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ABSTRACT 

This study was based on a condensed version of the Andersen-Newman social-

psychological model of health care utilization, and investigated whether the predisposing 

factors of advanced age, gender, and education level influenced health services utilization 

and need for health services by older adults residing at Tucson House.  This study also 

explored whether depression impacted the level of need for health services among older 

adults.  It was hypothesized that advancing age, being female, having increased 

education, and being depressed predisposed an individual to need and utilize health care 

and related services to a greater extent.  A descriptive design was used in the secondary 

analysis of participant characteristics obtained from potential users of an academic 

nursing center. The sample included older adults (N=85), 65 years and older, who 

participated in the Tucson House Health Needs Assessment Project.  Findings from the 

current study did not support the hypotheses or validate the adapted conceptual 

framework. 
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CHAPTER ONE 

INTRODUCTION 

 Within the past several decades, older adults have consumed a tremendous 

amount of health care and related services.  The utilization of such services has the 

potential to increase quite rapidly as the aging population experiences continued growth.  

In 2003, approximately one out of eight Americans, or almost 36 million individuals were 

65 years of age or older (Administration on Aging (AOA), U.S. Department of Health & 

Human Services (DHHS), 2004).  Of these individuals, approximately 51% are aged 65 

to 74, 36% are aged 75 to 84, and 13% are aged 85 years and older (AOA, DHHS, 2004).  

By 2010, it is estimated that the population of older adults will just top 40 million (AOA, 

DHHS, 2004; Fowles, 1995), and then sharply increase to approximately 65 to 71.5 

million individuals by 2030 (AOA, DHHS, 2004; Barrow, 1996; Evashwick & Branch, 

1996; Hayflick, 1994; Katz Olson, 1994; Moore & Moir, 2004).  Furthermore, the old 

and oldest old segments (comprised of individuals aged 75-84, and 85 years and older 

respectively) of the aging population are experiencing the fastest growth (Barrow, 1996; 

Desai, Zhang, & Hennessey, 1999; Hayflick, 1994; Katz Olson, 1994). 

Sustained growth in these age ranges will greatly increase the consumption of 

health care by older adults since significant increases in chronic health conditions, and 

declines in physical health and functional ability are associated with increasing age 

(AOA, DHHS, 2004; Barrow, 1996; Evashwick & Branch, 1996; Katz Olson, 1994; 

Linden, Horgas, Gilberg & Steinhagen-Thiessen, 1997; Moore & Moir, 2004; Spillman, 

2004; U.S. Bureau of the Census, 1997). Recent studies examining health care utilization 
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report that older adults use health care services more than younger individuals (Callahan, 

Stump, Stroupe & Tierney, 1998; Coenen, Marek, & Lundeen, 1996; Green & Pope, 

1999; Watson, 1996).  Effective alternative healthcare delivery systems, such as academic 

nursing centers, must be utilized to a greater degree to successfully meet the heightened 

demand for health care and related services created by the rapid increase of older adults 

within the U.S. population. 

Purpose 

 The purpose of this study was to explore whether the three predisposing factors of 

advanced age, gender, and education level influenced health services utilization and need 

among older adults residing in the Tucson House Community, a public housing complex.  

This study also examined whether depression influences health services utilization and 

need. 

Research Questions 

 The following research questions were addressed in this study: 

1) Are there differences in health services utilization and need among the 

three different age groups of the young old (65-74 years of age), the old 

(75-84 years of age), and the oldest old (85 years and older)? 

2) Is there a difference in health services utilization and need between males 

and females? 

3) Are there differences in health services utilization and need among 

individuals with different levels of educational attainment?  
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4) Is there a difference in health services utilization and need between non- 

 depressed older adults and depressed older adults? 

Significance 

The aged population consumes a disproportionate amount of health care services.  

In 1995, older adults spent $310 billion on health care related services.  This amount 

accounted for over one third of all health care expenditures even though individuals aged 

65 years and older represented only 13% of the total population (Desai et al., 1999).  It is 

likely that total health care spending by this population will continue to escalate since the 

cost of health care services will continue to increase well into the foreseeable future 

(Strunk, Ginsburg, & Cookson, 2005).  By 2012, it is predicted that Medicare 

expenditures on health care and related services for individuals aged 65 years and older 

will exceed $504 billion (Moore & Moir, 2004). Furthermore, the average older adult 

spent a total of approximately $9,200 on health care services in 1995 (Fuchs, 1999), and 

in 2002 older adults spent, on average, almost $3,800 out of their own pockets on health 

care and related services (AOA, DHHS, 2004).  It is estimated that if current usage trends 

continue, the average older adult will consume approximately $25,000 (in 1995 dollars) 

worth of health care services in  2020 (Fuchs, 1999). 

In the late 1990’s, older adults accounted for 36-38% of hospital admissions, and 

48-49% of all “client” days spent in the hospital (Administration on Aging (AOA) & 

American Association of Retired Persons (AARP), 1999; Desai et al., 1999).  In addition, 

older adults seek physician services at almost twice the rate than their younger 

counterparts (AOA, DHHS 2004), and approximately 20% of older adults’ personal 



13 
 

health care expenditures are spent on physician services (Desai et al., 1999).  Recent data 

from the U.S. Department of Health and Human Services, Centers for Disease Control 

and Prevention, National Center for Health Statistics (2004) confirms that older adults 

still consume excessively more health care and related services than those aged 64 years 

and younger.  It is imperative to note, however, that individuals aged 45-64 (also known 

as the "baby boomers") are progressively utilizing health care and related services at a 

notably higher rate than those 44 years and younger.  Since the early 1990s, older adults 

have expanded their use in the majority of health care areas such as physician visits, 

inpatient and outpatient services, and number of visits to emergency room departments 

(U.S. Department of Health and Human Services (DHHS), Centers for Disease Control 

and Prevention (CDCP), National Center for Health Statistics (NCHS), 2004).  

Surprisingly, the same document reports that the rate of hospitalization for this population 

barely increased during the same timeframe.  The  nation’s health care delivery system 

must undergo significant change in order to meet the demands of the aging population 

without bankrupting the private (individuals who pay out-of-pocket and health insurers) 

and public (Medicare and Medicaid) financing mechanisms that support and subsidize the 

system.  To ensure that the health care needs of the aging population continue to be 

adequately met, a cost-effective alternative health care delivery system focusing on health 

promotion and maintenance, and illness prevention must be utilized. 

Academic nursing centers are nurse-run health care and health services centers 

that are affiliated with academic nursing programs.  These centers are used as faculty 

practice sites, provide opportunities for research and other scholarly endeavors, and 
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facilitate grassroots, community-based student learning.  Academic nursing centers 

provide quality primary care to the populations they serve.  The centers are attractive to 

potential health care consumers because they are typically accessible to all individuals 

regardless of income or socioeconomic status, provide health services at a price most 

individuals can afford, and are located within the community they serve (Lundeen, 1994).  

Academic nursing centers tailor their services to work within the context of the 

communities they serve and to address issues unique to the environment in which they 

exist (Hildebrandt, Baesch, Lundeen, Bell-Calvin, & Kelber, 2003).  Furthermore, 

academic nursing centers play an important role in the U.S. health care system since they 

provide the majority of much-needed care to vulnerable and underserved populations 

(Esperat, Green, & Acton, 2004; Neff, Mahama, Mohar, & Kinion, 2003).  Nursing 

centers stress health promotion, disease prevention, and illness management.  The 

primary goal of these centers is to increase an individual’s overall health while reducing 

costly medical treatments or interventions (Lundeen, 1994).  Preventive and health 

promotion measures must be emphasized by health care providers to maintain an 

individual’s level of health and to decrease the likelihood that an individual will 

experience further illness (Lundeen, 1994).  This kind of care benefits older adults since 

they tend to experience chronic conditions which must be managed over long periods of 

time, and are at risk for developing additional illnesses or functional impairments with 

advanced age.  Health care organizations supplying proactive population-based health 

care positively influence health at a community level, reduce the need for expensive 
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interventions such as emergency room visits and hospitalization (Helvie, 1999), and 

effectively curtail the overall expense of health care services. 

Conceptual Framework 

 The theoretical framework for this study was the Andersen-Newman social-

psychological model (1973).  This model provided an overarching foundation for 

examining the factors which influence individual utilization of health care and related 

services.  The Andersen-Newman model is built on the premise that the Social 

Determinants of technology and norms interact with both the Health Services System and 

Individual Determinants to influence the level of an individual’s utilization of health 

services.  In addition, the Health Services System (i.e., the available resources and the 

organization of the services) impacts the Individual Determinants to further influence 

health services use (Andersen & Newman, 1973).  Within this model the following three 

components comprise the Individual Determinants that effect individual health care 

usage:  “1) the predisposition of the individual to use services; 2) his [or her] ability to 

secure services; and 3) his [or her] illness level” (Andersen & Newman, 1973).  These 

components are also referred to as predisposing, enabling and illness level variables or 

factors (Andersen & Newman, 1973; Linden et al., 1997). 

Predisposing factors are characteristics which exist within the individual prior to 

the onset of illness and render an individual more likely to utilize health related services 

(Andersen & Newman, 1973).  Predisposing factors are derived from demographics, 

social structure, and beliefs.  Under this model demographics include age, gender, marital 

status, and history of illness.  Social structure consists of education, race/ethnicity,  
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profession or occupation, size of family unit, religious affiliation(s), and the ability to 

move from or within one’s general area of residence.  Beliefs under this framework are 

strictly related to health and include values associated with health and illness, attitudes 

towards health care and related services, and level of knowledge about illnesses and 

disease (Andersen & Newman, 1973). 

Enabling factors are those which support an individual in procuring needed health 

care services derived from the characteristics that define the family and the community in 

which an individual exists (Andersen & Newman, 1973).  Within the context of the 

Andersen-Newman model, family variables include income, availability of health 

insurance, use of a regular health provider or organization, and accessibility of that 

particular provider or facility.  Community aspects within this theoretical framework 

include the number of health care providers within a given area, cost of health care and 

associated services, regional attributes, and general locale (i.e., rural versus urban 

settings).  

The last Individual Determinant, according to the Andersen-Newman model, is 

illness level.  Illness level is subdivided into perceived and evaluated illnesses.  Perceived 

illness level is comprised of disability due to perceived illness, symptoms, diagnoses, and 

beliefs about general health status.  Individuals must perceive that they have an illness or 

some or all of its components to seek health care and related health services.  

Additionally, the Andersen-Newman model defines evaluated illness as an episode or 

instance where care was provided based on the diagnosis and assessment of severity of an 

actual physical or mental health condition or illness. 
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Finally, the Andersen-Newman theoretical framework characterizes and measures 

health services utilization by the type of service used, purpose of care, and unit of 

analysis.  Types of services include hospitalization, physician visits, emergency or urgent 

care, and other health-care related services such as dental exams.  Purpose of utilization is 

categorized as primary, secondary, or tertiary care.  Andersen and Newman (1973) define 

primary care as health care that prevents an illness from beginning; secondary care as 

health care that treats an illness or condition with the goal of returning an individual to a 

previous, healthier state; and, tertiary care as care that maintains a stable level of health in 

an individual experiencing long-term chronic illness.   The last measurement under this 

model is unit of analysis which is subcategorized into number of contacts, overall volume 

of care sought, and episodic or follow-up care related to a particular condition or illness 

(Andersen & Newman, 1973).   

 The Andersen-Newman model maintains that health services utilization occurs 

due to a combination of Social Determinants, factors related to the structure of the Health 

Services System, and Individual Determinants.  Furthermore, the framework contends 

that health services utilization occurs when an individual is predisposed to using services, 

has the ability to access the services, and has a perceived or real illness or disability.  This 

model assumes that the predisposing and enabling factors must be present for the illness 

level to influence an individual’s decision to seek health care services.  The current study 

condensed the scope of the Andersen-Newman model of health services utilization in 

order to study the potential use of health care services by older adults residing in the 

Tucson House.  In contrast to Andersen and Newman’s (1973) broad theoretical 
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framework, this study only examined the Individual Determinants that may influence the 

possible usage of health care or related services and focused solely on several 

predisposing factors and one illness level factor.  

For the purpose of this study, it was hypothesized that the specific predisposing 

factors of advanced age, gender, and education level influence health services utilization 

and need (Figure 1).  Furthermore, this study postulated that depression influences health 

services utilization and need. This study did not address enabling factors such as access 

and affordability since the academic nursing center, if implemented, will be housed 

within the Tucson House community and will not charge a fee for care provided or 

services rendered.  Additionally, the current study explored the actual use of health 

services by older adults residing at the Tucson House, as well as the potential need for 

and use of an academic nursing center.  It was assumed that the self-reported use of health 

care or related services resulted from an actual acute or chronic physical or mental health 

condition or illness.  Similarly, it was assumed that the self-reported expected need for or 

use of the academic nursing center was borne from an individual’s belief that they would 

most likely need to seek health related services or care for acute or chronic conditions or 

illnesses at some point in the future. 
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Figure 1:  Social-Psychological Model of Health Care Utilization and Need 

 

Summary 

Based on a condensed version of the Andersen-Newman social-psychological 

model of health care utilization, this study  examined health services utilization and the 

need for health and mental health services by older adults who reside at the Tucson 

House, a public community housing complex.   Specifically, this study investigated 

whether the predisposing factors of advanced age, gender, and education level influenced 

health services utilization and need.  This study also explored the extent to which 

depression impacted the level of need for health services among older adults.  

The aging population consumes an immense quantity of health care and related 

services.  The demand for health care by older adults will expand greatly within the next 

few decades because the aging population is not only growing, but growing older.   Many 

older adults experience chronic functional, physical, and mental health impairments and 
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utilize health care professionals to manage illness or to treat acute episodes related to 

these conditions.  Nursing centers are uniquely suited to furnish health care to older adults 

with chronic conditions since they focus on primary care and provide numerous services 

built upon the concepts of illness management, disease prevention, and health 

maintenance and promotion.  



21 
 

CHAPTER TWO 

LITERATURE REVIEW 

 The purpose of this review of literature was to examine published work that 

investigated the relationship between health services utilization and the predisposing 

variables of advanced age, gender and education, and the illness level/need variable of 

depression.   In addition, literature exploring the utilization of health care services at 

academic nursing centers was examined.  Interestingly, literature specifically addressing 

the usage of health care services by older adults at academic nursing centers had not yet 

been published.   Literature pertaining to health services utilization and enabling factors 

was not discussed since the academic nursing center would be housed in Tucson House 

and all Tucson House residents would receive free care if the center was implemented.  

Enabling factors are factors which support an individual’s desire or need to utilize health 

care services.  Socioeconomic variables such as employment or occupation, availability 

of health insurance, and income are considered to be enabling factors.  Other factors 

which impact the accessibility of health care include geographic location of the 

community, location and type of health care facilities within the community, and the cost 

of health care services.  

Predisposing Factors 

Health care utilization is influenced by predisposing, illness level/need, and 

enabling factors or components.  Predisposing factors include age, gender and education.  
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Age and Health Care Utilization 

Although age is not a reason to seek care (i.e., one does not seek care because 

he/she is old) it does predispose an individual to use care.  Statistical data, health policy 

literature commenting on the enormous cost of health care associated with older adults, 

and scholarly research support the premise that health care utilization increases with age. 

 In the Surveillance for Morbidity and Mortality among Older Adults - United 

States, 1995-1996, Desai et al. (1999) reported that personal health care expenditures 

increase with age.  In 1987, individuals aged 85 years and older spent approximately 

$5,500.00 more on health care and related services than individuals ages 65 to 69.  Of 

these expenses, 41.9% were related to hospitalization while an estimated 20% of the 

expenses were incurred on physician services.  Data from this report also suggested that 

increased rates of hospitalization and lengths of stay were associated with advanced age 

(Desai et al., 1999).  In 1996, older adults aged 65 years and older accounted for 

approximately 40% of all hospitalizations and close to 50% of all patient days spent in 

the hospital.  Furthermore, it was estimated that individuals aged 65 years and older 

accounted for 11.7 million hospital admissions during that same year.  Desai et al. 

concluded that increased rate of hospitalization among older adults was due primarily to 

advancing age which rendered individuals more susceptible to chronic illnesses such as 

heart disease, cancer, hypertension, and arthritis.   

 Murphy and Hepworth (1996), explored the relationship between age and health 

services utilization by reviewing computer records of 759 older adults (459 men, 300 

women; ages 66 to 99; average age = 77.15 (SD+6.68)) enrolled in a health maintenance 
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organization (HMO).  The records contained general patient information such as age and 

gender, and information pertaining to frequency and type of service utilization.  Murphy 

and Hepworth found that significant linear relationships existed between increasing age 

and increased number of inpatient hospital visits, usage of the emergency room, rates of 

hospitalization, and utilization of home health care services.  Additionally, increasing age 

was significantly related to a decrease in the use of primary care services. The research 

did not uncover a significant relationship between increased age and the number of visits 

to urgent care facilities.  Murphy and Hepworth purported that increasing age resulted in 

increased utilization of services related to acute care.  Moreover, aging adults (especially 

the oldest old) frequently used emergency rooms as primary health care providers.  

