;

(2) chronic illness versus serious illness;

(3) chronic illness versus serious illness versus

well; and

(4) chronic illness versus well.

Percents reporting a chronic or serious illness were 25%
(1,582) of the sample. Seventy-five percent (4,872)
reported being well. Of the 1,582 reporting a chronic or

serious illness, 81% (1,275) reported a chronic illness

wvhile 19% (307) reported a serious illness. When
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comparing chronic illness with serious illness and well,
20% (1,275) reported a chronic illness; 5% (307) reported
having a serious illness; and the majority, 75% (4,872),
reported being well. When omitting those reporting a
serious illness, persons reporting a chronic illness were
21% (1,275), and those reporting to be well were 79%
(4,872), resulting in a total of 100% (6,147). Those
reporting serious illness (307) have been omitted from

further analyses.

Table 2

Number and Percent of Sample 17 Years and _Older Sorted bv
(1) Chronic 1liness Combined with Serious Illness versus
Well (Traditional Analysis), (2) Chronic Illness versus
Serjous Illiness, (3) Chronic Illness versus Serious
lllness, versus kell, and (4) Chronic Iliness versus Well.

N %l

Chronic and Serious Illness 1582 25
Well 4872 75
Total 6454 100
Chronic Illness 1275 81
Serious Illness 307 19
Total 1582 100
Chronic Illness 1275 20
Serious Illness 307 5
Well 4872 75
Total 6454 100
Chronic Illness 1275 21
hell 4872 79
Total 6147 100

*Percent may not total to 100 due to rounding.
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The sample is further described in Table 3. So that
the reader may understand the sample relative to
demographics, the number and percent of the sample for

each demographic variable are shown.
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Table 3

Description of the Sample (excluding serious illnegs)=-
Persons 17 Years and Older Who Responded to the National
Access to Care Survev: Demographics.

Total N = 6147*

N Fxx
AGE
17-34 2432 40
35-44 1156 19
45-54 799 13
55-64 749 12
65~-74 677 11
75+ 334 -5
TOTAL 6147 100
GENDER
Male 2968 48
Female 3179 _52
TOTAL 6147 100
ETHNICITY
Black 608 10
Hispanic 357 6
White 5039 _84
TOTAL 6005 100
MARITAL STATUS
Single 840 14
Married 4132 70
Divorced 494 8
Widowed 448 _ 8
TOTAL 5914 100
RESIDENCE
Urban 4393 72
Rural 1737 _28
TOTAL 6130 100
EDUCATION
Some HS or less 1041 18
HS Grad 2169 37
Some Col 1346 23
Col Grad 1346 _23
TOTAL 5902 101
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Table 3 - continued

N %:a
INCOME
Below Pov 1032 20
Above Pov 4266 _80
TOTAL 5298 100
INSURANCE
Uninsured 235 9
Insured 5368 _91
TOTAL 5603 100
EMPLOYMENT
Unemployed 242 4
Employved 3747 64
Not in labor force 1852 _32
TOTAL 5842 100
HEALTH STATUS
Excel/Good 5210 86
Fair/Poor 832 _14
TOTAL 6042 100
REGULAR SOURCE OF CARE
Yes 4801 79
No 1255 21
TOTAL 6056 100

* Where N<6147, respondents did not answer the question
** Percent may not total to 100% due to rounding.
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The demographic characteristics of the respondents
included age, gender, ethnicity, marital status,
residence, education, income, insurance, employment,
health status, and regular source of care. Forty percent
(2,432) of those responding to the survey were between the
ages of 17 and 34; 19% (1,156) were in the age group 35-
44; and 13% (799) were in the age group 45-54., Those
responding in the age group 55-64 were 12% (749), with 11%
(677) in the 65-74 age group. Five percent (344) were in
the 75 and older age group.

Of the sample, 48% (2,968) were male. The largest
group was White, comprising 84% (5,039) of this sample.
Blacks represented 10% (608), and Hispanics, 6% (357).
Seventy percent (4,132) of respondents were married, with
the remainder in the categories of single (14%), divorced
(8%), and widowed (8%). Seventy-two percent (4,393) lived
in urban areas, while 28% (1,737) were in rural areas.
Education ranged from some high school or less to college
graduates and was distributed relatively evenly throughout
the four categories, except that the single largest group,
high school graduates, represented 37% (2,169). Twenty
percent (1,032) of the sample were below the poverty
level. Ninety-one percent (5,368) of the sample reported

some type of insurance, while 9% (235) reported having no
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insurance. Sixty-four percent (3,747) of respondents were
employed, with 32% (1,852) stating that they were not in
the labor force and 4% (242) reporting being unemployed.
| Eighty-six percent (5,210) reported their health
status to be excellent or good, while 14% (832) reported
fair or poor health. Seventy-nine percent (4,801)
reported having a regular source of care.

The number and percent of the sample having a chronic
illness, an ambulatory visit, a hospitalization, or an

emergency visit are presented in Table 4.
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Table 4

Description of the Sample--Persons 17 Years and Older Who
Responded to the National Access to Care Survey:
Independent and Outcome Variables.

Total N = 6147*

N %!*
CHRONIC ILLNESS
Chronic 1275 21
Well 4872 79
TOTAL 6147 100
AMBULATORY VISIT
Yes 3855 64
No 2214 36
TOTAL 6069 100
HOSPITALIZATION
Yes 276 4
No 5866 6
TOTAL 6142 100
EMERGENCY VISIT
Yes 964 16
No 5126 84
TOTAL 6090 100

* Where N<6147, respondents did not answer the question.
** Percent may not total to 1002 due to rounding.
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Twenty-one percent (1,275) reported at least one
chronic illness while 79% (4,872) considered themselves to
be well. These two groups combined comprised the total
sample (100%=6,147). Throughout the study, if the total
number reported is not equal to 6,147, a question has not
been answered. Appendices D, E, and F contain a complete
description of the missing data. Overall a very small
proportion of data was missing.

The sample is further displayed in Table 4 by outcome
variables: ambulatory visit, hospitalization, and
emergency visit. Sixty-four percent (3,855) reported at
least one ambulatory visit, while 36% (2,214) reported no
ambulatory visit. Four percent (276) had been
hospitalized within the last year, while the majority
(96%; 5,866) reported no hospitalizations. Sixteen
percent (964) reported an emergency visit, and 84% (5,126)
reported no emergency visit.

Since the purpose of this study is to describe the
differences in utilization by chronic versus well persons,
the demographic characteristics of persons with chronic

illness and those who are well are presented in Table 5.
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Description of the Sample--Persons 17 Years and Older

Responding to the National Access to Care Survey and

64

Categorizing Themselves as Either Well {(Well) or Having a

Chronic Illness (Chronic)*

Chronic Well
N % N % N
AGE
17-34 237 19 2195 45 2432
35-44 140 11 1016 21 1156
45-54 153 12 646 13 799
55-64 258 20 491 10 749
65-74 305 24 372 8 677
75+ 181 _14 152 3 334
TOTAL 1275 100 4872 100 6147
Chi-square 5df, 793.5 p<.001
GENDER
Male 645 51 2323 48 2968
Female 630 _49 2549 52 3179
TOTAL 1275 100 4872 100 6147
Chi-square 1df, 3.4 p=.066
ETHNICITY
Black 164 13 444 9 608
Hispanic 58 5 299 6 357
White 1027 _82 4012 84 5039
TOTAL 1249 100 4755 99 6004
Chi-square 2df, 18.9 p<.001
MARITAL STATUS
Single 139 11 701 15 840
Married 795 64 337 71 4132
Divorced 108 9 386 8 494
Widowed 201 _16 247 5 448
TOTAL 1243 100 4671 100 5914
Chi-square 3df, 172.3 p<.001
RESIDENCE
Urban 853 67 3541 73 4394
Rural 418 _33 1319 27 1737
TOTAL 1271 100 4860 100 6131

Chi-square 1df,

16.5 p<.001
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Table 5 - continued

Chronic Well
N 3 N % N
EDUCATION
Some HS or less 361 29 681 15 1042
HS Grad 438 35 1731 37 2169
Some Col 224 18 1123 24 1347
Col Grad 212 17 1134 24 1346
TOTAL 1235 100 4669 100 5904
Chi-square 3df, 155.7 p<.001 \
INCOME
Below Pov 286 27 746 18 1032
Above Pov 769 _73 3497 82 4266
TOTAL 1055 100 4243 100 5298
Chi-square 1df, 49.1 p<.001
INSURANCE
Uninsured 70 6 474 10 544
Insured 1176 _94 4193 90 5369
TOTAL 1246 100 4667 100 5913
Chi-square 1df, 24.3 p<.001
EMPLOYMENT
Unemployed 42 3 200 4 242
Employed 521 42 3226 70 3747
Not in labor force 671 _54 1181 26 1852
TOTAL 1234 99 4607 100 5841
Chi-square 2df, 372.6 p<.001
HEALTH STATUS
Excel /Good 798 65 4413 92 5211
Fair/Poor 437 _35 395 8 832
TOTAL 1235 100 4808 100 6043
Chi-square 1df, 611.6 p<.001
REGULAR SOURCE OF CARE
Yes 1128 91 3673 76 4801
No 108 _ 9 1146 24 1254
TOTAL 1236 100 4819 100 6055

Chi-square 1df, 135.4 p<.001

*Totals may not equal 100% due to rounding
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All demographic characteristics suggest significant
(p<.001) differences in the chronically ill versus well
with the exception of gender. Chronic illness was evenly
distributed among males (51%; 645) and females (49%; 630).
The largest percent (24%; 305) of the chronically ill were
in the 65 to 74 age group, with the percent dropping to
14% (181) in those 75 and older. 1In contrast, the largest
percent (45%; 2,195) of the well were 17-34 years of age.
The chi-square 5df was 793.53 (p<.001),

Ethnicity also evidenced differences (chi-square 2df
= 18.9, p<.001). In contrast to the well, those with
chronic illness were slightly more likely to be minority
with 18% Black (13%; 164) and Hispanic (5%; 58). Within
the well, 84% were White, 9% (444) Black and 6% (299)
Hispanic.

Sixteen percent (201) of the chronically ill were
widowed while only 5% (247) of the well were widowed.
Sixty-four percent (795) of the chronically ill were
married, and 71% (337) of the well were married. A
similar percent of the chronically ill (9%; 108) and well
(8%; 386) were divorced. Eleven percent (139) of the
chronically ill and 15% (701) of the well reported being
single. Those differences were significant, with chi-

square 3df = 172.3 (p<.001).
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Of those reporting a chronic illness, 67% (853) lived
in an urban area, while 33% (418) were in rural areas. A
slightly higher percent (73%; 3541) of the well lived in
urban areas, with 27% (1,319) of the well living in rural
areas. These differences were significant (chi-square
1df = 16.5, p<.001).

The chronically ill were less well educated. The
majcrity of the chronically ill reported being high school
graduates (35%; 438) or having some high school (29%;
3,610). Few of the chronically i1l reported being college
graduates (17%; 212) or having some college (18%; 224),

In contrast, a large proportion of the well were college
graduates (24%; 1,134) or had some college (24%; 1,123).
These differences were significant {chi-square, 3df=
155.7, p<.001),

A greater proportion of the chronically ill reported
being below poverty (27%; 286) while 18% (746) of the well
reported being below poverty. These differences seem even
more dramatic when those above poverty are compared.

Here, 82% (3,497) of the well were above poverty while 73%
(769) of the chronically ill were above poverty. The
differences in the income levels were significant (chi-
square 1df = 49.1, p<.001). Those with chronic illness

were more likely to be insured. Ninety-four percent
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(1,176) of the chronically ill reported having insurance
in contrast to 90% (4,196) of the well. These differences
were significant (chi-square, 1df = 24,3, p<.001).

A striking difference between the chronically iii and
the well was their employment status. Only 42% (521) of
the chronically ill were employed, in contrast to 70%
(3,226) of the well. Fifty-four percent (871) of the
chronically ill were not in the labor force, (i.e., not
seeking worik), while 26% (1,181) of the well were not in
the labor force. Chronically ill and well were similar in
the proportion reporting themselves unemployed with three
percent (42) of the chronically ill reported being
unemployed, while 4% (200) of the well reported being
unemployed (chi-square, 2df = 372.6, p<.001).

Health status evidenced differences in the
chronically i1l versus well. Thirty-five percent (437) of
the chronically ill reported being in fair or poor health,
while only 8% (395) of the well reported their health as
fair or poor (chi-square, 1df = 611.6, p<.001).

Likewise, the chronically ill were more likely than
the well to report a regular source of care, with 91%
(1,128) of the chronically ill reporting a regular source

of care in contrast to 76% (3,673) of the well. These
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differences were significant (chi~-square, 1df = 135.4,
p<.001).

In summary, these groups differed greatly for some of
the variables and at least slightly for almost all. Some
of the variables are known to affect access to care. It
is important to demonstrate the effect of chronic illness
on visits, holding constant these other factors.

Hypotheses

The purpose of this study was to determine the
difference in access to care of persons with chronic
iliness and well persons in the National Access to Care
Survey, as evidenced by numbers of ambulatory visits,
hospitalizations, and emergency visits.

Hypothesis 1:

Hypothesis 1 predicted that persons with chronic
illness would be more likely to have an ambulatory visit
than adults who were well. Table 6 describes the number
and percent of chronically ill and well persons who had an
ambulatory visit within the previous year. Adults with
chronic illness were more likely to have had an
ambulatory visit than well persons. Eighty-one percent
(1,015) of persons with chronic illness had an ambulatory
visit within the past year, while 19% (232) had no visit.

In contrast, 59% (2840) of well adults had an ambulatory
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visit within the past year, and 41% (1982) had not (chi-
square, 1 df = 215.8, p<.001). Research hypothesis 1 is

confirmed.

Table 6

Number* and Percent of Persons Chronic and Well Having an
Ambulatory Visit.

Ambulatory No Ambulatory

Total
N 4 N Z N %
Chronic Illness 1015 81 232 19 1247 100
Well 2840 59 1982 41 4822 100
TOTAL 3855 2214 6069

Chi-square 1df=215.8 (p<.001)
Relative 0Odds (95% C.I.) = 3.0 (2.6-3.5)
Relative Probability (95% C.I.) = 1.4 (1.3-1.4)

*Totals may not be exact due to rounding
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Hypothesis 2
Hypothesis 2 predicted that adults with a chronic

illness would be more likely to have a hospitalization
than well adults. Table 7 presents the number and percent
of persons having a hospitalization during the previous
year. Adults with a chronic illness were more likely to
have a hospitalization than were well adults. Eighteen
percent (228) of persons with chronic illness had a
hospitalization, while 1% (48) of well adults had a
hospitalization. Ninety-nine percent (4,820) of well
adults had not been hospitalized. These proportions were
significantly different (chi-square, 1df = 672.6,

p=<.001). Research hypothesis 2 is confirmed.
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Table 7

Number* and Percent of Persons Chronic and Well Having a

Hospitalization

No
Hospitalization Hospitalization
Total
N 3 N % N %
Chronic Illness 228 18 1046 82 1274 100
Well _48 1 4820 99 4868 100
TOTAL 276 5866 6142

Chi-square 1df=672.6 (p<.001)
Relative 0dds (95% C.I.) = 22.0 (17.4-27.8)
Relative Probability (95% C.I.) = 18.3 (14.7-22.7)

*Totals may not be exact due to rounding
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Hypothesis 3

Hypothesis 3 predicted that adults with a chronic
illness were no more or less likely to have an emergency
visit than adults who were well. These data are presented
in Table 8. Twenty-three percent (286) of adults with
chronic illness had an emergency visit, while 14% (679) of
well adults reported an emergency visit. Seventy-seven
percent (958) of adults with a chronic illness and 86%

(4,168) of well adults did not have an emergency visit.

Table 8

Number* and Percent of Persons Chronic and Well Having an
Emergency Visit.

Emergency No Emergency

Total
N % N 4 N %
Chronic Illness 286 23 958 77 1244 100
Well 679 14 4168 86 4846 100
TOTAL 964 5126 6090

Chi-square 1 df=59.8 (p<.001)
Relative 0Odds (95% C.I.) = 1.8 (1.6-2.1)
Relative Probability (95% C.1.) = 1.6 (1.4-1.9)

*Totals may not be exact due to rounding

These differences were significant (chi~-square,
1df = 59.8, p<.001). Therefore, null Hypothesis 3 must be
rejected. Adults with chronic illness were more likely to

have an emergency visit than well adults.
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Differences in Access Attributable
to Chronic Illness

The purpose of this study was to determine the effect
of chronic illness on the outcome variables of ambulatory
visit, hospitalization, and emergency visit and to
determine if any observed associations between chronic
illness and outcome could be explained by other variables
associated with the outcome. Additional analyses were
performed to see if the effect of chronic illness in
producing an ambulatory visit, a hospitalization, or an
emergency visit is more or less pronounced in certain
subgroups. To this end, an assessment of the statistical
interaction and confounding was accomplished utilizing
stratified analyses. Finally, logistic regression was
used to simultaneously account for the effect of
additional variables.

Stratified Analyses

To assess the presence of interaction, stratified
analyses of chronic versus well on the ambulatory visit
variable (Table 9) were constructed, using a 95%
confidence interval. 1In Table 9, the relative odds for
each variable are approximately equal. For example, the
relative odds for the age subgroup 17-34 is 3.0 (95%
C.1.=2.1-4.2). This relative odds is quite similar to the

relative odds for the age group 35-44 (2.2, €.1.=1.5-3.3)
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and the relative odds for the age group 45-54 (3.8,
C.I.=2.4-5.9). The absence of differences in the relative
odds suggests that the effect of chronic illness in
producing a visit is similar within age groups. Likewise,
the relative probability of having a visit for each
variable is similar. Finally, a statistical test for
interaction--the Breslow-Day Test for Homogeneity in the
odds ratios--was constructed. The Breslow-Day Test was
not significant at p=<.05 for any of the variables.
Therefore, there is no evidence of strata-to-strata
differences on the effect of chronic illness in producing

an ambulatory visit. Interaction has been ruled out.
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Table 9

Stratified Analysis for Chronic and Well Having an
Ambulatory Visit

Relative
Relative 0dds Probability
(95% C.1I1.) (95% C.I.)
CRUDE 3.0 (2.6-3.5) 1.4 (1.3-1.4)
AGE
17-34 3.0 (2.1-4.2) 1.4 (1.3-1.5)
35-44 2.2 (1.5-3.3) 1.3 (1.2-1.4)
45-54 3.8 (2.4-5.9) 1.5 (1.4-1.7)
55-64 3.2 (2.2-4.,6) 1.4 (1.3-1.6)
65-74 3.0 (2.1-4,3) 1.4 (1.2-1.5)
75+ 4.2 (2.2-7.4) 1.5 (1.2-1.7)
Adjusted Mantel-Haenszel = 3.1 (2.6-3.6) 1.4 (1.3-1.5)
Breslow-Day Test for Homogeneity p=.6
GENDER
Male 3.5 (2.9-4.4) 1.5 (1.5-1.6)
Female 2.7 (2.2-3.4) 1.3 (1.2-1.3)
Adjusted Mantel-Haenszel = 3.1 (2.7-3.6) 1.4 (1.3-1.5)
Breslow-Day Test for Homogeneity p=.1
ETHNICITY
Black 2.3 (1.6-3.5) 1.4 (1.2-1.5)
Hispanic 3.0 (1.6-5.8) 1.5 (1.2-1.8)
White 3.2 (2.7-3.9) 1.4 (1.3-1.4)
Adjusted Mantel-Haenszel = 3.1 (2.6-3.6) 1.4 (1.3~-1.4)
Breslow-Day Test for Homogeneity p=.5
MARITAL STATUS
Single 3.7 (2.3-5.9) 1.4 (1.3-1.6)
Married 3.1 (2.5-3.7) 1.4 (1.3-1.5)
Divorced 1.9 (1.2-3.0) 1.2 (1.1-1.4)
Widowed 3.7 (2.3-5.8) 1.4 (1.3-1.6)
Adjusted Mantel-Haenszel = 3.1 (2.6-3.6) 1.4 (1.3-1.4)
Breslow-Day Test for Homogeneity p=.2
RESIDENCE
Urban 3.2 (2.7-3.9) 1.4 (1.3-1.5)
Rural 2.8 (2.1-3.6) 1.4 (1.3-1.5)
Adjusted Mantel-Haenszel = 3.1 (2.6-3.6) 1.4 (1.3-1.4)
Breslow-Day Test for Homogeneity p=.7
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Table 9 - continued

Relative
Relative 0dds Probability
(95% C.I.) (95% C.I1.)
EDUCATION
Some HS or less 3.5 (2.6-4.7) 1.5 (1.4-1.7)
HS Grad 3.0 (2.3-3.8) 1.4 (1.3-1.5)
Some Col 3.4 (2.3-5.0) 1.4 (1.3-1.5)
Col Grad 3.3 (2.2-4.,9) 1.4 (1.3-1.5)
Adjusted Mantel-Haenszel = 3.2 (2.8-3.8) 1.4 (1.4-1.5)
Breslow-Day Test for Homogeneity p=.9
INCOME
Below poverty 4.0 (2.8-5.6) 1.5 (1.4-1.6)
Above poverty 3.0 (2.5-3.7) 1.4 (1.3-1.4)
Adjusted Mantel-Haenszel = 3.2 (2.7-3.8) 1.4 (1.3-1.5)
Breslow-Day Test for Homogeneity p=.4
INSURANCE
Insured 3.0 (2.5-3.5) 1.4 (1.3-1.4)
Uninsured 3.4 (1.9-6.3) 1.5 (1.3-1.8)
Adjusted Mantel-Haenszel = 3.0 (2.6-3.5) 1.4 (1.3-1.4)
Breslow-Day Test for Homogeneity p=.9
EMPLOYMENT
Unemployed 5.4 (2.1-13.6) 1.6 (1.3-1.9)
Employed 2.5 (2.0-3.1) 1.3 (1.3-1.4)
Not in Labor Force 3.4 (2.7-4.3) 1.4 (1.3-1.5)
Adjusted Mantel-Haenszel = 2.9 (2.5-3.4) 1.4 (1.3-1.4)
Breslow-Day Test for Homogeneity p=.1
HEALTH STATUS
Excel/Good 2.8 (2.3-3.4) 1.4 (1.3-1.4)
Fair/Poor 2.6 (1.9-3.6) 1.3 (1.2-1.4)
Adjusted Mantel-Haenszel = 2.8 (2.4-3.2) 1.3 (1.3-1.4)
Breslow-Day Test for Homogeneity p=.9
REGULAR SOURCE OF CARE
Yes 2.9 (2.4-3.4) 1.3 (1.3-1.4)
No 2.8 (1.8-4.2) 1.6 (1.3-1.8)
Adjusted Mantel-Haenszel = 2.8 (2.4-3.3) 1.3 (1.3-1.4)
Breslow-Day Test for Homogeneity p=.99
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Estimates of the effect of chronic illness on
ambulatory visit were produced, holding constant each
variable one at a time. In Table 9 it can be seen that
the adjusted relative odds for each variable are very
similar to the crude relative odds. The adjusted Mantel-
Haenszel estimates for each variable are all similar to
the crude relative odds (95% confidence interval) of 3.0
reported in Table 6. It is therefore appropriate to
consider the crude relative odds (and therefore the crude
relative probability) for the effect of chronic illness on
ambulatory visit as accurately reflecting the effect in
all of the strata. There is no evidence of confounding.