 Haan, Selby, Quesenberry, Schmittdiel, Fireman and Rice (1997), examined 

trends in the usage of inpatient and outpatient health care services by two cohorts (1971-

1979 and 1980-1988) of older adults aged 65 years and older enrolled in the Kaiser 

Permanente Medical Care Program of Northern California during the period of 1971 to 

1988.  Information was obtained on a total of 6,057 subjects via chart review and 

examination of data contained within computerized hospital records.  Haan et al. 

collected information pertaining to demographics, outpatient and inpatient health services 

utilization, hospitalization, and length of stay.  Analysis of the data suggested  that 

increased age was significantly related to increased rates of hospitalization in both 

cohorts, and that the rate of hospitalization among older adults increased 25% for women 

and 9% for men.  Of all older adults, hospitalization rates showed the highest increase 

among individuals ages 80 years and older.  Although increased hospitalization rates were 
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associated with the second cohort, hospital length of stay declined substantially for men 

and less markedly for women within that group (Haan, et al., 1997).  Haan et al. also 

found significant increases in the usage of outpatient services when comparing the first 

and second cohorts’ utilization of such services.  Older adults of all ages in the second 

cohort utilized outpatient services approximately 17% more than individuals within the 

first cohort; however, the largest increases were among individuals aged 65-69 (33%) and 

75-79 years of age (28%) (Haan et al., 1997).  Haan et al. also found that the utilization of 

diagnostic tests increased with age within both cohorts, though the second cohort used 

outpatient laboratory services 57% more often than the first. 

 The Vital and Health Statistics report, Ambulatory care visits to physicians 

offices, hospital outpatient departments, and emergency departments:  United States, 

1997 (Schappert, 1999), presented data from two national surveys:  the 1997 National 

Ambulatory Medical Care Survey (NAMCS - survey date 12/30/96-12/28/97); and, the 

1997 National Hospital Medical Care Survey (NHAMCS - survey date 12/23/96-

12/21/97).  These surveys were probability sample surveys and were administered by the 

Centers for Disease Control and Prevention’s National Center for Health Statistics, 

Division of Health Care Statistics.  The NAMCS collected information pertaining to 

visits made to non-federally employed physicians, medical clinics not associated with 

hospitals, and health clinics operated by health maintenance organizations.  The 

NHAMCS tracked personal visits as well, but sought data from outpatient and emergency 

departments of non-federal hospitals.  Schappert estimated that, in 1997, there were 959.3 

million ambulatory care visits to physician offices, outpatient clinics, and emergency 
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departments.  Based on survey results, Schappert contended that individuals ages 25-44 

years of age accounted for the most ambulatory care visits, followed closely by adults 

aged 45 to 64, and older individuals over the ages of 65.  As with individuals in the 

younger age ranges, older adults over the age of 65 utilized physician services quite 

frequently (87.9% of all ambulatory care visits made by older individuals) and sought 

health care services from emergency departments and outpatient clinics to a much lesser 

extent (6.9% and 5.3% respectively) (Schappert, 1999).  Interestingly, individuals aged 65 

years and older had the highest number of ambulatory care visits than in any other age 

group.  Furthermore, individuals 85 years and older had the highest utilization rate for 

emergency department services and accounted for approximately 62% of all visits made 

to such facilities (Schappert, 1999).  In addition to increased emergency room usage, the 

oldest old exhibited the highest rate of ambulatory visits due to injury when compared to 

injury-related visits associated with all other age groups. 

 Linden, Horgas, Gilberg, & Steinhagen-Thiessen (1997), investigated whether 

there was an association between physical and mental health, attitudes regarding health, 

sociodemographics and level of health care utilization.  Study subjects (N=516, 258 

males and 258 women) were drawn from residents of West Berlin who were aged 70 

years and older.  All subjects participated in a number of multidisciplinary interviews and 

assessments during the course of 14 study related sessions.  Subjects in this study were 

found, on average, to visit their primary care physician quite frequently.  Physician 

reports indicated that subjects utilized physician services approximately 6.3 times within 

a defined 3 month period (Linden et al., 1997).  It was estimated that a small portion 
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(11.3%) of the subjects did not have any contact with physicians during that time.  

Additionally, a little over 96% of all subjects used medications at the time of the study, 

and reported using an average of 6 drugs at any one time (Linden et al., 1997).  Although 

the data reflected a high usage rate of physician services and medications by older adults, 

Linden et al. did not find a statistically significant relationship between advancing age 

and increased utilization of health related services.  Linden et al. asserted that the usage of 

physician services and medications remain stable during the seventh and eighth decades 

of life, and suggested that the elevated rate of health care services use by older adults was 

strongly related to declines and/or increased deficits in physical and mental health rather 

than advancing age. 

 With the exception of the research presented by Linden et al. (1997), the 

previously referenced literature can be added to the existing body of knowledge that 

supported the premise that a powerful relationship exists between increasing age and 

increased usage of health care and related services. 

Gender and Health Care Utilization 

There were conflicting reports as to whether gender influences health care 

utilization.  Several studies purported that women utilized health care services more 

frequently then men (Callahan et al., 1998; Cole & Mackey, 1996; Green & Pope, 1999), 

and that gender tended to be a predictor of health utilization over long periods of time 

(Green & Pope, 1999).  It was theorized that women used increased levels of health 

services because they suffer more chronic illnesses, were more “tuned” into their health 

and symptoms of illness, and were more willing to seek assistance and then comply with 
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medical orders (Green & Pope, 1999).  A study by Coenen, Marek, & Lundeen (1996) 

exploring utilization of a community nursing center found that gender was not a strong 

predictor of health care usage.  Population-based statistical data also suggested that, with 

the exception of heart disease, chronic illnesses were similarly experienced by aging men 

and women (Desai et al., 1999).  Furthermore, a significant number of both men and 

women aged 65 years and older underwent medical procedures and/or orthopedic 

surgeries to maintain or enhance their health (Desai et al., 1999; Fuchs, 1999).  Dunlop, 

Manheim, Song, and Chang (2002) found that women and men used health care services 

differently and that utilization rate differences between the sexes were dependent on 

actual service used.  Additionally, a study on the impact of race, gender and mental health 

on the use of health services also found that more frequent use by one sex or the other 

varied based upon the type of service sought (Husaini, Sherkat, Levine, Holzer, Cain, 

Craun, & Hull, 2003).   

 Green and Pope (1999), explored health services utilization and its relationship to 

demographic and psychosocial factors in a study that examined 22 years of usage data.  

The researchers specifically investigated whether certain behavioral, psychological or 

social variables mediated the effect of gender on level of health services utilized.  A large 

group of subjects (N=2,603; 1,202 males, 1,401 females; ages 18-90) were randomly 

drawn from the membership of Kaiser Permanente and agreed to participate in this 

research project (Green & Pope, 1999).  The initial survey (administered in 1970-71) 

asked participants to rate their health status, describe their social class and how they 

behaved and felt when ill, address concerns related to their health, and summarize their 
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use of medical or health related care.  Green and Pope abstracted medical records for all 

participants from 1970 to 1991, and linked all information to the original survey data.  

Information pertaining to medical services utilization was collected and included data on 

physician office visits, visits to the emergency room, and hospitalizations.  Green and 

Pope’s findings suggested that baseline self-reported health and degree to which 

symptoms were experienced were predictive of long-term usage of health care and related 

services.  Moreover, the influence of gender (in this case, being female) on health care 

use was quite apparent and predictive of utilization of all types of services and not limited 

to services considered sex specific, such as gynecological examinations (Green & Pope, 

1999).  In addition, Green and Pope concluded that gender consistently predicted long-

term utilization of health care while other important factors such as psychosocial and 

health related variables lost their predictive power over time. 

 Bertakis, Azari, Helms, Callahan, and Robbins (2000), collected health services 

utilization information on 509 (194 males, 315 females) adult subjects.  The research 

focused on the effects that gender, sociodemographics, and health status had on the usage 

of health care and related services.  Collected data suggested that females had 

substantially higher mean number of visits to primary care physicians, and the ordering of 

increased numbers of diagnostic or laboratory services was also associated with women 

(Bertakis, Azari, Helms, Callahan, & Robbins, 2000).  However, data analysis showed no 

significant gender difference in the mean number of specialty care visits, visits to the 

emergency room, or rate of hospitalization.  Women spent more money on health care 
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services than men, and higher costs for women were associated with all services except 

for hospitalization (Bertakis, et al., 2000).   

 Research employing secondary analysis by Kandrack, Grant and Segall (1991), 

examined whether gender and roles associated with gender affected health behaviors and 

utilization patterns.  The researchers analyzed data from 524 subjects (232 males and 289 

females, ages 18 and older) surveyed in Winnipeg, Canada in 1984.  Although the 

original survey did not specifically address health care usage, data was collected both on 

gender and health related issues.  Kandrack et al. found significant differences in health 

services usage between men and women.  For example, women were more likely to have 

a regular physician and tended to visit their primary physicians with more frequency than 

did men.  Furthermore, women were twice as likely to have a general check-up within the 

year prior to the survey, and reported a greater number of visits to all physicians during 

that same time period (Kandrack, Grant, & Segall, 1991). 

 Based on literature used for this review, it was apparent that gender was not 

always significantly related to increased use of health services.  Using data collected in 

1993 and 1995 from the Asset of Health Dynamics Among the Oldest Old (AHEAD) 

study, Dunlop, Manheim, Song, and Chang (2002) examined whether gender or 

ethnicity/race differences existed in the usage of health care services by older adults, and 

if so, whether socioeconomic variables accounted for such differences.  Dunlop et al. also 

examined the extent to which certain health problems influenced utilization and the 

impact that financial ability to pay (i.e., health insurance, personal capital) had on gender 

or ethnic/racial disparities.  AHEAD was a national, prospective, longitudinal study 
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which surveyed a probability sample of community-dwelling adults aged 70 years and 

older.  AHEAD collected basic demographic and socioeconomic information as well as 

information on physical and functional health, and consumption of health care and related 

services.  Dunlop et al. examined the responses of 4,706 African American, non-Hispanic 

White, and Hispanic individuals who participated in both the 1993 and 1995 waves of the 

AHEAD study.  The authors employed multiregression analyses in hierarchical stages so 

that they could examine the importance of gender, ethnic/racial group, and physical or 

health issues on the rate of health care utilization.  Dunlop et al. found that men and 

women, and individuals of different cultural backgrounds utilized health care differently 

based on a per service basis.  Ninety-five percent of all women, and non-Hispanic White 

men indicated that they used physician services.  Hispanic (90%) and African American 

(89%) males consumed physician services to a lesser degree (Dunlop, Manheim, Song, & 

Chang, 2002).  Hospitalization rates were similar across gender and ethnic/racial groups, 

however, men tended to utilize hospitalization most frequently.  Non-Hispanic White 

men used outpatient surgery at a significantly higher rate than all others surveyed, and 

minorities of both sexes were significantly less likely to utilize such services (Dunlop et 

al., 2002).  Given that older women outnumber and often outlive men, it was not 

surprising that Dunlop et al. found that females consume more home health services than 

men.  Overall, Dunlop et al.’s findings suggested that increased ability to afford health 

care and related services did not contribute to the health care utilization disparities 

between genders and among individuals of different ethnic/racial backgrounds. 
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Husaini, Sherkat, Levine, Holzer, Cain, Craun, and Hull (2003) estimated 

multivariate ANOVA means to examine health care utilization rates for a 5% sample of 

White and African American Medicare recipients residing in Tennessee who used 

physician and medical services between 1991 and 1993.  Specifically, Husaini et al. 

wanted to measure the impact that gender, race, and psychiatric morbidity had on the 

usage of health care and related services.  The total sample consisted of 33,680 

individuals, 11% of whom were African American (comparable to the overall population 

(12%) of African Americans living in Tennessee).  Of the 33,680 beneficiaries sampled, 

18,216 were White females, 11,865 where White males, 2,261 were African American 

females, and 1,228 were African American men.  Husaini et al. initially examined the 

utilization rates of the 28,341 individuals (14,953 White females, 10,333 White males,  

1,897 African American females, and 1,158 African American men) who did not have a 

diagnosis of a psychiatric or mental illness indicated within their Medicare files.  Husaini 

et al. found that African American men used inpatient and emergency room services to a 

significantly greater degree than African American women and Whites of both sexes.  

Furthermore, Whites of both sexes and African American women sought physician 

services at a greater rate than African American men.   Husaini et al. further concluded 

that African American men consumed less outpatient services than African American 

females and Whites of both sexes.  African American men and women had significantly 

increased healthcare costs as compared to White men and women, however, men of both 

racial groups spent more on health services than did their female counterparts.  Overall, 

Husaini et al. found that individuals without a psychiatric or mental health diagnosis 
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utilized health care services to a much lesser degree than those individuals experiencing 

mental health issues.  Furthermore, expenditures on health care and related services were 

significantly lower for individuals who did not experience psychiatric or mental illness 

(Husaini et al., 2003).  

 Murphy and Hepworth (1996) found that gender did not significantly impact 

utilization of health care services and that both aging men and women utilized increased 

amounts of home health care and inpatient services.  Moreover, both aging men and 

women used the emergency room to a greater degree than younger individuals, and were 

hospitalized with greater frequency (Murphy & Hepworth, 1996).  Murphy and Hepworth 

maintained that data from this research directly contradicted research reporting significant 

relationships between being female and increased awareness and use of preventive health 

strategies, general health care and health related services. 

 Wolinsky and Johnson (1991), analyzed data on 5,151 subjects from the 

Longitudinal Study on Aging to explore utilization patterns of health care and related 

services by older adults.  Wolinsky and Johnson specifically examined the relationship 

between health care services utilization by older adults and a variety of predisposing, 

enabling and need/illness factors.  Wolinksy and Johnson found significant negative 

relationships for gender and five measures of health care utilization.  Based on their 

findings, Wolinksy and Johnson purported that women tended to take fewer bed/disability 

days than do men, and sought physician services less frequently.  Furthermore, fewer 

women died during the studied period of time, had less contact with hospitals, and when 

hospitalization was necessary women tended to have shorter lengths of stay than their 
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male counterparts (Wolinsky & Johnson, 1991).  Additionally, significant gender 

differences were not found in the areas of physician contact, and home health usage. 

Education and Health Care Utilization 

 Little had been published specifically regarding the relationship between level of 

educational attainment and health services utilization.  When educational attainment was 

examined, it was typically viewed within the broader context of sociodemographic or 

predisposing factors.   Reports were contradictory as to whether level of attained 

education influenced health care utilization.  It had been suggested that individuals who 

were better educated utilized less health care, and that education specific to health care 

led to more informed consumers.  More informed consumers tended to make better health 

related decisions which led to a decline in the demand and utilization of certain health 

related or medical procedures (Fries, Koop, Sokolov, Beadle, & Wright, 1998; Leigh & 

Fries, 1994).  Data from several recent studies conflicted with this view, and purported 

that level of education was not associated with increased utilization of health care and 

health care services (Green & Pope, 1999), and/or increased physician visits or 

medication usage (Linden et al., 1997).  The importance of education as a predictor of 

health care utilization may grow in the future since recent statistics indicated that older 

adults are becoming more educated than in the past.  In 2003, 71% of all older adults 

completed high school and approximately 17% of these individuals had earned college 

degrees (AOA, DHHS, 2004). It is important to note, however,  that currently the level of 

educational attainment decreases among individuals aged 75-84 (63% graduated from 
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high school, 14% earned college degrees) and 85 years and older (53% finished high 

school, and 13% earned college degrees) (Gist & Hetzel, 2004). 

 Several studies have found no relationship between educational attainment and 

health services utilization.  Green and Pope (1999), analyzed surveys collected on 2,603 

subjects over a 21 year period to determine if gender or other psychosocial factors were 

predictive of health services usage.  In this study, educational level was not predictive of 

health care utilization for either gender nor did it affect short, medium or long term 

utilization rates.  

Kouzis and Eaton (1998), found similar results when they examined data collected 

on 3,481 subjects who responded to surveys distributed under the Hopkins University 

Epidemiology Catchment Area (ECA) Program.  Kouzis and Eaton primarily explored the 

effects that distress and social relationships had on health services usage.  Factors such as 

age, education, gender, physical health, income and occupation were also examined.  

Based on reported data, level of educational attainment did not seem to have a significant 

impact on health care utilization.  Health care utilization rates for individuals who 

attained education levels of eighth grade or less, ninth to eleventh grade, or beyond high 

school were the same (59%), while individuals who finished high school used health care 

services to a slightly greater degree (61%) (Kouzis & Eaton, 1998). 

Kandrack et al.’s (1991) study focused on gender differences in health and health 

care behaviors in 524 subjects residing in Winnipeg.  Data collected in this study 

suggested that education level was associated with being male.  However, education level 

was not predictive of health services utilization and had a minimal effect on the number 
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of bed/sick days taken, number of different physicians utilized, total number of physician 

visits, and frequency of physician exams (Kandrack et al., 1991). 

Studies have also found that level of educational attainment can effect health care 

utilization.  Wolinsky and Johnson (1991), analyzed data collected on individuals aged 70 

years and older who participated in the Longitudinal Study on Aging.  Information 

pertaining to number of years of school attended was collected and analysis showed that 

the mean educational level of the respondents was 9.782 years (SD 3.750).  Wolinsky and 

Johnson reported that level of educational attainment was significantly related to 

increased number of physician visits among individuals whom responded that they visited 

a physician at least once.  The researchers suggested that increased physician visits may 

be related to increased compliance and follow-up behaviors associated with individuals 

who attain higher educational levels (Becker, 1974).  On the other hand, data examined 

by Wolinsky and Johnson revealed no significant relationships between level of education 

and number of bed/sick days taken, number of home health care visits, rate of physician 

contact, hospitalization, and length of hospital stay. 

The surveillance for use of preventive health care services by older adults, 1995-

1997 provided a summary on data collected via the Health Interview Survey, the 

Behavioral Risk Factors Surveillance System, and the Medicare Current Beneficiary 

Study (Jones, Blackman, Bolen, Kamimoto, Rhodes, Caplan, Nadel, Tomar, Lando, 

Greby, Singleton, Strikas & Wooten, 1999).  The report described health information at 

the national, state, and regional levels and examined health related behaviors and patterns 

of individuals aged 55 years and older.  Respondents were specifically stratified by age, 
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sex, race, region and educational attainment.  Jones et al. found that older individuals 

who reported a regular source of care tended to have increased levels of education.  

Moreover, individuals with a high school education or less reported that they often 

delayed seeking care due to the costs related to health services (Jones et al., 1999). 

Van der Meer and Mackenbach (1998), examined health utilization data collected 

on 2,867 individuals who participated in the Dutch Longitudinal Study on Socio-

Economic Differences in the Utilization of Services.  The primary focus of their study 

was to explore whether various psychosocial factors influenced level of educational 

attainment, which in turn could influence rate of health services usage.  Van der Meer and 

Mackenbach found that individuals with the least education (lower vocational, primary 

education) consulted general practitioners more frequently than individuals with higher 

levels of educational attainment such as university, higher vocational, higher general and 

intermediate vocational, low general.  Additionally, the data suggested that combined 

psychosocial factors such as chronic stressful conditions, level of social support, locus of 

control, coping styles, and attitude regarding health and health care did not contribute to 

the increased use of general practitioners by individuals who did not receive university 

level education (van der Meer & Mackenbach, 1998).  

Illness/Need Factors 

It has been suggested that physical and mental illness level and illness-related 

need for care were the most significant predictors of health services utilization (Green & 

Pope, 1999; Linden et al., 1997), and it was well documented that older adults 

experienced a greater number of chronic illnesses than younger individuals (Barrow, 
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1996; Hayflick, 1994; Katz Olson, 1994; Linden et al., 1997).   Chronic physical and 

mental health conditions, and functional limitations are intricately intertwined and 

significantly impact the overall well being of an individual.  Chronic health conditions 

result in functional impairments or disabilities, while functional limitations affect an 

individual’s ability to provide self care.  Together, chronic physical and mental health 

conditions, and functional impairments elevate an individual’s need to utilize health care 

and related services. 

Physical Illness/Need and Health Care Utilization 

As the aging population burgeons, the number of individuals suffering from long 

term health problems will grow in magnitude.  In the 1990’s, over 26% of persons aged 

65 years and older characterized their health as fair to poor (Moore & Moir, 2004).  

Furthermore, approximately 33% of adults over the age of 65 reported that chronic health 

conditions negatively affected their level and range of activity (AOA & AARP, 1999).  

Older adults tended to have more than one chronic condition (AOA, DHHS, 2004; 

Hayflick, 1994; Moore & Moir, 2004), and the prevalence and severity of such conditions 

increased significantly among the oldest old (Barrow, 1996; Katz Olson, 1994).  The 

three most common chronic illnesses among older adults were arthritis, heart disease or 

related conditions, and hypertension (AOA, DHHS, 2004; Barrow, 1996; Desai et al., 

1999; Hayflick, 1994; Katz Olson, 1994;  Moore & Moir, 2004).  Many older adults also 

experienced cerebrovascular disease (Barrow, 1996; Desai et al., 1999; Hayflick, 1994; 

Katz Olson, 1994), diabetes (AOA, DHHS, 2004; Barrow, 1996; Desai et al., 1999; 

DHHS, CDCP, NCHS, 2004; Dunlop et al., 2002; Katz Olson, 1994; Moore & Moir, 



38 
 

2004), hearing and visual impairments (AOA & AARP, 1999; Barrow, 1996; Gist & 

Hetzel, 2004; Hayflick, 1994), osteoporosis or osteoarthritis (Barrow, 1996; Desai et al., 

1999; Katz Olson, 1994), cancer (AOA, DHHS, 2004; Barrow, 1996; Desai et al., 1999; 

Dunlop et al., 2002; Moore & Moir, 2004), and emphysema, chronic bronchitis, or COPD 

(Desai et al., 1999; DHHS, CDCP, NCHS, 2004; Dunlop et al., 2004; Hayflick, 1994). 

 Functional limitations also affected the health of older individuals.  At the end of 

the last decade, approximately 5-15% of individuals over the age of 65 had functional 

impairments which limited their ability to participate in activities of daily living (ADLs) 

such as bathing, eating, toileting, dressing and transfers (AOA & AARP, 1999; Linden et 

al., 1997).  Moreover, approximately 20-21% of the aging population had difficulty 

engaging in instrumental activities of daily living (IADLs) such as homemaker activities, 

shopping, preparing meals, and managing finances (AOA, DHHS, 2004; Linden et al., 

1997).   As with chronic health conditions, the prevalence of functional impairments and 

physical, mental, and functional disabilities grew with advanced age (AOA, DHHS, 2004; 

Evashwick & Branch, 1996; Gist & Hetzel, 2004; Katz Olson, 1994; Linden et al., 1997; 

Spillman, 2004). 

 Linden, Horgas, Gilberg and Steinhagen-Thiessen (1997), surveyed 516 subjects 

ages 70 years and older in West Berlin to study the relationships between health services 

utilization and aging individuals’ physical and mental health, attitudes regarding health, 

and sociodemographics.  Rates of usage were measured in the areas of physician services, 

medications, and caregiving assistance.  The researchers rated physical health based on 

how many diagnoses an individual had, the level of functional health exhibited by an 
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individual, and an individual’s mortality risk.  Linden et al. found that number of 

diagnoses was significantly related to increased usage of physician services, medications, 

and caregiving assistance.  Furthermore, the increased likelihood of dying was 

significantly associated with increased usage of physician and caregiving services.  Not 

surprisingly, decreased functional ability was significantly related to decreased utilization 

of physician services and increased usage of formal caregiving assistance (Linden et al., 

1997).   

 Secondary analysis of data collected in The Supplemental Aging Survey of 1984 

(11,497 subjects, aged 65 years and older) was conducted by Blaum, Liang and Liu 

(1994), to determine whether physical health status was a significant predictor of health 

care and related services utilization.  Physical health was defined by measures of chronic 

disease, disability, and self-rated status of health.  Health care utilization was measured in 

terms of number of physician visits and hospital stays (Blaum et al., 1994).  Data revealed 

that the presence of hypertension, diabetes mellitus, cancer, and atherosclerosis were 

predictive of an individual’s utilization of physician services.  Furthermore, individuals 

suffering from atherosclerosis or cancer were more likely than other individuals to need 

hospitalization (Blaum et al., 1994).  Additionally, individuals who were hospitalized at 

least once had a significantly increased chance of repeat hospitalizations if they suffered 

from multiple functional impairments, cancer, or atherosclerosis.  Based on their findings, 

Blaum et al. concluded that an individual’s overall physical status was highly predictive 

of an individual’s use of both ambulatory and acute care services. 
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Haan, Selby, Quesenberry, Schmittdiel, Furman, and Rice (1997), performed 

secondary analysis on two groups of older adults participating in an HMO during two 9-

year follow-up periods (1971-1979 and 1980-1988).  An aim of this study was to identify 

which health diagnoses contributed to increased use of inpatient and outpatient health 

services by aging individuals.  Haan et al. reported that individuals with at least one 

chronic illness were twice as likely to visit physicians with greater frequency than 

individuals who did not have a chronic illness.  Increased hospitalization occurred in both 

cohorts among individuals suffering from the chronic illnesses of cancer, congestive heart 

failure, and ischemic heart disease.  Likewise, individuals experiencing conditions 

associated with frailty such as increased risk of toxic infection, pneumonia, hip fracture, 

and dehydration were also at greater risk for utilizing increased levels of inpatient 

services (Haan et al., 1997). 

 In the Surveillance for morbidity and mortality among older adults – United 

States, 1995-1996, Desai, Zhang and Hennessey (1999), analyzed information on patterns 

of hospitalization rates and prevalence of major acute and chronic illnesses gathered 

through the 1996 National Hospitalization Discharge Survey.  In 1995, the three most 

prevalent health conditions related to hospitalization among adults aged 65 and older 

were heart disease, cancers of all types, and cerebrovascular disease.  Elevated 

hospitalization rates for these specific conditions were not surprising given that the most 

frequently occurring chronic conditions among older adults were arthritis, hypertension, 

heart disease, respiratory conditions, various cancers, cerebrovascular disease, and 

atherosclerosis (Desai et al., 1999).  In addition, rates of certain conditions such as 
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pneumonia and stroke increased markedly with age and were most prevalent among the 

oldest old.   Collected data suggested that the frequency of many of these illnesses 

increased with advancing age and occurred more often in men than in women.  Data also 

suggested that incidence of disease varied across ethnic and racial groups, and aging 

African Americans were much more likely to suffer from certain diseases such as 

arthritis, hypertension, and diabetes than their White counterparts (Desai et al., 1999).  

 Advancing age and the number and types of chronic illnesses experienced by an 

individual were strongly associated with the risk of increased functional impairment.  In a 

study employing secondary analysis on cross-sectional data collected during the 

Longitudinal Study on Aging, Wolinsky and Johnson (1991), examined the relationship 

between level of functional impairment and utilization rates of health care and related 

services.  Level of functional ability was based on self-reported rating of overall health 

and participation in activities of daily living (ADLs), instrumental activities of daily 

living (IADLs), and advanced activities of daily living (i.e., cognitive health).  Frequency 

of utilization was calculated based on contacts/visits to a physician and/or hospital, 

hospitalization, and the number of home health services used (Wolinsky & Johnson, 

1991).  Data from this study strongly indicated that individuals who experienced 

difficulty participating in ADLs, IADLs, and advanced ADLs utilized home health 

services and physicians, and experienced hospitalization with greater frequency than their 

more able-bodied peers.  Wolinsky and Johnson concluded that illness/need factors were 

the primary predictors of health utilization and that predisposing and enabling factors 

played a secondary role in predicting usage patterns.  
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Mental Health Illness/Need and Health Care Utilization 

 Himelhoch, Weller, Wu, Anderson, and Cooper (2004) used data on a 5% 

randomized sample (N=1,238,895) of Medicare part A and B recipients (ages 65 years 

and older) from the Center for Medicare and Medicaid Services 1999 Medicare Standard 

Analytic Files to investigate whether depression and chronic illness were associated with 

higher utilization rates of emergency health care services and hospitalization.  Based on 

Medicare records, Himelhoch et al. identified beneficiaries with at least one chronic 

health condition, and characterized an individual as having a depressive syndrome if a 

depression diagnosis was made and if an individual’s record indicated one inpatient 

hospitalization or two outpatient visits because of this diagnosis.  Of the 1,238,895 

Medicare recipients in the sample, 60,382 individuals had a diagnosis for a depressive 

disorder (Himelhoch et al., 2004).  In comparison to beneficiaries not diagnosed with 

depression, Himelhoch et al. found that those with depressive disorders were more apt to 

be White, female, and older. Himelhoch et al. also found that individuals 65 years and 

older who had depression were more than twice as likely to seek emergency room 

services for treatment of most chronic conditions when compared to non-depressed 

individuals with the same ailments.  Moreover, depressed individuals were three times 

more likely to require inpatient hospital care than their non-depressed cohorts who 

experienced similar chronic health conditions.   Himelhoch et al. also investigated 

whether depressed older adults required increased inpatient hospital care for common 

chronic conditions (asthma, congestive heart failure, diabetes, and hypertension) for 

which regular use of non-emergent health care services greatly reduces need for 
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hospitalization.  Consistent with their other findings, Himelhoch et al. reported that 

depressed individuals were approximately two to three times more likely to require 

hospitalization for these illnesses.  Himelhoch et al. asserted that primary health care 

providers in the United States must improve their ability to treat both physical and mental 

health disorders given the high rate of individuals suffering from mental health conditions 

such as depression.  Findings from this study further suggested that earlier detection and 

treatment of depressive syndromes may significantly reduce the amount of emergency 

care and hospitalization required by depressed older adults who suffer from chronic 

health conditions.   

 Husaini, Sherkat, Levine, Holzer, Cain, Craun, and Hull (2003) estimated 

multivariate ANOVA means to examine health care utilization rates for a 5% sample of 

White and African American Medicare recipients residing in Tennessee who used 

physician and medical services between 1991 and 1993.  Specifically, Husaini et al. 

measured the impact that gender, race, and psychiatric morbidity had on the usage of 

health care and related services.  The total sample consisted of 33,680 individuals, 11% 

of whom were African American (comparable to the overall population (12%) of African 

Americans living in Tennessee).  Of the 33,680 beneficiaries sampled, 18,216 were White 

females, 11,865 where White males, 2,261 were African American females, and 1,228 

were African American men.  Husaini et al. examined utilization patterns for the 5,339 

Medicare recipients (3,263 White females, 1,532 White males, 364 African American 

females, and 180 African American males) whose records indicated at least one diagnosis 

of a psychiatric or mental illness or disorder.  Individuals in this sample had a variety of 
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illnesses including psychiatric problems, mood and anxiety disorders, dementia, 

schizophrenia, and organic psychosis.  Husaini et al. found that White females were 

diagnosed with psychiatric disorders to a much greater extent than White men, and 

African Americans of both genders.  Additionally, White females also had the highest 

rates of mood and anxiety disorders.  African American women were diagnosed with 

mental illness far more frequently than men of either races.  Furthermore, African 

American females had the highest rates of dementia, though White women suffered from 

dementia far more frequently than White men (Husaini et al., 2003).  Examination of 

number of inpatient days and emergency room visits suggested that African American 

males used both services to the greatest degree, followed by White males.  White females 

sought outpatient and physician services more often than the others studied, while African 

American men used these services the least (Husaini et al., 2003).  When compared to 

individuals without mental or psychiatric illness, those suffering from such conditions 

utilized health care and related services at a significantly increased rate.  In fact, mentally 

ill men and women of both racial groups used all health services exceedingly more often 

than their counterparts without such diagnoses.  Not surprisingly, individuals with at least 

one psychiatric or mental illness diagnosis spent a great deal more on health care per year, 

than did those individuals without such ailments (Husaini et al., 2003).   

 Berren, Santiago, Zent and Carbone (1999) examined the health care utilization 

patterns of 386 Medicaid enrollees (185 males, 201 females) ages 21 to 65.  Of the 386 

enrollees followed, 220 individuals had significant mental illnesses and were enrolled in 

the public mental health system.  Berren et al. primarily explored physical health care 
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related usage and did not study the patterns of mental health services utilization.  Data 

was collected on information pertaining to total of medical claims, type of illness, and 

service setting.  Berren et al. found that individuals with mental illnesses typically spent 

less money on health care services than those without mental illnesses ($1,431 and 

$1,750 respectively).  Specifically, mentally ill persons expended less money on 

outpatient hospital and surgical care, and inpatient care.  It was found, however, that 

individuals with mental illnesses spent larger amounts of money on visits to the 

emergency room, and the use of ambulances (Berren et al., 1999).  In addition, while 

mentally ill individuals spent 28% of all health care related monies on emergency 

services, their non-mentally ill counterparts only spent 11% of their health care dollars in 

this area.  Even when utilization data related to similar diagnoses was analyzed, this 

usage trend was apparent.  Individuals without mental illnesses tended to utilize primary 

care settings while those with mental illnesses typically sought care at acute care settings 

(Berren et al., 1999).  Berren et al.’s findings suggested that individuals with mental 

illnesses spent less money on and utilized less health care services than their mentally 

healthy peers.  Moreover, this study suggested that persons with mental illnesses used 

health care services differently, frequently seeking care in acute care settings such as 

emergency departments or urgent care facilities. 