Table 10 presents the stratified analysis for chronic
versus well having a hospitalization. Again, the relative
odds of having a hospitalization are similar among the
different strata, with the exception of gender and
ethnicity. The relative odds for males was 35.3 (20.7-
60.0), compared with 15.3 (10.1-23.0) for females. The
effect of chronic illness on producing a hospitalization
is significantly greater in males than females. The
Breslow-Day Test for Homogeneity was p=.013, indicating
that gender may interact with the relationship of chronic
illness and hospitalization. Testing for confounding was

inappropriate since there was some evidence of
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interaction. This variable was examined further using

logistic regression.
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Table 10

Stratified Analysis for Chronic and Well Having a
Hospitalization

Relative
Relative 0dds Probability
(95% C.I1.) (95% C.I1.)
CRUDE 22.0 (17.4-27.8) 18.3 (14.7-22.7)
AGE
17-34 11.8 ( 6.9-20.1) 10.4 ( 6.3-17.1)
35-44 35.9 (11.2-115.3) 32.0 (10.3-99.9)
45-54 21.9 ( 7.7-62.2) 19.1 ( 6.9-52.6)
55-64 30.8 (11.3-83.9) 24.5 ( 9.2-65.1)
65-74 17.4 ( 6.8-44.2) 14.3 ( 5.8-35.3)
75+ 18.2 ( 5.4-59.5) 13.6 ( 4.3-42.6)
Adjusted Mantel-Haenszel=18.7 (14.0-25.0) 15.5 (11.8-20.3)
Breslow-Day Test for Homogeneity p=.5
GENDER
Male 35.3 (20.7-60.0) 28.6 (17.1-47.9)
Female 15.3 (11.1-23.0) 13.0 ( 8.8-19.1)
Adjusted Mantel-Haenszel=22.2 (17.5-28.0) 18.5 (14.8-23.1)
Breslow-Day Test for Homogeneity p=.013
ETHNICITY
Black 6.7 ( 3.2-14.0) 5.9 ( 2.9-11.7)
Hispanic x *
White 27.4 (18.8-39.8) 22.4 (15.6-32.1)

Adjusted Mantel-Haenszel=21.4 (16.9-27.1) 17.8 (14.3-22.2)
Breslow-Day Test for Homogeneity p=.004

MARITAL STATUS

Single 12.6 ( 5.5-29.1) 11.1 ( 5.0-24.4)
Married 26.1 (17.6-38.6) 21.1 (14.5-30.7)
Divorced 28.3 (6.3-127.9) 24.8 (5.7-108.5)
Widowed 24.6 ( 6.0-99.9) 20.4 ( 5.2-81.0)
Adjusted Mantel-Haenszel=23.8 (18.6-30.4) 19.6 (15.6-24.7)
Breslow-Day Test for Homogeneity p=.6

RESIDENCE

Urban 17.7 (12.3-25.4) 14.9 (10.6-21.0)
Rural 41.2 (20.0-85.2) 33.0 (16.3-66.9)
Adjusted Mantel-Haenszel=22.3 (17.6-28.3) 18.6 (14.9-23.3)

Breslow-Day Test for Homogeneity p=.1
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Table 10 - continued

Relative
Relative 0Odds Probability
(95% C.I.) (95% C.I.)

EDUCATION
Some HS or less 16.9 ( 8.4-33.8) 13.8 ( 7.1-27.0)
HS Grad 26.5 (14.4-48.7) 22.3 (12.3-40.3)
Some Col 25.0 (12.8-48.8) 20.1 (10.7-37.9)
Col Grad 21.8 (10.8-44.0) 18.2 ( 9.3-35.7)
Adjusted Mantel-Haenszel=22.0 (17.2-28.2) 18.2 (14.4-22.9)
Breslow-Day Test for Homogeneity p=.9
INCOME
Below poverty 15.3 ( 8.1-28.7) 12.3 ( 6.8-22.5)
Above poverty 22.8 (15.4-33.9) 19.0 (13.0-27.7)

Adjusted Mantel-Haenszel=20.1 (15.6-25.8) 16.5 (13.1-20.9)
Breslow-Day Test for Homogeneity p=.6

INSURANCE
Insured 22.3 (16.0-31.0) 18.4 (13.4-25.3)
Uninsured 14.7 ( 4.4-49.3) 13.0 ( 4.1-41.4)

Adjusted Mantel-Haenszel=21.8 (17.2-27.6) 18.1 (14.5-22.6)
Breslow-Day Test for Homogeneity p=.8

EMPLOYMENT

Unemployed 8.2 ( 2.7-25.0) 6.8 ( 2.5-18.4)
Employed 16.6 (10.5-26.4) 14.7 ( 9.5-22.8)
Not in Labor Force 33.2 (17.4-63.2) 26.0 (13.9-48.8)
Adjusted Mantel-Haenszel=22.4 (17.0-29.6) 18.6 (14.3-24.2)
Breslow-Day Test for Homogeneity p=.1

HEALTH STATUS

Excel /Good 17.2 (11.7-25.4) 15.2 (10.5-22.1)
Fair/Poor 13.2 ( 7.1-24.6) 9.7 ( 5.4-17.6)
Adjusted Mantel-Haenszel=15.3 (11.6-20.2) 12.4 ( 9.6-15.9)
Breslow-Day Test for Homogeneity p=.8

REGULAR SOURCE OF CARE

Yes 21.2 (14.8-30.4) 17.6 (12.5-24.7)
No 26.9 (11.2-64.9) 22.9 (10.0-52.6)

* Not computed since the cell for Hispanic well persons
being hospitalized was zero.
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The stratified analyses for ethnicity resulted in
there being no Hispanics who were well and who stayed over
night in a hospital. The strata for Hispanics therefore
could not be analyzed. However, this result suggests that
Hispanics are possibly quite different from Blacks and
Whites and that this finding should not be ignored.
Hispanics were, however, omitted from the éhalysis
presented in Table 10 so that only Blacks and Whites were
compared. It should be noted that there was evidence of
interaction of chronic illness and ethnicity. The
relative odds of a Black with chronic illness being
hospitalized was 6.7 versus a value of 27.4 for a White
with chronic illness being hospitalized. These values
were significantly different (Breslow-Day Test for
Homogeneity p=.004). Ethnicity was further analyzed using
multivariable techniques.

Apart from gender and ethnicity, the remainding
variables had no effect. The adjusted Mantel-Haenszel
relative odds and relative probability for remaining
variables are similar to their respective crude values
(Table 7). Therefore, confounding was ruled out except
for gender and ethnicity.

Stratified analyses for chronic versus well having an

emergency visit were also conducted. The relative odds
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within each strata were similar. All of the Breslow-Day
Tests for Homogeneity were not significant. There was no
evidence of interaction.

The stratified analysis for chronic versus well
having an emergency visit (Table 11) demonstrates that the
Mantel-Haenszel adjusted relative odds (95% confidence
interval) is similar for each strata to the crude relative
odds reported in Table 8. The crude relative odds
(relative probability) of 1.8 (1.6) is considered to
accurately reflect the relationship of chronic illness to

having an emergency visit.
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Table 11

Stratified Analysis for Chronic and Well Having an

Emergency Visit

Relative
Relative 0dds Probability
(95% C.I1.) (952 C.I1.)
CRUDE 1.8 (1.6-2.1) 1.6 (1.4-1.9)
AGE
17-34 2.9 (2.2-3.9) 2.2 (1.8-2.7)
35-44 1.7 (1.1-2.7) 1.6 (1.1-2.2)
45-54 2.4 (1.5-3.8) 2.1 (1.4-3.0)
55-64 1.7 (1.1-2.6) 1.6 (1.1-2.3)
65-74 2.3 (1.4-3.7) 2.1 (1.4-3.2)
75+ 2.3 (1.3-4.2) 2.0 (1.2-3.3)
Adjusted Mantel-Haenszel = 2.3 (1.9-2.7) 1.9 (1.7-2.2)
Breslow-Day Test for Homogeneity P=.4
GENDER
Male 1.8 (1.4-2.2) 1.6 (1.3-1.9)
Female 1.9 (1.5-2.3) 1.7 (1.4-2.0)
Adjusted Mantel-Haenszel = 1.8 (1.6-2.1) 1.6 (1.4-1.9)
Breslow-Day Test for Homogeneity p=.8
ETENICITY
Black 1.8 (1.1-2.8) 1.6 (1.1-2.3)
Hispanic 1.5 ( .8-2.9) 1.4 ( .8-2.2)
White 1.9 (1.6-2.2) 1.7 (1.5-1.9)
Adjusted Mantel-Haenszel = 1.9 (1.6-2.2) 1.6 (1.5-1.9)
Breslow-Day Test for Homogeneity P=.9
MARITAL STATUS
Single 2.3 (1.5-3.6) 1.9 (1.4-2.7)
Married 1.8 (1.5-2.2) 1.6 (1.4-1.9)
Divorced 2.2 (1.3-3.7) 1.9 (1.3-2.7)
Widowed 2.2 (1.3-3.7) 1.9 (1.2-2.1)
Adjusted Mantel Haenszel = 2.0 (1.7-2.3) 1.7 (1.5-2.0)
Breslow-Day Test for Homogeneity p=.8
RESIDENCE
Urban 1.9 (1.5-2.2) 1.7 (1.4-1.9)
Rural 1.8 (1.4-2.4) 1.6 (1.3-2.1)
Adjusted Mantel-Haenszel = 1.8 (1.6-2.2) 1.7 (1.5-1.9)
Breslow-Day Test for Homogeneity p=1.0
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Table 11 - continued

Relative
Relative 0dds Probability
(95% C.I1.) (95% C.I.)
EDUCATION
Some HS or less 2.5 (1.8-3.5) 2.1 (1.6-2.8)
HS Grad 1.8 (1.4-2.4) 1.6 (1.4-1.0)
Some Col 1.7 (1.2-2.5) 1.6 (1.2-1.6)
Col Grad 1.7 (1.2-1.4) 1.5 (1.1-2.1)
Adjusted Mantel Haenszel = 1.9 (1.6-2.2) 1.7 (1.5-1.9)
Breslow-Day Test for Homogeneity p=.5
INCOME
Below poverty 2.6 (1.8-3.6) 12.1 (1.6-2.7)
Above poverty 1.8 (1.4-2.1) 1.6 (1.4-1.8)
Adjusted Mantel-Haenszel = 1.9 (1.6-2 3) 1.7 (1.5-2.0)
Breslow-Day Test for Homogeneity p=.2
INSURANCE
Insured 1.8 (1.5-2.1) 1.6 (1.4-2,0)
Uninsured 2.4 (1.4-4.,3) 2.0 (1.3-2.9)
Adjusted Mantel-Haenszel = 1.8 (1.6-2.2) 1.7 (1.5-1.9)
Breslow-Day Test for Homogeneity p=.6
EMPLOYMENT
Unemployed 2.6 (1.2-5.7) 2.1 (1.2-3.8)
Employed 2.0 (1.6-2.5) 1.7 (1.5-1.0)
Not in Labor Force 2.3 (1.7-3.0) 2,0 (1.6-2.5)
Adjusted Mantel Haenszel = 2.1 (1.8-2.5) 1.8 (1.6-2.1)
Breslow-Day Test for Homogeneity p=.8
HEALTH STATUS
Excel/Good 1.6 (1.3-1.9) 1.5 (1.2-1.7)
Fair/Poor 1.3 (1.0-1.8) 1.2 (1.0-1.5)
Adjusted Mantel-Haenszel = 1.5 (1.3-1.8) 1.4 (1.2-1.6)
Breslow-Day Test for Homogeneity p=.7
REGULAR SOURCE OF CARE
Yes 1.8 (1.5-2.1) 1.6 (1.4-1.8)
No 2.7 (1.7-4.3) 2.2 (1.6-3.1)
Adjusted Mantel Haenszel = 1.9 (1.6-2.2) 1.7 (1.5-1.9)
Breslow-Day Test for Homogeneity p=.2

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



86

In summary, the relationship of chronic illness being
predicative of an ambulatory visit, a hospitalization and
an emergency visit holds. Two subgroups, gender and
ethnicity, differ in the relationship of chronic illness
and hospitalization. Further analyses were conducted
using multivariable analyses to estimate the effect of
chronic illness on the outcome variables, simultaneously
holding constant all of the variables.

Logistic Regression

The stratified analyses previously reported for
adults with chronic illness having ambulatory visits,
hospitalizations, and emergency visits suggested that
there are potential interactions between gender and
chronic illness in predicting hospitalizations and
potential interactions of ethnicity and chronic illness in
predicting hospitalizations. In order to better
understand these potential interactions and also to
simultaneously control for all variables, a series of
logistic regressions for chronic illness and ambplatory
visits, chronic illness and hospitalizations, and chronic
illness and emergency visits was conducted. The purpose
of these regressions was to determine what model best fit
the data in predicting the outcome variables. 1In other

words, the variables chronic illness, age, gender,
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ethnicity, marital status, residence, education, income,
insurance, employment, health status, and regular source
of care were simultaneously entered in three separate
equations which predicted ambulatory visits,
hospitalizations, and emergency visits,

Dummy variables were used for variables which were
not dichotomous. Age was entered as a categorical
variable with six categories. Each age category was
compared with the 17-34 year age group. Likewise,
ethnicity, marital status, and employment status were
entered as categorical variables.

Gender, residence, income, insurance, health status
and regular source of care were entered as dichotomous
variables. Education status could have been entered as
either a continuous or nominal variable. The decision was
made to enter education status as a continuous variable
since there was some indication of a linear trend for
ambulatory visits and hospitalizations (see Tables in
Appendix D, E, and F).

The results of the final logistic model for
ambulatory visit can be seen in Table 12. Appendix G
presents the parameter estimates. The effect of chronic
illness predicting an ambulatory visit which was reported

previously from other analyses holds even when
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simultaneously controlling for other variables. A person
with a chronic illness is 2.95 times more likely to have
an ambulatory visit than a well person (C.I.=2.42-3,59),
Chronic illness is predictive of an ambulatory visit
holding constant age, ethnicity, income and health status,
variables previously identified as predictive of

utilization.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



89

Table 12

Logistic Regression Model for Ambulatory Visit

Variable Relative 0dds 95% Confidence
Interval

CHRONIC ILLNESS 2.95 (2.42-3.59)
AGE

35-44 vs. 17-34 0.80 (0.79-0.81)

45-54 vs., 17-34 0.73 (0.71-0.74)

55-64 vs., 17-34 0.75 (0.74-0.77)

65-74 vs. 17-34 0.86 (0.82-0.89)

75+ vs., 17=-34 0.93 (0.84-1.01)
GENDER

Male 0.60 (0.52-0.68)
ETHNICITY

Hispanic vs. Black 1.17 (1.11-1.23)

White vs. Black 1.45 (1.39-1.52)
MARITAL STATUS

Married vs. Single 1.01 (0.99-1.03)

Divorced vs. Single 1.19 (1.15-1.24)

Widowed vs. Single 0.94 (0.88-1.02)
RESIDENCE

Urban 1.14 (0.99-1.31)
EDUCATIQN* 1.17 (1.09-1.25)
INCOME

Below Poverty 0.93 (0.77-1.11)
INSURANCE

Insured 0.83 (0.66-1.04)
EMPLOYMENT

Unemployed vs. Employed 0.90 (0.86-0.95)

Not in Labor Force vs.

Employed 0.98 (0.95-1.02)
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Table 12 continued

Variable Relative 0dds 95% Confidence
Interval

HEALTH STATUS
Excel/Good Health 0.59 (0.47~-0.74)

REGULAR SOURCE OF CARE 1.93 (1.67-2.24)

* Education: Relative Odds represents the effect on
Ambulatory Visits for each one unit increment in
education level (eg., from "some high school or less" to
"high school graduate" is one unit increment).
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The results for the final logistic regression model
for hospitalization including interactions may be seen in
Table 13. The basic model and two interaction models were
used to make these estimates. The Parameter estimates for
the three models are presented in Appendices H, I and J.
Chronic illness, when simultaneously entered with other
variables, no longer has the predictive power reported
earlier. The relative odds is 15.00 (C.1.=9.91-22.71)
which is less than the relative odds of 22.00 reported
previously. 1In other words, when all variables are
simultaneously entered, the odds that an adult with a
chronic illness will have a hospitalization is 15 times
larger than the odds that a well adult will have a
hospitalization. A significant interaction was found
between gender and chronic illness. The effect of chronic
illness on producing a hospitalization was greater in
males than females. In males with a chronic illness the
odds was 24.68 (C.I1.=12.93-47,15). 1n females, the odds

was 10.24 (C.I.=6.11-17.14).
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Table 13
Logistic Regression Model with Interactions for
Hospitalizations
Variable Relative 0dds 95% Confidence
Interval
CHRONIC ILLNESS 15.00 ( 9.91-22.71)
By Gender?.3
Male 24,68 (12.93-47.12)
Female 10.24 ( 6.11-17.14)
By Ethnicity?l.:2
Black 5.21 ( 2.01-13.49)
White 17.50 ( 2.81-96.50)
AGE
35~44 vs, 17-34 0.49 ( 0.41- 0.60)
45-54 vs. 17-34 0.58 ( 0.48- 0.71)
55-64 vs. 17-34 0.75 ( 0.63- 0.87)
65-74 vs. 17-34 0.70 ( 0.58~ 0.84)
75+ vs., 17-34 1.16 ( 0.74- 1.82)
GENDER?3., 5
ETHNICITY4. S
MARITAL STATUS
Married vs. Single 1.11 ( 0.96- 1.28)
Divorced vs. Single 0.67 ( 0.47- 0.92)
Widowed vs, Single 0.94 ( 0.62- 1.41)
RESIDENCE
Urban 0.92 ( 0.66- 1.28)
EDUCATIONS 1.16 ( 0.99- 1.37)
INCOME
Below Poverty 0.90 ( 0.60- 1.33)
INSURANCE
Insured 1.00 ( 0.50- 2.,00)
EMPLOYMENT
Unemployed vs. Employed 2.10 ( 1.53- 2.86)
Not in Labor Force vs.
Employed 1.61 ( 1.29- 2.02)
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Table 13 - continued

Variable Relative 0dds 95% Confidence
Interval

HEALTH STATUS

Excel/Good Health 0.32 ( 0.22- 0.45)
REGULAR SOURCE OF CARE 1.05 . ( 0.63- 1.75)

1 Interactions were estimated separately.

2 Hispanics were omitted since there was a zero cell for
hispanic well persons being hospitalized.

3 Chi-square test for statistical interaction with
gender = 4.76, df=1, p=.03.

4 Chi-square test for statistical interaction with
ethnicity = 6.15, df=1, p=.01.

. ® Main effect not estimated due to interaction with
chronic illness.

¢ Education: Relative Odds represents the effect on
hospitalization for each one unit increment in education
level (eg. from "high school or less" to "high school
graduate" is one unit increment).
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Likewise there was statistical interaction between
ethnicity and chronic illness in predicting a
hospitalization. For this model Hispanics were excluded
since there were no well Hispanics reporting a
hospitalization. The relative odds of having a
hospitalization for Whites with a chronic illness was 17.5
(C.1.=2.81-96.5) while in Blacks with chronic illness, the
odds of having a hospitalization was 5.21 (C.I.=2.01-
13.5). Therefore, the effect of chronic illness in
producing a hospitalization was greater in Whites than
Blacks.

Finally, Table 14 presents the logistic regression
model for emergency visits. The parameter estimates are
presented in Appendix K. All variables were
simultaneously entered to determine the best model for
predicting emergency visits. Chronic illness continued to
be the characteristic among the variables most predictive
of an emergency visit. The odds that an adult with a
chronic illness would have an emergency visit was 2.14

(C.1.=1.74-2.62).
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Table 14

Logistic Regression Model for Emergency Visit

Variable Relative 0dds 95% Confidence
Interval

CHRONIC ILLNESS 2.14 (1.74-2.62)
AGE

35-44 vs., 17-34 0.80 (0.79-0.82)

45-54 vs., 17-34 0.50 (0.48-0.52)

55-64 vs. 17-34 0.51 (0.48-0.53)

65-74 vs. 17-34 0.45 (0.42-0.48)

75+ vs, 17-34 0.60 (0.41-0.51)
GENDER

Male 1.03 (0.87-1.21)
ETHNICITY

Hispanic vs. Black 1.45 (1.35-1.57)

White vs. Black 1.07 (1.00-1.15)
MARITAL STATUS

Married vs. Single 1.01 (0.99-1.03)

Divorced vs. Single 1.19 (1.15-1.24)

Widowed vs. Single 0.94 (0.88-1.02)
RESIDENCE

Urban 1.03 (0.66-1.22)
EDUCATIQN* 1.03 (0.95-1.13)
INCOME

Below Poverty 1.06 (0.85-1.32)
INSURANCE

Insured 1.07 (0.80-1.42)
EMPLOYMENT

Unemployed vs. Employed 0.90 (0.86-0.95)

Not in Labor Force vs.

Employed 0.98 (0.94-1.02)
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Table 14~ continued

Variable Relative 0Odds 95% Confidence
Interval

HEALTH STATUS
Excel/Good Health 0.41 (0.33-0.51)

REGULAR SOURCE OF CARE 1.18 (0.96-1.45)

* Education: Relative Odds represents the effect on
Hospitalization for each one unit increment in education
level (eg., from "high school or less" to "high school
graduate" is one unit increment).
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In summary, the finding that chronic illness is
predictive of an adult having an ambulatory visit a
hospitalization, and an emergency visit hold. There is
significant data to suggest that chronic illness and being
male as well as having a chronic illness and being White
and having a chronic illness increase the likelihood of

having a hospitalization.
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CHAPTER V

Discussion

This chapter is organized into five sections. The
first section presents a summary of the study’s purpose,
method, and results. Section two discusses the results in
relation to previous research. Thirdly, limitations in
the consideration of the present findings are presented.
The fourth section discusses implications of the present
findings. Finally, some conclusions and recommendations
for future studies are presented.
Summary

The purpose of this investigation was to assess the
relationship between chronic illness and access to care,
with access to care evidenced by an ambulatory visit, a
hospitalization, or an emergency visit. Adults
participating in the 1986 National Access to Care Survey
were queried about the presence or absence of a chronic
illness. A chronic illness was defined as having one of
the following:

asthma or emphysenma,

cancer,

heart disease,

stroke,

high blood pressure,

kidney disease,

liver disease,
diabetes,
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cerebral palsy or other neurological or neuromuscular

diseases that affected walking, arm movement, or

memory.
Well adults were persons who reported themselves to be
well. All children and any adults with trauma, mental
retardation, or acute illnesses were omitted from the
final study population.

Participants were interviewed by telephone and asked
whether or not they had had an ambulatory visit, a
hospitalization or an emergency visit within the last
year. Socioeconomic and other demographic characteristics
of the sample were also elicited. The sample was selected
by random-digit telephone dialing, and interviews were
conducted by telephone. The survey did not capture adults
without a telephone, but since it is estimated that 93% of
the United States population now have telephones, these
omissions were not considered to change the findings of
the study. The entire sample consisted of 6,147 subjects
with 1,275 (21%) having a chronic illness and 4,872 (79%)
reporting themselves to be well.

Results were analyzed initially by constructing
univariate descriptive statistics. The chi-square test
for statistical significance was used, and p<.05 was
accepted. Relative odds and relative probabilities of a
person with a chronic illness having an ambulatory visit,

a hospitalization, or an emergency visit were constructed.
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A 95% confidence interval was utilized. Stratified
analyses were constructed to rule out statistical
interaction and confounding of the main effect by third
factors. The potential third factors were age, gender,
ethnicity, marital status, residence, education, income,
insurance, employment, health status and regular source of
care. Finally, multivariable logistic regression analyses
were conducted to estimate simultaneously the main effect
taking into account all variables. Additional analyses
were conducted for those variables which indicated
statistical interaction: gender and ethnicity.

Two hypotheses were supported by the data, and one
hypothesis was rejected. The results indicate that having
a chronic illness is predictive of having an ambulatory
visit and a hospitalization. That is, a person with a
chronic illness is three times more likely to have an
ambulatory visit in a year and 18 times more likely to
have a hospitalization.

There was evidence of statistical interaction between
being male and having a chronic illness predicting a
hospitalization. When gender and chronic illness were
simultaneously taken into account, the relative odds of
having a hospitalization was 25 for the male with chronic

illness and the overall predictive power of chronic
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illness for hospitalization was reduced from an odds of 22
to 15.

Likewise, being White and having a chronic illness
was predictive of having a hospitalization. The effect of
chronic illness on predicting a visit, as reported earlier
without the interaction term, ethnicity, included, was 22
times greater for a person with a chronic illness than for
a well adult. When the statistical interaction of
ethnicity and chronic illness was taken into account, the
odds of a White adult with a chronic illness having a
hospitalization was 17.5 and the overall predictive power
of chronic illness changed from an odds of 18 to an odds
of 15.

Hypothesis 3 predicted that an adult with a chronic
illness would have an emergency visit at the same rate as
well adults. This hypothesis was not confirmed. In fact,
adults with a chronic illness were 1.8 times more likely
to have an emergency visit than a well person.

Explication of Results

In the discussion of results, findings related to
chronic and serious illnesses will be discussed first,
followed by discussions of findings related to ethnicity

and health status. Finally, results related to excess
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need and increased utilization of health services will be
discussed.