 Badger (1998) conducted research among community-dwelling older adults to 

determine:  1) if individuals suffering from like chronic illnesses but differing degrees of 

depression utilized services in a similar manner; and, 2) the extent to which depression 

impacted the need for and use of medical and social services.  Eighty individuals (55 
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females, 25 males) were recruited to participate in this study from a population of older 

adults who sought care at nurse-run community clinics.  Specifically, Badger gathered 

data on severity of depression suffered (i.e., nondepressed, mildly depressed and severely 

depressed) through the administration of the Center of Epidemiological Studies-

Depression Scale (CES-D) (Radloff, 1977); quality of physical health and/or level of 

impairment via administration of the Older American Resources and Services Multi-

dimensional Functional Assessment Questionnaire (OARS-MFAQ) Part A (George, 

1994; Fillenbaum, 1988); and, rate of health care utilization through administration of the 

OARS-MFAQ, Part B (George, 1994; Fillenbaum, 1988).  Data was collected by 

surveying and interviewing the research subjects.  Badger found that individuals within 

all three groups suffered similar illnesses.  However, non-depressed older adults suffered 

from significantly less physical impairments than their mildly depressed and severely 

depressed cohorts, while individuals within those groups experienced functional 

impairment to a similar degree (Badger, 1998).  Additionally, Badger reported that 

persons who suffered severe depression and who were physically ill or functionally 

impaired tended to feel sick more often, and frequently reported the need for medical 

care.  The number of sick days experienced by severely and mildly depressed individuals 

did not differ to a significant degree; however, the number of sick days cited by these two 

groups differed significantly from the number of sick days reported by individuals in the 

nondepressed group (Badger, 1998).  Likewise, individuals with severe depression were 

hospitalized at a significantly higher rate than their mildly depressed and nondepressed 

counterparts.  Results from this study strongly suggested that older adults who suffered 
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from increased physical impairment and levels of depression were at higher risk for the 

use of sick days and hospitalization although depression effected these two areas to a 

lesser extent. 

 Demmler (1998) utilized secondary analysis to examine survey results gathered 

through the biennial Inventory of Mental Health Organizations and General Hospital 

Mental Health Services which was conducted by the Center for Mental Health Services in 

1994.  The inventory gathered data on individuals ages 18 years and older, and tracked 

the number of mentally ill patients who received hospital and residential care, and 

ambulance services.  Demmler (1998) was most interested in examining the service 

patterns of mentally ill older adults ages 65 years and older, and found that 80% of the 

mental health care organizations provided health care to individuals within this group.  

Throughout 1994, such facilities provided services to approximately 350,000 older 

individuals.  Demmler estimated that 93% of these individuals were seen for care that 

required less than 24 hour services, while approximately 6% of all individuals received 

care within a hospital or residential care facility.  Furthermore, Demmler found that both 

younger and older mentally ill adults limited their use of inpatient services to meet their 

mental health needs.  Instead they used ambulatory care services with increased 

frequency, with the largest increases occurring among the old and oldest old.  Demmler 

concluded that this increase was due to the rapidly growing number of older adults, as 

well as the tendency of these individuals to utilize ambulatory services to a greater degree 

than younger persons. 
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Linzer, Spitzer, Kroenke, Williams, Haan, Brody and deGroy (1996), performed 

secondary analysis on data collected in the PRIME-MD study that tracked the mental 

health needs of 1,000 individuals for a three month period.  Data was obtained on 441 

males and 559 females ages 18 years and older who sought primary care from one of four 

primary care providers located within four states.  Linzer, et al. examined the data to 

determine:  1) which common mental disorders suffered by women are treated at primary 

care facilities; and, 2) if women and men differed with regard to the number of disability 

days taken due to mental illnesses, and frequency of health care utilization.  The data 

revealed that the incidence of mental illness was much higher in women than in men 

(43% and 33% respectively).  Both genders reported seeking primary care for mental 

illnesses such as mood, anxiety and somotoform disorders, binge eating, and alcohol 

abuse.  With the exception of alcohol use, these disorders were more prevalent among 

women (Linzer et al., 1996).  Furthermore, diagnosis of two or more disorders was 

reported in 25% of the women and 15% of the men.  Linzer et al. purported that degree of 

functional impairment was closely associated to the number of mental illnesses 

experienced by individuals of both genders.  However, the prevalence of functional 

impairment was higher in women because more females within the population suffered 

from psychiatric disorders (Linzer et al., 1996).  When queried on frequency of visits 

made to physician offices within the three months prior to the study, males and females 

did not substantially differ in number of visits made.  In contrast, women utilized 

emergency room services much more often than men, and experienced significantly more 

disability days than their male counterparts (Linzer, et al., 1996).    
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Nursing Centers 

The concept of delivering health care and related services through nurse managed 

centers is relatively new.  Community and academic based nursing centers started to 

develop in the mid to late 1970’s (Lundeen, 1994; Watson, 1996), and by the early 90’s 

approximately 200-250 were in operation throughout the United States (American Journal 

of Nursing, 1991; Coenen et al., 1996; Helvie, 1999; Lundeen, 1994; National League for 

Nursing (NLN), 1993; NLN, 1992; Nursing Health Care, 1992; Watson, 1996).  Of these 

nursing centers, approximately 20-25% are affiliated with academic nursing programs 

(Barger, 1986; Lundeen, 1994), and are referred to as academic nursing centers. 

 Academic and non-academic nursing centers share an over-arching practice 

philosophy.  The National League for Nursing (NLN) defined nursing centers as centers 

where:  “1) a nurse manages the center; 2) the nursing staff is accountable and responsible 

for client care and professional practice; and, 3) nurses are the primary providers of 

care…”  (Helvie, 1999; Riesch, 1992).  The mission of community nursing centers is to 

provide comprehensive, direct access to health care services, engage in health promotion 

and maintenance and disease prevention activities, and manage and direct the care of 

clients’ acute and chronic illnesses (Aydelotte & Gregory, 1989; Cole & Mackey, 1996; 

Watson, 1996).  Academic nursing centers differ from non-academic nursing centers in 

that they are utilized as faculty practice sites, provide opportunities for research and 

scholarly endeavors, and promote hands-on, community-based student learning 

(American Nurses Association, 1987; Aydelotte & Gregory, 1989; Watson, 1996).  
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Academic and non-academic nursing centers promote comprehensive, holistic 

care and have the expertise to effectively deliver a multitude of health care services.  Such 

services include direct patient care and  health education services (Coenen et al., 1996; 

Neff, Mahama, Mohar, & Kinion, 2003; Watson, 1996), diagnostic testing (Cole & 

Mackey, 1996; Watson, 1996), screening (Hildebrandt et al., 2003; Neff et al., 2003), and 

case management and referrals (Coenen et al., 1996; Helvie, 1999; Hildebrandt et al., 

2003; Neff et al., 2003).  In addition, academic and non-academic nursing centers provide 

mental health counseling/support (Helvie, 1999; Watson, 1996), and/or psychosocial 

nursing interventions (Hildebrandt et al., 2003; Neff et al., 2003). 

 Research examining the utilization of health care services provided by nursing 

centers was quite limited.  However, surveys administered during the late 1980’s and 

early 1990’s indicated that between 118,000-500,000 individuals utilized this country’s 

nursing centers for health care and related services prior to 1992 (Coenen et al., 1996; 

NLN, 1993; Nursing Health Care, 1992; Watson, 1996).  Thus far, research efforts 

exploring the utilization of nursing centers suggested that nursing centers are used by:  1) 

a large number of individuals with lower-income levels (Barger & Rosenfeld, 1993; 

Hildebrandt et al., 2003; Neff et al., 2003; Watson, 1996), and to a lesser extent by the 

middle class (Nursing Health Care, 1992; Watson, 1996);  2) individuals of all ethnic and 

cultural backgrounds (Watson, 1996); and, 3) individuals of all ages (Hildebrandt et al., 

2003; Neff et al., 2003), but most predominantly by older adults aged 65 to 84 years 

(Coenen et al., 1996; Watson, 1996). 



51 
 

Watson (1996) surveyed 234 nursing centers identified within the United States to 

gather information on the organization and operation of such facilities and to highlight 

differences between nursing centers affiliated with academic institutions and centers 

without such ties.  The questionnaires, one each for academic and non-academic based 

centers, queried the organizations with regard to the demographics of center clientele, and 

the scope of services rendered.  Questionnaires were completed by 117 organizations and 

57 (24.3%) were used within the study.  Sixty of the organizations surveyed did not have 

nurse managed facilities.  Of the 57 nurse-managed centers, 31 were associated with 

academic institutions while 26 had no such affiliations (Watson, 1996).  Watson found 

that academic and non-academic nursing centers were dispersed throughout the U.S., and 

that both types served diverse populations in terms of ethnicity, age, and socioeconomic 

status.  The majority of individuals seen at both types of facilities were White, however, 

approximately 20 centers served a large minority of African American and Hispanic 

populations.  Additionally, 26 of the nursing centers provided services to a fairly large 

number of Asians, and 7 facilities provided health care to Native Americans (Watson, 

1996).  Approximately 29 of the facilities served individuals of all age ranges, while at 

least 8 provided health care services strictly to older adults.  Watson reported that older 

adults frequently utilized nurse run facilities since data indicated that approximately 42 of 

the 57 centers rendered care to older adults aged 65 to 84 years.  Individuals ages 45 to 64 

also used nursing clinics for health care needs, and 39 of the centers regularly provided 

services to persons in this age group (Watson, 1996).  Furthermore, the data revealed that 

a significant number of homeless individuals utilized nurse-managed centers and at least 
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24 of the clinics provided care almost exclusively to this population.  Not surprisingly, 

many of the individuals utilizing these clinics lived under the poverty level and were 

considered poor (Watson, 1996).  Overall, an overwhelming number of the clinics 

performed multiple health care related services, often providing their clientele with 

counseling related to health and nutrition, physical exams, ambulatory care, 

immunizations, and social and/or mental health services (Watson, 1996). 

 Neff, Mahama, Mohar, and Kinion (2003) performed a retrospective, descriptive 

study on patient data collected for almost five years at an academic nursing center located 

in Northeast Ohio.  The aims of the research were to 1) examine the characteristics (based 

on the Omaha System) of the individuals who sought health care services; 2) identify the 

primary health complaints of these individuals; and, 3) chronicle the nursing interventions 

most frequently proposed by the center's staff.  Neff et al. reviewed data from 80% 

(N=781) of the individuals who sought primary health care services at the center.  The 

majority of these individuals lacked health care insurance and were considered to be 

extremely poor.  Of the 781 center clients, 449 were females and 332 were male.  The 

majority of the center's clients were single, and a little under half of all users were 

unemployed (Neff et al., 2003).  The mean age of the center's clients was 36 (SD=16) 

though the center provided services to individuals of all ages (range = infant to 96 years 

of age).  Individuals using the center presented with health problems in all three nursing 

domains (health related behaviors, psychosocial and physiological) categorized in the 

Omaha System.  Neff et al. found that individuals utilizing the academic nursing center 

most frequently required care for circulatory or respiratory issues, and pain.  Center 
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personnel provided interventions from all four of the Omaha Intervention Classifications 

which included surveillance, health teaching and/or guidance, treatment and/or 

procedures, and case management activities.   Specific interventions engaged in most 

frequently by center staff included health screening, and physical exams and assessments.  

Other health related interventions prescribed to a lesser extent included health teaching, 

administration of medications, vision and/or hearing acuity screening tests, and case 

management and care coordination (Neff et al., 2003).  Based on this research, Neff et al. 

concluded that many of the center's clients used the facility as their principal source for 

primary health care services.  Importantly, individuals utilizing this center not only 

received necessary acute care but also received follow-up health care services on a 

continued basis.  Continuous, comprehensive care such as this was typically not available 

to vulnerable or at-risk populations who sought care through traditional or emergency-

focused health care services (Neff et al., 2003). 

 Cole and Mackey (1996) analyzed computerized medical records for an 8 month 

period from an academic nursing center located at the University of Texas-Houston.   The 

aims of this research study were to identify the health problems that were diagnosed, 

describe the demographic composition of the clinic’s clientele, and ascertain the services 

and frequencies of services performed at the clinic by health care providers.  The clinic 

was utilized by university students, faculty and staff, and private patients.  Of the 3,262 

persons who utilized the clinic during the period of study, 2,313 were female and 950 

were male.  The clinic served individuals of all ages, and the average patient age was 32.9 

years (Cole & Mackey, 1996).  Not surprisingly, given the setting, young females tended 
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to be the biggest health care consumers at this facility.  Health care professionals treated 

individuals who had wide-ranging diagnoses though the largest number of diagnoses were 

related to conditions affecting the respiratory system.  Other categories of diagnoses 

included conditions causing abnormal pap smears and abdominal pain, injuries and 

disease of the musculoskeletal system, diseases affecting the genitourinary system, and 

diseases related to infections (Cole & Mackey, 1996).  Furthermore, the clinic provided a 

multitude of services including health examinations and screens, administration of 

immunizations and vaccinations, services and procedures related to reproduction, and 

counseling associated with diet or nutritional issues (Cole & Mackey, 1996).  

 Helvie (1999) gathered and analyzed data pertaining to the effectiveness of the 

Old Dominion Nursing Center (an academic nursing center) in meeting the health care 

needs of individuals who sought care at the facility.  Specifically Helvie collected 

information regarding health care and related reasons for client visits, services provided, 

impact of center on unnecessary emergency room usage, and costs associated with care 

and services rendered.  The clinic was heavily utilized by homeless persons and 

individuals who had very low incomes (Helvie, 1999).  During a one year period, 140 

individuals were seen with a variety of acute and chronic conditions including dermatitis, 

influenza, chest pain, hypertension, chronic obstructive pulmonary disease (COPD), and 

addiction to harmful substances.  Furthermore, many of the clients seen were treated for 

chronic mental health conditions such as depression and anxiety (Helvie, 1999).  Services 

provided at the clinic were as varied as diagnoses and  encompassed activities such as 

preventative health care, ongoing care for chronic health issues, case management, and 
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specialty and mental health care referrals when necessary.  During the period of study, 

Helvie reported that ten homeless individuals used the emergency department of a 

hospital located near the clinic.  Of the ten persons, three were referred by the academic 

nursing center and were subsequently admitted for inpatient care.  Seven other individuals 

presented at the emergency department without seeking prior care from the nursing 

center.  According to Helvie, feedback from emergency room personnel intimated that 

use of the emergency facility by the homeless population declined after the nursing center 

opened.   Additionally, Helvie’s preliminary analysis of cost-per-patient data suggested 

that the clinic was significantly less costly than the hospital’s emergency department ($63 

versus $215-323 per patient). 

 A study by Coenen, Marek and Lundeen (1996) examined utilization of a 

community nursing center during a 14 month period.  The primary care center was 

located in a subsidized housing development in the Midwest and had historically 

provided care to individuals with lower incomes.  The purpose of this study was twofold:  

1) to examine whether demographics such as age, gender and ethnicity were related to 

level of health care usage; and, 2) to determine whether certain nursing diagnoses were 

predictive of utilization of health care services (Coenen et al., 1996).  The authors defined 

utilization as number of client visits and used the Omaha System to track and categorize 

diagnoses.  The Omaha System is a “standardized framework for documenting nursing 

diagnoses, interventions, and client outcome ratings in community nursing practices” 

(Coenen et al., 1996).  During the study period, 331 clients (ages 1-97, SD=35; 221 

females, 110 males) used the center and sought care 3,907 times.  Within the study 
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population, 525 nursing diagnoses were identified, and on average, clients presented with 

three conditions during the 14 month study period.  Coenen et al. reported that age and 

ethnicity greatly influenced rates of utilization and that gender was not predictive of 

center use.  Older Caucasian adults used the center more frequently than younger clients 

or those of different ethnicities.  However, Coenen et al. reported that age was the only 

demographic variable that was found to be significantly associated with increased rates of 

center utilization.  The investigators also found that certain nursing diagnoses were 

significantly related to heath services utilization.  Such diagnoses were associated with 

both physical and mental health conditions and included issues related to use of 

prescription medications, respiratory problems, genitourinary function, pain, interpersonal 

relationship issues, and substance abuse (Coenen et al., 1996). 