Chronic and Serious Illness: The present study

examined the relationship between chronic illness and the
occurrence of an ambulatory visit, a hospitalization, or
an emergency visit. In previous studies chronic
illnessses had been combined with serious illnesses.
Aday, et al., (1984) had described families with chronic
and seriously ill members and the impact on families. 1In
1987, Freeman described individuals with chronic and
serious illnesses which were considered life threatening.
Freeman’s definition included persons with:

asthma or emphysena,

cancer,

heart disease,

stroke,

high blood pressure,

kidney disease,

liver disease,

diabetes,

neurological disorders, mental retardation, pneumonia

or influenza, serious injury or other disabilities.
Freeman’s study included both children and adults, while
the current study was limited entirely to adults.
However, comparing ambulatory visits of the current study
with those reported by Freeman suggests differences.

Freeman (1987) reports that 16% of the chronically and

seriously ill were without an ambulatory visit during the
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previous year, while the current study found 19% of the
chronically ill were without an ambulatory visit.

Likewise, hospitalizations in the current study were
compared with the results of the Freeman (1987) study.
Twenty-nine percent of the chronic and seriously ill had
been hospitalized during the past year in the Freeman
study, while 18% of the chronically ill were hospitalized
in this study. These comparisons suggest that the
chronically ill are less likely to have a hospitalization
when compared with chronic and seriously ill as reported
by Freeman (1987). The results of the present study
suggest that the chronically ill are a distinct population
from the seriously ill and that the combined study
possibly masks significant information about the access to
care of adults with chronic illness.

While definitive answers to the questions these
findings raise can not be stated, possible explanations
can be considered. First, it is possible that persons
with acute illnesses such as pneumonia and injuries are
more likely to enter the health system. The urgency of
such an acute illness or injury might command entrance
into the system; in contrast, the person with a chronic

illness might delay entrance into the health system.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



104

Secondly, it is also possible that persons with
chronic illnesses perceive that the health system, as it
is currently organized, might not provide services which
would benefit the individual with a chronic illness.

Could it be that the current health care system is
effective in dealing with acute illnesses and injuries but
less effective in dealing with the prolonged, lingering
chronic illnesses? Is it possible that a person with a
chronic illness perceives that there is little benefit
from having an ambulatory visit or hospitalization?

Thirdly, it is possible that the effort which the
person with a chronic illness must expend to receive care
from the ambulatory care system is greater than the
benefit received from the visit. The physical barriers to
receiving care are a possible deterrent to the person with
a chronic illness.

Finally, the possible economic barriers to receiving
an ambulatory visit and hospitalizations have not been
ruled out. Although this study simultaneously controlled
for the effect of income and insurance on predicting an
ambulatory visit, it did not address the question of the
effect of financial barriers experienced by persons with
chronic illness. Most insurance policies have

restrictions on pre-existing conditions. By definition,
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chronic illnesses are long-term and, at most points in
time, are pre-existing conditions which are then excluded
from coverage. These insurance restrictions may reduce
the willingness of a person with a chronic illness to seek
care.

The health care system’s ability or inability to
provide beneficial care to the person with chronic illness
is not within the control of a person with chronic
illness. It is within the policy arena for change to
occur in the actual or perceived benefits of health care
for persons with chronic illness. Additionally, the
mechanical and financial barriers to health care are
mutable only to policy solutions. Ginzberg (1990)
suggests that, as yet the government, private funders and
health care providers have been unwilling to make the
changes in the health care system to address the known
barriers to care.

Ethnicity: Prior studies have reported that Blacks
have increased incidence of chronic illnesses such as
hypertension and other cardiovascular diseases (NCHS,
1987b). Yet, the results of this study suggest that being
of the White race and having a chronic illness is
predictive of having a hospitalization. The relative odds

of a White with a chronic illness having a hospitalization
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was 17.5 while the relative odds of a Black with a chronic
illness having a hospitalization was only 5.21. The
differences between ethnic groups were not evidenced in
the proportion of each group having ambulatory visits or
emergency visits. The differences in the proportion of
minority populations being hospitalized is striking.

Although this study did not address the effect of
ethnicity on access to care, the finding of reduced access
of Blacks with chronic illness to hospitalizations despite
their known greater incidence of chronic illness is
disturbing. 1Is it possible that the decreased access to
care of minorities reported in earlier access studies
continues (RWJF, 1978, 1983,1987a)? Might it be that
Blacks with chronic illness, in fact, have less access to
hospital care than the remainder of the population despite
their known greater need for care?

Policy interventions have targeted minorities known
to have poor health. Minorities with chronic illness
should receive increased attention if indeed the goal for
health care in the United States is equitable access
(President’s Commission, 1983).

Health Status: The present study investigated the

characteristic "chronic illness," which was thought to be

predicative of having an ambulatory visit and a
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hospitalization. Prior research summarized by Maurana, et
al., (1981) identified correlates of access to care, and
overall research suggested that poor health status was the
primary predictor of having an ambulatory visit, a
hospitalization, or an emergency visit. The present study
suggests that chronic illness is more predictive of an
ambulatory visit, a hospitalization, and an emergency
visit than health status and that chronic illness and
health status are two distinct characteristics. These
results suggest that health status is not a proxy for
chronic illness.

Health status has traditionally been measured by
self-reported response to the question, "Compared to other
people do you consider your health to be excellent, good,
fair or poor?" These responses have then been validated
by a physician’s assessment of health status and have been
shown to be highly correlated (Maddox & Douglas, 1973;
Ware, et al., 1978). The current study suggests that the
presence of a chronic illness has much greater predictive
power than self-reported health status.

Utilization: Numerous studies from Kaiser Permanente
Health Plan have suggested that utilization of health care
services by adults with specific chronic illnesses is

greater than the utilization by the remainder of the
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populgtion (Vogt & Johnson, 1980; Mullooly & Olenick,
1975; Reich & Johnson, 1985; Johnson & Specht, 1981;
Caputo & Vogt, 1985; Johnson, Mullooly & Hurtado, 1986;
McFarland, et al., 1985; Johnson, Vogt & Penn, 1984).
Likewise, Manton (1989) has suggested that the need for
health care in an aging population is related to chronic
illness rather than increased number of ye;rs. The
present study’s findings agree with these earlier studies,
concluding that the odds of an ambulatory visit or a
hospitalization was from 3 to 15 times greater for a
person with chronic illness compared with the well.
Additionally, this study found that adults with chronic
illness were more likely to have an emergency visit than a
well person even though it was hypothesized that the
chronically ill would use emergency services at the same
rate as the well population.

Emergency visits are reserved for those acute events
such as infections or trauma. The study finding that
persons with chronic illness use emergency services at a
rate greater than that used by well persons suggests that
use of emergency services by persons with chronic
illnesses is not fully understood. Are persons with
chronic illnesses having acute events and thus needing

emergency service at a greater rate than non-chronically
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ill persons? Might the chronically ill be seeking care
associated with the chronic state from emergency
providers? With emergency services being the most
expensive form of health care delivery, the use of
emergency services by persons with chronic illness
deserves further study at a policy level. The potential
for cost savings through more efficient delivery of care
is one potential result of such inquiry.
Limitations

Before discussing the implications of the present
investigation, some limitations of the study should be
considered. The focus of the present study has been to
investigate the relationship of chronic illness to access
of care (ambulatory visit, hospitalization, emergency
visit). While telephone interviews are commonly used in
health survey research, it must be taken into
consideration that this survey includes no information on
adults without telephones. Though an attempt was made to
quantify the differences in adults with telephones
compared with those without telephones, by reporting a
survey with face-to-face interviews among adults without
telephones, the possibility that adults without telephones
are significantly different from those with telephones

should be considered in interpreting the findings of this
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study. Corey and Freeman (1990) have compared the
responses from telephone interviews with the responses
from face-to-face interviews using data from the National
Health Interview Survey. They conclude that utilization
responses (i.e. ambulatory visit, and hospitalizations)
are quite similar but found that the insurance status of
adults without telephones was quite different from adults
with telephones. Obviously the findings can be
generalized to the population with telephones but no
assumptions can be made about the 7% of the population who
are estimated to be without phones.

In addition, the degree to which adults are able to
report accurately the presence or absence of a chronic
illness should be considered a limitation of this study.
The National Center for Health Statistics (1987b) has
attempted to estimate underreporting and overreporting of
chronic conditions by matching responses to health
records. They conclude that there is significant
underreporting and overreporting of chronic illness.
However, these studies were conducted prior to 1963 when
health care consumers were less knowledgeable about their
own health conditions. Another limitation to the present
study is the response rate. The overall sample yielded a

76% response rate, which is considered acceptable for
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survey research (Babbie, 1973). As was discussed
previously, nothing is known about 24% of the population.
There is no way to know if these findings are
representative of the total population and that those who
answered the survey are similar to those who did not. The
response rate should be taken into consideration when the
findings are interpreted.

Proxies were interviewed if the chronically ill
person was too sick or unavailable to respond. There is
no way of knowing whether the response of a proxy
reporting on another person is equivalent to the responses
that an individual would make about himself or herself.
Proxies are routinely used for children and other adults
who are unable to respond. However, the use of proxies
should be taken into consideration when interpreting these
findings.

Although persons categorized as seriously ill (i.e.
having acute infections, pneumonia, injury, or trauma)
have been excluded from this study, it is possible that a
few persons reported having a serious illness and also
reported themselves to have a chronic illness. If a
person reported both a serious and chronic illness, they
were included in the study population. Although the

persons having both within the past year are considered

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



112

few, the possiblity that a subject has both should be
remembered when interpreting these findings. This point
is particularly important when interpreting the finding of
greater use of emergency services by adults with chronic
illness. It is possible that the adult with chronic
illness sought emergency care for trauma or an acute
infection.

The final limitation of this study is the definition
of chronic illness which for this study, was defined as
those illnesses which were life threatening. Certain
significant chronic illnesses, such as arthritis and
chronic mental illnesses which cause much pain and
suffering were not included in the definition. These
illnesses are important but were not within the scope of
this study. This limitation further corroborates Kovar’s
(1983) conclusion that data on chronic illness is
inadequate. These findings may be generalized only to the
population of adults with chronic illness as defined in
this study.

Implications

This study represents the first attempt in the series
of access studies to view adults with chronic illness as a
distinct group. Prior to this study the chronically and

seriously ill have been studied together. The present
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study suggests that adults with chronic illness are a
distinct group and that future studies should include
chronic illness as a population characteristic predictive
of ambulatory visit, hospitalizations and emergency
visits. Combining the chronically ill with seriously ill
potentially masks certain characteristics of both groups.

An interesting finding which is not fully understood
is the utilization of emergency rooms by adults with
chronic illnesses. It was thought that adults with
chronic illnesses would use emergency rooms at the same
rate as adults without chronic illness. It was thought
that emergency rooms would be giving care for acute
illnesses and trauma. However, this study found that
adults with chronic illnesses had emergency visits at a
greater rate than well adults.

This study suggests also, that the study of chronic
illness should pay particular attention to gender and
ethnicity as they relate to chronic illness and
utilization of health services. This study provides clues
that gender and ethnicity in association with chronic
illness, especially in predicting hospitalizations, are
important but have not been fully explored.

Finally, this study confirms earlier research that

adults with chronic illnesses utilize health services in
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the form of ambulatory visits, hospitalizations, and
emergency visits in greater proportions than well adults.
It could be argued that indeed, adults with chronic
illness who are known to have greater health needs shouild
receive more ambulatory visits and hospitalizations than
well adults. It is suggested that as the number of adults
with chronic illnesses increases, the utilization of
ambulatory visits, hospitalizations and emergency visits
will likewise increase.

Recommendations

A major contribution of the present study to the
field of access to health care is the definition of
chronically ill as distinct from chronically and seriously
ill. One future direction for study is defining further
the characteristics of adults with chronic illness as
distinct from adults with serious illness. The current
study looked only at the presence or absence of a chronic
illness. Future studies should look at clusters of
chronic illnesses and determine the predictive power of
chronic illness on having an ambulatory visit, a
hospitalization or an emergency visit as the number of
chronic illnesses increase. Does having two or more

chronic illnesses increase the probability of having an
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ambulatory visit, a hospitalization, or an emergency
visit?

Secondly, gender and ethnicity as they relate to
chronic illness and the utilization of health services,
especially hospitalizations, should be studied. Future
studies should replicate and attempt to explain the
finding that Blacks who are known to have ﬁore chronic
illness, receive fewer hospitalizations. Future studies
should also over sample Hispanics so that the use of
hospital services by Hispanics can be described.

Thirdly, the use of emergency rooms by adults with
chronic illness should receive further study. It is
puzzling that adults with chronic illness utilize
emergency care at a greater rate than well adults.
Whether emergency visits are related to the chronic
illness or not is unknown.

Finally, chronic illnesses which are not considered
life threatening should be studied relative to access to
care. It is possible that adults with life threatening
chronic illnesses are more likely to have ambulatory
visits, hospitalizations, and emergency visits, while
those with non-life threatening chronic illnesses indeed

have less access to care. It is recommended that the
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chronically ill with the non-life threatening yet often

debilitating chronic illnesses be studied.
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Framework for the Study of Access

Health Policy:
Financing
Organization

Characteristics of
health delivery
system:

availability:
volume
distribution

organization:
entry
structure

Utilization of
health services:

type
site
purpose
time interval

Characteristics of
Population-at-risk:

predisposing:
mutable
immutable

enabling:
mutable
immutable

need:
perceived
evaluated

Consumer
satisfaction:

convenience
availability
financing
provider
characteristics

Aday, L.A., Fleming, G.V., & Andersen, R.
Access to medical care in the U.S.: Who has it,
Chicago: Pluribus Press, p. 14.

Source:
(1984).
who doesn’'t.
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APPENDIX B

Ratio of Female/Male
Morbidity and Mortality Rates
for Selected "Killer" Chronic Conditions,

1983-1984
1983 1984
Morbidity Mortality
"Killer" E E
Chronic Disease M F M M F M
Asthma or Emphysema 27.6 11.8 .43
22.8 8.1 .36
Cancer (W) 402.0 311.4 77 159.0 109.9 .69
(B) 505.9 303.6 .60 234.9 131.0 .56
1.26 .97
Heart Disease (W) ' 249.5 124,0 .5
(B) 300.1 186.6 .62
Stroke (W) 33.9 28.9 .85
62.8 51.8 .82
High B/P* (W) 45,9 34.6 .75
(B) 52.8 50.1 .95
(AlD) 46.6 36.2 .78
(At Age 65+) 62.0 63.9 1.03
Kidney Disease
Liver Disease 13.2 5.9 .45
22.5 10.2 .46
Epilepsy, MS, CP
Other Neuro
Death Rate All 689.9 391.3 .57
Causes (1984) (W) 1011.7 585.3 .58
1.47 1.50

W=White, B=Black
*Based on Table 44 Information from 1976 and 1980 NHANES

Source: National Center for Health Statistics (1986a).
Health, United States, 1986. (DHHS Pub. No. PHS 87-1232,
Public Health Service.) Washington, D.C.: U.S. Government
Printing Office.
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APPENDIX C
Interview Schedule
1986 Access to Health Care Survey
of the

Robert Wood Johnson Foundation
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1986 Robert Wood Johnson Foundation Health Survey

Hello, my Vameé iy memeees 8Nd I'm calling from the University ot
Illinofs/Wisconsin We're doing a nationwide study of people’s
health experiences and medical care. I'g like to ask you some
questions asbout Your/ (€ :8)'s) health e¢xperfences and medical
care.

question ¢
Would you say your/ ({ :8)'s) health, in genersl, now is ., . ,

1. Excellent,

2. Good,

3., Fair, or ¢ skip to q te )
6. Poor 7 ¢ skip to q 1e )

question 1d
Was there any time during the Past year when your/ (his/her)
health was only fair or poor?

1. Yes, only fafr
2. Yes, poor
3. No (skip to q 1F)

question le .
For how long in the past 12 months “as your/ [( :8)'s) health only
fair or poor 2

1. Less than one month
2. One to three months
3. Four to six months
4. Seven to twelve months
S. More than one yesr

Question 1f¢
INTERVIEWER: g this a proxy interview?

1. Yes (skip to q.2)
No

.

question 1g

Which of the following statements comes closest to expressing yaur
overal! view of the American health care system ?

CINTERVIEWER: READ ALL 3 STATEMENTS BEFORE ACCEPTING AN ANSWER.)

1. On the whole, the heslth Care system works pretty well
ond only minor changes are necessary to make it work,

2. There are some good things in our health care system,
but fundamental changes are needed to make it work better.

3. The American health care system has so much wrong with f¢
that we need to completely rebuild ft,

question 2 ’

How many days sltogether during the past year,that is since (DATE
ONE YEAR AGO) 1985, did youy [{ :8)] stay in bed more than half of
the day becsuse of fliness or injury? Do not fnclude any days
spent in the hospital, & nursing home, or a treatment center.

—_— % days

questfon 2b

During the past twelve months, that is since (DATE ONE YEAR AGO)
1985, have you/ [has ( :8)) been a patient OVERNIGHT in a hospi-
tat, a nursing home, or a treatment center?

1. Yes
2. No

. - . ission
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question 2d
(In the past 12 months , . .) Nave you/(Has he/she) been hospital-
fzed for mental fltness, alcoholism or drug eddictfon?

1. Yes
2. No
d. If ®"no® or d to both Q.2b and 2d, skip to Q,22s

question 3b

Altogothcr, how Rany separate times were you/(was ) »
pstient overnight in ® hospital during the past yeesr?
times

question 3¢ .
(€{:8) had hospital visits ) (The last time/time before
that/time before that) Did youy [€ :8)) go to a . , .

1. General Hospital,
2. Chronic Disease Hospital,
3. Mental hospital,
4. Alcohol or drug fn-patient treatment center,
5. Nursing hoeme, or
s Some other place? CSPECIFY)

qQuestion &g
(The last timesThe time before that when...) You were/ [(::B) was)
told by e doctor that youys (he/she) needed t0 go to the generat

drug in-patient treatment center, nursing home, how tong was it
before you were/ [(he/she) “8s] admitted 7
CINTERVIEWER: ENTER NUMBER OF DAYS,)

d. (skip to Q.4¢c)

(i1t one, skip to Q.4¢)

——deys

question &b

Why dfd youy (he/she) wait for days before entering
the hospital 2

question 4¢

How many NIGHTS did youys [€::8)) spend §in the general hospital,
chronic disease hospital, mental hospital, alcohol or drug
fn-patient trestment center, nursing home? —Nights

question 4d

Hhat was the problem or condition for which you were/ [(::8) was)
admitted, that is, what was the technical or specific name for the
problem?

Question Sa

Was any kind of surgery performed while you were/ ((::8) wes) in
the general hospital, chronic disease hospital, mentsl hospital,
alcohol or drug in-patient treatment center, nursing home?

1. Yes
2. Wo ( skip to q 8as )
d. ( skip to q 8a )

Question Sb
What was the surgery for?

question 5S¢
How many days after You/ [{::8)] entered the hospital dig you/
(he/she) have surgery ? —d0YS
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question 6a

Were you/ (vas (::8)) gfven & chofce of having the surgery done on
&n outpatient basis, (that is in a special ambulatory surgicsl|
care center, » doctor's office, a clinie, or in an emergency
room)?

1. Yes

2. No ( skip to q 8a )

3. NOT APPROPRIATE FOR CONDITION (skip to q 8a)
d. ¢ skip to q 84 )

question 6b

Why did you /¢he/she) choose to have it done in the general
hospital, chronic disease hospital, mental hospital, alconol or
drug in-patient treatment center, nursing home 2

INTERVIEWER: cincLe ALL THAT APPLY

1. Insurance coverage
2. Less Costly
3. More convenient
4, Setter care
S. Safer

6. No one to take care of R at home
7. Doctor recommended

8. Other(SPECIFY)

question 8a
What s the name of the general hospital, chronfc disease hospi-
tal, mental hospitsl, alcohol or drug in-patient treatment center,
nursing home yous [C::8)) went to 2

d. ¢ skip to q 9 )

question 8b
In what city and state is this?

City: State:

Question 9
Would yous (he/she) have preferred to G0 somewhere else ?

1. VYes
2. No (skip to q. 11a)
d. (skip to Q. 11a)
Would you have preferred that (::8) 90 somewhere else ?
1. VYes
2. No ( skip to q 11a )
d. ( skip to q 118 )

question 94
Why i3 that ?

question 9b
Where would you/ (he/she) have preferred to go?

Where would YOUu have preferred that €::8) go ?
d. ( skip to q 118 )

question 10a
Did youy (he/she) actually try to 80 to (9b)?

1. Yes (skip to q. 10d)
2. WNo
d. (skip to q. 11s)
0id you sctuslily try to have (::B) go to (9b) 2
1. Yes ( skip to q 10d )
No

2.
d. ( skip to q 11a )
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Question 10b
Why didn'e you/ (he/she) ?

d. ¢ skip to q 114 )

Question 10¢
INTERVIEWER: CODE REASON R D10 NOT GO 710 9b):

1. Lack of money/Financial reason(s) ( skip to q 113 )
2. Other (nonfinancial) resson(s) (¢ skip to q 118 )

question 10d
Why didn'¢ you/ [€::831 go there ?

d. ¢ skip to q 11a )
\
question 10e
INTERVIEWER: copt REASON R couLD woT GO TO (9b).

1. Lsck of money/ Financiael reason(s)
2. Other (non-tinancial) reason(s)

Questifon 11,

0o you faeel you/ [{::8)) needed (further) SUrgery or some other
kind of treatment thet you/ (he/she) did not receive while ipn the
general hospital, chronfc disease hospital, mental hospital,
alcoho!l or drug in‘patient trestment center, nursing home 2

1. VYes
2. No ¢ skip to q 12, )
d. ( skip to q 122 )

Question 11p
Whet do you feel should have been done?

question 12,

While in the generasl hospital, chronic disease hospital, mentaei
holpltol, alcohol or drug in-patient treatment center, nursing
home, did You/ (C::8)) feel You/ (he/she) needed advice op

1. VYes
2. No (skip to q. 12b)
d. (skip to q. 12b)

While C::8) was in the general hospital, chronic disease hospitat,
mental hospital, sleohol or drug in-patient treatment center,
nursing home, did you feel you heeded advice or counseling on
Chis/her) LIVING ARRANGEMENTS AFTER DISCHARGE ?

1. VYes
2. No (skip to q. 12b)
d. (skip to q. 12b)

question 12h
While in the hospitatl, did YoU (he/she) receive advice or coungel -
ing on LIvViNG ARRANGEMENTS AFTER DISCHARGE?

1. Yes
2. No

question 12p

While in the general hospital, chronic disease hospital, mental
hospital, alcohol or drug in-patient treatment center, nurging
home, did you/ (did (::8)) feel youy (he/she) needed advice or
counseling on FINANCES ?

1. Yes

2. No (skip to Q. 12¢)
d. (skip to q. 12¢)
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While C::8) wes in the genersl hospital, chronfe diseass hospital,
mental hospital, sleohel or drug in-patfent treatment center,
nursing home, did you feel you needed advice or counseling on

FINANCES ?
1. VYes
2. WMo (skip to q.12¢)
d. (skip to q. 12¢)

question 12j

While in the hospital, did yYou (he/she) receive sdvice or counsel-
ing on FINANCES?

1. VYes
2. No

question 12¢

While in the hospitel, did yYou feel you needed sdvice or counsel-
ing on FAMILY MATTERS?

1. VYes
2. No (skip to q.12d)
d. (skip to q. 12d)

question 121
While in the hospital, did you (he/she) receive sdvice or counsel -
ing on FAMILY MATTERS?

1. VYes
2. Mo

question 12d

While in the hospital, did you feel you needed advice or counse|-
fng on work ACTIVITIES?

1. VYes
2. No (skip to q.12¢)
d. (skip to q. 12e)

question 12n

While in the hospital, did you (he/she) receive edvice or counsel-
ing on work ACTIVITIES?

1. VYes .

2. No

question 12¢
White in the hospital, did you feel you needed advice or counsel-
ing on caRE OF HEALTH PROBLEMS AFTER DISCHARGE 7

1. VYes
2. No (skip to q.12¢)
d. (skip to q. 12¢)

question 12p
While in the hospitet, did you Che/she) receifve edvice or counsel-
ing on cARE oFf HEALTH PROBLENMS AFTER DISCHARGE?

1. VYes
2. No

question 12¢

While in the general hospital, chronie disesse hospital, mental
hospital, alcohol or drug in-patient treatment center, nursing
home, did you/ [(::8)) feel you/ (he/she) needed advice or
counseling on ANYTHING ELSE?

Yes (SPECIFY)

1.
2. No (skip to q.139)
d. (skip to q. 139)
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While (::8) was I1n the general hospital, chronic disease hospital,
Rental hospital, alcohot or drug in-patient treatment center,
nursing home, did yYou feel you needed advice or counseling on
ANYTHING ELSE 2

« Yes (SPECIFY)
« No (skip to q.13a)
« (skip to q. 13a)

[N R

question 12p
While in the hospital, did you (he/she) recefve advice or counsel-
?

fng on
1. VYes
2. Mo

Question 13,
Overasll, were you/ [mes (::8)) completely satisfied, somewhat
satisfied, or not 8t all satisfied with your/ (his/her) experience
in the general holpitll, chronic disease houpitll, mental hospi-
tal, alcohol or drug fn-patient treatment center, nursing home?

1. Completely sstisfied (skip to q. 14)
2. Somewhat satisfied (skip to q. 14)
3. Not at sl satisfied

d. (skip teo §. 14)

13a. Overall, were you completely satisfied, somewhat satisfied,
or not at all satisffed with (::8)1¢ sxperfence in the generatl
hospital, chronic disease hospital, mental hospital, alcohol or
drug in-patient treatment center, nursing home?

« Completely sotisfied ¢ skip to q 14 )

+ Somewhst gsatisfied C skip to q 14 )
« Not at all satisfied

d. ( skip to q 16 )

N -

Question 13b
Why were you (was he/she) not ot all satisfied ?

question 14

Vas any of this general hospital, chronic disease hospital, menta!
hospital, slcohol or drug fn-patient treatment center, nursing
home, care covered by MEDICAID 2

1. VYes
2. No

(1f R is under 18 yesrs old, skip to Q.14¢)

question 14b

Wes any of this general hospital, chronie disease hospital, mental
hospital, slcohol or drug fn-patient treatment center, nursfng
care coveread by MEDICARE ?

1. Yes
2. Ne

question 1é4¢

Wes any of this general hospital, chronic disease hospital, mental
hospital, alcohol or drug in-patient trestaent center, nursing
home care covered by PUBLIC ASSISTANCE oR PALID FOR BY WELFARE 7

1. VYes
2. No

question 14d

Was any of this general hospital, chronic disease hospital, mental
hospltll, alecohol or drug in-patient trestment center, nursing
home care covered by ANY OTHER TYPE OF GOVERNMENT INSURANCE 7

1. VYes (SPECIFY)
2. WNo
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question 14e

Was any of this general hospital, chronic disease hospital, ments!
hospital, alcohol or drug in-pstient treatment center, nursing
home care covered by INSURANCE PAID FOR BY YOU OR FAMILY

MEMBER ?
1. VYes
2. o

question 14¢

Was any of thisg general hospital, chronic disease hospital, mental
hospital, alecohol or drug fn-patient treatment center, nursing
home care Covered by INSURANCE PAID FOR BY AN EMPLOYER 2

1. VYes
2. No

Question 14¢g

Vas any of this genersl hospital, chronic disease hospital, mental
hospitat, alcohol or drug in-patfient treatment center, nursing
home care covered by ANY OTHER KIND OF INSURANCE 2

1. VYes CSPECIFY)
2. No

question 14h

Did yous ¢ ::8)) have to P8y any costs for this stay thst weren't
covered by fnsurance? .

1. VYes
2. WMo ( skip to q 15a )
d. ( skip to q 152 )

Qquestion 141
How much? ]
d, ¢ skip to q 15a )
Question 1S,
Do you think the time youys (¢ ::8)3 spent in the generasl hospf!nl,
chronfc disease hospital, mental ho:pitll, alcohol or drug

fn-patient treataent center, nursing home was sbout right, or do
you think ft was too short a time, or too long & time?

1. About right ( skip to q 172 )

2. Too short a time

3. Too tong a time ¢ skip to q 17a )
d.. ( skip to q 172 )

Question 1S5b
Why is that?

question 16a

Did not staying longer in the general hospital, chronjfe disease
ho:pitll, mental hospital, slcohol or drug in-patient treatment
center, PARITY \ nursing home result in &ny continuing
problems for yous thim/her) 2

1. Yas
2. Mo ( skip to q 178 )
d. ¢ skip to q 17a )

question 16bp
What kind of problems?
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question 17,

After yours r¢ t:8)'s) discharge from the generat hospital,
chronic disease hospital, mentel hospital, slcohot or drug
in-patient trestaent center, nursing home did the doctor advige
You/ Chim/her) to 90 some place other than home 2

1. VYes
2. No (skip to q. 18a)
d. (skip to q. 18s)

After ¢ ::9)1g discharge froam the generat hospital, chronic
disease hospital, mentsl hospftal, alcohol or drug fn-patient
treatment center, nursing home did the doctor advise you to have
(him/her) go someplace other than home? .

1. VYes
2. MNo ¢ skip to q 18s )
d. ( skip to q 182 )

question 17b
Where did the doctor advige you (him/her) to go?

Friends/relatives home
Genersl hospital

Chronic disease hospital
Mental hospital
Rehabilitation center
convoloacont/uurling home
7. Other CSPECIFY)

VPN -

question 17¢
Did you Che/she) go there?

1. VYes ¢ skip to q 184 )
2. No
d. (¢ skip to q 18s )

question 17d
¥hy not?

d. C skip te q 18 )

question 17¢
INTERVIEVER: CODE REASON & 0ID NOT GO .

1. Leck of money/Financial reasons
2. Other (nontinancial) reasons ¢ skip to q 18a )

(1f answer to Q.17b g friends/relatives home, skip to q.18a)

question 17g

Did you /(¢ ::8)) know of g general hospital, chronic disease
hospital, mental hospital, rehabilitatfon center, convales-
cent/nursing home that would treat you/ (him/her) tor free or for
an smount that you/(he/she)

could have afforded?

1. Yes
2. Mo (skip to q. 171)
d. (ekip to q. 179)

0id you know of o general hospital, chronic disesse hospitat,
mental hospitat, rehabilitation center, convalclcent/nurling home
that would treast $:8) for free or for &N amount that you could
have afforded ?

1. Yes
2. No ¢ skip to q 171 )
d. (¢ skip to q 174 )

question 17h
Why didn't youy (he/she) go there?
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Question 17§
Where did youy Che/she) go?

1. oun home

2. lriondllrolntlvol home

3. Chronfc disease hospital

4, Mental hospital

5. Psychiatric group home or spartaents
6. Rehabilitation center

7. ConVllolcuntlnurnlno home

8. Other (SPECIFY)

d. (skip to q. 18¢)

Question 18,

Did you 7 (¢ t28)] think {¢ would have been better it youy
Che/she) had '

gone some other place after your/ C(his/her) discharge?

1. VYes
2. Mo (skip to gq. 19e)
d. (skip to q. 19a)

Dfd you think f¢ would have been better ¢ ¢ ::8) hed gone some
other place after Chis/her) discharge 2

1. VYes
2. No ¢ skip to q 19, )
d. ¢ skip to q 19a )

Question 18b
Where did yous the/she) think ft woutld be better to go?

Oun home
Frlondllrolntivot home
General hospital

Chronic disease hospital
Nentsl hospital
Rehabilitstion center
Canolclcont/lurninn home
Other (SPECIFY)

(skip to q. 19a)

* % a3 s s e o

an@““uﬂd

Where did you think ft would be better tur ¢ 1:8) to go?

oun home
Friends/relatives home
General hospitat
Chronic disease hospital
Nental hospital
Rehabilitation center
Convnlolcontlnurthg home
Other (SPECIFY)

( skip to q 198 )

QANOWVEA WA -
® ® * s s 06 8 s @

question 18¢c
Why didn't you/ (he/she) go there?

d. C skip to q 18¢ )

questfon 18d
INTERVIEWER: CODE REASON R DID NOT GO .

1. Lack of money/Financial reasons
2. Other (nenfinancial) reasons ( skip to q 19a )

(1f answer to q.18b is "oun homew or friends/retatives home, skip
to g.19a)
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question 18¢

0id yous ¢ t:8)) know of » general hospital, chronic disease
hospital FRAMNG R mental hospital, rehabilitation center,
convnloseont/nurslng home that would treat yous (him/her) for free
OF an amount that You/(he/she) could have safforded 7

1. VYes
2. Mo (skip to q.194)
d. (skip to Q. 19a)

Did you know of 8 general hospital, chronfe disease hospital,
aental hospitael, rehabititation center, eonvulolcont/nursfng home
t:lt would trest ( ::8) for free or an mount that you could have
afforded 7

1. VYes
2. No ¢ akip to q 198 )
d. ( skip to q 194 )

question 189 .
Why didn't youy Che/she) go there?

question 19,

Were there ony health care services yous [¢ $:8)) needed after
you/ (he/she) lett the general hospital, chronic disease hospital,
mental hospital, aleohol or drug in-patient treatment center,
nursing home but were/wass unable to get ?

1. Yes
2. No ¢ skip to q 218 or to next hespital occurrence)
d. ( skip te q 21s )

question 19p
What kind of health care services did You/ [ ::8)) need that you
were/(he/she was) unable to get?

question 19¢
0id youy (he/she) actusliy try to obtafn these services?

1. VYes ¢ skip to q 20a )
2. WNo
d. (¢ skip to q 20e )

Question 194
Why is ft that You/ (he/she) did not try to obtasin these services?

d. ¢ skip to q 20e )

question 19¢
INTERVIEWER: CODE REASON R DID NOT TRY t0 OBTAIN SERVICE:

1. Lack of money/Finsncial reasons ( skip to q 20¢ )
2. Other (nonfinanciasl) reasons ( skip to q 20e )

question 20s
Why were you/ (was he/she) unable to @et these services?

d. C skip to q 20e )

question 20b
INTERVIEWER: CODE REASON 1 COULD NOT GET SERVICE:

1. Lack of money/Financisl reasons
2. Other (nonfinancial) ressons ¢ skip to q 20e )

question 20¢

At that time, did yYou/ [{ ::8)) know of » Place that would provide
the services for free or for an smount you/ (he/she) could have
sfforded?

1. VYes

2. No ( skip to q 20e )
d. ( skip to q 20e )

[ ibi i ermission
R duced with permission of the copyright owner. Further reproduction prohibited without p
eprodu



143

question 20d
Why didn't yous (he/she) go there?

question 20e )
0id not recelving the health care services have any effect on
your/ (€ ::8)'s) health?

1. VYes
2. No ( skip to q 21s or to next hospital occurrence)
d. (skip to q. 21a)

question 20¢
Whet effect did it have?

d. ( skip to q 21s or to next hospitsl occurrence)

question 2%a
INTERVIEVER: ENTER CODE FOR CURRENT MONTH

01. January
02. Februsry

03. March
04. April
05. May
06. June
07. July
08. August

09. September
10. October

t1. MNovember
12. Deceaber

question 21d

ur:n’uns the last time yous [¢ :8)] saw a doctor in an office or
clinic?

INTERVIEVER: ENTER MONTH CODE.

00. NMEVER ¢ skip to q 44a )
01. Jsnuary
02. February

03. March
04, Apritl
05, May

06. June
07. July

08. August
09. September
10. October
11. November
12. December

question 21e
INTERVIEWER: ENTER YEAR (LAST 2 DIGITS ONLY)
01. 85. (it Less than 12 months, skip to q. 22a, if over 12
months to q. 4é4s)

02. 86.
19 (skip to q. 44a)
d. (skip to q 4ée)

question 22a

Is there one person or pleace in particulasr you/ (C :83) usually
go(es) to when you are/ (he/she is) sick or want advice sbout
your/ (his/her) health?

1. Yes (skip to q. 23s)
2. o
d. (skip to q. &és)

Is there one person or place in particutlar ¢ :8) usually goes to
when he/she is sick or when yYou want advise about his/her health ?
1. Yes ¢ skip to q 23a )

No

d. ¢ skip to q 44a )
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question 22¢

Many people do not have one particulsr place to get medical care.
Vhat is the reason that you do not/ ¢ :8) does notl have »
regular doctor or place to go? (RECORD VERBATIN; PRogE FoRr
COMPLETE ANSUER.)

d. ¢ skip to q 254 )

Question 22d
INTERVIEWER: CODE REASON R DoOES NOT HAVE REGULAR pocror.

1. Lack of money/ Financial reasons
2. Other (nonfinancial) Feasons ( skip to q 25d )

question 22¢

Do you/ [Does C 193] know of o doctor or place that would give
You/(hia/her) medical care for free or for ah amount thst yoy/
(he/she) could efford ?

1. VYes
2. No (skip to q. 25d)
d. (skip to q. 25d)

Do you know of e doctor or place that would give ¢ :8) medical
care for free or for an amount that you could afford 2

1. VYes
2. No ¢ skip to q 254 )
d. C skip to q 25d )

Question 227
Why don't youy (doesn't he/she) go there?

SKIP T0 9,25¢
d. ( skip to q 25d )

Question 23,
Vhere do youy [does ¢ :8)) usually go ? 1o o , . .

1. Doctorrs office,

2. Clinic, ¢ skip to q 23¢ )

3. A hospital, or ¢ skip to g 23f )

4. Some other place 7 ¢ skip to q 23g )
questfon 23b

Is there one particular doetor you/ [{ :8)) usually see(s) when
You/ (he/she) go(es) there?

1. Yes .

2. Mo ¢ skip to q 25a )

d. (¢ skip to q 258, )

question 23¢
What s hig or her name? (RECORD ruLL NAME OF DOCTOR)

question 23d
In what city and state s this?

City: State:

SKIP TO .25,
d. ¢ skip to q 254 )
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Question 23¢
1s

t ...

1. A private clinfc, ¢ skip to q 24a )

2. A hospital outpatient clinfe, ( skip to q 242 )

3. A hospital emergency room, ¢ skip to q 24a )

4. An emergency or urgent care center (not located in a
hospital),
(skip to q. 24a)

5. a comaunity or government-sponsored elinfe, or ¢ skip to
q 2462 )

6. Some other kind of clinic ? (SPECIFY) ¢ skip to q 24a )

7. ;zunt a reguler clinfen (Clinie unspecified) ¢ skip to q

s )
d. ( skip to’'q 242 )

question 23¢
Is f¢

1. A hespital outpatient clinfe, ¢ skip to q 24a )

2. A hospital emergency room, or ( skip to q 24s )

3. Some other place 7 (sSPECIFY) ( skip to q 24a )

4. ’J;zt 8 regular hospital» (Hospital uUnspecified) (skip to
q s) ’

d. ( skip to qQ 240 )

question 23g
What type of place fs it 2

questfon 249
Is there one particular doctor you/ (€ :8)) ususlly see(s) when
You/ (he/she) go(es) there 7

1. VYes
2. No ( skip to q 24t )
d. ( skip to q 24t )

question 24b
What is his or her hame? (RECORD FULL NAME OF pocrtonr)

d. ( skip te q 258 )

question 24¢
Yhet is the name of the clinic, hospital, place you/ [{ :8)]
usually gotes) to?

d. ¢ skip to q 258 )

question 24g
In what city and state s this?

City: Stete:

question 25a .

Is there a reason thet you/ (¢ :8)) usually go(es) to this
particular doctor's office, this particular clinfe, this par-
ticular hospital, this particular place and not to some other
doctor's office, clinic, hospital, place ?

1. VYes

2. No ( skip to q 25d )

d. ¢ skip to q 25d )
question 2Sb
Why do you/ (does he/she) usuaslly g0 to this particular doctor's
office, elinie, hospital, place ?

d. ¢ skip to q 25d )
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question 25¢
INTERVIEWER: CoDE REASON R GOES THERE

1. Lack of acney
2. Has health plan there (e.g. HHO)
3. Other

Qquestion 26,

Rave you/ (Has { :8)) seen a medical doctor in an office, in o
clinfe, or in 8N emergency room during the past 12 months?
C(PROBE: Please think about §t¢ carefully,)

1. VYes
2. o ¢ skip to q 44a )
d. ¢ skip to q 4éa )

Question 26b
When wvas youry this/her) Last visit? (EntER MONTH CODE)

01. January
02. February

03. March
04. Aprit
05. Kay
06. June
07. July
08. August

09. September

10. oOctober

11. wNovember

12. December

d. ¢ skip to q 264 )

question 26c
ENYER1;EAI (LAST 2 DlGlY? ONLY)

Question 24d
C(If R has no reguler source of heslth care, skip to gq, 28s)

question 27,
Did youy C(he/she) go to your/ (Chis/her) regulsr doctor or place
for youry Chis/her) last visit?

1. VYes ¢ skip to q 29¢ )
. MNo

d. ¢ skip to q 28as )

question 27p
Vhy didn't yoys [C :8)) go to the doctor, clinje, hospital, place
You/ (he/she) ususlly go(es) to on your/(his/her) Last visit?

INTERVIEWER: CIRCLE ALL THAT APPLY

"Post-op"/Follow up to hospital stay
Cost too much
Emergency

Needed a specialist or specific service
Referred by usual source

Other (SPECIFY)

VW SN
* e s o s o

question 28,
(On your (his/her) last visit) pigd yYou (he/she) go to a . . .

1. Doctor’s office,
2. A clinje,

3. & hospital, or

4. Some other place?

Question 28b

(On your (his/her) last visit) What wes the name of the dector,
clinic, hospital, place ?
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question 28¢
In what city and state was thisg?

City: State:

C(1f doctor's office skip to q. e%c; it hospital, skip to gq. 29b;
it some other place, skip to q. 2%9¢)

question 29,

(0n your Chis/her) Last visit . . .) vas this a private clinic, o
hospital outpatient clinic, on emergency room, an emergency or
urgent care center not fn o hospital, o clinic in the community
supported by the government and sometimes called o community or
nefghborhood health center, or some other kind of cliniec 7

1. Privete clinie ¢ skip to q 29¢ )

2. MNospital outpatient clinfe ¢ skip to q 29¢ )

3. Hospitel emergency room ( skip to q 29¢ )

4. Emergency or urgent care center not located In o hospital
{ skip to 29¢

5. Community clfnfc ¢ skip to q 29¢ )

6. Some other kind of cliniec ¢ skip to q 29¢ )

d. ( skip to q 29¢ )

question 29b
(0n your Chis/her) (ast visfe . . .y Was this o hospital out-
patient clinic, an émergency room, or some other place?

1. Outpatient clinie
2. Emergency room
« Other (SPECIFY)

question 29¢
(On your (his/her) last vigfe , . «) Vas this an emergency visft?

1. Yes (skip to q. 30b)

2. No

qQuestion 30a

COn your (his/her) last visit . . .) wes it for...

A new fllness ¢ skip to q 304 )

A new injury ¢ skip to q 30d )

Follow up care for an existing condition (skip to q 30d)
Follow up care tor an existing injury ¢ skip to q 30d )
A regular physicsl checkup, or ¢ skip to q 30d )

Some other resson? (SPECIFY) ¢ skip to q 30d )

- PREGNANCY ¢ skip to q 30d )

d. ( skip to q 30d )

NOWVERrWN -

question 30b
(On your (his/her) last visit ., , ,) Vas it for,..

« A new illness

+ A new fnjury

« Follow up care for an exfisting conditfon
« Follow up care for an existing fajury, or
+ Some other reason? (SPECIFY)

« PREGNANCY

+ € skip to q 30d )

QAOWVMArWN -

(1f R under 12 yesrs old, skip to gq. 30¢)

question 30d
At that time, did you/ {{ :8)) have yours Chis/her) blood pressure
checked?

1. Yes ( skip to q 30¢f )
No

2.
d. (¢ skip to q 30¢ )
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Question 30¢
Have you/ (Has ¢ i8)) had yours Chis/her) blood pressure checked
fn the past 12 months ?

1. Yes
2. No

Question 30¢
(5; R's last vigit was pPragnancy or physicsl check-up, skip to gq.
)

Question 309

Hhat was the fliness or condition yous ¢ :8)] had on your/
Chis/her) last visit 2 (prOBE: Vere you/(uwas ¢ :8)] given o
technical or specific name ?/Vhere was (is) the fllness or
condftion located?/uhat treatment was given?)

SKIP 70 0.31a
d. ¢ skip to q 310 )

question 30K
At that time did the doctor tell You/ (him/her) that you/ (he/she)
hed any fliness or health problem?

1. VYes
2. No

question 31,
At yours (¢ :8)'s) last office visit, did You/ (he/she) have to
wait more than half an houyr (beyond appointment time) before being

1. VYes
2. Ne skip to q 31¢ )
d. (skip to q. 31¢)

question 31p
Vas that because you/ (he/she)..,
' CCIRCLE ALL THAT APPLY.)

1. 0id not have an eppointment

2. Found the doctor was running late

3. MHed to have apecial care or tests, or
4. Some other Fesson? (SPECIFY)

question 31¢

At yours {( i8)'8) last office visit, did youy (he/she) have any
difflculty talking to the doctor or receiving care because of
language problem?

1. Yes
2. WMo ¢ skip to q 31¢ )
d. ¢ skip to q 31e )

question 31d
Was that beceuse you/ (he/she)...

1. Do (Does) not spesk English well
2. The doctor does not spesk Engligh well, or
3. Some other Fesson? (SPECIFY)

question 31¢
At your/ [( :8)'s) lest offjce visit, did youy (he/she) have any
problems getting there?

1. VYes
2. No ¢( skip to q 328 )
d. ¢ skip to q 322 )

Question 31¢
Was that because of working hours or other responsibilities?

1. VYes
2. No
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question 31g
Wes it because of transportation or the trevel time involved?

« VYes, transportation
+ Yes, travel time

« Both of the above

« No

BN -

question 32,
Would yous ¢ :B)] have preferred to go somewhere else?

1. VYes
2. Mo (skip to q. 334)
d. (skip to q. 33a)
Would you have preferred that ¢ :p) 00 somewhere else ?
1. VYes
2. Mo ¢ skip to q 334 )
d. ¢ skip to qQ 338 )

question 32b
Where would youy € :8)) have preterred to go?

d. (skip to q. 33s)
Where would you have preferred that ¢ :8) go ?
d. (skip to q 33q2)

question 32¢
Why would youy [C :8)) have preferred to go there?

Why would you have preferred that ¢ :8) go there ?

question 324
Did yous (¢ :8)3) sctually try to go to €32b)7

1. Yes (skip to 9. 32g)
4 (akip to 9. 330)

0id you sctusily try to have € :8) go to (32b) 2
;: ::u ¢ skip to q 325 )

d. ( skip to q 33s )

Question 32¢
Why didn't youy Che/she) 72

d. ( skip to q 330 )

question 32¢
CODE REASON r DID NOT TRY TO GO THERE.

1. Lack of money/ Financisl ressons ( skip to q 330 )
2. Other (nonfinancial) reasons C skip to q 334 )

question 32g
Why didn't¢ you/ (he/she) go there ?

d. ( skip to q 332 )

question 32h
CODE REASON R COULD NOT GO THERE

1. Llack of money/Finsncial ressons
2. Other (nonfinancial) ressons
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YueaLiIOn o900
At your/ (¢ :8)'s) last vistt, did You (he/she) get o prescrip-
tion, for ony medicinecs)?

1. Yes
2. No ¢ skip to q 33] )
d. ¢ skip to qQ 33 )

question 33b
Were yous/ [uas €:8)) given a choice about the medicine(s) to take?

1. VYes
2. o

question 33¢c

Were yous/ tuas (:8)) told whst the medicine(s) prescribed would do
for yous Chim/her)?

1. VYes
2. No

question 33d
Were you/ [was (:83) given an estimate of how long it would take
for the medicine(s) to work?

1. VYes
2. No

question 33¢
Were you/ [Was (:8)) told clearly how to take the medicine(s)?

1. VYes
2. No

Were you told clearly how ¢ :8) should take the medicine(s)?

« Yes
2. Mo

Questfon 33¢
Were yous/ (ves he/she) able to obtain the medicine(s)?

1. VYes ¢ skip to q 33; )
2. No
d. ( skip to q 33j )

Question 33y
Why was that?

1. 171 cost 100 BUCH
2. Other C(SPECIFY)

question 33h
What did youy (he/she) do?

1. Got a less expensive medicine
2. Did not get any medicine
3. Other (SPECIFY)

question 33§
What was the result: of not taking the nedicine that was prescrib-
ed?

question 33j

(Ask Q0.34-0.34F ¢ “new iliness or fnjury" §n Q. 308 or uyegn ¢
Q. 30h, otherwise skip to q. 35a)
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question 34
on yours ¢ $8)'s) last office visit, did the doctsr discuss how
the illno.s/lnjury/condltlcn might have been preventced?