 Cohen, Gorenberg and Schroeder (2000) examined the functional status of older 

adults utilizing two academic nursing centers located within a community in northern 

California.  One facility was located in a neighborhood center; the other was located in an 

apartment complex for older individuals.  The goal of this research was to examine 

whether functional levels of older adults varied within a one year period while utilizing 

the services of the nursing centers.  Additionally, Cohen et al. investigated whether the 

care and services provided through the centers impacted home health related activities.  

Functional status was measured by administering the Older Americans Resources and 

Services (OARS) tool, Part A, which included questions regarding an individual’s 

“social, economic, mental and physical health, and self-care capacity or ADLs” (Cohen et 

al., 2000)  Although Cohen et al. interviewed 68 older adults (54 females, 14 male; mean 
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age 81.5 years) at baseline, the researchers only received completely answered surveys 

(given at baseline, six months and one year) from a total of 12 study participants.  Since 

the study sample experienced significant attrition at study conclusion and the sample was 

quite small, Cohen et al. utilized paired comparison t-tests which allowed them to use 

data for all participants across all three time points.  Resulting analyses revealed that the 

functional status of study participants did not significantly change throughout the one 

year period.  Of interest, however, are the most prevalent diagnostic areas for which older 

adults sought care or services.  Four functional health related complaints were most often 

cited as reasons for seeking care and included issues related to the experience of chronic 

pain, loss of energy or motivation to participate in physically or cognitively challenging 

activities, impairment with regard to physical mobility, and deficits involving self-care 

activities such as bathing or toileting (Cohen et al., 2000). 

Summary 

 The literature review for this study focused on literature which examined the 

relationships between health services utilization and the predisposing factors of age, 

gender, and education, as well as the illness level/need variable of depression.  

Additionally, a thorough review of the literature pertaining to the utilization of nursing 

centers was undertaken with a particular emphasis on the utilization of academic nursing 

centers. 

 The literature reviewed with regard to the relationship between advancing age and 

the need for and utilization of health care and related services suggested that older 

individuals needed and utilized such care much more frequently than their younger 
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counterparts.  Specifically, older individuals aged 65 and older had the highest rate of  

hospitalization (Desai et al., 1999; Haan et al., 1997; Murphy & Hepworth, 1996), and 

were hospitalized longer (Desai et al., 1999) than younger individuals.  Additionally, 

older adults sought emergency room services (Murphy & Hepworth, 1996; Shappert, 

1999), physician care (Linden et al., 1997; Shappert, 1999), home health care services 

(Murphy & Hepworth, 1996), and diagnostic tests (Haan et al., 1997) far more frequently 

than persons under the age of 65.  According to the literature reviewed, individuals 85 

years and older incurred the highest costs associated with health care (Desai et al., 1999), 

and used inpatient hospitalization (Haan et al., 1997; Shappert, 1999) and physician 

services (Shappert, 1999) to a greater extent than all other individuals.  Although Linden 

et al. (1997) acknowledged that older adults used health care and related services with 

increased frequency, their data suggested that the utilization rate of such services 

remained stable for individuals throughout their 70s and 80s. 

 The reviewed literature pertaining to gender and health care need and utilization 

was conflicting and inconclusive in nature.  Only data presented by Green and Pope 

(1999) suggested that females utilized all types of health care services to a greater degree 

than males.  Furthermore, this was the only study that maintained that being female was 

consistently predictive of increased need and usage of health care and related services.  

Other research in this area suggested that females utilized physician services (Bertakis et 

al., 2000; Kandrack et al., 1991), diagnostic laboratory testing (Bertakis et al., 2000), and 

home health services (Dunlop et al., 2002) more frequently than their male counterparts.  

Additionally, Bertakis and colleagues (2000) found that women incurred greater health 
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care expenses than men, with the exception of costs associated with hospitalization.  In 

contrast, a number of the reviewed studies found that males utilized services such as 

emergency care (Husaini et al., 2003), inpatient care/hospitalization (Husaini et al., 2003; 

Wolinsky & Johnson, 1991), and outpatient surgeries (Dunlop et al., 2002) to a greater 

extent than females.  Moreover, Husaini et al. (2003) reported that males had greater 

health care related expenses than did their female counterparts.  Finally, several studies 

concluded that there were no statistically significant differences between males and 

females with regard to:  1) rates of hospitalization (Bertakis et al., 2000; Dunlop et al., 

2002; Murphy & Hepworth, 1996); 2) use of physician services (Dunlop et al., 2002; 

Wolinsky & Johnson, 1991); 3) use of home health care services (Murphy & Hepworth, 

1996; Wolinsky & Johnson, 1991); 4) visits to or usage of emergency rooms (Bertakis et 

al., 2000; Murphy & Hepworth, 1996); and, 5) number of visits made to specialty care 

providers (Bertakis et al., 2000).   

 Findings from the reviewed literature examining educational level and health care 

utilization were varied, though a greater number of studies found no statistically 

significant differences in this area (Green & Pope, 1999; Kandrack et al., 1991; Kouzis & 

Eaton, 1998).  Specifically, Green and Pope (1999) maintained that level of educational 

attainment had no effect on the short-, medium-, and long- term utilization rates of health 

care and related services.  In addition, Kandrack et al. (1991) found that education level 

was not predictive of health care utilization and had little effect on number of sick days 

taken, number of physician consulted, total number of physician visits, and frequency of 

physical exams. Data presented by Wolinsky and Johnson (1991) indicated that 
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individuals with incongruent educational levels utilized health care services somewhat 

differently.  Their research found that individuals with more education visited their 

physicians more frequently than less educated individuals.  However, Wolinsky and 

Johnson (1991) found no relationship between level of education and number of sick days 

taken, number of home health care visits, rate of hospitalization, and lengths of stay when 

hospitalization was required.  Several of the reviewed studies found that level of 

educational attainment was related to the way in which health care was used, or with the 

level of health care utilized.  Jones et al. (1999) noted that individuals with advanced 

education levels were more inclined to have a regular source of care, and that individuals 

with less education delayed seeking care primarily due to the costs related to heath care 

services.  In contrast, van der Meer and Mackenbach (1998) purported that individuals 

with the least education sought primary care services with the greatest degree of 

frequency.   Moreover, their findings suggested that this increase was not due to 

important psychosocial variables including stressful conditions, issues with locus of 

control, level of social support, coping styles, and attitudes pertaining to health and/or 

health care services. 

 The literature focusing on physical illness level/need and health care utilization 

firmly suggested that the usage of health care and related services was largely related to 

the overall physical health and level of functioning of an individual.  Nearly all of the 

literature reviewed supported the premise that individuals who experienced acute or 

chronic illnesses and/or functional impairments were much more likely to need and to 

utilize health care and related services. Wolinsky and Johnson (1991) found that illness 
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factors were extremely predictive of an increased use of all health care and associated 

services.  Linden et al. (1997) also found that individuals with multiple diagnoses utilized 

physician services, prescription medications, and home health services significantly more 

than their healthier cohorts.   Furthermore, individuals with certain chronic illnesses 

sought physician services (Blaum et al., 1994; Haan et al., 1997), and required 

hospitalization (Blaum et al., 1994; Desai et al., 1999; Haan et al., 1997; Linden et al., 

1997) with considerably more frequency than individuals not suffering from such 

conditions.  Likewise, increased levels of  functional impairment was associated with 

elevated levels of health care and health services usage.  Though Linden et al. (1997) 

found that decreased functional ability was related to decreased utilization of physician 

services, their research also suggested that such impairment was associated with 

increased usage of home health services and nursing homes.  Additionally, Wolinsky and 

Johnson (1991) asserted that individuals experiencing difficulties with their ADLs and 

IADLs were significantly more likely to utilize home health services, and/or require 

hospitalization. 

 The literature consulted for this study predominantly reported that individuals 

with mental illnesses utilized health care and related services to a greater extent than 

individuals without such conditions.  Husaini et al. (2003) reported that older individuals 

with psychiatric illnesses used all types of health care significantly more than older 

persons without such ailments.  Not surprisingly, Husaini et al. found that older 

individuals who experienced at least one psychiatric disorder spent significantly more on 

health care related expenses than their mentally healthy counterparts.  Furthermore, 



62 
 

research suggested that depressed individuals used health care services such as emergency 

rooms (Berren et al., 1999; Himelhoch et al., 2004), hospitalization (Badger, 1998; 

Himelhoch et al., 2004), and physician care (Badger, 1998) with more frequency  than 

individuals who did not suffer from depression.   Demmler (1998) found that individuals 

with mental illnesses utilized inpatient services less than mentally healthy individuals.  

However, Demmler also reported that mentally ill individuals used ambulatory care 

services to the greatest degree, with the mentally ill old and oldest old using these 

services with the highest frequencies.  In contrast, Berren et al. (1999) found that mentally 

ill individuals spent less money on all health care services combined than individuals not 

suffering from such conditions even though the mentally ill had greater expenses related 

to emergency room and ambulatory care services.   

Finally, the literature reviewed pertaining to nursing centers suggested that 

academic and community nursing centers shared a myriad of commonalties.  It was 

apparent that the majority of nursing centers provided basic preventive and primary care 

primarily to individuals from underserved or vulnerable populations.  Academic and 

community nursing centers served diverse populations which closely reflected the 

characteristics of the greater community in which the centers resided (Watson, 1996).  

The centers often provided care to individuals of all ages (Coenen et al., 1996; Cole & 

Mackey, 1996; Neff et al., 2003; Watson, 1996), and persons who were considered poor 

or living at or below the poverty level (Coenen et al., 1996; Helvie, 1999; Neff et al., 

2003; Watson, 1996).  Several studies found that these centers served a large number of 

homeless individuals (Helvie, 1999; Watson, 1996), and that women tended to utilize 
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these facilities to a greater extent than men (Cole & Mackey, 1996; Neff et al., 2003).  

Individuals who utilized nursing centers presented with varied acute and chronic health 

conditions with diagnoses such as respiratory ailments (Coenen et al., 1996; Cole & 

Mackey, 1996; Helvie, 1999; Neff et al., 2003); pain (Coenen et al., 1996; Cohen et al., 

2003; Neff et al., 2003); mental illness (Coenen et al., 1996; Helvie, 1999); and, 

substance abuse and/or addiction (Coenen et al., 1996; Helvie, 1999).  Correspondingly, 

nursing centers provided a multitude of health care and related services including physical 

assessments or exams (Cole & Mackey, 1996; Neff et al., 2003; Watson, 1996); screening 

(Cole & Mackey, 1996; Neff et al., 2003); counseling (Cole & Mackey, 1996; Watson, 

1996); and, care associated with social and/or mental health related issues (Coenen et al., 

1996; Helvie, 1999; Watson, 1996). 
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CHAPTER THREE 

METHODS 

A descriptive design was used to analyze data previously collected by Terry 

Badger, PhD, RN, FAAN, Professor, The University of Arizona College of Nursing, on 

older adults who lived at a low income housing site.  The secondary analysis included 

descriptive statistics to characterize the individuals who participated in a community 

analysis to plan an academic nursing center.   This study also investigated whether 

differences in health services utilization and need existed 1) among different age groups;  

2) between males and females; 3) among individuals with different levels of educational 

attainment; and, 4) between non-depressed and depressed older adults. 

 The following chapter provides an outline of the research design, sample and 

setting, survey instruments used, and the scope of the original data collected.  

Additionally, a description of the measures used in data analyses are provided for each 

research question.   

Research Design 

 A descriptive design was used in the secondary analysis of participant 

characteristics obtained from potential users of an academic nursing center. 

Characteristics included gender, age, socioeconomic status, race/ethnicity, and education 

level.  Measures of central tendency (mean, median, and mode), variance (range and 

standard deviation), and frequencies are reported when applicable.  Chi-square analysis 

was performed to investigate whether differences existed in health services utilization and 

need among individuals in different age groups (i.e., the young old:  65-74; the old: 75-
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84; and, the oldest old:  85 years and older). Chi-square analysis, including The Fisher 

Exact Test, was performed to determine if significant differences in health services 

utilization and need existed between males and females. Furthermore, chi-square analysis 

was executed to explore whether differences in health services utilization and need were 

present among individuals with differences in levels of educational attainment.  Finally, 

chi-square analysis and The Fisher Exact Test were employed to explore differences in 

utilization and potential need between non-depressed and depressed older adults.   

Sample and Setting 

 The sample consisted of older adults, aged 65 years and older, who participated in 

the Tucson House Health Needs Assessment Project over a four-month period.  The 

original study surveyed adults of all ages (N=242), thus the sample size in the current 

study was significantly smaller (N=85) given the focus on older adults aged 65 years and 

older.  Tucson House is a large public housing facility located in Tucson, Arizona, which 

provides housing to older adults and other adults from vulnerable populations.  Tucson 

House is located in downtown Tucson and neighborhood facilities such as drugstores, 

grocery stores, and health care facilities are not situated in close proximity to this 

complex (Badger, Gagan, & McNiece, 2001).  

Scope of Original Data Collected 

 The present study further explored original data collected by Dr. Badger on adults 

(N=242) who participated in the Tucson House Health Needs Assessment Project.  

Badger et al. (2001) reported that participants in the original study ranged in age from 19 

to 92 years (M=57.85; SD=16.05), and slightly more than 40% were aged 60 years and 
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older.  Fifty-eight percent of the participants were female, while 42% were male.  The 

majority (63.2%) of the participants were Caucasian while the remainder of the 

participants represented diverse ethnicities/races including Mexican-Americans (13.2%), 

African Americans (11.2%), American Indians (2.9%), and Asians (2.5)  (Badger et al., 

2001).   Additionally, the participants were predominantly single (87.8%) and living 

alone at the time of the study.  Furthermore, Badger et al. found that an overwhelming 

number of the study participants were economically disadvantaged and a notable portion 

of this population had annual incomes falling significantly below the federal poverty 

level.   Accordingly, approximately two-thirds (66.3%) of the participants received health 

care funded through State or Federal programs, and 10% of the participants were 

uninsured (Badger et al., 2001). 

The original study examined the health utilization patterns and service needs of 

individuals residing in Tucson House.  The overall goal of the research was to ascertain 

whether an academic nursing center would meet the health service needs most often 

required or requested by members of this community (Badger et al., 2001).   Data 

collection was performed over a period of four months and included the administration of 

two surveys, “Survey of Health Status and Health Needs of Tucson House Community” 

and the “Center for Epidemiological Studies-Depression (CES-D) Scale”.  The surveys 

were verbally administered by research personnel to all participants, since approximately 

one-third of the participants had less than a high school education (Badger et al., 2001).   

Additionally, research personnel conducted participant interviews and interviews with 

key individuals within the community, held group meetings, and personally observed the 
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community to further assess potential utilization and need for both physical and mental 

health care services (Badger et al., 2001).  The scope of the current study did not include 

re-contacting original study participants, and no new data was collected.  However, 

permission to analyze the original data was granted by The University of Arizona Human 

Subjects Protection Committee on January 23, 2006. 

Instruments 

Two surveys were administered in the original study.  The Survey of Health Status 

and Health Needs was developed by Ferketich, Phillips, and Verran (1993) and measures 

health services utilization and need based upon Aday and Anderson’s (1996) 

sociobehavioral model of utilization of health care services.  The original study also 

utilized the Center for Epidemiological Studies-Depression (CES-D) scale (Radloff, 

1977) to measure and examine the prevalence of depression within this population. 

Survey of Health Status and Health Needs in Tucson House Community 

The Survey of Health Status and Health Needs of Tucson House Community is 

based on the Survey of Health Status and Health Needs (SHSHN) developed by  

Ferketich, Phillips, and Verran (1993).  This survey is based on the Anderson & Aday 

(1996) model of health care utilization and is used to collect information on health 

services usage, need for health services, and satisfaction with providers of health care and 

health services.  The SHSHN includes questions that examine the extent to which 

predisposing factors, enabling characteristics, physical and/or mental illness level/need 

factors, and service need influence the use of health care and related services (Badger et 

al., 2001).  
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The first section of the SHSHN relates to predisposing factors and queries 

respondents on general demographics such as age, gender, ethnicity, number of persons 

residing in household, employment history, general socioeconomic status, and education 

level.  Questions pertaining to the participants’ beliefs or values related to health care and 

associated services are also in this section. Furthermore, questions concerning how 

individuals feel about their experiences with health care and health services providers, 

and levels of satisfaction associated with these experiences are included as well.   In 

addition, this section contains a question that assesses which of 22 physical health or 

mental health illnesses/need factors would necessitate the use of or need for health care 

services.  A broad spectrum of conditions are listed and encompass a myriad of physical 

health conditions (i.e., debilitating headache, chest pains) as well as a number of 

emotional/mental health issues (i.e., suicide threat, family violence or abuse).  These 

physical/mental health illnesses or needs can also be subdivided into four levels of 

attention/need for care categories.  The four categories of need for attention or care are:  

1) low (i.e., fever, cold symptoms, back pain); 2)  moderate (i.e., vomiting, migraines, 

severe abdominal pain, dizziness); 3) immediate (i.e., threats of suicide, domestic 

violence, drug or alcohol overdose); and, 4) urgent (i.e., significant loss of blood, chest 

pains, breathing difficulty, severe burns) (Badger et al., 2001).   