1. VYes
2. No
8. \Not Applicabte

(1f new injury from 0.30a or 30b, skip to Q.34d)

question 34b
On your/ (¢ :8)¢q) last offfce visit, did the docter explatn what
caused the fliness/condition ?

1. Yes
2. No
8. Mot Applicable

Question 34¢

0n yours (¢ :8)'s) last visit, did the doctor give o good fdea of
changes youy Che/she) might expect in yourys Chis/her) health over
the next few weeks and zonths?

1. VYes
2. Mo
8. ot Applicable

On ¢ :8)'¢) last visit, did the doctor give e gccd idea of
changes you aight expect in (his/her) health Over the next few
weeks and months?

1. VYes
2. Mo
8. ot Applicable

Question 34d
(On your (his/her) lest visier . , ) Did the doctor tell youy/
(hia/her) how serious your (his/her) lllnosn/in]ury/condition Has?

1. VYes
2. WNo
8. ot Applicable

(On your (his/her) last visfe . . .y pid the doctor tell you how
serfous ( :8)1g illncnl/lnjury/condtt'on was ?

1. VYes
2. No
8. Mot Applicable

question 34¢
(On your (his/her) last vigie , , ) Did the doctor discuss how
much yours (¢ :8)'8) health care needs would cost?

1. VYes
« No
8. Not Applicable

question 34¢

on yourys (¢ :8)'s] Llast visit, did the doctor discuss how the
lllnclsllnjury/candition might affect your/ Chis/her) work or
family tffe?

1. VYes
2. \No
8. WNot Applicable

On { :8)'s tlast visit, did the doctor discuss how the iliness/in-
jury/condition might affect (his/her) gchool work or family life?

1.
2. WNo
8. Not Applicable
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Question 35,
Again, referring to your/ (€:8)'s) lasgt visfe, did the doctor
spend enough time with you/ [(:8)) 2

1. VYes
2. Mo
8. Mot Applicable

Question 35b
0n yours (¢ :8)'s) last visit, did the doctor inquire sufficiently
about pain o discomfore?

1. VYes
2. MNo
8. wor APPLICABLE

questfon 35¢
(On your (his/her) last visie , , ) 0id the doctor tetl you/
thim/her) how long to wait before returning for another visit?

2. No
8. wNoOT APPLICABLE

question 354
On yours (¢ :8)'s) last visft, did the doctor treat you/ (him/her)
foughly or cause unnecessary pain?

1. VYes
2. No
- 8. ot Applicable

question 3S%¢

(On your (his/her) lase visit . . ) Did the doctor gliow you/ (¢
:8)) to discuss your/ (his/her) medicel concerns as much as you/
(he/she) wanted?

1. VYes
2. No
8. ot Applicable

(0On your Chis/her) tLast visie . . ) 0id the doctor allow you to
discuss your medical concerns about ¢ :8) as mych 88 you wanted?

1. Yes
2. WMo
8. Mot Applicable

qQuestion 35¢
on your/ (¢ :8)143 last visit, did the doctor avoid answering some
questions about yYour/ Chis/her) health or medical care?

1. VYes
2. No
8. Not Applicable

question 35¢g
(0n your (his/her) last visit . . ) pid the doctor discuss
specific findings of the examination or tests given?

1. VYes
« No
8. Not Applicable

question 3Sh

(On your (his/her) last visie . , ) Did the doctor provide youys
Chim/her) with all the information yYou/ (he/she) wanted before the
visit ended?

1.
2. No
8. Not Applicable
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(On your (his/her) last vigie ., , +) Did the doctor provide you
with all the fnformation YOoU wanted about ¢ :3) before the vigit
ended?

1. VYes
2. Wo
8. ot Applicable

qQuestion 36a
0n yours (¢ :8)'s] last visit, did You/ (he/she) feel you/
Che/she) received all the health care You/ (he/she) needed?

1. VYes (skip to q. 37a)
2. No
d. (skip to q. 37s)

0n € :8)'s last visfe, did you feel (he/she) received all the
health care (he/she) needed?

1. Yes ¢ skip to q 374 )
2. WNo
d. ¢ skip to q 37s )

question 36b
Whet should have been done?

question 37,

Overall, were you/ (was ¢ :8)3 completely satisfied, somewhat
satisfied, or not ot all sotistied with your/ Chis/her) last visie
for medical care?

1. Completely satisfied (skip to gq. 38a)
2. Somewhat satisfied (skip to q. 38a)
« Not at all satisfied

Overall, were you completely satisfied, somenhat satisfied, or not
at all satisfied with ¢ :8)'s last visit for medical care?

1. Completely setisfied (skip to q 38a)
2. Somewhat setisfied (skip to q 383)
3. Not st gl setisfied

d. ( skip to q 388 )

question 37b,
Why were you (was he/she) not 8t all satistied?

(1t last visit was for an emergency, physical, or Pregnancy, skip
to q. 38¢)

question 38a

Would youy Che/she) have preferred to have been hospitalized for
trestment of your/ (hig/her) condition instead of seeing the
doctor {n (his/her) office?

1. VYes
2. \No (skip to q. 38¢c)
d. (skip to q. 38¢c)

Would you have preferred ¢ :8) to hasve been hospitalized for
trestaent of (his/her) condition instead of seeing the doctor in
Chis/her) office?

1. VYes
2. WNo ¢ skip to q 38¢c )
d. ( skip to q 38¢c )
question 38b
Why would youy (he/she) have preferred that?

Question 38¢c
(1f R is 01-97 yYears old, skip to Q.39b)
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question 39
Vas any part of the cost of this last visit for medical care
covered by MEDICARE?

1. VYes
2. \No

question 39b
Was any part of the cost of this lest visit for medical care .
covered by MEDICAID?

1. VYes
2. No

question 39¢
(Was any part of the cost of this last visie covered by) PUBLIC
ASSISTANCE Or PAID FOR BY WELFARE?

1. VYes
2. No

Question 39d
(Was any part of the cost of this last vigfe covered by) ANY OTHER
KIND OF GOVERNMENT INSURANCE?

1. VYes CSPECIFY) .

2. No

question 39¢

(Was sny part of the cost of this last vigit covered by) INSURANCE
PAID FOR BY YOU OR A FANILY MEMBER?

1. Yes
2. WNo

question 39¢
(Vas any part of the cost of this last vigft covered by) INSURANCE
PAID FOR BY AN EMPLOYER ?

1. VYes
2. \No

qucltlén 399
(Was any part of the cost of this last visit for medical care
covered by) ANY OTHER KIND OF INSURANCE?

1. Yes (SPECIFY)
No

question 39h
Did you/(he/she) have to pay any costs for this last vizit that
weren't covered by fnsurance?

1. VYes
2. No ( skip to q 39m )
d. ¢ skip to q 39m )

question 39¢{
How much? 8_______________
d, ( skip to q 39m )

(1f last visit was an emergency, sccident, or injury, skip to gq.
40b)

question 3%am
Have you/ (Has ¢ :8)) PERSONALLY had & medicsl emergency anytime
fn the last year - since (DATE ONE YEAR AGO) 1985 -. or not?

1. Yes

2. No ( skip to q 40b )
d. ( skfp to q 40b ) :
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(If R has no regular source of hesalth care skip to q. 39q)

question 39¢
Did yous ¢ :8)) go to your/ (his/her) regular doctor or place on
your/ (his/her) last visit for emergency medical care?

1. VYes ¢ skip to g 39y )
« No

d. ( skip to q 39q )

question 39p

Why didn't you/ [€ :8)] go to the doctor, clinfe, hospital place
you/ (he/she) usually goCes) to on your/ (his/her) lLast visie
for emergency cere?

INTERVIEVER: CIRCLE ALL THAT APPLY

1. Cost too Ruch
2. Needed » specialist or o specific service
3. Other (SPECIFY)

questfon 39q
Did yous (he/she) go to 8.0

Doctor'g office,
A clinfe,

A hospital, or
Some other place?
d. (¢ skip to q 39y )

L X7 ¥ VR

Question 39p
What was the name of the doctor, clinic, hospital, place?

Question 39g
In what city and state was thig?

City: State:

(1f last emergency visie was o hospital, skip to gq. 39x, 1f some
other Place--skip to q. 39y.)

( skip to q 39y
- Community clinfe ( skip to g 39y )
+ Some other kind of clinte ¢ skip to q 39y )
« ( skip to g 39y )

question 39x
Was this o hospital outpatient clinic, an emergency room,
OF some other place?

1. Outpatient clinfe
2. Emergency room
3. Other (SPECIFY)

question 39y
(At yours (¢ $8)'s] last visfe for emergency medical care) Did
You/(he/she) have any problems getting there?

1. Yes

2. No (skip to q. 40)
- ( skip to q 40 )
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question 3932
What were the problems fn getting there?

question 40

Overatll, were you/ (was ¢ :8)) completely satisfied, somewhat
satisfied, or not 8t all satisfied with your/ (his/her) last visit
for emergency medfcal care?

1. Completely satisfied (skip to q. 40b)
2. Somewhat setisfied (skip to q. 40b)
3. Not st ol satisfied

d. (skip to q. 40b)

Overall, were yYou completely satisfied, somewhat satisfied, or not

At all satisfied with € :8)'s last vigit for emergency medical
core?

1. Completely satisfied ¢ skip to q 40b )
2. Somewhat setisfied ¢ skip to q 40b )
3. Mot at ot satisfied:

d. (¢ skip to q 40b )

Question 40g
Why were you (was he/she) not at all satisfied ?

question 40b

During the past 30 days, did You/ [ :8)1 have o sore throat or
cold with & fever lasting more than 3 days? .

1. VYes
2. No ¢ skip to q 40d )
d. ( skip te q 40d )

question 40¢
Have you/ (Has €(:8)] visited or told your Chis/her) doctor about
it ?

1. VYes
2. No

question 40d
C1f R s 01-17 years old, skip to q.40g9)

question 40¢
During the past 30 deys, did yous [¢ :0)] have & wefght loss of
more than 10 pounds (unless you weres (he/she was) dieting)?

1. VYes
2. No ¢ skip to q 40g )
d. ( skip to q 409 )

Question 40f¢
Have you/ [Has (:8)) visited or told your (his/her) doctor about
it ?

1. VYes
2. No

question 40p
(Durfng the past 30 days), did yous (¢ :B)) have an upset stomach
for more than 24 hours?

1. VYes

2. No ¢ skip to q 401 )

d. (¢ skip to q 40§ )
question 40n
Have you/ [NHes (:8)) visited or told your (his/her) doctor about
ft 2

1. Yes
2. Mo

[ ibi i rmission
duced with permission of the copyright owner. Further reproduction prohibited without pe
Reproduc



157

uest
LR N |

~a

fon 401
is 1-5 years old, skip to q. 400)

Question 40j
(During the past 30 days), did youy Che/she) have shortness of
breath with light exercise or light work?

1. VYes
2. WNo ¢ skip to q 40m )
d. (¢ skip to q 40a )

question 40k
?nvo you/ (Hes (:8)} visited or told your (hfs/her) doctor about
t?

1. VYes
2. Mo

question 40m '
(During the past 30 days), did you/ [C :8)1 have chest pain while
exercising?

1. VYes
2. o ( skip to q 400 )
d. ¢ skip to q 400 )

question 40n '
Have you/ [Has €:8)] visfted or told your Chis/her) doctor about
ft ?

1. VYes
2. No

question 400
(During the past 30 days), did yous [C :8)) have & stopped up nose
or sneezing or allergies for 2 weeks or more?

1. Yes
2. No ( skip to q 40q )
d. ( skip to q 4é0q )

question 40p
rnvo yYou/ L[Has (:9)) visited or told your (his/her) doctor about
t?

question 40p
(Durfing the past 30 days), did you/ (he/she) have headaches simost
every day?

1. VYes
2. No ¢ skip to q 40¢ )
d. ( skip to q 40t )

question 40s
Kave you/ [Has (:8)] visited or told your this/her) doctor about
it ?

1. Yes
2. o

question 40t
(During the past 30 deys), did youy [C :8))) have loss of con-
sciousness, fainting, or passing out?

Yes

1.
2. No ( skip to q 40v )
d. ( skip to q 40v )
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question 40y
ravc you/ tHas (:8)) visfted or told Your (his/her) doctor about
t ?

1. VYes
2. No

question 40v
(During the past 30 days), did you/ (he/she) have blooding (other
than nose bleed or perfiods) not caused by accident or injury?

1. VYes
2. No ¢ skip to q 41a )
d. ¢ skip to q 410 )

question 40w \
?ov: You/ (Has (:8)) visfted or told yYour (his/her) doctor about
t

1. VYes
2. No

question 41,g
Since (DATE owg YEAR AGO) 1985, have you/ (has ¢ :8)3 had any
Surgery that did NOT fnvolve staying over night in o hospital?

1. VYes
2. Mo ¢ skip to q 42a )
d. ¢ skip to q 428 )

question 41p
Was it done {n =« (CIRCLE ALL THAY APPLY)

« A private doctor's office
« A community elinje

« A hospital clinfe

» A hospital emergency room

hocpltal, or
« Some other place? (SPECIFY)

N OWVMAWN -

question 41¢
Were yous/ (Wes he/she) given o choice of having the sSurgery done
in the hospital?

1. VYes
2. No ¢ skip to q 429 )
d. ( skip to q 428 )

question 41d

Why did youy Che/she) choose to have it done on an outpatient
basis?

(CIRCLE ALL THAT APPLY)

1. Insurance coverage
2. Less costly

3. More convenfent

4. Didnit have to stay away from home/work
5. Doctor recommended

6. Other (SPECIFY)

question 42a

How meny of each of the folloulng kinds of visits did you/ [( :8)}
have with s doctor or doctor's assistant during the past 12
Months, that is, since (DATE onE YEAR AGO) 19857 ——VISITS

(How many) HOUSE caLLs sy A DOCTOR oOR DOCTOR'S ASSISTANT?
Question 42d

(Since (DATE owNE YEAR AGO) 1985), how many vigits did you/ [{ :8))
have to o DOCTOR'S OFFICE OR PRIVATE CLINIC 7
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question 429
(Since (DATE onE YEAR AGO) 1985), how sany vigits did you/ [{ :8))
have to a COMPANY oOn UNION CLINIC 2

Question 42]
(Since (DATE oONE YEAR AGO) 1985), how many visits did yous [¢ :8)3
have to » SCHOOL cLINIC 2

qQuestion 42m
(Since (DATE oNE YEAR AGO) 1985), how meny visits did yous ¢ :8)
have to a NEIGHBORNOOD OR GOVERNMENT SPONSORED CLINIC 2

question 42q

(Since (DATE owe YEAR AGO) 1985), how seny visits did you/ (€ :8))
have to & HOSPITAL EMERGENCY RrOOM ? —VISITS

question 42¢

(Since (DATE ONE YEAR AGO) 1985), how many visits did you/ [(C :8))
have to an EMERGENCY OR URGENT CARE CENTER wNOT LOCATED 1IN A
HOSPITAL? .

question 43,
(Since (DATE ONE YEAR AGO) 1985), how many vis{ts dvd you/ [ :8))
have to » HOSPITAL OUTPATIENTY CLINIC ?

Question 43d

Since (DATE oONE YEAR AGOD) 1985, how many visits digd you/ ({ :8))
have to 8Ny OTHER place for medical care, other than when you
(he/she) may have been a patient overnight in 4 hospital 7

question 436
Let's see, that adds up to (total #) visits for medical care in
. the past 12 sonths. Is that right?

1. VYes
2. WNo CINTERVIEWER: REVIEW # oOf VISITS AND ENTER CORREC-
TIONS)

(1f no vistts §n 9. 428 - 434, skip to gq. béa)

question 43;
How many of these visits were [(Wes this visit) within the last 30

days ? —_—visits
question 44a

In the past 12 months was there any time when you were/ [{ :B)
was) told by s doctor you/ (he/she) needed surgery but did not get
it?

1. VYes (skip to q. 44c)
2. No

In the past 12 months, was there any time when you were told by a
doctor that ¢ :8) needed surgery but did not get it?

1. VYes (skip to q. &4c)
2. WNo

question 44b
In the past 12 months, was there any time when YOUu/I[(:8)] needed
or thought you/ (he/she) needed medical care but did not get it?

Yes

1.
2. WNo (skip to q. 45j)
d. (skip to Q. 45j)
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Jninking osck over the Past 12 months, wes there any time when
(:l)'ncedod OFf you thoughe [4:85) needed medical care byt did not
get ft ?

1. VYes
2. No ¢ skip to q 45j )
d. ¢ skip to q 45j )

question &é¢

What was the condition thet required treatment ? (Anything else?)
CINTERVIEVER: IF MORE THaAN ONE, ASK FOR THE MOST RECENT CONDITION
THAT REQUIRED TREATNENT,)

questfon 49
0id yous Che/she) sctuslly try to obtain surgery (medical care)?

1. VYes (skip to q. 45a)
d, ::klp to q. 45h)
Did you actuasily try to obtain Surgery (medical care) for ¢ :8) 7
1. VYes (skip to q. &5a)
« HNeo

d. ( skip to q 45h )

question 444
Is that because You/ (he/she) , . .

1. Couldn*t afford the cost, ( skip to q 45¢ )

2. D;?n‘t think the problen was serfous enough , ¢ skip to q
4 )

3. Had no trnnlportntion, or ¢ skip to q 45¢ )

4 Some other resson ? (SPECIFY) ¢ skip to q 45¢ )

4. ( skip to q 45) )

question 4S5,
Why were yous (was he/she) unsble to get surgery (medfcal care)?

1. Lack of Roney/Financial reassons
2. Other (nonfinancfal ressons) ( skip to q 45j) )
d. ¢ skip to q 45} )

(If R does not have a regular source of health cere, skip to
q.45d)

question 4S¢
Was the place where you were/ (IC :8)] weg) unsble to get surgery
(medical care) your/ (his/her) regular source of health care?

1. Yes ¢ skip to q 45¢ )
2. No

d. ( skip to q 45¢ )
question 4Sd

Was the place where YOU were/ [( :8) wes) unable to get care : ..,

» Private doctor’s office, ¢ skip to q 45¢ )
« Community clinie, ¢ skip to q &5¢ )
« Emergency or urgent care center not located in o hospi-
tatl,
( skip to q 45¢ )
4. MNespitat etinic,
S. Hospital emergency room, or
6. Some other place ? (SPECIFY) ¢ skip to q 45¢ )
d. ( skip to qQ 45¢ )
qQuestion 4Se
Vas it o. , .,

YN -

1. Publie, county, or municipal hospitat, or
2. Another hospital ?
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Question 45¢

At thet time, dig You/ (he/she) know of a doctor op clinic that
would have treated you/ (him/her) for free or for an amount that

1. VYes
2. No ¢ skip to q 45p )
d. ¢ skip to q 45h )

question 459
Why didn'e You/ (he/she) go there ?

question 45h
]

d not recefving Surgery (medical core) have en effect on your/
(€ :8)'8) health ?

1. VYes
2. No ¢ skip to g 45} )
d. ¢ skip to q 45j) )

question 45§
What effect did it have?

question 45
CIf R 4 1.2 years old, skip to q. 45r)

Question 4S5k

Since (DATE ong YEAR' AGO) 1985, have You/ thas ¢ :8)3 seen
dentigt?

1. VYes
2. WMo ¢ skip to q 45m )
d. ¢ skip to q 45¢ )

question &S|
What dental treatments dig you/ (¢ :8)) receive?
CCIRCLE ALL THAT ApPLY - CHECKUP INCLUDES X<RAY)

1. Checkup only (skip to 9. 45¢)

2. Checkup and cleaning (skip to q. 45r)

3. EMERGENCY VISIT for fillings or e¢xtractions (skip to q.
&5r)

4, uou-;lorﬁancy visit tor filtings or extractions (skip to
q. 45r)

5. Gum treatment (skip to gq, &Sr)

6. Orthodontic (breces, straightening teeth) (skip to q. 45r)

7. Other (SPECI?V)(lkip to q. 45r)

d. ( skip to q 45r )

question 45m
Why haven't yYou/ thesn't ¢ :8)] seen o dentist ?

Lecked money
Doctor didnne recommend ( skip to q 4

1.

2. Sp
3. Don't think iteg necessary ( skip to q
4.

)
45p )
Other (SPECIFY) ¢ skip to q 45p )
( skip to q 45p )

question 45n

Did yous (¢ :3) know of o dentist or clinic where You/ (he/she)
could have obtsined these services for free or for an smount youy
C(he/she) could have afforded 7

1. Yes
2. No ¢ skip to q 45p )
d. ¢ skip to q 45p )

Qquestion 4So
Why didn't youy (he/she) go there?
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question 45p
When did you/ (he/she) last see o dentist 2

INTERVIEWER: ENTER HONTH CODE
00. NEVER ¢ skip to q 45r )

01, January
02. February

03. March
04. April
05. May
06. June
07. July
08. August

09. September
10. October

11. November
12. December

question 45q
INTERVIEWER: ENTER VYEAR (LAST 2 D1GITS oNLY)
19

question 4S5r
It R hasn't seen doctor in 12 months, skip to q. 45y
If R has seen doctor for physical checkup, skip to q. &Sy

If R's last visft was for a physical checkup, skip to q.45y.

question 45s
Since (DATE ONE YEAR AGO) 1985, have youy thas € :8)) had »

regular physicel checkup (not becasuse of 8 health problenm requir-
ing treatment)?

1. Yes ¢ skip to q &5y )
* 2. No
d. ( skip to q 45y )

question 45¢
Why haven't yous Chasn't ¢ :8)) had » regular physical checkup?

1. Lacked money

2. Doctor didnwte recommend ( skip to q 45w )

3. Don't think ft's necessary ( skip to q 45w )
é. Other (SPECIFY) ¢ skip to q 45w )

d. ( skip to q 45w )

question 45u

Did you/ (¢ :8)] know of a doctor or clinfc where you/ (he/she)
could have obtafned these services for free or for an amount you/
(he/she) could have afforded ?

e Yes
« No ( skip to q 45w )
- ( skip to q 45w )

[ 9 X VY

question 4Sv
Why didn't you/ (he/she) 00 there?
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question 4S5«

When did yoyy (he/she) (ogt have a regular physical checkup?
INTERVIEWER: ENTER MONTH CODE

00. wever ¢ skip to q 4Sy )
01. January
02. February

03. Mareh
04. April
05. May
06. June
07. July
08. August

09. September
10. oOctober

11. November
12. ODecember

question 4Sx
INTERVIEWER: ENTER YEAR (LAST 2 d1gits oNLY) 19__

Question 43y

CAsk Q.452-47y only of females 89e¢ 18 and over) Hale/Female child
89es 1-5, skip to Q.48s. Mate/Female 6-17, skip to gq. 4%a, Male
18 or over, skip to q. 49,

question 453z

Since (DATE ONE YEAR AGO) 1985, have You/ (has ¢ :p)) had o pap
smesr?

1.
2.
d. ¢ skip to q 46e )

Yes ( skip to q bée )
No

question 46
Why haven't you/ thasn'e ¢ :8)] had o Pap smear ?

1. Lecked money

2. Doctor didneg recommend ¢ skip to q 46¢ )

3. oon'e think feeg necessary ( skip to q 46¢ )
4. Other (SPECIFY) ¢ skip to q 46¢ )

d. ¢ skip to q 46¢c )

question 4é6a

0td yous (¢ :8)) know of o doctor or clinfc where YoUu/ (she) could
have obtained these services for free or for sn smount You/ (she)
could have afforded 7

1. VYes
2. No ¢ skip to q 4é¢ )
d. ( skip to qQ 46c )

question 44b
¥hy didnee You/ (she) go there?

question &é¢
When did yoyy (she) last have o P8p amear?
INTERVIEVER: ENTER MONTH CODE

00. WNEVER ¢ skip to q 46e )
01. Januasry
02. February

03. March
04. April
05. wmay
06. June
o7, July
08. August

09. September
10. October
11.  November
12. December
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question 46d
INTERVIEWER: ENTER YEAR (LAST 2 dIGITS oNLY) 19__

Question 4ée
Since (DATE onEg YEAR AGO) 1985, have youy (has she) had a breast
examination ?

1. VYes ¢ skip to q 46k )
« MNo
d. ¢ skip to q 46k )

Question 44f
Why haven'e You/ thasn't ¢ :3)) had o bresst examination 7

1. Lacked money :

2. Doctor didn*t recommend C skip to q 469 )

3. Don't think ferg necessary ( skip to q 461 )
4. Other (SPECIFY) ¢ skip to q 461 )

d. ¢ skip to q 461 )

1. VYes
2. No ¢ skip to q 461 )
d. ( skip to q 461 )

Question 44h
Why didn't youy (she) go there 2

question 461
When did youy (she) last have o breast examination 27
INTERVIEVER: ENTER MONTH COoDE

00. WNEVER ¢ skip to q 46k )
01. Janvary
02. February

03. March
04. Aprit
05. May
06. June
07. July
08. August

09. September
10. oOctober

11. November
12. December

question 46j
INTERVIEVER: ENTER YEAR (LAST 2 pigGITS ONLY) 19__

Question 46k
Sfnce (DATE ONE YEAR AGO) 1985, have you/ (has she) had o breast
X-ray called o nRammogram ?

1. VYes ¢ skip to q 47a )
2. No

d. ¢ skip teo q 472 )
question 461

Why haven't you/ fhasn't ¢ :8)3 had a mammogram ?

1. Lacked money

2. Doctor didn%t recommend ( skip to q &6p )

3. Don't think it necessary ( skip to q 46p )
4. Other (SPECIFY) ( skip to q 46p )

d. ( skip to q 46p )
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question 46m

0id yous (¢ :8)3 know of a doctor or clinic where youy (she) could
have obtained these services for free or for an amount you/ (she)
could have afforded ?

1. VYes
2. No ¢ skip to q b6p )
d. skip to q 46p )

question 46n
Why didn't youy (she) go there ?

Question 46p
When did youy (she) last have o mammogram ?

INTERVIEVER: ENTER WONTH CoDE \
00. wWEVER ¢ skip to q 47s )

01, Janusry
02. Februsry

03. March
04. Apri§l
0S. May
06. June
07. July
08. August

09. September
10. October

11. MNovember
12. December

question 46q
INTERVIEVER: ENTER YEAR (LAST 2 DIGITS ONLY) 19__
question 47,

(It R 1{s over 45, skip to q. 49a)

question 47p
During the Past year have youy thas ¢ :8)] had a4 baby?

1. Yes ¢ skip to q 474 )

2. Wo ¢ skip to q 47¢ )

3. MHed Hysterectomy ¢ skip to q 49a )
d. ( skip to q &7¢ )

Questfon 47d
$hen was the baby born ?
ENTER MONTHN COODE

Januesry
Februasry
March
Aprit
Ney

June
July
August
September
October
November
December

AL L OBNO VRGN
N2O0¢ ¢ s ¢ 000464
IR

question 47¢
INTERVIEVER: ENTER YEAR (LAST 2 DIGITS oNLY) 19__

question 47¢

During the past year have you/ fhas ¢ :8)) had » miscarriage?
(INTERVIEWER: 1F R HAD MORE THAN ONE MISCARRIAGE IN THE PasT
YEAR, ASX ABOUT THE MOST RECENT ONE.)

1. VYes

2. No ( skip to q 471 )
d. ( skip to q 471 )
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question 47h

How many months Pregnant were yous/ (was she) ? ——N0Nths
question 47§ .

During the Past year have you/ (has € :8)) had o stitlbirth?

1. VYes
2. No ¢ skip to q 471 )
d. ¢ skip teo q 471 )

Question 47k
Now many months Pregnant were you/ (was she) ? ——NONths

Question 471 ,
Are yous [1s € 28)) now pregnant?

1. Yes
o+ No ¢ skip teo q &7t )
d. ( skip to q 47t )

question 470

How many months were you/ [was ¢ :0)) pregnant when you/ (she)
first saw o doctor 9 CINTERVIEWER: IF R uAS PREGNANT MORE THAN
ONCE IN THE paST YEAR, ASK ABOUT THE MOST RECENT PREGNANCY,)

0. Never saw o doctor

1. One to three months (skip to q. &7¢)
2. Four to five |months

3. S$ix te seven months

4. Efght to nine months

d. ( skip to q &7t )

question 47p
Why didn'¢ you/ (she) go to » doctor (sooner) after you/ (she)
became pregnant?

d. ¢ skip to q 47¢ )

question 47q
INTERVIEWER: coDE REASON

1. Lleck of money/Financial ressons
2. Other (nonfinancial) Fessons ( skip to qQ 47t )

question 47p

Did yous (did she) know of g doctor or clinje that would have
trested yous (her) for free OFf an smount that yYou/ (she) could
afford?

1. Yes
2. No ¢ skip to q 47t )
d. ¢ skip to q &7t )

question 47s
Why didn't You/ (she) go there?

question 47¢
During the past year, have you/ thas ( :8)3 received any family
planning services?

1. Yes ( skip to q 4% )
No

question 47y
0id yous (she) want any services on family planning that YOU were
/ (she was) unsble to obtain?

1. VYes

2. No ¢ skip to q 49a )
d. ( skip to q 49a )
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question 47v
Vhy couldn't you/ (she) obtain the services?

d. (¢ skip te q 4%a )

question 47«
ENTER CODE FoOR REASON

1. Leck of money/Financisl ressons
2. Other (nonfinanciatl) ressons ( skip to q 49a )
d. ( skip to q 49 )

Question 47x
id yous ¢(pid nh:) know of o doctor or clinfc that woutd have
n fs

given advice o afly Plenning for free OF an amount you /(she)
could afford?

1« VYes
2. o ¢ skip to q 495 )
d. ( skip to q 494 y

questieon 47y
Why didn'¢ You/ (she) go there?

$XIP TO QUESTION 49s
d. ¢ skip to q 49a )

question 48,
(Ask for child 4ge 1-5, otherwise skip to q. 49)

Question 48b
Have you been told by o doctor or nurse that ¢ :8)'g immunjization
shots (vaccinations) are up to date ?

1. Yes ¢ skip to q 49 )
2. Mo

Question 48¢
Hes ( :8) gqver had D.P.T. shots (baby shots) ?

1. VYes ¢ skip to q 485 )
« No

d. ¢ skip te q 48 )

qQuestion (8d
Vhy hasnit ¢ :8) ever had D.P.T. shots 7

1. Lacked money

2. Doctor didn't recommend ( skip to q 483 )

3. Don't think ittg necessary ( skip to q 48g )
4., Other (SPECIFY) ¢ skip to q L83 )

d. ( skip to q 48g )

Question 48¢

Did you know of o doctor or clinfe where (he/she) could
have obtajned these services for free or for an amount you
could have afforded ?

1. VYes
2. Mo ¢ skip to q 48g )
d. ( skip to q 483 )

question 48f
Why didn'¢ you/ (he/she) go there ?

question 48
Has € :8) ever had fomunization for polio ?

1. Yes ¢ skip to q 48s )
No

2.
d. (¢ skip to q 483 )
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question 48n
Why hasn'¢ Che/she) ever had famunization for poliec 7

1. Lacked |oney

+ Doctor didn't Fecoamend ¢ skip to q 4834 )

+ Don't think ferg Recessary ( skip to q 485 )
. Other (SPECIFY) ¢ skip to q 48s )

d. (¢ skip to q 48s )

PN

question 481
Did you know of & doctor or clinic where (he/she) could have
or f

obtained these services ¢ ree or for an amount you couyld have
sfforded ?

1. VYes
2. WNo ¢ skip to q 485 )
d. ¢ skip to qQ 483 )

question 48
Why didnrte You/ (he/she) go there 72

question 483

Hes ( :8) ever had veccination for Fubella- .tpae is, German
Messles ?

1. Yes ¢ skip to q 49 )
2. WNo
d. ( skip to q 49

question 48¢
Why hagnee (he/she) ever had vaccination for rubella?

« Lacked money

+ Doctor didn'e recommend ( skip to q 49 )

« Don't think iteg necessary ¢ skip to q 49 )
« Other (SPECIFY) ¢ 8kip to q 49

d. ¢ skip to q 49 )

Question 48y

0id you know of 8 doctor or clinfc where (he/she) could have
obtained these services for free or for an amount you could have
atforded ?

1. VYes
2. No ¢ skip to q 49 )
d, ¢ skip to q 49 )

question 48v
Why didn'¢ you/ (he/she) g0 there ?

question 49
(1f child 1 or 2 years old, skip to q. 63a) (1t child 3 through
5, skip to q. S$0a)

question 49,

In the past 12 months, have you/ thas ¢ :8)) been to o medical or
mental health professional for care of an emotional or psychologi-
cal problem or for advice (about work)/(about school), femily or
other personal problems 9

1. Yes ¢ skip to q 50¢ )
No

questfon 49p

In the past 12 months, have yous (hes ¢ :3)3 been to medical or
mental health professional for treatment of alcoho!l or drug
problems?

1. VYes ¢ skip to q S0t )
2. WNo
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question S0a

Since (DATE oNE YEAR AGO) 1985, heve yous thes ¢ :8)) had emotion-
al or pPsychological problems preventing yous Chim/her) from going
to work, going to school or carrying out dafly activities for 3
months or more?

1. VYes
2. Mo (skfp to q. 614a)
d. (skip to q. 61s)

Since (DATE onE YEAR AfO) 1085, has ¢ :8) had emotional or
Psychological problems preventing Chim/her) from going to school
OF carrying out daily sctivities for o period of 3 months or more?

1. VYes
2. Mo (skip to q 614)
d. ¢ skip to qQ 61a )

question SOb
Heve you/ (MHas he/she) visited 8 medical or mental health profes-
sfonal about {t?

1. Yes ¢ skip to q So0f )
2. No
d. ( skip to q 6ta )

question S0¢
Vas that because you/ (he/she) . , .

+ Couldn't afforg the cost
« Didn't think the problem was serfous enough, ( skip to q
e )

3. Had no tronlportntlon, or ( skfp to q 61a )
6. Some other resson ? (SPECIFY) ( skip to q 61a )
d. ( skip to q 61a )

Question 50d

0fd yous I[¢ :8)) know of o medical or mental health professional
that would treat youy Chim/her) for free or an SRount that youy/
(he/she) could have afforded?

1. VYes
2. Neo (skip to q. 61a)
+ (skip to q. 61a)

Did you know of o medical or mentsi health professional that would
treat ¢ :8) for free OF an amount thet you could have efforded?

1. VYes
2. No ¢ skip to q 61a )
d. ( skip to q 61s )

question S0e
Why didn't youy (he/she) go there?

(SKIP 70 Q. 61a)
d. (¢ skip to q 61a )

question 50¢
¥hen was your/ (C :0)'g) last visite (for mentsl! health care)?
ENTER CODE FoOR MONTH

01, Janvary
02. February

03. March
04, April
05. may
06, June
07. Jduly
08. August

09. September
10. oOctober
11, November
12. December
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question 50g
ENTER YEAR CLAST 2 di1GITS oNLY) 19__

question 51,

Since (DATE one YEAR AGO) 1985, how many visits did youy (¢ :8))
have at the private offfce of & psychiatriste, Psychologist, social
worker, counselor, or other aental health professional?

VISITS

Question S1¢

Sfnce (DATE one YEAR AGO) 1985, how many visits did yous (< :8))
have with regular physfcian for emotional or Psychological
conditions ? —Y1SITS

question S1¢

Since (DATE owne YEAR AGO) 1985, how Rany visits did you/ (he/she)
have to o community mental health centar eop &n outpatient clinjec
NOT associated with o hospital for ®ental health care?

question Stg '
Since (DATE one YEAR AGO), 1985, how many visits digd you/ (he/she)
have to s ments! health clinic in e hospital 2

question S1p
Since (DATE one YEAR AGO) 1985, how many vigfts did You/ (he/she)
have to HOSPITAL EMERGENCY ROOM for mentai health care 2

question 514§ .
Since (DATE owne YEAR AGO) 1985, did you/ ¢ :8)] meke eny visitsg
to some other person or place for fental health care?

1. VYes (SPECIFY)
2. No ¢ skip to q 52a )
d. ¢ skip to q S2s )

question S51)
How many vigits did yous ¢ :8)) have with 511y 2

question 52,
Let's see, that sdds up to (number of) visits for mental health
care. Is thet right 2

1. VYeas
2. \No CINTERVIEVER: REVIEW # of VISITS AND ENTER CORREC-
TIONS.)

question S$2¢

Did you include all of these visits for mental health care in the
estimate you 9ave me eeorlier for the number of general medical
care visits 7

1. Yes ¢ skip to q 52¢ )
2. o
d. ¢ skip to q 52e¢ )

question 52d

How many visfts did yYou not fnelude 2 visits
question S2¢

1t 2 1.6 skip to 0.53g

Question S3d
In the past 12 months, were You/ [was ( :8)) treated for emotional
problems that resulted in contaet with the police 2

1. VYes
2. WMo

question 53¢ )
In the past §2 months, were you/ [was € :8)) treated for & nervous
breskdown ?

1. VYes
2. No
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question sa¢

In the past 12 months, were you/ [was ¢ :3)) trested for attempt-
fng suicide?

1. VYes
2. WNo

question S$3g

In the past 12 months, were you/ (was ¢ :8)) treated for schizoph-
renia, or other Psychoses?

1. VYes
2. WNo

In the past 12 Ronths, wes ¢ :3) treated for uchlzophronln,
autism, or other Psychoses?

1. VYes
2. o

Question S3h
(1t 2 {g 1-97 years old. abin ¢

5. 230

Question 53§
Were yous (uas € :8)] treated for abusing o child 7

1. VYes
2. \No

question 53}
Vere you/ [uas € :8)) treated for abusing » person sexusily ?

1. VYes
2. WMo

question 53k
Were you / (was € :0)] treated for abusing person Physically 7

1. VYes
2. No

question 53|

Were yous [Wes € :8)) treated for some other problem that preven-
ted youy/ (him/her) from poing to work, going to school, or keeping
house for 3 ®months or gccre 2

1. Yes (SPECIFY)
2. No

1. VYes (SPECIFY)
2 No

question 544
What kind of medical or mental heaslth profc:lionnl, counselor, or
pPlece did youy (€ =831 go to for Your/ Chis/her) last visit?

counselor, or other aental hesith profc:lionll,
2. A regular physicfian,
3. A community mentsl health center,
4. A mental heaslth clinic tn o hospital, or
5. Some other place or professional? (SPECIFY)
f. ( skip to q 552 )
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question 54

What is the medical or mental health professional'g name (or the
name of the clinic or other place yous [C :B)] went to ?

RECORD FuLL NAME Of PROFESSIONAL (OR cLINIC)

d. ¢ skip to q 55, )
r. ¢ skip to q 554 )

Question S4¢
In whst city and state is this?

Clty: State:

Question S5¢¢
What {s the specific problenm for which you'tve [{:8) was] been

een? (PROBE: Were you/ (Was (:8)) given a technical or specific
hame?

At your/ (¢ $8)'s) last office visit for mental heslth care, did
You/ (he/she) have to waft more than halt an hour (beyond appoint-
?

« Yes

« No ( skip to q 55¢ )
+ ( skip to q S55¢ )

+ € skip to q SS¢ )

TAN

question 5Shb
Was thet because you/ (he/she)...

« 0id not have an appointment,

« Found the fental health practitioner wss running late,
+ Hed to have special care or tests, or

+ Some other Fesson? (SPECIFY)

B W

Question 5S¢

At yours (¢ i8)'s) last office vistt, did YoU/ (he/she) have any
diftfeuley telking to the mental heslth practitioner or recefving
care because of o language problenm?

1. VYes
2. No ¢ skip to q 55¢ )
d. ¢ skip to q 55e¢ )

question $5d
Was that because you/ (he/shey,..

1. Do (Does) not speak English well

2. The mentsl heatth practitioner does nNot speak Engligh
well,or

3. Solc'othor reason? (SPECIFY)

question 5S¢
At yours [¢ :8'8)) last offfce visit, for mental health care, did
You/ (he/she) have ny problems getting there?

1. VYes
2. WMo ¢ skip to q 55h )
d. ( skip to q 55h )

question 55¢
Vas that becsuse of working hours or Other responsibilities?

1. VYes
2. Mo
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question s3¢g
Was it because of transportation or the travel time fnvolved?

1. VYes, transportation
2. VYes, travel time

3. Both of the above
4. o

question S5p
Would youy (he/she) have preferred to go somevhere else?

1. VYes
2. WNo (skip to q. 56a)
d. (skip to q. 56a)
Would you have prof}rrcd that ¢ :8) 90 somewhere elge?
1. VYes
2. No ¢ skip to q 56a )
d. ¢ skip to q 568 )

question S5¢
Where would You/ (he/she) heve preferred to go?

d. (skip to q. 56e)
Where would You have preferred that ¢ :8) go? .
d. ¢ skip to q Séa )
question 55;
Why would you/ (he/she) have preferred to 90 there?
Why would You have preferred that ¢ :8) go there?
question S5k
, Did you /Che/she) actually tey to g0 to (S5i)?
1. Yes (skip to q. $5n)
2. No
d. (skip to q. S56a)
Did you sctually try to have € :8) go to (from 0.55{)7
Yes ( skip to qQ 55n )
No

1.
2.
d.

( skip to q 564 )

question 551
Why didntt you?

d. ( skip to qQ 56a )

question 55p
CODE REASON R DID NOT TRY 710 GO THERE.

1. Leck of money/ Financisl Feasons ( skip to q 56a )
2. Other (nonfln.nciul) reasons ( skip to q 56a )

question 5%n
Why didn't you/ (he/she) go there 2

d. ¢ skip to q 56a )
question 55p
CODE REASON 8 CouLd xor go THERE

1. Lack of |oney/Financial reasons
2. Other (nonfinancial) reasons
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question S6a
At your/ [¢ :8)'s) last vigft for mental health care, did you
(he/she) get o Prescription for any medicine?

1. Yes
2. No ¢ skip to q 57s )
d. ¢ skip to q 57, )

question 56b
Vere you/ (Was he/she) able to obtain medicing?

1. VYes ¢ skip to q 574 )
2. No
d. ¢ skip to q 57a )

question Sé¢
Why wes that?

question Séd
WVhat did yous C(he/she) do?

1. Got a less expensive medicine
2. D0fd not et any medfcine
3. Other (SPECIFY)

question S¢e

What was the result of not taking the aedicine that Was prescrib-
ed?

Question S7,
At youry [(:8)'8] Lasgt visft, did you/ (he/she) feel You/ (he/she)
rfeceived alt the aental health care you/ (he/she) heeded?

1. VYes (skip to gq. 58as)
2. o .

d. (skip to q. 58a)

At € :8)'s last visit, did You feel (he/she) Fecefved all the
nental health care (he/she) needed ?

1. VYes ¢ skip to q S8s )
. No

d. ¢ skip to q 58 )

Question $7p
What should have been done?

question S8a
Overall, were you/ (wes ¢ :8)) completely satisfied, somewhat
setigfied, or not at all sotisfied with your/ (his/her) last vigie
for mental health care?

+ Completely sotisfied (skip to q. 59a)
« Somewhat satistied (skip to q. 59a)

~ Not at all satisfied

« (skip to q. 59a)

QWA -

Overall, were you completely setisfied, somewhat satisfied, or not
at all satisfied with € :8)'s last vigit for mental health care 2

+ Completely satisfied ¢ skip to q 59¢ )
- Somewhat satisfied ¢ skip to q 598 )

- Not st all satisfied

d. ( skip to q 598 )

GIN -

question 58b
Why were youy (was he/she) dissatisfied?
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question 59,

Would yous (¢ :3)) have preferred to have been hospitalized for
treatment of your/ (his/her) condition instead of seeing the
mental health prectitioner fn his or her office or ot home ?

1. VYes
2. Mo (skip to q. 60a)
d. (skip to q. 60s)

Would you have preferred ¢ :8) to have been hospitalized for
trestaent of C(his/her) condition fnstead of seeing the aental
health practitfoner In his or her office or st hoae ?

1. VYes
2. No ¢ skip to q 40» )
d. ( skip to q 60s )

questfon S9b
Why would you /C¢he/she) have preferred that?

question 60s
(1f R 1s 0-17 years old, skip to Q. 60 ¢)

question 60b
Was any part of the cost of this last vigfe for mental health
Care covered by MEDICARE?

1. VYes
2. Mo

question 60¢
Was any part of the cost of this last vigit for mental heaith
Care covered by MEDICAID?

1. VYes
2. #e

Question 60d
(Was any part of the cost of this last vigfe covered by) PuUBLIC
ASSISTANCE Or PAID FOR Y VELFARE ?

1. Yes
2. No

question 60e

(Vas any part of the cost of this lest vigft for mental heslth
care covered by) ANY OTHER XIND OF GOVERNMENT INSURANCE? (SPEC]-
FY)

1. VYes (Specify)
No

Question 60¢
(Was any part of the cost of this last visifte covered by) IN-
SURANCE PAlD rfOR 8Y YOU oOR A FAMILY WENBER ?

1. Yes
2. Mo

question 60g
(Vas sny part of the cost of this last vigie covered by) IN-
SURANCE PAID FOR BY YOUR/ [C:8)'s) EMPLOYER ? .

1. Yes
2. Mo

question 601
(Was any part of the cost of this Lest vigit for mental health
care covered by) ANY OTHER KIND OF INSURANCE?

1. Yes (SPECIFY)
2. WMo
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question 60j
Did yous (he/she) have to Pay any costs for thig last visgit that
weren't covered by insurance?

1. VYes
2. Mo ¢ skip to q 610 )
d. ¢ skip to q 61a )

question &0k
How much? ]

d. ¢ skip to q 61a )
r. ( skip to q 61e )
Question 61a
Has there been any time during the Pest 12 months vhen yous (¢
:0)) needed or wented to see o mental heaslth professional or
c€ounselor but dig not do so ?

1. VYes
2. Mo (skip to q. 634)
d. (skip to q. 63a)

Has there been sny time durfng the Past 12 months when (98] })
needed or you thought ¢ :8) needed to see o mentsl health profes-
sfonal or counselor but did not do so ?

1. VYes *
2. No ¢ skip to q 634)
d. ( skip to q 63a)

question 61p
Was that because you/ (he/she) . ., .

1. Couldntt afford the cost
3 2. Didn't think the prodblem was serious enough ¢ skip to g
63a)
3. MNed neo transportation ( gki to q 63s)
6. Some other Feason (SPECIFY) ¢ skip to q 63a)
. d.  ( skip to q 63s )

Question 624

0id yous (¢ :8)) know of o mental health professional or clinje
that would treat you/ (him/her) for free or for an Smount that you
/(he/shs) could afford?

1. VYes
2. No (skip to q. 62¢)
d. (skip to q. 62¢c)

Did you know of o mental heaslth professional or clinic that would
trest ( :8) for free or for an amount thet you could sfford ?

+ Yes
= No ( skip to q 62¢ )
+ ( skip to q 62¢ )

AN -

question 62b
Why didn't¢ You/ (he/she) go there?

Question 62¢
Did not going for mental health care Fesult in any problems for
you/ (him/her)?

1. VYes
2. No ¢ skip to q 63a )
d. ( skip to q 63s )

question 62d
What were they?
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question 63a
INTERVIEVER: THINK BACK TO EARLIER IN THE INTERVIEW. 1f g 1S A
"WELL PERSON,™ $KXIP T Q.79s CONDITION: PREGNANCY, llSCARRlAGE,
STILLBIRTH DID R MENTION NE/SHE (:8) SAW A poCTOR FOR THIS
CONDITION?
1. VYes (skip to q. 68¢)

. HNeo
question 63¢
It wes mentioned earlier that you haves t¢: 8) hasl (had) (condi-

tion). Are yous (ls ¢ : 8)) currently seeing a doctor sbout yours
(his/her) (condftion)?

;. Yes ( skip to q 63] )
« No
d. (¢ skip to q 77b or to the next condition)

question 63¢
Why sren't you? Why fsn'e C(he/she) 7

d. ¢ skip to q 63] )

question 63g
CIRCLE ALL REASONS FOR R NOT GOING T0 docronr

1. Lack of money/financisl reasons

2. Condition currently not a problem ¢ skip to g 63j )
3. Wo longer has condition ¢ skip to q 63) )

4. Other ¢ skip to q 63] )

question 63h
Do you/ (Does ¢ :8)) know of s doctor that would see you/ (himy-
her) for free or &N smount you/ Che/she) could afford?

1. VYes
2. \WNo (skip to q. 63))
d. (skip to q. 63))

Do you know of o doctor that would see ( :B) for free or an amount
you could sfford ?

1. VYes
2. No ( skip to q 63) )
d. ( skip to q 63 )

question 631
Why haven't yous (hasn't he/she) gone there?

Question 63]
1.