The second section of this instrument focuses on enabling characteristics and 

queries individuals on the availability of health care and related services within their 

community or within the area surrounding their community.   Several questions pertain to 

the ability to pay for health care services, the availability and usage of health insurance, 
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and type and scope of health insurance coverage.  Enabling factors associated with ease of 

accessing health care facilities (i.e., location of facility, availability of transportation) are 

also assessed.  Additionally, this section addresses the accessibility of types of services 

(i.e., counseling, exercise or diet programs, emergency transport), and practitioners (i.e., 

specialty physicians, emotional or mental health counselors, emergency personnel, dental 

or eye care specialists) that are readily available and easily accessible to survey 

participants.   

The next section of the survey pertains to the need for and use of health care 

services.  In this section, respondents are asked questions about their need for and actual 

use of  health care services.  Questions refer to specific services including hospitalization, 

urgent or acute care, home health care, routine health care and/or screening, and specialty 

physician care or consultation.  In addition, this section seeks information associated with 

the need for or use of mental health services such as general counseling, and addiction 

counseling and/or treatment.  Actual household utilization of specific screening and 

diagnostic tests is also measured within this section and includes services such as 

mammograms, dental check-ups, testicular exams, ophthalmology exams, bloodwork, 

routine gynecologic tests, and general health indicator screens such as cholesterol and 

blood pressure levels. For each type of care or service listed, respondents are asked 

whether they:  1) “Did not need service”; 2) “Needed service/used it”; 3) “Needed 

service/did not use it”; and, 4) “Reason for not using service” (SHSHN).  The Survey of 

Health Status and Health Needs has been administered to large community samples, and 
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has satisfactory reliability and validity (Badger et al., 2001; Ferketich et al., 1993) as 

indicated in Table 1.   

 
TABLE 1:  Reliability Coefficients and Number of Items for the  

Survey of Health Status and Health Needs Subscales (N=242) 
 

Subscales: Number of items: Reliability: 
Predisposing Factor Conditions Needing 
 Attention:   

Low 6 .83 
Moderate 4 .79 
Immediate 5 .86 
Urgent 4 .75 

Need-for-Care:   
Family Services 4 .76 
Acute Services 3 .57 
Mental Health Services 3 .34 
Routine Services 3 .58 

Enabling Characteristic Accessibility: 
Facilities 8 .55 
Practitioner 13 .71 
Services 22 .84 

(From:  Badger, T.A., Gagan, M.J., McNiece, C.  (2001).  Community analysis for 
health planning with vulnerable populations.  Clinical Nursing specialist, 15 
(3), 95-102.) 

Center for Epidemiological Studies-Depression (CES-D) Scale 

 The 20 item Center for Epidemiological Studies-Depression (CES-D) Scale 

(Radloff, 1977) was used to measure depression, and also provides data on mental health 

illness levels/needs within the Tucson House population.  This instrument has been used 

extensively in both clinical and general populations to measure both the incidence and 

severity of depressive symptoms (Badger et al., 2001).  The CES-D requires that 

respondents indicate the frequency, within one week, in which they experienced any of 20 

symptoms related to depression.  The four levels of frequency are defined as 1) “None”, 
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or less than one day; 2) “A Little”, or one to two days; 3) “Moderately”, or three to four 

days; and, 4) “A lot”, or five to seven days.  Such symptoms include loss of appetite, 

insomnia, loneliness, loss of attention, and feeling "blue".  Changes in behavior or 

thoughts related to the experience of depression are also assessed and include items such 

as:  “I felt that everything I did was an effort”; “I felt fearful”; “I talked less than normal”; 

and, “I could not get going” (Radloff, 1977).  Scores are given to each category 

(0=”None”; 1=”A Little”; 2=”Moderately”, and 3=”A lot”), and overall scores range from 

0 to 60.  High scores are indicative of higher levels of depressive symptoms, and scores 

that are greater than 16 have been used as the criteria to specify significant levels of 

depressive symptoms (Badger et al., 2001).  The CES-D has been used with other 

community samples, and reliability and validity has been established (Badger, 1993; 

Badger et al., 2001; Grann, 2000), as is shown in Table 2. 

 
TABLE 2:  Center for Epidemiological Studies Depression Scale (CES-D) 

(Radloff, 1977) Reliability, Validity, and Sensitivity and Specificity 
 

Reliability: Validity: Sensitivity and Specificity: 
Original Study:   Discriminated between Major Depression Past Month: 

Alpha = 0.85-0.90   Psychiatric Inpatients CES-D - -  16%  
Split-half = 0.76-0.85   and General Population  Sensitivity 100% 
Spearman-Brown = 0.86-0.92   Specificity 55.3% 

CES-D   - -   18 
Test-retest = 0.53 for Different   Sensitivity 93.5% 

Samples   Specificity 65.6% 
CES-D - -    20 

Sensitivity 93.5% 
Specificity 73.5% 

(From:  Grann, J.D.  (2000).  Assessment of emotions in older adults:  Mood disorders, 
anxiety, psychological well-being, and hope.  In R.L. Kane & R.A. Kane (Eds.),  Assessing 
older persons.  Measures, meaning, and practical applications (pp. 129-169). New York, 
NY:  Oxford University Press, Inc.) 
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Data Analysis 

 Descriptive statistics furnish characteristics on the potential users of the academic 

nursing center.  Such characteristics include gender, age, socioeconomic status, 

race/ethnicity, and education level.  Measures of central tendency (mean, median, and 

mode), variance (range and standard deviation), and frequencies are reported when 

applicable.  

To address the first research question, chi-square analysis was performed to 

investigate whether differences existed in health services utilization and need among 

individuals in different age groups (i.e., the young old:  65-74; the old:  75-84; and, the 

oldest old:  85 years and older).  The second research question pertained to whether there 

were differences in health services utilization and need between males and females. Chi-

square analysis and The Fisher Exact Test were utilized to explore whether these 

differences existed.  To address the third research question, chi-square analysis was 

executed to explore whether differences in health services utilization and need were 

present among individuals with differences in levels of educational attainment.  

Additionally, chi-square analysis and The Fisher Exact Test were utilized to address the 

fourth and final research question which pertained to whether there were differences in 

health services utilization and need between non-depressed and depressed older adults.   
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CHAPTER FOUR 

FINDINGS 

This chapter reports on the results of secondary data analysis.  The significance 

level of  p < .05 was utilized for this study.  Descriptive statistics of the sample are 

presented.  Additionally, analyses of data for the four specific research questions are 

presented. 

Characteristics of the Sample 

 The demographic characteristics of the participants in this study are presented in 

Table 3.  A total of 85 individuals in Dr. Terry Badger’s original study were older adults 

aged 65 years and older.  Of these 85 individuals, 64 (76%) were female and 20 (24%) 

were male; one participant did not indicate gender.  The mean age for individuals in this 

study was 74.95 (SD=7.182), with a range in years spanning from 65 to 93.   The median 

age of this sample was 74 while the most frequent age found (mode) was 78.  Of the 85 

participants in this study, 45 individuals (52.9%) were ages 65-74, 30 (35.3%) were ages 

75-84, and 10 individuals (11.8%) were age 85 years and older.  The majority of the 

individuals were Anglo-Americans (n=58, 69%), while 10 individuals (11.9%) were 

Mexican American, 9 (10.7%) were African American, 2 (2.4%) were Pacific Islanders, 

and 1 (1.2%) was Native American.  Four (4.8%) of the individuals reported that they 

were from “Other” ethnic or racial backgrounds.  

 All levels of educational attainment were represented in this sample, with the 

exception of doctoral level degrees (i.e., PhD, MD).  The mean number of years of school 

completed was 10.87 (SD=3.810), and both the median and mode for number of school 
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years completed were 12.0.  Overall, 33 (40.2%) individuals had less than a high school 

education, 28 (34.2%) had a high school education or attained a GED, and 21 individuals 

(25.6%) had more than a high school education.  The last category included individuals 

who completed vocational/technical school, completed some college or attained a college 

degree, or completed some graduate courses or attained a graduate degree. 

TABLE 3:  Descriptive Characteristics of Older Adults 
Residing in the Tucson House Community who 
Participated in the Tucson House Health Needs 

Assessment Project 
 

N %
Gender 

Female 64 76.0 
Male 20 24.0 
Total 84 100.0 

Age 
Ages 65-74 45 52.9 
Ages 75-84 30 35.3 
Ages 85 and Over 10 11.8 
Total 85 100.0 

Ethnicity/Race 
Anglo-American 58 69.0 
Mexican-American 10 11.9 
African American 9 10.7 

Pacific Islanders 2 2.4 
Native American 1 1.2 
Other 4 4.8 
Total 84 100.0 

Educational Attainment 
Less than High School 33 40.2 
High School/GED 28 34.2 
More than High School 21 25.6 
Total 82 100.0 

Self-Reported Health Status 
Very Poor 5 5.9 
Poor 21 24.7 
Fair 38 44.7 
Good  20 23.5 
Very Good 1 1.2 
Total 85 100.0 



75 
 

TABLE 3:  Descriptive Characteristics of Older Adults 
Residing in the Tucson House Community who 
Participated in the Tucson House Health Needs 

Assessment Project 
 

N %
Depression  

Not Depressed 60 72.3 
Depressed 23 27.7 
Total 83 100.0 

Marital Status 
Married 13 15.3 
Divorced/Separated 22 25.9 
Widowed 39 45.9 
Never Married 11 12.9 
Total 85 100.0 

Financial Status 
Not Enough 9 10.6 
Barely Enough 41 48.2 
Enough 33 38.8 
More than Enough 2 2.4 
Total 85 100.0 

The participants in this study were asked to subjectively rate their own health 

based on the categories of  “Very Poor”, “Poor”, “Fair”, “Good”, and “Very Good”.  

Individuals in this sample rated their overall health status from “Very Poor” to “Very 

Good”.  Five (5.9%) individuals assessed their health status as Very Poor, while 21 

(24.7%) rated their health status as Poor.  The largest number (n=38, 44.7%) of 

individuals rated their health status as Fair.  Furthermore, 20 participants (23.5%) 

indicated that their health was Good, while only 1 individual (1.2%) reported Very Good 

health.  

Participants were asked to respond to the 20 item Center for Epidemiological 

Studies-Depression (CES-D) Scale to indicate the frequency, within one week, in which 

they experienced any of 20 symptoms related to depression.  The four levels of frequency 
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are defined as “None”,  “A Little”, “Moderately”, and “A lot”.  Scores are assigned to 

each category (0=”None”; 1=”A Little”; 2=”Moderately”, and 3=”A lot”), and overall 

scores range from 0 to 60.  High scores are representative of higher levels of depressive 

symptoms, and scores that are greater than 16 were utilized in this study as the criteria to 

specify significant levels of depressive symptoms.   Based on CES-D scores, an 

overwhelming number (n=60, 72.3%) of individuals who completed this instrument were 

not depressed, while slightly over one quarter (n=23, 27.7%) had scores indicative of 

clinical depression. 

 Data pertaining to marital and financial status also were collected and 

characterized.  At the time of the original study only 13 individuals (15.3%) in this 

sample were married.  Of those persons who had been married, 39 individuals (45.9%) 

were widowed, 21 (24.7%) were divorced, and 1 individual (1.2%) was separated.  A 

small number (n=11, 12.9%) of those included in this sample responded that they had 

never been married.  Finally, participants in the original study were asked to categorize 

their financial status in terms of having “Not Enough”, “Barely Enough”, “Enough”, and 

“More than Enough”.  Almost 60% of this sample characterized their finances as “Not 

Enough” or “Barely Enough” (n=9, 10.6%; and n=41, 48.2%, respectively).  Additionally, 

33 individuals (38.8%) reported that they had “Enough” in terms of financial resources, 

while 2 persons (2.4%) characterized their financial status as “More than Enough”.   

The utilization data analyzed in this study is based on Part 3 Section A of the 

Survey of Health Status and Health Needs (SHSHN) of Tucson House Community.  

Under this section, study participants are asked to indicate whether anyone in their 
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household “Did Not Need Service”, “Needed Service/Used It”, or “Needed Service/Did 

Not Use It” for 14 health care and health services categories.  Similarly, under Section B, 

respondents are asked to indicate whether anyone in their household had any of 14 

screening tests by marking “Yes”, “Not Applicable” , “No”, or “Unsure”.  Screening data 

in this study were specific to “Yes”/”No” answers, and data reflecting “Not Applicable” 

or “Unsure” responses were not analyzed. 

 The potential utilization of health care or health services data examined in this 

study was based on Item 5, Part 2 of the SHSHN of the Tucson House Community.  

Under this item, respondents are asked which condition(s) would motivate them to seek 

prompt health care or health related services.   Due to the age of the study participants, 

data pertaining to differences in potential usage of care or services for conditions such as 

pregnancy and childbirth were not analyzed. 

Research Question One 

 The first research question in this study addressed whether there were differences 

in health services utilization and need among the three age groups of the young old (65-

74 years of age), the old (75-84 years of age), and the oldest old (85 years of age and 

older).  Of the 85 participants in this study, 45 individuals (52.9%) were ages 65-74, 30 

(35.3%) were ages 75-84, and 10 individuals (11.8%) were age 85 years and older.   
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Differences in Utilization of Health Care or Health Services 

The Pearson chi-square test was used to analyze health care and health services 

utilization differences among individuals aged 65-74, 75-84, and 85 years and older.  

Data was analyzed for 10 of the 14 health care or health services categories.  These were: 

emergency medical care, hospital stay, home care, counseling, routine illness care, 

drug/alcohol treatment, pharmacy needs, care in nursing home, addiction screening, and 

routine health care. Given the study population, data pertaining to the use of care or 

services related to family planning, pediatrics, pregnancy, and child development was not 

reported.  The significance level for this analysis was set at p < .05.  No statistically 

significant differences in rate of utilization of health care or related health care services 

were found to exist among the young old, the old, and the oldest old.   

To examine potential differences in the use of screening services among the three 

age groups, the Pearson chi-square test was utilized.  The level of significance for this test 

was set at p < .05.  The categories of screening services include:  mammogram (females 

only), colorectal exam, pap smear (females only), blood pressure, routine physical exam 

including blood tests, cholesterol check, eye exam, urine check, dental checkup, 

vaccination/immunization services, hearing exam, and testicular exam (males only).  A 

statistically significant difference (df=2, X2=6.483, p=.039) existed among young old, 

old, and the oldest old females when the utilization rates of pap smear screening services 

were analyzed.  No women (n=7) over the age of 85 reported using this screening service.  

Furthermore, females aged 65-74 (n=34) were almost twice as likely (44.1%) to undergo 
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such screening than females aged 75-84 (n=22, 22.7%).   See Table 4 for data on 

statistically significant findings. 

 
TABLE 4:  Results for Chi-Square Test: 

Age and Utilization of Health Care Screening Services 
 

Care/Service 
Category 

 
Yes 

 
No 

 
Total 

 

Group Membership 
 

N % N % N % DF 
 

X2 p
Pap Smear 2 6.483 .039

Ages 65-74 15 44.1 19 55.9 34 54.0   
Ages 75-84 5 22.7 17 77.3 22 34.9   
Ages 85+ 0 0.0 7 100.0 7 11.1   
Total 20 31.7 43 68.3 63 100.0   

Differences in Potential Utilization of Health Care 

or Services by Health Condition 

To investigate differences of the potential use of health care or related services for 

certain conditions by the young old, old, and oldest old, the Pearson chi-square test was 

utilized.  The level of significance for this analysis was set at p < .05.  Categories for the 

health conditions that could potentially motivate an individual to seek prompt health care 

or related services include:  severe bleeding, burns, chest pain, difficulty breathing, 

bloody sputum, ear pain, back pain, diarrhea, the flu, a cold, broken bone(s), prolonged 

vomiting, stomach pain, severe dizziness, severe headache or migraine, threat of suicide, 

family violence and/or abuse, alcohol or drug overdose, and discharge from vagina or 

penis. 
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Two of the 20 conditions analyzed, back pain and family violence, showed 

statistically significant differences among the young old, the old, and the oldest old.   