January 7. Jduly
2. Fabruary 8. August
3. March 9. September
&. April 10. October
5. May 11. WNovember
6. June 12. December

question 64a
When wes your/ (his/her) last visit to 8 doctor about Ccondition)?
ENTER MONTH CODE .

00. NEVER ¢ skip to q 77b)
01. Janusry
02. February

03. Merch
04. April
05. May

06. June
07. July

08. August
09. September
10. oOctober
11. November
12. December
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question 64b

ENTER YEAR
01. 1986
02. 1985 (1¢f more than 12 months, skip to q. 77b)
03. Other (SPECIFY) 19 (skip to q. 77b)

d. ¢ skip to q. 77b ) —
(1f =are than 12 months, skip to q. 77b)

question 67a
Did the doctor advise you/ ({ :8)) to take eny prescription
medicines or {njections for your/ Chis/her) €:C) ?

1. Yes

2. No ( skip to q 68¢ )

3. ®Alreaay discussed that before» [EARLIER 1IN INTERVIEW)
¢ skip to q 68¢ )

d. (¢ skip to q 68¢ )

question 67b
Are you/ (ls he/she) currently taking these medicines (or injec-
tions) as directed . . , ?

1. ALl the time, ( skip to qQ 68e¢ )
2. Part of the time, or

3. MNever or hardly ever ?

d. ¢ skip to q 68¢ )

question 67¢

Why aren't yous (ian't he/she) taking the medicines (or injec-
tions)?

question 68e
(It R {8 1-5 years old, skip to q. 70})

question 68¢

(Thinking back to your/(his/her) medical cere...) 0id the doctor
edvise you/ [C :83] to cut down on any activities such as sports
or hesvy work because of your/ (his/her) ¢:¢) 2

1. VYes
2. No ( skip to q 69 )
d. ( skip to q 69a )

question 689
Are you/ (Is he/she) following the doctor's instructions?

1. Yes ( skip to q 69a )
2. No
d. ( skip to q 69s )

question 68h
Why not?

question 69a
Did the doctor advise you/ (him/her) to go on o special diet or
avoid any foods?

1. VYes
2. No ( skip to q 70a )
d. ¢ skip to q 70s )

question 69b
Rave you/ (has { :8)) been following the doctor's fnstructions?
1. Yes ( skip to q 70a )

2. WMo
d. ( skip to q 70a )
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Question 69¢
¥hy not?

question 70a
(If "Other health pProblem or conditfon® (from q. 304 on screener]
skip to q. )

(1f R is 1.5 Years old, skip to Q. 70j)
CIf R i 6-17 yesrs old, skip to 9. 70¢)

question 70b
Does/Did (the) (:0¢) prevent yous (¢ :3)) from working at & job or
business ?

1. Yes \
2. No ¢ skip to q 704 )

9. NOT APPLICABLE ¢ skip to q 70d )

d. ¢ skip to q 70d )

Question 70¢
(Has this beens Vas this) for o Period of 3 months oF more ?

1. VYes
2. No

question 70d
Does/Did this condition prevent you/ (€ :8)) from keeping house ?

1. Yes

2. No ¢ skip to q 70f )

9. NOT APPLICABLE ¢ skip to q 70t )
d. (skip to Q. 70¢)

question 70e
(Has this beens Ves this) for o period of 3 months or more ?

1. VYes
2. WNo

Question 70¢
Does/Did (the) ¢:C) prevent yous [¢ :8)] from going to school ?

1.

2. WNo ¢ skip to q 70n )

9. NOY APPLICABLE ¢ skip to q 70n )
d. ¢ skip to qQ 70h )

question 709
(Hes this been/ was this) for o Period of 3 months or more ?

1. VYes
2. No

question 70M
Does/Did this condition Limie You/ (him/her) in some other way 2

1. VYes CSPECIFY)

2. Mo ¢ skip to q 71)

9. WNor APPLICABLE/NO ANSWER ( skip to qQ71)

d. ( skip to q71)

question 701

(Has this been/ Was this) for a period of 3 months OF more ?

1. Yes ¢ skip to q 71 )

2. No ( skip to q 71 )
d. (¢ skip to q 71 )
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question 70
Does/bid (the) €:C) prevent € 833 trom carrying out normal
sctivities in any way ?

1. VYes

2. Mo ¢ skip to q 71 )

d. ( skip to qQ71)

Question 70k
In what vay ?

(lfz'lo' to 4.70b, end 70d, and 70f, and 70h, and 0], skip to
)

Question 79 .

Now many deys {p the past year, that s gince (DATE ONE YEAR AGO),
1985, did you/ tdid ¢ :8)3 miss work (or school) or cyt down on
normsl activities in any wsy because of €:cy 2 —days

Questfon 72

Agein thinking about this particutlar condition, fn the past year,
that {s since (DATE ONE vEan AGO) 1985, how serfous a financial
problem has f{¢ been/uas {t? Mes it been/was jt PR,

1. A major problen,

2. A minor probles, aor ¢ skip to q 73a )

3. Wo finsncial problem at ol 9 ¢ skip to q 73a )
d. ( skip to q 732 )

question 72,
- In what Wway has it been o mejor financial problem ?

question 73,
Do/did you [Does/did ¢ :8)) need to have someone Present in the
home sll of the time or Part of the time because of €:c) ?

1. Yes, all the time ( skip to qQ 73¢c )
2. VYag, Part of the time

3. wo ¢ skip to q 744 )

d. ¢ skip te q 74a )

question 73b
Is/Mas ¢ necessary to have Someone there , , .,

(CIRCLE ALL THaT AﬁPLY.)

1. During the day,

2. At night, or

3. only specfal hours sych 88 meal times 7
d. ¢ skip to qQ 74a )

question 73¢
Are/Were you [Is/uwas ¢ :8)) able to 9¢t the help youy Che/she)
need(ed)?

1. Yes ¢ skip to q 74a )

« No

d. ¢ skip to q 74a )
question 73d ‘
How do/did you (does he/she) g¢t along without it?

question 74
Do you/ (Does ¢ $8)) think that everything (was/is being) dene
medfcally for your/ (his/her) (:c) 2

1. VYes (skip to q. 75a)

2. \No

d. (skip to Q. 75a)
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Do you think that everything (was/is being) done medically for ¢
18)'s (:0) ?

1. VYes ¢ skip to q 754 )
2. Mo
d. ( skip te q 75a )

question 74b
Vhat else might be/have been done?

question 7Sa

;;f R is not currently seeing s doctor for condition, skip to gq.
e)

question ?Sb
Nave you/ (hes ¢ :8)) been edvised to undergo some kind of
treatment, (such os 8n operation), but have (has) not done so?

1. VYes .
2. Mo (skip to q. 76a)
d. (skip to q. 76a)

Have you been advised that ¢ :8) should undergo some kind of
treatment, (such ag an operation), but have (has) not done so?

1. VYes
2. No ¢ skip to q 762 )
d. ( skip te q 76a )

question 75¢
Why haven't youy Chasn't he/she) done so?

d. ¢ skip to q 76e )
question 7%d ’
CODE REASON

1. Lack of money/finsncial ressons
2. Other (nonfinancial) reasons ( skip to q 76a )

qQuestion 75e
Did yous ¢ :8)] know of o place that would trest yous Chim/her)
for free or an amount that yous C(he/she) could afford?

1. VYes
2. No (skip to q. 764)
d. (skip to q. 769)

Did you know of o place thet would treat ¢ :8) for free or an
amount that you could afford?

1. VYes
2. No ¢ skip to q 76a )
d. ( skip to q 76a )

question 75¢
Why didn't youy (he/she) go there?

question 76s
Do/Did you (Does/Did) (¢ :8)) get all the care yous Che/she)
need(ed) while living at home?

1. VYes ¢ skip to q 774 )
2. Neo

d ( skip to q 774 )

questfion 76b
What else do/did you/ [does/did [4:855) need?
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Question 77,

Over the past year, did (the) ¢:0) result in changes for youry
Chissher) family in jobs, housing, living srrangements, or in some
other way ?

INTERVIEWER: CIRCLE ALL TuaY APPLY

Jobs
Housing

Living arrsngements
Other CSPECIFY)

No

WS N
e o 0 0

question 77b
(If R has more than 1 condition return to q. 63a, otherwise skip
to q. 78b)

Questfon 78b
In the past Year have yous thas ¢ :0)) eVer needed » hounckocper
but could not get one ?

1. VYes
2. WNo (skip to q. 78¢)
d. (skip to q. 78¢)

In the past year, have you ever heeded a housekeeper because of ¢
:8)'s condition but could not get one?

1. VYes
2. No ¢ skip to q 787 )
d. ¢ skip to q 78¢ )

Question 78¢
Did yous Che/she) sctually try to get o housekeeper ?

1. VYes
2. No ¢ skip to q 78¢ )
d. ¢ skip to q 78¢ )

question 78d
Why couldn't you/ (he/she) get o housekeeper 2

question 78e
What were the consequences of not obtaining o houcckoopor ?

question 78¢
In the past year, have you/ (hss € :8)] ever been unabie to make
or keep medical appointments because of a lack of transportation 7

1. VYes
2. No (skip to q. 78))
d.  (skip to q. 78j)

In the past yYear, hasve you ever been unable to make or keep
medical appointments for € :8) because of s lack of transports-
tion?

1. Yes
2. Mo ¢ skip to q 78] )
d. (¢ skip to q 78] )

Question 78g
0id yous (he/she) actually try to 9ot trasnsportation ?

1. VYes
2. No ¢ skip to q 78} )
d. ( skip to q 78) )

question 78h
¥hy couldn*t you/ (he/she) get transportetion 2
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Question 78§
What were the consequences of not obteining transportation 2

question 78j
In the pest yYear, have you/ thas € :83))) ever been unable to buy
prescription drugs because of a lack of |aoney ?

1. Yes
2. No (skip to q. 78n)
d. (skip to q. 78n)

In the past year, have you ever bsen unable to buay prescription
drugs for ¢ :3) because of & lack of money?

1. VYes
2. Mo ¢ skip to q 78n )
d. (¢ skip te qQ 780 )

question 78k
0id yous Che/she)d sctually try to buy prescription drugs at » cost
you/ (he/she) could afford 2

1. VYes
2. Mo ¢ skip to q 78n )
d. ( skip to q 78n )

Question 781t
Why couldn’t you/ (he/she) buy prescription drugs at e cost
you/(he/she) could afford 2

Question 78m
What were the consequences of not obtaining the prescription
drugs ?

Question 78n
In the past year have you/ (has € :8))) ever needed a vigit at
home from o doctor but could not obtain one 7

1. VYes
2. No ¢ skip to q 785 3
d. (¢ skip to q 78s )

qQuestion 78p
Did yous (he/she) sctuslly try to get o visit at home from a
doctor ?

1. VYes
2. No ¢ skip to q 78s )
d. ¢ skip to q 78s )

question 78q
Why couldnit You/ (he/she) get & visgit at home from a doctor ?

Question 78¢
What were the consequences of not obtaining & visit at home from
doctor ?

Question 783
In the past year, have you/ fhas ¢ :8)) ever needed physical
iherapy but did not receive treatment ?

1. VYes

2. WNo ¢ skip to q 78w )
d. ( skip to q 78w )
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question 73t
bid yous (he/she) sctually try to get physical therapy 2

1. VYes
2. Mo ¢ skip to q 78w )
d. ¢ skip to q 78w )

question 78u
Uhy couldn't youy (he/she) get physical therapy ?

question 78v
What were the consequences of not obtaining physical therapy ?

Question 78«
(1t R 8 1-2 years old, ekip to q. 79a)

Question 78x

In the past year, have you/ thes € :8)) ever needed 8 psychologi-
cal counselor byt did not receive hetp 7

1. Yes
2. Mo ( skip to q 792 )
d. (¢ skip to q 798 )

question 78y .
Did yous Che/she) sctuslly try to get pPeychological counseling 2

1. Yeas
2. No ¢ skip to q 79s )
d. ( skip to q 79 )

qQuestion 782
Why couldn't you/ Che/she) get psychological counseling ?

question 79
What were the consequences of not obtaining psychological counsgel -
fng ?

question 79a
(In the past year) have you/ [has ¢ :8)] ever needed a nurse to
visit the home but could not get one ?

1. VYes
2. WNo (Skip to q. 79e)
d. (skip to q. 79e)

(In the past year) have you ever needed & nurse to visit ¢ :B) at
home but couid not get one?

1. VYes
2. No ¢ skip to q 79¢ )
d. ¢ skip to q 79e )

question 79b
Did yous Che/she) sctually try to get o nurse to visit the home 7

1. Yes
2. Mo ¢ skip to q 79¢ )
d. ( skip to q 79e )

question 79¢c
Why couldn't yous (he/she) get a nurse to visit the home 2

question 79d
What were the consequences of not obtaining & nurse to vigit the
home 7
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question 79e
In the past yYear have you/ (has € :8)] ever needed medical
appliences or equipment but could not obtain them 2

1. VYes
2. No ¢ skip to q 791 )
d. (¢ skip to qQ 791 )

question 79¢
Did yous Che/she) actually try to get medical appliences or
equipment 7

1. VYes
2. Mo ¢ skip to q 79§ )
d. ¢ ekip to q 79§ )

question 79g
Why couldnte You/ (he/she) get medical sppliances or equipment ?

question 79h
What were the consequences of not obteining medicsl appliances or
equipment ?

Question 79§
(1f R is 01-17 years old, skip to q. 79n)

Question 79

In the past Year, hsve you/ [has € :8)) ever needed nursing home
or other long teram core outside the home but could not get §t ?

1. VYes
2. No ¢ tkin ¢o o
d. ¢ skip to q 80a

question 79k
0id yous Che/she) sctuslly try to get nursing home or other long
?

1. VYes
2. Mo ¢ skip to q 80as )
d. ¢ skip to q 80a )

question 79|
Why couldnie you/ (he/she) get nursing home or other long term
care ?

question 79m
What were the consequences of not obtaining nursing home or other
long term care ?

d. ¢ skip to q 80a )

question 79n
(In the past year) (has ¢ :8)) ever needed long term care outside
the home but could not get ft ?

1. VYes
2. Mo ( skip to q 79s )
d. ¢ skip to q 79s )

question 79p
0id you (he/she) sctuslly try to get long term care ?

1. VYes
2. Mo ( skip to q 79s )
d. ( skip to q 79s )

question 79q
Why couldn't youy (he/she) get long term care ?
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question 79r
What were the consequences of not obtaining long term care ?

question 79g
(1f R IS 1-2 YEARS OLD, END INTERVIEW)

(IF R IS 6-17 YEARS OLD, SKIP TO gq. 79x; IF R IS OVER 17 YEARS
OLD, SKIP 10 q. 80a)

ASK IF R IS CHILD AGES 3 THROUGH S,

question 79t column(s) N
Is ¢ :B) enrolled in school or 8 child care program ?

1. VYes
2. WNo (END INTERVIEW)
d. (END INTERVIEW)

question 79u
In what kind of program ?

CIF “WELL CHILD" END INTERVIEW)

question 79w
Does ( :B) receive sny special school or child care services
becesuse of his/her condition ?

1. Yes (END INTERVIEW)
2. No (END INTERVIEW)
d.  (END INTERVIEW)

CASK IF CHILD IS 6-17 YEARS oLD)

question 79x
What kind of school progrem is ¢ :B) currently attending ?
INT: READ 1IFf NECESSARY

« Regular cless, full time (END INTERVIEW)

.« Regular cless with resource room (END INTERVIEW)
. Special classes in regular school (END INTERVIEW)
+ Special classes in special school (END INTERVIEW)
. Other (SPECIFY) (END INTERVIEW)

« CEND INTERVIEW)

QWU WN —

question 80a
I'd like to ask some background questions to help analyze the
results of the study. Are you/ [ls { :8B)) now . . .

. Married,

. Living together as married,
. Separated,

.« Divorced,

. Widowed, or

« HNever married ?

OIS N -
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question 89
What 1s the highest grade or year in elementary school, high
lchopl, of college you have (he/she has) completed?

00. Wone

01. Elementary --.1 ye
02. “«2 yrs
03, 3 yrs
04, -4 yrs
0s. 5 yrs
06. -6 yrs
07. 7 yrs
08s. -8 yrs
09. WMigh School--9 yrg
10. * ++10yrs
11. *-11yrs

12. wigh School--12yrg
13. College ~-13yrs

14. c-1éyrs
18. **1Syrs
16. ~*16yrs

17. Some graduate school
18. Graduste or professionatl

question 82a
What race do you/ [does ¢ :8)) consider yourself/ (hlllelf/kor-
self)? Are yous (Is he/she) , , .,

1. White

2. Black

3. Asian ¢ skip to q 834 )

:. Other (SPECIFY) (skip to q 834)

Fe ( skip to q 832 )

question 82b
' Are you/ (ls he/she) of Spanish/Hispanie origin or descent?

. Yes
2. No

Question 83s
Are you/ (1s he/she) currently ., ,

" Employed full time
Employed part time
Temporarily out of work
Retired, or
Not ususily employed?
ON DISABILITY

7. KEEPING HOUSE/HOMEMAKER

8. Other CSPECIFY)

CVRIEWA -

question 84

Do you/ tDoes ¢ :8)1 belong to an HMO (Health Maintenance Or-
fanization)? (In an HMO an individual, employer, or the govern-
sant pays & set amount of money and the Person covered goes to one
place for ell or mest of his medical care.)

1. VYes
2. No

question 8Sa
At the present time, do yous (Does ¢ :8)) have MEDICARE ?

1. VYes
2. WMo
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qQuestion 85b
Do yous (Does he/shel have mepicarn ?

1. VYes
2. o

Question 8S¢

At the present time, do you/ (does he/she) have any other type of
government insurence to cover costs of your, C(his/her) medical
care, such as PUBLIC ASSISTANCE OR VELFARE 2

1. Yes
2. Mo

question 85d
Do yous/ (Does he/she) heve ANY OTHER TYPE OF GOVERNMENT NEALTH
INSURANCE 2
1. VYes (SPECIFY)
No

c.
C1f ® doesn't have Medicare skip to q. 86s)

question 85¢
Does yours (¢ :9)'s) Medicare cover any of the cost of visits
You/ (he/she) make(s) to 8 doctor's off{ce?

1. VYes
2. VNo

question B86s
At the present time, do you/ [does € :8)) have any type of WEALTH
INSURANCE PAlD FOR BY YOU/ (HINSELF/NEISELF) OR A FAMILY MEMBER ?

1. VYes
2. No

(1f R not currently employed, skip to q. B4d)

question 86¢
0o you/ [Doas he/she) have INSURANCE PAID roR Y AN ENPLOYER ?

t. VYes
Z. #Ho

Question 86d
Do you/ (Does € :83) have ANy OTHER KIND OF HEALTH INSURANCE ?

1. Yes (SPECIFY)
2 Ne

(It R has any type of health fnsursnce, skip to q. 89)

question 87

There are a number of ressons that people do not have some type of
health insurance. Is the main reason that you do nots [¢ :8) does
notl currently have health insurance due to . . .

1. A change of Jobs,

2. A change {n job benefits,

3. Loss of o Job,

4. Loss of fnsurance coverage through divorce or separation,
$. Lack of Rohey to pay for insurance premiums,

6. B8eing turned down for medical reasons, or

7. Some other resson ? CSPECIFY)

question B8a
In the past 12 months, was there any time when you VERE/ [C :p)
WAS] covered by some fora of health fnsurance?

1

2
d

« Yes
+ No ( skip to q 90 )
+ ( skip to q 90 )
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question B88b

Now many months wes that ? ——SON th s
question 88¢

Wes this . ., ,

1. Nedfcare, ¢ skip to q 90 )

2. Medicaid, ¢ skip to q 90 )

3. Public assistance or {nsurance paid for by welfare,
(skip to q 90)

4. Some fors of fnsurance pafd for by yous [ :8)3 or
snother femily meaber, or (eskip to q. 90

5. Some other kind of insursnce? CSPECIFY) (skip to q 90)

d. (¢ skip to q 90 )

question 89
Altogether, how meny different health insurence policies are you/
tis C:8)1 currently covered by *  _____ policies .

qQuestion 89,
during the pest 12 months, was there any time when you were/ [
$8) wes) NOT covered by some form of health insurance ? .

1. VYes
2. No ( skip to q 90 )
d. ¢ skip to g 90 )

question 89b .

Now many months was that ? ——0NthE

question 89¢

Hes the main reason you (he/she) did not have health insurance . .

1. A change of Jobs,
2. A change in Job benefits,
» Loss of & job,
4. Loss of insursnce coverage through divorce or separastion,
5. Lack of ®oney to pay for i{nsurance premfums,
6. Defng turned down for medical reasons, or
7. Some other resson ? (SPECIFY)

question 90
INTERVIEVER: TNIS 1S THE LAST QUESTION FOR PERSONS TWO, THREE,
or FOUR

question 200e

WUas there eny time in the last yesor . . . since (DATE ONE YEAR
AGO) 1985, thet you felt Shy member of your household needed
medical help but did not get it for some reasoen 2

1. Yes
2. Mo

Question 203
It “single person household,™ skip to q. 205a.

Question 203s
Is anyone in your household currently recefving AfDC (Aid for
Fasilfes of Dependent Children)?

1. Yes

2. No ( skip to q 204e )
d. ( skip to q 204s )

F. ( skip to q 204a )

question 203b .
Are you (1s he/she) one of the persons in (i« nousehold that
receives AFDC?

1. Yes
2. Mo
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question 204s
Is anyone in your household currently recefving ss; (Supplementary
Security Income)?

1. VYes

2. No ¢ skip to q 208 )
d. ( skip to q 205 )

Fe ( skip to q 205 )

question 204b
Are you/ (Is ¢ :8)) one of the persons fn the household that
receives s$817

1. VYes
2. No

question 205
Does anyons in your household receive any (other) type of govern-
aent welfare or Public assfstance?

1. Yes ¢ skip to q 20%5¢ )

2. WMo ¢ skip to q 20%¢ )

d. ( skip to q 205¢ ) ’

Fe € skip to q 20S¢ ) ,

Qquestion 20%S,
Do you currently recefve 8] (tupploncntnrv Securfty Income)?

« Yeas
2. Mo

question 20%5b

Do you receive any (other) type of governament welfsre or public
assistance?

1. VYes
2. Mo

question 20Se¢.
(1f one adult household, skip to gq. 206a)

questfon 205d
Who fs the mafn vage earner or provider of income for your
family 2 (1¢ MORE THAN ONE, ASK asouT THE OLDEST)

1. Respondent ¢ skip to q 206a )

2. Other femily member CRECORD NAME AND RELATIONSMIP)
d. ¢ skip to q 206a )
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question 20Se
Vhat is the highest grede or year {n elementary school, high
school, or college €205d) has completed?

00. WNone

01, Elementary.. 1 yr
2. -2 yrs
03. -3 yrs
04. c°4 yrs
0s. 5 yrs
06. ~+6 yrs
07. -7 yrs
0s. **8 yrs
09. wigh Schoot--9 yrg
10. *+10yrs
11. *flyrs

12. Migh School--12yrg
13, College *+13yrs

14, *~Y4yrs
1s. **15yrs
16. *+16yrs

17. Some grasduate school
18. Graduate or professional
degree

question 206a
buring 1985 yas the TOTAL fncome for your houschold, inctuding

before taxes . . .
1. Less than $20,000, or
2. More than $20,0007 ¢ skip to q 206n )
3. 820,000 EXACTLY ¢ skip to q 213a )
d. ( skip to q 213s )
F. ( skip to q 213, )

question 206b
was ft ., ,

1. Less then $10,000, or

2. More then $10,0007 ¢ skip to q 2061 )
3. 310,000 EXACTLY ¢ skip to q 213a )

d. ( skip to q 213a)

F. ( skip to q 2134)

questfon 206¢c
Was jc ., ,

« Less than $5,000, or ¢ skip to q 2134)
« More than 35,0007

- 35,000 EXACTLY ¢ skip to q 2134)

» ( skip to q 213a)

» ( skip to q 213a)

TAUWUN

question 206d

In order for us to compare the results of this study with Other
health surveys, we need to know -- Approxin-toly, what was your
total household income ?

s - - - - .
(skip to q. 206u)
d. ( skip to q 213s)

f. ( skip to q 213a)

questfon 2061
Vas {t..,

1. Less than $15,000 or

2. More than $15,0007

3. $15,000 ExACTLY ( skip to q 213a)
d. ( skip to q 213a)

f. € skip to q 213a)
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Question 206m

In order for usg to compare the results of thig study with other
health Surveys, we need to know -- Approxi.otoly, what wss your
total househo!d incone 7

S

(skip to q. 2134) I
d. ( skip to q 213e)

r. ¢ skip to q 213a)

Question 206n
Wes ft..,

1. Less then $30,000, or '

2. More than 830,000 7 ¢ skip to q 206q )
3. 830,000 EXACTLY ¢ skip to q 213, )

d. ( skip to q 213a )

r. ( skip to q 213a )

question 2060
Vas

1. Less than 325,000, or

2. More than 325,000 7

3. 825,000 EXACTLY ¢ skip to g 213a)
d. (¢ skip to q 213s)

Fo € skip to g 2139)

question 206p

In order for Us to compare the results of thig study with other
health surveys, we need to know - Approxllltoly, what was your
totsl household income 2

(skip to 9. 213a) e ——e—-
d. ( skip to q 2134)
r. ( skip to q 213a)

Question 206q
Was it more than $40,000 7

1. Yes

2. WMo
Question 213,
In a feu years, we msy uish to contact you for o follow up of your
heslth care needs. In order to do this, ! need YOUur name gand
address plesse,
INTERVIEWER PROBE FoR COMPLETE ADDRESS (crry, STATE, Z1pP)
AND CORRECT SPELLING,

Name:
Address:

City: State: 2ip:
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question 2144

Since this study may not take place for some time, many People we
interview may change thelr address before we contact them again,
Could you please give me the name and address and phone number of
& person who would know how to contsct you if you moved within the
next year or go.

INTERVIEWER: pRODE FOR COMPLETE ADDRESS (CITY, STATE, 1Py

AND CORRECY SPELLING,

Nome:

Address:

City: State: \ 2ip:
Ares Code: ¢ )

This s the end of the wfipge person® fnterview. I1f there {s more
than one person in the household to be (ntorvlouod, 90 to next
questionnaire.

Question 206x
Do you have any brothers or sisters (or step brothers or step
sisters) who live OUTSIDE your househotd 2

1. VYes

2. Mo ¢ skip to q 207
d.  ( skip to q 207 )

Fo ( skip to q 207 )

Question 206y
How many?

01. oOne brother/sister (skip to q. 207)
brothcrs/:intoro

d. (skip to q. 207)

F. (skip to q. 207)

question 2062
In how many Separate households do your brothers or sisters (or
step brothers or step sisters live) 2

crcamceeNOUSCholds

Questfon 207
0o you have &Ny grendperents who live ouTtsipe your household 7

1. Yes

2. No ¢ skip to q 207¢ )
d. ( skip to q 207¢ )

F. ( skip to q 207¢c )

question 207,
How many?

01. o©One orandparent (skip to q. 207¢)
grandparents
d. (skip to q. 207¢)
f. (skip to q. 207¢)

Question 207b
In how many Separate households (do YOUr grandparents lLivey 2

p— 11T T 1YYV

question 207¢
1t currently married or living together 8% marrfed, skip to q.
207¢g

61
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question 207d

0o you have &ny grandchildren under the age of 18 who tive OUTSIDE
your household ?

1. VYes

2. Mo ¢ skip to q 207z )
d. ( skip to q 207z )

Fe € skip to q 207z )

01. One grendehild (skip to q. 2072)
grandchildeen

d. (ekip to q. 2072)

F. (skip to q. 2072)

question 207¢

In how many separate households (do YOUr grandchildren under the
8ge of 18 Live) 2

households (skip to a.2072)
d. (skip to @.2072)
F. (skip to Q.2072)

;l; R NOT married, or NOT living together as married, skip to q.
072)

qQuestion 2079

Does your spouse (friend) have 8Ny parents or step parents who
live OUrsIDE your household ?

1. VYes

2. No ¢ skip to q 207j )
d. ( skip to q 207) )

F. ( skip to q 207] )

questfon 207h
How many?

01. One parent (skip to q. 207))
parents

d. (skip to g. 207))

F. (skip to q. 207))

question 2071¢ )
In how many separate households (do YOur spouse's (friend's)
parents (or step parents) tive) 7 ——NOUseholds

qQuestion 207)
Does your spouse (friend) have any brothers or sisters (or step
brothers or step sisters) who (fve OUTSIDE your household ?

1. VYes

2. No ¢ skip to q 207m )
d. (¢ skip to q 207a )

F. ( skip to q 207a )

question 207k
How many?

01. One brother/sister (skip to q. 207m)
brothers/sisters

d. (skip to q. 207m)

f. (skip to q. 207m)

question 2071
In how many separate households (do your spouse's (frisnd's)
brothers or sisters (or step brothers or step sisters live) 2

——0Useholds

. - . ission.
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Question 207m
Does your Spouse (friend) have any grandparents who live oursipe
Your household 2

1. Yes

2. No ¢ skip to g 207p )
d. (¢ skip to q 207p )

Fo ( skip to q 207p )

question 207n
Wow many?

0f. One grandparent (skip to q. 207p)
grandparents
d. (skip to q. 207p)
F. (skip to g. 207p)
question 207
In how many separate households (do your spouse'’s (friend's)
grandparents Live) 2 —OUSChO lds

Question 207p
Do you or your Spouse (friend) have e&ny grandchitldren undec the
8ge of 18 who l{ive OUTSIDE your household 2

1. VYes

2. No ¢ skip to q 2072 )
d. ¢ skip to q 207z )

Fo € skip to q 2072 )

question 207q
Kow many grandchildren altogether?

01. One grand child (skip to q. 2072)
grandchildren

d. (skip to q. 2072)

F. (skip to q. 2071)

question 207r
In how many Separate households do these grandchildren l{ve?

———households

question 2072
gt; “nod to all relatives q. 206y through q. 207r, skip to q.
139)

question 208,

Have any of these relatfves we've been talking about been a
Patient OVERNIGNT in & hospital during the past year, that f{g,
since (MONTH ONE YEAR AGO), 1985 »

1. VYes
2. WNo

question 208c
Do any ot these reloatives who live outside your household have
8sthme or emphysems 7

1. VYes
2. No

question 208¢
Do any of them have cancer ?

1. TYes
2. No
question 208g
Do any of them have heart disease or cardiac condition 7

1. VYes
2. No
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Question 208%
Have any of thea had & stroke in the last year ?

. Yes
2. No

Question 208k

Do any of these relatives have high blood pressure (hyper-
tension) ?

1.
2. Mo

question 208a
Do any of them have chronie nephritis or other serfous kidney

disease 7
1. VYes
2. WMo

question 208¢
Do any of them have cirrhosis or liver damage ?

1. VYeas
2. No

question 208q
Do any of these relatives have disbetes (or sugar in the blood) 2

. Yes
2. WNo

question 208s

0o sny of them have convulsions or sefzures, epilepsy, multiple
sclerosis, cerebral palsy, or other neurological oFr neuromusculasr
disesses thet affect valking, arm movement, or memory?

1. VYes
2. o

question 208y
Do any of them have any type of mental retardation that limfes
school, work, or dafly ectivities ?

1. Yes
2. \No

question 208y
During the past year, have any of these relatives had Pneumonia or
influenza requiring one or more nights of hospitalization ?

1. VYes
2. No

question 208y
buring the past yYear, have any of them hed an sccident or fnjury
requiring one or more nights of hospitalization?

1. VYes
2. No

question 209,

Ouring the past yesr, have any of these relatives had eny (other)
health problem or condition that prevents them from going to work,
going to school, keeping house, or corrying out normal

activities ?

1. VYes

2. No (skfp to q. 210)
d. (skip to q. 210)

r. (skip to q. 210)
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Question 209b
What is the name of this health problem ? (PROBE: 0fd the doctor
call the health problea by & more technical or specific name ?7)

IF ROD R (g reluctant to give names, phone numbers etc. for
Network questions 210:

Through random digfe disling we may not be sble to contact enough
households or individustls who've had health or medical problems to
complete our study. We need to spesk to enough people who have
recent experience with the Americen health care system to get
reliable results,

Question 210
You mentioned o relative who hes had (condition).
INTERVIEVER: FOR EACH CoNDITION, ASK:

1. How fs this person related to you?
2. What g (PERSON)'s : - Name and Address (CIty,Stoto.z(p) ?

Hame:

Address:

City: State: Tip:
. 3. Ares code and Telephone Number? ( )

4. Does any other relative have this condition? who?
1. Mow 1s this person related to you?

2. What g (PERSON)Y's : - Noma and Address (clty,s:-to,:lp) ?

Name:
Address:

City: State: 2ip:
3. Area code and Telephone Number? ¢ )

-.-.--..--‘..-.-...--.------.-.o..-.----.-...--..-.......-.-...-.

4. Does any other relative have this condition ? Who 2
1. How {s this Person related to you?

2. What is (PERSON)'s : - Name and Address (clty,Stato,ZIp) ?

Name:
Address:

City: State: 2ip:
3. Ares Code and Telephone Number? ( )

--.--..--...--.-....----------.-..--.--..a-.--..--..-
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APPENDIX D

Description of the Pattern of Missing Outcome Data:*
Ambulatory Visits**

Missing
With Without Data Total
N y 4 N y 4 N y 4 Nxxx
CHRONIC ILLNESS
Chronic 1015 81 232 19 28 2 1275
Well 2840 59 1982 41 50 1 4872
AGE
17-34 1507 63 897 37 29 1 2433
35-44 691 61 448 39 17 1 1156
45-54 477 60 316 40 6 1 799
55-64 468 64 264 36 18 2 750
65-74 465 69 206 31 6 1 677
75+ 206 74 73 26 2 1 281
GENDER
Male 1680 57 1257 43 31 1 2968
Female 2175 69 958 31 46 1 3179
ETHNICITY
Black 356 59 246 41 6 1 608
Hispanic 201 56 155 44 1 0 357
White 3236 65 1742 35 61 1 5039
MARITAL STATUS
Single 517 62 318 38 6 1 841
Married 2589 63 1519 37 24 1 4132
Divorced 314 64 177 36 3 1 494
Widowed 309 69 136 31 2 0 447
RESIDENCE
Urban 2760 64 1585 37 49 1 4394
Rural 1080 63 629 37 29 2 1738
EDUCATION
Some HS or less 638 62 397 38 6 1 1041
HS Grad 1343 62 815 38 11 1 2169
Some Col 870 65 473 35 4 0 1347
Col Grad 871 65 464 35 11 1 1346
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APPENDIX D - continued

Missing
With Without Data Total

N % N p 3 N y 4 Nxxx
INCOME
Below Pov 649 64 372 36 10 1 1031
Above Pov 2706 64 1526 36 34 1 4266
INSURANCE
Uninsured 294 54 246 46 4 1 544
Insured 3436 64 1899 36 33 1 5368
EMPLOYMENT
Unemployed 146 60 95 40 1 0 242
Employed 2268 61 1461 39 18 0 3747
Not in work force 1270 69 570 31 12 1 1852
HEALTH STATUS
Excel/Good 3187 61 2004 39 20 0 5211
Fair/Poor 632 76 197 24 3 0 832
REGULAR SOURCE OF CARE
Yes 3269 68 1519 32 13 0 4801
No 583 4% 671 54 1 0 1255

* In addition, six records were dropped due to records
being uninterpretable. These six records account for
0.1% of the data.

** Missing Data not included in calculations except for
the percent missing
*** Total includes missing data
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APPENDIX E

Description of the Pattern of Missing Data:*
Hospitalizations.**

Missing
With Without Data Total
N y 4 N z N T ONxxx
CHRONIC ILLNESS
Chronic 228 18 1046 82 1 0 1275
Well 48 1 4820 99 5 4873
AGE
17-34 58 2 2371 98 3 0 2432
35-44 19 2 1135 98 1 0 1155
45-54 24 3 773 97 1 0 798
55-64 59 8 690 92 0 0 749
65-74 - 63 9 614 91 0 0 677
75+ 44 16 238 84 0 0 282
GENDER
Male 142 5 28 95 4 0 2968
Female 134 4 30 96 1 3179
ETHNICITY
Black 34 6 572 94 1 0 607
Hispanic 4 1 353 99 0 0 357
White 227 5 4808 95 0 5039
MARITAL STATUS
Single 27 3 810 97 3 0 840
Married 189 5 3943 95 0 0 4132
Divorced 16 3 477 97 1 0 494
Widowed 37 8 411 92 0 0 448
RESIDENCE
Urban 181 4 4207 96 5 0 4393
Rural 94 5 1643 95 0 0 1737
EDUCATION
Some HS or less 79 8 963 92 0 0 1042
HS grad 84 4 2085 96 0 0 2169
Some Col 57 4 1285 96 4 0 1346
Col Grad 47 3 1299 97 0 0 1346
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APPENDIX E -~ continued

Missing
With Without Data Total
N % N % N T Nxx=x
INCOME
Below pov 71 7 961 93 0 0 1032
Above pov 166 4 4095 96 5 0 4266
INSURANCE
Uninsured 14 3 529 97 0 0 543
Insured 255 5 5109 95 4 0 5368
EMPLOYMENT
Unemployed 14 6 228 94 0 0 242
Employed 91 2 3654 98 1 0 3746
Not in labor force 160 9 1690 91 3 0 1853
HEALTH STATUS
Excel/good 136 3 5073 97 1 0 5210
Fair/poor 135 16 694 84 3 0 832
REGULAR SOURCE OF CARE
Yes 238 5 4560 95 3 0 4801
No 24 2 1229 98 1 0 1254

* In addition, six records were dropped due to records
being uninterpretable. These six records account for
0.1% of the data.

** Missing data not included in calculations except for
the percent missing.
*%% Total includes missing data
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APPENDIX F

Description of the Pattern of Missing Data:*
Emergency Visits.**

Missing
With Without Data Total
N 4 N y 3 N % Nxxx
CHRONIC ILLNESS
Chronic 286 23 958 77 30 2 1274
Well 679 14 4168 86 26 1 4873
AGE
17-34 439 18 1982 82 11 0 2432
35-44 186 16 959 84 11 1 1156
45-54 97 12 692 88 10 1 799
55-64 101 14 638 86 10 1 749
64-74 82 12 586 88 10 1 678
75+ 46 17 231 83 5 2 282
GENDER
Male 489 17 2449 83 31 1 2969
Female 476 15 2678 85 26 1 3180
ETHNICITY
Black 96 16 505 84 7 1 608
Hispanic 74 21 282 79 1 0 357
White 782 16 4210 84 47 1 5039
MARITAL STATUS
Single 137 16 693 84 10 1 840
Married 631 15 3463 85 38 1 4132
Divorced 91 19 399 81 4 1 494
Widowed 65 15 378 85 5 1 448
RESIDENCE
Urban 689 16 3668 84 36 1 4393
Rural 270 16 1447 84 20 1 1737
EDUCATION
Some HS or less 173 17 854 83 14 1 1041
HS Grad 322 15 1820 85 27 1 2169
Some Col 223 17 1117 83 7 1 1347
Col Grad 203 15 1134 85 9 1 1346
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Missing
With Without Data Total

N ¥ 3 N y 4 N T Nxxx
INCOME
Below pov 186 18 833 82 12 1 1031
Above pov 670 16 3571 84 25 1 4266
INSURANCE
Uninsured 98 18 443 82 2 0 543
Insured 825 16 4489 84 54 1 5368
EMPLOYMENT
Unemployed 40 17 199 83 3 1 242
Employed 611 16 3111 84 25 1 3747
Not in labor force 258 14 1566 86 28 2 1852
HEALTH STATUS
Excel/good 727 14 4448 86 35 1 5210
Fair/poor 227 28 587 72 18 2 832
REGULAR SOURCE OF CARE
Yes 782 16 3968 84 50 1 4800
No 182 15 1066 85 6 0 1254

* In addition, six records were dropped due
These six records

being uninterpretable.
0.1% of the data.

** Missing data not included in calculations

the percent missing.
*** Total includes missing data.

to records
account for

except for
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APPENDIX G

Logistic Regression Model for Ambulatory Visits:
Estimated Parameters!

Para- Standard Chi-

Effect meter Estimate Error Square Prob
INTERCEPT

1 0.224004 .117106 3.66 0.0558
CHRONIC ILLNESS

2 0.541489 .0497342 117.59 0.0001
GE

3 0.174799 .0731293 5.71 0.0168

4 ~0.045441 .0790491 0.33 0.5654

5 -0.143379 .0850859 2.77 0.0958

6 -0.106596 .0868175 1.51 0.2195

7 0.0208879 .103876 0.04 0.8406
GENDER

8 ~-0.256709 .0338836 57.40 0.0001
ETHNICITY

9 -0.177389 0795448 4,97 0.0257

10 -0.0198 .0920522 0.05 0.8297
MARITAL STATUS

11 -0.033337 .085154 0.15 0.6954

12 -0.020442 .0588697 0.12 0.7284

13 0.143728 .0935035 2.36 0.1243
RESIDENCE

14 0.0667331 .0355741 3.52 0.0607
EDUCATION

15 0.156913 .0340215 21.27 0.0001
INCOME

16 -0.038277 .0455261 0.71 0.4005
INSURANCE

17 0.0938092 .0571555 2,69 0.1007
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Appendix G - continued

Para- Standard Chi-
Effect meter Estimate Error Square Prob

EMPLOYMENT
18 -0.063223 .106005 0.36 0.5509
19 0.0412592 .0644183 0.41 0.5219

HEALTH STATUS
20 -0.261156 .0562261 21.57 0.0001

REGULAR SOURCE OF CARE
21 0.330153 .0380323 75.36 0.0001

! Order of variables entered was identical to the listing
in Table 12.
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APPENDIX H

Logistic Regression Model for Hospitalizationl: Estimated
Parameters.?2.,3

Para- Standard Chi-

Effect meter Estimate Error Square Prob
INTERCEPT

1 -3.58118 .322577 123.25 0.0001
CHRONIC ILLNESS

2 1.35416 .105729 164.04 0.0001

GE

3 0.291858 .196071 2.22 0.1366

4 -0.414369 . 247229 2.81 0.0937

5 0.248535 .231598 1.15 0.2832

6 -0.004322 172671 0.00 0.9800

7 -0.063752 .186421 0.12 0.7324
GENDER

8 0.0829705 .0852431 0.95 0.3304
ETHNICITY

9 0.50842 .228413 4.95 0.0260

10 ~0.851085 .355292 5.74 0.0166

MARITAL STATUS

11 0.0925045 . 220502 0.18 0.6748

12 0.193164 .139477 1.92 0.1661

13 -0.314617 . 2579 1.49 0.2225
RESIDENCE

14 -0.040829 . 0847347 0.23 0.6299
EDUCATION

15 0.152576 .0826777 3.41 0.0650
INCOME

16 -0.053392 .101654 0.28 0.5994
INSURANCE

17 -3.3E-04 .177355 0.00 0.9985
EMPLOYMENT

18 0.333641 .261029 1.63 0.2012

19 -0.405021 .165635 5.98 0.0145
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Appendix H - continued

Para- Standard Chi-
Effect meter Estimate Error Square Prob
HEALTH STATUS
20 -0.574446 .0885176 42.12 0.0001
REGULAR SOURCE OF CARE
21 0.0229145 .13064 0.03 0.8608
! Interaction terms not included. .

2 Hispanics included.

3 Order of variables entered was identical to the listing
in Table 13.
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APPENDIX I

Logistic Regression Model with Interaction of Gender and
Chronic JIllness feor Hospitalization: Estimated
Parameters.1.?

Para- Standard Chi-

Effect meter Estimate Error Square Prob
INTERCEPT

1 -3.61942 .324869 124.13 0.0001
CHRONIC ILLNESS

2 1.38272 .109683 158.92 0.0001
GENDER*CHRONIC

3 0.220265 .101007 4.76 (0.0292
AGE

4 0.289381 .196003 2.18 0.1398

5 -0.427834 . 246958 3.00 0.0832

6 -=0.250016 .231556 1.17 0.2803

7 6.6E-04 .172779 0.00 0.9970

8 -0.053906 .186514 0.08 0.7726
GENDER

9 -0.939316 .104388 0.14 0.7064
ETHNICITY

10 0.514407 .229014 5.05 0.0247

11 -0.869372 .356748 5.94 0.0148
MARITAL STATUS

12 0.102405 .220926 0.21 0.6430

13 0.16307 140111 1.35 0.2445

14 -0.336212 .258061 1.70 0.1926
RESIDENCE

15 -0.037958 .0848216 0.20 0.6545
EDUCATION

16 0.155876 .0828968 3.67 0.0555
INCOME

17 -0.058741 .101875 0.33 0.5642
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Appendix I - continued

Para- Standard Chi-
Effect meter Estimate Error Square Prob

INSURANCE
18 0.0098678 177729 0.00 0.9557
EMPLOYMENT
19 0.333529 .260153 1.64 0.1998
20 -0.393789 .165027 5.69 0.0170

HEALTH STATUS
21 -0.577512 .0886309 42.46 0.0001

REGULAR SOURCE OF INCOME
22 0.0023968 = .,130996 0.00 0.9854

1 Hispanics included.
2 Order of variables entered was identical to the listing
in Table 13.
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APPENDIX J

Logistic Regression Model with Interaction of Ethnicity
aud Chronic Illness for Hospitalization: Estimated
Parameters.1.?

Para- Standard Chi-

Effect meter Estimate Error Square Prob
INTERCEPT

1 -3.05068 .300848 102.83 0.0001
CHRONIC ILLNESS

2 1.12846 .103192 73.17 0.0001
ETHNICITY*CHRONIC

3 -0.303986 .122597 6.15 0.0132
AGE

4 0.278328 .198857 1.96 0.1616

5 =0.552436 .259733 4.52 0.0334

6 =-0.234562 .232692 1.02 0.3134

7 0.0196718 .174621 0.01 0.9103

8 -0.019415 .18961 0.01 0.9184
GENDER

9 0.0850436 .0862281 0.97 0.3240
ETHNICITY

10 0.225396 .126535 3.17 0.0749

MARITAL STATUS

11 0.0905225 .223361 0.16 0.6853

12 0.225297 .141652 2.53 0.1117

13 -0.346109 . 263739 1.72 0.1894
RESIDENCE

14 -0.051821 .859332 0.36 0.5465
EDUCATION

15 0.164121 .0841622 3.80 0.0512
INCOME

16 -0.026817 .102212 0.07 0.7930
INSURANCE

17 -0.033309 .179181 0.03 0.8525
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Appendix J - continued

Para- Standard Chi-
Effect meter Estimate Error Square Prob
EMPLOYMENT
18 0.41229 .261923 2.48 0.1155
19 -0.387901 .166293 5.44 10,0197
HEALTH STATUS :
20 -0.582458 .0895896 42.27 0.0001

REGULAR SOURCE OF CARE

21 0.057062 .135568 0.18 0.6738

! Hispanics omitted.
¢ Order of variables entered was identical to the listing
in Table 13.
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APPENDIX K

Logistic Regression Model for Emergency Visits: Estimated
Paramaterst.,

Para- Standard Chi-

Effect meter Estimate Error Square Prob
INTERCEPT

1 -1.38581 .142728 94.27 0.0001
CHRONIC ILLNESS

2 0.379818 .0519548 53.44 0,0001
AGE

3 0.48222 .0936257 26.53 0.0001

4 0.265795 102572 6.71 0.0096

5 -0.218789 .12059 3.29 0.0696

6 -0.196272 11401 2.96 0.0852

7 =0.306421 .13583 5.09 0.0241
GENDER

8 0.0138668 .0429252 0.10 0.7467
ETHNICITY

9 -0.147371 .0999027 2.18 0.1402

10 0.226283 .109373 4.28 0.0386
MARITAL STATUS

11 -0.175791 .106796 2.71 0.0998

12 0.0135971 .0732504 0.03 0.8527

13 0.0739-61 .114536 0.42 0.5188
RESIDENCE

14 0.0145276 .0457222 0.10 0.7507
EDUCATION

15 0.0339231 .0433241 0.61 0.4336
INCOME

16 0.0272367 .0563938 0.23 0.6291
INSURANCE

17 -0.033186 .0730204 0.21 0.6495
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Appendix K - continued

Para- Standard Chi-
Effect meter Estimate Error Square Prob

EMPLOYMENT
18 0.0610309 .132887 0.21 0.6460
19 0.122522 .0820174 2.23 0.1352
HEALTH STATUS
20 -0.449327 0573291 61.43 0.0001

REGULAR SOURCE OF INCOME
21 0.0812502 .0528084 2,37 0.1239

1 Order of variables entered was identical to the listing
in Table 14,
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