Significant differences (df=2, X2=6.179, p=.046) existed among the young old, the old, 

and the oldest old in potential use of health care or health related services for back pain.   

As a group, individuals aged 85 years and older (n=6, 66.7%) were far more likely to 

utilize care or services for back pain when compared to their younger counterparts.  

Furthermore, individuals aged 65-74 (n=25, 55.6%) were almost twice as likely to seek 

care for back pain than those aged 75-84 (n=9, 30.0%).  Analysis also revealed that 

statistically significant differences (df=2, X2=8.005, p=.018) existed among the three age 

groups in the potential utilization of health care or related services for issues related to 

violence occurring within their family.  Individuals aged 65-74 (n=23, 57.8%) and 75-84 

(n=13, 43.3%) would be considerably more inclined to seek care or services related to 

this condition than their counterparts aged 85 years and older (n=0, 0.0%). See Table 5 

for data on statistically significant findings. 

 
TABLE 5:  Results for Chi-Square Test:  Age and Potential Need for  

Prompt Health Care or Services  for Certain Conditions 

Care/ 
Service Category 

 
Prompt 

Care 

Not 
Prompt 

Care 

 

Total 

 

Group 
Membership 

 
N % N % N % DF 

 
X2 p

Back Pain 2 6.179 .046
Ages 65-74 25 55.6 20 44.4 45 53.6
Ages 75-84 9 30.0 21 70.0 30 35.7
Ages 85+ 6 66.7 3 33.3 9 10.7
Total 40 47.6 44 52.4 84 100.0
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TABLE 5:  Results for Chi-Square Test:  Age and Potential Need for  
Prompt Health Care or Services  for Certain Conditions 

Care/ 
Service Category 

 
Prompt 

Care 

Not 
Prompt 

Care 

 

Total 

 

Group 
Membership 

 
N % N % N % DF 

 
X2 p

Family 
Violence/Abuse 

2 8.005 .018

Ages 65-74 26 51.1 22 48.9 45 53.6
Ages 75-84 13 43.3 17 56.7 30 35.7
Ages 85+ 0 0.0 0 100.0 0 10.7
Total 36 42.9 48 57.1 84 100.0

Research Question Two 

 The second research question in this study sought to determine whether there was 

a difference in health services utilization and need between males and females.  Of the 85 

participants in this study, 62 were female and 20 were male. 

Differences in Utilization of Health Care or Health Services 

The Pearson chi-square test and The Fisher Exact test for two independent 

samples were used to analyze health care and health services utilization differences 

between males and females.   The significance level for these analyses was set at p< .05.  

Data was analyzed for the following 10 health care or health services categories:  

emergency medical care, hospital stay, home care, counseling, routine illness care, 

drug/alcohol treatment, pharmacy needs, care in nursing home, addiction screening, and 

routine health care.  Data analysis revealed that statistically significant differences existed 

between males and females in the need for and utilization of emergency medical care and 

routine health care.  A statistically significant difference (df=2, X2=6.061, p=.048) existed 
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between females and males in the usage of emergency medical care.  As a group, the 

number of females (n=27, 42.9%) needing and using emergency medical services was 

almost twice that of their male counterparts (n=4, 20%).   Similarly, a statistically 

significant difference (df=2, X2=7.334, p=.026) existed between males and females and 

their need for and utilization of routine health care.  Analysis of the data showed that 

77.8% (n=49) of the females needed and used routine health care, while only 60% (n=12) 

of the males needed and sought such care.  See Table 6 for data on the statistically 

significant findings. 

 
TABLE 6:  Results for Chi-Square Test and The Fisher Exact Test for  

Two Independent Samples:  Gender and Utilization of  
Health Care and Health Services 

 

Care/Service 
Category 

 
Not 

Needed 

 
Needed/ 

Used 

Needed/ 
Not 

Used 

 

Total 

 

Group 
Membership 

 
N % N % N % N % DF 

 
X2 p

Emergency 
Medical Care 2 6.061 

 
.048

Male 15 75.0 4 20.0 1 5.0 20 100.0   
Female 36 57.1 27 42.9 0 0.00 63 100.0   
Total 51 61.4 31 37.3 1 1.2 83 100.0   

Routine Health 
Care 2 7.334 

 
.026

Male 6 30.0 12 60.0 2 10.0 20 100.0   
Female 14 22.2 49 77.8 0 0.0 63 100.0   
Total 20 24.1 61 73.5 2 2.4 83 100.0   

To examine potential differences in the use of screening services between the two 

genders The Fisher Exact Test for two independent samples was utilized.  The level of 

significance for this test was set at p < .05.  The screening services examined included: 

mammogram (females only), colorectal exam, pap smear (females only), blood pressure, 
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routine physical exam including blood tests, cholesterol check, eye exam, urine check, 

dental checkup, vaccination/immunization services, hearing exam, and testicular exam 

(males only).  No statistically significant differences in the rate of need and usage of 

health screening services were found to exist between males and females in this study.   

Differences in Potential Utilization of Health Care  

or Services by Health Condition 

To investigate differences of the potential use of health care or related services for 

certain conditions by males and females The Fisher Exact Test was utilized.  The level of 

significance for this analysis was set at p < .05. Categories for the health conditions that 

could potentially motivate an individual to seek prompt health care or related services 

included:  severe bleeding, burns, chest pain, difficulty breathing, bloody sputum, ear 

pain, back pain, diarrhea, the flu, a cold, broken bone(s), prolonged vomiting, stomach 

pain, severe dizziness, severe headache or migraine, threat of suicide, family violence 

and/or abuse, alcohol or drug overdose, and discharge from vagina or penis.  Under this 

analysis, a statistically significant difference (p=.006) existed between males and females 

in their potential need for prompt care in the event they experience difficulty breathing.  

As a group, females (n=54, 85.7%) would be far more likely than males (n=11, 55.0%) to 

seek prompt medical attention for this condition.  See Table 7 for data on statistically 

significant findings. 
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TABLE 7:  Results for The Fisher Exact Test for Two Independent 
Samples:  Gender and Potential Need for Prompt Health Care 

or Services for Certain Conditions 
 

Care/Service Category 
Prompt 

Care 
Not Prompt 

Care 
 

Total 
 

Group Membership N % N % N % p
Difficulty Breathing .006

Male 11 55.0 9 45.0 20 100.0 
Female 54 85.7 9 14.3 63 100.0 
Total 65 78.3 18 21.7 83 100.0 

Research Question Three 

 The third research question in this study investigated whether there were 

differences in health services utilization and need among individuals with different levels 

of educational attainment.  This study specifically looked at the differences among 

individuals with less than a high school education (n=33), with a high school education or 

GED (n=28), and with more than a high school education (n=21).  Individuals with more 

than a high school education were comprised of persons who completed 

vocational/technical school, completed some college or attained a college degree, or 

completed some graduate courses or attained a graduate degree. 

Differences in Utilization of Health Care or Health Services  

To investigate differences in the utilization of health care and health care related 

services among individuals with different levels of educational attainment, the Pearson 

chi-square test was employed.  The significance level for this analysis was set at p < .05.  

Analyses was based on 10 health care or health care related services which included:  
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emergency medical care, hospital stay, home care, counseling, routine illness care, 

drug/alcohol treatment, pharmacy needs, care in nursing home, addiction screening, and 

routine health care.  No statistically significant differences were found in the rate of usage 

of health care or related services among individuals with different levels of educational 

attainment.   

 To examine differences in the utilization of screening services among individuals 

with varied educational levels, the Pearson chi-square test was used.  The level of 

significance for this analysis was set at p < .05.  The screening services examined in this 

analysis included:  mammogram (females only), colorectal exam, pap smear (females 

only), blood pressure, routine physical exam including blood tests, cholesterol check, eye 

exam, urine check, dental checkup, vaccination/immunization services, hearing exam, 

and testicular exam (males only).  Analysis of the utilization rates of screening services 

by individuals with different levels of educational attainment yielded no statistically 

significant findings.   

Differences in Potential Utilization of Health Care 

or Services by Health Condition 

To investigate differences of the potential use of health care or related services for 

certain conditions by individuals with less than a high school education, high school 

education or GED, and more than a high school education, the Pearson chi-square test 

was utilized.  The level of significance for this analysis was set at p < .05.  Categories for 

the health conditions that could potentially motivate an individual to seek prompt health 

care or related services included:  severe bleeding, burns, chest pain, difficulty breathing, 
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bloody sputum, ear pain, back pain, diarrhea, the flu, a cold, broken bone(s), prolonged 

vomiting, stomach pain, severe dizziness, severe headache or migraine, threat of suicide, 

family violence and/or abuse, alcohol or drug overdose, and discharge from vagina or 

penis.  Data analysis revealed that no significant differences in the potential utilization of 

health care services for certain conditions existed among individuals with varying levels 

of educational attainment.  

Research Question Four 

 The final research question in this study examined whether there was a difference 

in health services utilization and need among non-depressed older adults and depressed 

older adults.  Based on a score of 16 or higher on the Center for Epidemiological Studies-

Depression (CES-D) Scale (Radloff, 1977), 23 individuals who participated in this study 

were experiencing depression, while 60 participants were not. 

Differences in Utilization of Health Care or Health Services 

The Pearson chi-square test and The Fisher Exact Test for two independent 

samples were employed to analyze health care and health services utilization differences 

between non-depressed and depressed individuals.  The level of significance for these 

analyses was set at p < .05.  The 10 categories of health care or health services examined 

included: emergency medical care, hospital stay, home care, counseling, routine illness 

care, drug/alcohol treatment, pharmacy needs, care in nursing home, addiction screening, 

and routine health care.  No statistically significant differences were found between these 

two groups in the utilization of any type of health related care and/or service.  
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To elicit differences in the usage of screening services between non-depressed and 

depressed persons, The Fisher Exact Test for two independent samples was utilized.  The 

level of significance for this analysis was set at p < .05.  Screening services investigated 

in this analysis included: mammogram (females only), colorectal exam, pap smear 

(females only), blood pressure, routine physical exam including blood tests, cholesterol 

check, eye exam, urine check, dental checkup, vaccination/immunization services, 

hearing exam, and testicular exam (males only).  Under this analysis, no statistically 

significant differences were found in the use of health screening services by non-

depressed and depressed older adults. 

Differences in Potential Utilization of Health Care 

or Services by Health Condition 

To investigate differences of the potential use of health care or related services for 

certain conditions by non-depressed and depressed older adults, The Fisher Exact Test 

was utilized.  The level of significance for this analysis was set at p < .05. Categories for 

the health conditions that could potentially motivate an individual to seek prompt health 

care or related services included:  severe bleeding, burns, chest pain, difficulty breathing, 

bloody sputum, ear pain, back pain, diarrhea, the flu, a cold, broken bone(s), prolonged 

vomiting, stomach pain, severe dizziness, severe headache or migraine, threat of suicide, 

family violence and/or abuse, alcohol or drug overdose, and discharge from vagina or 

penis. 

Data analysis revealed that statistically significant differences existed between 

non-depressed and depressed individuals in their potential use of health care services for 
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difficulty breathing and for stomach pain.  The potential utilization rate of health care 

services for breathing difficulties was significantly different (p = .005) for non-depressed 

and depressed individuals.   As a group, non-depressed persons (n=51, 86.4%) would be 

inclined to seek prompt care for difficulty breathing at a much higher rate than their 

depressed counterparts (n=13, 56.5%).   Results of this analysis also indicated that a 

statistically significant difference (p=.020) existed between these two groups with regard 

to the potential use of health care services for stomach pain.  Individuals experiencing 

depression (n=18, 78.3%) would potentially seek health care services for stomach pain to 

a much greater degree than those individuals not suffering from depression (n=30, 

50.8%).  See Table 8 for data on statistically significant findings. 

 
TABLE 8:  Results for The Fisher Exact Test for Two Independent 
Samples:  Depression and Potential Need for Prompt Health Care 

or Services for Certain Conditions 
 

Care/Service Category 
Prompt 

Care 
Not Prompt 

Care 
 

Total 
 

Group Membership N % N % N % p
Difficulty Breathing .005 

Not Depressed 51 86.4 8 13.6 59 100.0
Depressed 13 56.5 10 43.5 23 100.0
Total 64 78.0 18 22.0 82 100.0

Stomach Pain .020 
Not Depressed 30 50.8 29 49.2 59 100.0
Depressed 18 78.3 5 21.7 23 100.0
Total 48 58.5 34 41.5 82 100.0

Summary 

 In summary, analysis of data revealed a number of statistically significant 

differences in the need for and utilization of health care and screening services and the 
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potential usage of health care for certain conditions among different age groups, between 

males and females, among individuals with varying levels of educational attainment, and 

between non-depressed and depressed older adults. 

 With regard to need and utilization differences among individuals within the three 

specified age groups, a statistically significant difference existed among young old, old, 

and the oldest old females when the utilization rates of pap smear screening services were 

analyzed.   Additionally, analysis of data related to the potential use of health care or 

health services for certain health conditions showed statistically significant  differences 

among the young old, the old, and the oldest old for potential use of these services for 

back pain and family violence.  

 Analysis of data related to gender and need for and utilization of, and potential 

need for health care and related services yielded several significant findings.  Data 

analysis revealed that statistically significant differences existed between males and 

females in the need for and utilization of emergency medical care and routine health care.  

Additionally, when the propensity to utilize health care or related services for certain 

conditions by males and females was examined, a statistically significant difference 

existed between males and females in their potential need for prompt care in the event 

they experience difficulty breathing. 

 Data analysis pertaining to the need and utilization of  health care and related 

services and the potential use of services for certain health conditions among individuals 

with less than a high school education, a high school education or equivalent, and more 

than a high school education yielded no statistically significant differences. 
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Finally, analysis of data related to depression and the need for and utilization of, 

and potential need for health care and related services yielded several significant findings.  

No significant differences were found between these two groups when data pertaining to 

the actual need and use of health care and related services was examined.  However, data 

analysis revealed that statistically significant differences existed between non-depressed 

and depressed individuals in their potential use of health care or related services for 

difficulty breathing and for stomach pain.  
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CHAPTER FIVE 

CONCLUSIONS AND IMPLICATIONS 

The purpose of this chapter is to summarize study findings within the context of 

the literature pertaining to older adults and the need and utilization of health care and 

related services.  Implications of study findings to the field of gerontology also will be 

discussed.  Additionally, the chapter will include a brief discussion of the limitations of 

this study, and potential areas for further research. 

Integration of Literature 

 The review of literature for this study was built around the Andersen-Newman 

Social-psychological framework for individual need and utilization of health care and 

health care services.  Specifically, the review focused on literature pertaining to the 

predisposing factors of age, gender and level of educational attainment, and the illness 

level/need factor of depression.  Literature investigating the enabling factors associated 

with individual health care need and usage was not reviewed since the scope of this study 

did not include exploration of those variables.  The overall goal of this study was to 

determine the potential need for and utilization of an academic nursing center at Tucson 

House by older adults residing in that community.  Thus, a comprehensive review of 

literature on academic and community-based nursing centers was performed.  Thorough 

literature searches were performed throughout the duration of this study, and the review 

of literature has been updated as appropriate and necessary.   
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Predisposing Factors and Utilization or Potential Need 

for Health Care and Related Services 

 The theoretical framework for this study was the Andersen-Newman Social-

psychological  model (1973) , which identifies the factors that influence an individual’s 

utilization of health care and associated services.  According to this framework, 

predisposing factors are existing characteristics within an individual which influences that 

individual to utilize health care services with increased frequency.  Predisposing factors 

are borne from demographics (i.e., age, gender), social structure (i.e., cultural 

background, education), and personal beliefs (i.e., how one views health or illness, 

attitudes towards health care and/or health care providers).  Research Questions One 

through Three explored whether the predisposing factors of advanced age, gender, and 

levels of educational attainment influenced the need for and use of health services among 

individuals aged 65 years and older residing in the Tucson House community.  

Research Question One 

 Research Question One examined whether differences in health services 

utilization and need existed among the three age groups of the young old (65-74 years of 

age), the old (75-84 years of age), and the oldest old (85 years and older).  Overall, the 

lack of study findings associated with the differences in utilization and potential need for 

health care and related services among the three age groups of the young old, old, and the 

oldest old were not totally unexpected given the existing literature that addresses this 

area.  Most of the literature reviewed reported increased utilization of and need for health 

care services such as hospitalization (Desai et al., 1999; Haan et al., 1997; Murphy & 
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Hepworth, 1996) emergency room services (Murphy & Hepworth, 1996; Shappert, 1999), 

physician consultation (Linden et al., 1997; Shappert, 1999), diagnostic testing (Haan et 

al., 1997), and home health care (Murphy & Hepworth, 1996) among all individuals aged 

65 years and older.  Several studies, however, reported increased need and rates of 

utilization for inpatient hospitalization (Haan et al., 1997; Shappert, 1999) and physician 

services (Shappert, 1999), particularly among individuals aged 85 years and older.  

Findings from the current study were not consistent with those reported by Haan et al. 

(1997) and Shappert (1999), since statistically significant differences among the young 

old, the old, and the oldest old in the use and need for inpatient hospitalization and 

physician services were not found. 

Research Question Two 

 The second research question investigated whether there was a difference in 

health services utilization and need between females and males.  Generally the findings of 

the current study were fairly consistent with existing literature which tended to be 

conflicting or inconclusive in nature.  The findings that females utilized emergency 

medical services and physician care to a significantly greater degree than males were 

consistent with the research results reported by Bertakis et al. (2000), Green and Pope 

(1999), and Kandrack et al. (1991).  Although several reviewed studies concluded that 

males utilized emergency care (Husaini et al., 2003), inpatient care/hospitalization 

(Husaini et al., 2003; Wolinsky & Johnson, 1991), and outpatient surgeries (Dunlop et al., 

2002) with greater frequency than females, the current study did not yield similar results.  

With the exception of the statistically significant findings previously discussed, the 
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results from the current study suggested that the utilization of and potential need for 

health care and related services were quite comparable for older females and males.  

These findings were consistent with a number of studies which found no difference 

between men and women in areas such as rate of hospitalization (Bertakis et al., 2000; 

Dunlop et al., 2002; Murphy & Hepworth, 1996), and use of home health care services 

(Murphy & Hepworth, 1996; Wolinksy & Johnson, 1991).   

Research Question Three 

 Research Question Three examined whether there were differences in health 

services utilization and need among individuals with different levels of educational 

attainment.  The findings of this study were consistent with existing literature that found 

no statistically significant differences in the utilization of health care and related services 

among persons who attained varying levels of education (Green & Pope, 1999; Kandrack 

et al., 1991; Kouzis & Eaton, 1998).  The findings of the current study were also 

consistent with Wolinsky and Johnson (1991) who found no link between level of 

education and rate of utilization for home health or inpatient hospitalization.  In contrast, 

the results of the current study did not reflect Wolinksy & Johnson’s findings that level of 

education is associated with rate of physician usage.  Moreover, the results of the current 

study did not reflect findings that suggested that individuals with lower educational 

attainment seek primary care services with the highest degree of frequency (van der Meer 

& Mackenbach, 1998). 
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Illness Level/Need Factors and Utilization or Potential Need 

for Health Care and Related Services 

 According to the Anderson-Newman Social-psychological model, the last 

Individual Determinant of individual usage and need for health services is illness level.  

Illness level is characterized as either a perceived illness or an evaluated illness.  An 

individual’s perception of illness is based upon the experiences of illness and/or 

symptoms, beliefs about general health status, and potential diagnoses.  In order for an 

individual to seek health care or related services, that individual must perceive that they 

have an illness or some of all of its components.  In addition, under the Anderson-

Newman framework, evaluated illness is defined as an episode where care was procured 

based on the actual assessment and diagnosis of a physical or mental health condition or 

illness.  Within the current study, Research Question Four investigated whether the illness 

level/need factor of depression was associated with differences in the potential need for 

and utilization of health care and related services. 

Research Question Four 

The fourth, and final, Research Question explored whether there was a difference 

in health services utilization and potential need between non-depressed and depressed 

older adults.  The findings of the current study were not consistent with or supportive of 

the majority of literature reporting on the utilization of health care services by individuals 

suffering from depression or other mental illnesses.  The existing body of literature 

overwhelmingly suggested that depressed or mentally ill individuals need and utilize 

health care services to a far greater extent that their non-depressed or mentally stable  
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counterparts.  Specifically, the results from the current study were not consistent with 

reports that depressed or mentally ill individuals use emergency care facilities (Berren et 

al., 1999; Himelhoch et al., 2004), physician services (Badger, 1998), and ambulatory 

care (Demmler, 1998), at a higher rate of frequency than individuals not suffering from 

such illnesses. 

Summary of Study Results 

 The conceptual framework for the current study was adapted from the Andersen-

Newman Social-psychological model of individual health care utilization.  Findings from 

this study did not support the hypotheses or validate the adapted conceptual framework 

for the need for and utilization of health care and related services by older individuals 

residing at Tucson House community. 

 Overall, the need for and usage of health care and health services did not vary 

much among the three age groups or educational levels, or between females or males, or 

depressed and non-depressed persons.  The lack of significant findings may be 

attributable to the fact that individuals within this population shared many similar 

characteristics especially with regard to the enabling factors such as location of residence, 

type of insurance available, and socioeconomic status.  All of the older adults in this 

study lived in the Tucson House community, most received health insurance benefits 

through Medicare, and almost all individuals were considered to be poor or very poor.  

Additionally, based on individual ratings of health status, the illness factor/need level for 

this population appeared to be high.  Over 75% of the older adults in this study described 
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their health as fair, poor, or very poor, while only 23.5% and 1.2% of the individuals 

rated their health as good or very good, respectively.   

 Generally, the current study explored the actual usage of health services by older 

adults living at Tucson House.  Furthermore, it investigated the potential need for and 

utilization of an academic nursing center.  Data from this study suggested that the 

majority of older adults residing at the Tucson House community regularly sought 

primary health care services for routine health care and care related to routine illnesses.  

In addition, this population utilized general health screening services such as blood 

pressure checks, routine physicals, and bloodwork to a high degree.  With very few 

exceptions, the older adults at Tucson House sought care when care was necessary.  

Health care and services needed and used by this population included emergency care, 

hospitalization, home care, counseling, and nursing home placement.  The older adults 

also utilized a variety of health care screening services such as cholesterol screens, urine 

testing, and vaccinations/immunizations.  When potential need for care related to specific 

health conditions was explored, the data suggested that the majority of the older adults 

would indeed seek care for a variety of health or health related conditions.  Such 

conditions included experiencing a burn or burns, chest pain, difficulty breathing, bloody 

sputum, ear pain, a broken bone or bones, excessive or prolonged vomiting, stomach 

pain, severe dizziness, a severe headache or migraine, fever, and discharge from the penis 

or vagina. 
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Study Limitations 

 The results of this secondary data analysis are limited in scope due to the small 

sample size (n=64 females; n=20 males) studied.  In addition to the small sample size, 

this study employed the relatively simple method of chi-square analysis and The Fisher 

Exact Test to investigate whether differences existed in health services utilization and 

need among persons in different age groups and different levels of educational 

attainment, and between the genders and depressed and non-depressed individuals.  

Furthermore, the older adults in this population shared many similar attributes including 

primary residence, and in the areas of type and coverage of health insurance, socio-

economic status, and ratings of individual health status.  Thus, generalizability of these 

findings to other populations of older adults can not be assumed. 

Implications to Nursing/Health Care and Gerontological Studies 

 Although this study yielded few statistically significant findings, general data 

collected on the actual utilization of and potential need for health services by older adults 

in Tucson House contributed to the knowledge base associated with health care utilization 

and need among older individuals.  Findings suggested that the population of older adults 

studied used and will likely continue to use both acute and non-emergent or routine health 

care and/or services on a consistent and regular basis.  Based on the current study’s 

literature review, an academic nursing center situated in the Tucson House would cost-

effectively serve the health care and health services needs of this community.  Such an 

academic nursing center would provide care and services based on the utilization patterns 

and potential needs of the residents.  Therefore, this center would effectively provide 
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preventive, diagnostic, screening, and primary care services to the older individuals living 

in the Tucson House community.  These services would be timely, accessible to all 

residents, and free of charge.  As the aging population continues to grow, population-

specific academic nursing centers may provide a feasible and sensible solution to 

providing targeted, continuous, high-quality, low-cost primary care services to many of 

our nation’s older adults. 

 With regard to acute care, over one third of the older individuals residing at 

Tucson House indicated that they needed and utilized emergency medical care services.  

Similarly, 26.5% of the individuals needed and used hospitalization.  The older adults 

utilized routine health care and health care screening services to an even greater degree.  

Nearly 75% of all older adults at Tucson House reported the actual need for and use of 

care for routine health needs and illness care.  Likewise, these individuals tended to 

utilize health care screening services on a regular basis.  Older adults sought blood 

pressure checks and routine physicals/blood tests to a very high degree (92.9% and 83.3% 

of the individuals, respectively).  These individuals also sought routine services such as 

urine tests, cholesterol counts, and immunizations/vaccinations on a regular basis, though 

to a lesser degree (74.1%, 57.5%, and 53.7% respectively).  It is notable that several 

important diagnostic and preventive screening tools were underutilized by this 

population.  Unfortunately, the older adults in this study who utilized routine vision, 

dental, and hearing screening services were in the minority.  Thirty-seven percent of the 

individuals had eye exams, 20.5% had dental check-ups, and only 12.2% of the older 

adults surveyed sought hearing exams.   
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Findings further suggested that the majority of the older adults residing at Tucson 

House would be prompted to seek medical attention for a variety of emergent health 

conditions.  The individuals responded that they would seek care for acute or potentially 

serious health conditions such as severe bleeding (86.9% of the older adults), chest pain 

(84.%), severe dizziness (81%), broken bone(s) (79.8%), difficulty breathing (77.4%), 

prolonged vomiting (72.6%), burn(s) (64.3%), and severe headache/migraine (63.1%).  

Similarly, the older adults indicated that they would readily seek care for less serious 

health conditions but not to the same extent.  Non-emergent health conditions which 

would prompt individuals to seek care included stomach pain (57.1%), discharge from 

their penis or vagina (54.8%), fever or ear pain (50%), back pain (47.6%), flu (45.2%), 

diarrhea (38.1), or the common cold (28.6%).  These individual also reported that they 

would seek care or services for psychological or social issues such as suicide threat 

(51.2% of the older adults), alcohol and/or drug addiction (48.8%), and family violence 

(48.8%).   

 Nursing personnel at academic nursing centers are extremely adept at providing 

primary care, and health promotion and health maintenance services which include:  1) 

performance of thorough health histories and subsequent health/physical assessments; 2) 

diagnosis of illnesses and health or mental health conditions; 3) administration of routine 

screening services and procedures; 4) coordination and management of health care related 

activities; and, 5) provision of counseling focused on health, psychological, and/or social 

issues.  With the exception of acute or emergency services, an academic nursing center 

would effectively and cost-efficiently meet the actual and potential health care needs of 
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the older adults residing at Tucson House.  Just as importantly, an in-house academic 

nursing center may potentially promote greater utilization of essential preventive 

screening services such as dental, hearing, and vision exams; and, wider spread 

administration of age appropriate vaccinations such as those for the flu or pneumonia.  

Moreover, in-house health care services may prompt more of the aging residents to seek 

care for non-emergent illnesses or conditions such as colds, influenza, abdominal pain 

and/or diarrhea, and back pain.  This could potentially minimize or prevent serious 

complications which often result in a greater need for and utilization of emergency rooms 

or urgent care centers, hospitalization, and emergency-related services such as ambulance 

transport or diagnostic testing.  Increased utilization of these types of facilities and 

services are associated with significantly higher health care costs.   

 Results of the current study supported existing literature which suggested that 

older adults have an elevated need for and utilization rate of health care and associated 

services.  As the aging population in the United States experiences continued growth, the 

utilization rate of health services by older adults will likely burgeon.  By 2010, it is 

predicted that there will be approximately 40 million individuals aged 65 and older 

(AOA, DHHS, 2004; Fowles, 1995), and by 2030 the estimates range from 65 to 71.5 

million (AOA, DHHS, 2004; Barrow, 1996; Evashwick & Branch, 1996; Hayflick, 1994; 

Katz Olson, 1994; Moore & Moir, 2004).  Individuals aged 65 years and older are more 

likely to experience multiple, chronic health conditions as well as diminished functional 

abilities.  Thus, the aging population in the United States will undoubtedly continue to 

consume high levels of health care and associated services.   
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The overall costs related to the consumption of health care and related services by 

individuals aged 65 years and older are staggering.  In the mid ‘90s, the aging population 

spent over $300 billion on health care and related services (Desai et al., 1999), and by 

2012 Medicare expenditures on such care is expected to top $504 billion (Moore & Moir, 

2004).   Individually, older adults spent more and will continue to spend more on health 

care than their younger counterparts.  In the beginning of this decade it was estimated 

that, on average, older adults spent $3,800 of their own money on health care and related 

services (AOA, DHHS, 2004).  If current utilization patterns continue, the average older 

person will spend approximately $25,000 on out-of-pocket health care expenses in 2020 

(Fuchs, 1999). 

 Alternative health care delivery systems must be utilized to a greater extent to 

successfully meet the increased demand for health care and related services by the ever-

growing population of older adults aged 65 years and older.  The health care delivery 

system must provide quality care to vast numbers of aging individuals without 

bankrupting the private or public funding mechanisms which underwrite and subsidize 

the system.  To insure that the health care needs of the older population are efficaciously 

met, cost-effective alternative health care delivery systems such as academic nursing 

centers need to be implemented and utilized on a wide-spread and national basis.  
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Recommendations for Future Research 

 As evidenced by the limitations of the current study and inconclusive or contrary 

findings in several areas of health care utilization research, further inquiry into health care 

need and utilization by older adults is warranted.  It is imperative that professionals from 

varied disciplines such as gerontology and geriatrics, nursing and medicine, health policy 

and administration, public policy and administration, and economics place emphasis on 

our nation’s health care delivery system and the anticipated high levels of need and 

utilization of health care by individuals aged 65 years and older.   

 To address the limitations of the current study, similar research should be 

conducted in assorted neighborhoods or community/shared housing settings where larger, 

perhaps more diverse, populations of older adults exist.  Administration of survey 

instruments similar to or duplicating those used in the current study (i.e., the “Survey of 

Health Status and Health Needs of Tucson House Community” and the “Center for 

Epidemiological Studies-Depression (CES-D) Scale”) would be extremely useful.  Such 

research would allow researchers to directly compare and analyze study results not only 

across larger sample sizes, but also between different areas or types of residence such as 

metropolitan neighborhoods with high proportions of older adults or age-specific 

communities or shared housing facilities.  Continued research in this area could 

potentially elucidate clearer differences among groups or individuals and also provide 

diversification among study participants primarily in the areas of access to health care 

providers or services, availability and type of health insurance, self-reports of health 

status, and income levels.  Additionally, like research employing more sophisticated 



104 
 

statistical methods and analyses should be conducted enabling researchers to further 

examine the factors which influence the need for and utilization of health care both 

between and within groups of older adults aged 65 years and older.  

 Finally, additional research on the need for and utilization of academic and 

community nursing centers by older adults is essential.  To date, very little research has 

focused on this area of investigation as evidenced by the dearth of literature found on this 

topic for the current study.  Ongoing research exploring older adults’ need for and actual 

utilization of nursing centers must be undertaken.  Research of this kind should closely 

examine the need for and use of nursing centers for specific health care and related 

services such as:  1) emergent or urgent care; 2) management of acute or chronic physical 

or mental illnesses; 3) health assessment and diagnoses; 4) general physical exams 

including blood pressure, cholesterol, urine, and bloodwork checks; 5) health education 

and promotion; 6) preventive care such as administration of age-appropriate 

immunizations/vaccinations; 7) screening tests such as dental, hearing or vision exams; 

and, 8) case management or referral activities.  In addition, research investigating the 

health outcomes associated with the use of nursing centers by older individuals must be 

pursued.  This research should focus on issues related to whether the use of nursing 

centers impacts: 1) individual and/or community need for and use of physician care, 

emergency services, hospitalization, and nursing home placement; 2) the overall physical 

and mental health and well-being at the individual and community levels; and, 3) the 

amount of financial burden associated with health care and related services both 

individually and on a community basis.   
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To summarize, additional research on older adults’ need for and utilization of 

health care and related services is highly warranted.  Special emphasis should be placed 

on the examination of whether alternative health care delivery systems, such as academic 

nursing centers, can be utilized to a greater degree to efficiently and effectively meet the 

burgeoning demand for health care and associated services by the ever-growing 

population of older individuals.   

Summary 

 This chapter provided an overview of the study findings and compared the 

findings to the existent body of literature.  Discussion of the adapted theoretical 

framework and specific hypotheses of the study was also provided.  Additionally, 

information on the actual need for and use of health care and related services by older 

adults residing in Tucson House was presented.  Limitations of this study, and 

implications of this specific study and health utilization research generally to the 

disciplines of nursing/health care and gerontological studies were addressed.  To 

conclude this chapter, areas of further research were recommended. 
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