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ABSTRACT 

This study compared disabled welfare recipients, rehabilitation 

clients and employed persons In their utilization of health care re

sources ; their general health; the type, cost, location, and accessi

bility of their medical care sources; and their satisfaction with 

physicians and primary medical care. The Individuals In tvo of the 

populations were registered with governmental agencies which had re

sponsibility for meeting their health needs either directly or Indi

rectly. This study sought to ascertain the differences In health care 

utilization of these two populations as compared with employed persons 

who rely upon their own resources in planning and using health care 

services. 

The respondents in the study were 30 recipients of Aid to the 

Permanently and Totally Disabled, 30 Vocational Rehabilitation clients, 

and 30 employees of large companies. Personal interviews were con

ducted with all respondents using a formal questionnaire in order to 

obtain information related to eight subject areas: (l) demographic 

characteristics and self-perceptions of health; (2) usage of private, 

public, and emergency medical facilities; (3) health insurance and 

other third party coverage for medical costs; (^) accessibility of 

medical care services; (5) preventive health care; (6) hospitalization; 

(7) disability (bed rest) days; (8) satisfaction with medical care. 

xl 
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The results of the study Indicated that the AFTD recipients, 

although very poor and very sick, had regular sources of aedlcal care. 

They vere heavy users of aedlcal services provided by the County Gov

ernment, but they received little preventive care. They had a higher 

proportion of their medical costs paid for them than either of the 

other two groups. They also used private physicians extensively to 

supplement their county care. Medical services vere accessible; but 

waiting times were very long. 

The employed persons were financially solvent, healthy, and 

had regular sources of medical care. They used private fee-for-

service physicians almost exclusively, and they received the most 

preventive care. All of them had health Insurance, but it provided 

coverage only for sickness rather than for preventive care. They re

quired the fewest medical services of any group and had the fewest 

bed rest days. 

The rehabilitation clients were young, well-educated, and 

lower middle class. They relied primarily upon private physicians, 

although seme used county medical services. They received the least 

preventive care of any group. A sizeable proportion had no third par

ty coverage for medical costs, and the percentage of costs paid was 

low in all categories. 

All three groups were well satisfied with physicians and pri

mary health care. There were also no differences among the groups in 

frequency or length of hospitalization, usage of private physicians, 

usage of emergency rooms, and amounts of travel time required to ob

tain medical services. 



xlli 

Tor guidance and advice concerning referral to nedlcal ser

vices, the employed persons relied upon their private doctors. The 

welfare and rehabilitation clients relied Mostly upon their fanllles 

and friends for such counsel rather than upon governmental programs 

or private doctors. 



CHAFFER 1 

UfPRODUCTIOH 

Quality health care is a recognized right of every United 

States citizen, hut the American health care system is under attack 

from professionals, legislators, and consumers because of serious prob

lems of quality, quantity, organization, distribution, and cost. The 

President has declared the situation a "massive crisis" (Nixon-1969, 

1971). 

Although more than $83 billion is spent each year for medical 

services in this country, the United States ranks no better than thir

teenth among industrial countries in infant mortality, seventh In the 

percentage of mothers who die in childbirth, eighteenth In male life 

expectancy, and eleventh in female life expectancy (Saxbe 1971). 

The effects of our deteriorating health system cut across geo

graphic, economic, social, and political lines and touch everyone to 

some extent, but it Is the poor, the disabled, the unemployed, and 

some ethnic and racial groups who are most adversely affected. 

The lack of a comprehensive health care system to organize, de

liver, and finance personal health services compels most individuals to 

put together their own health care system from a mixture of services 

provided by physicians, hospitals, emergency roans, and charity clinics. 

Those who have the financial means and/or health insurance generally go 

1 



to private practitioners; whereas the poor usually use the public 

clinics or receive no health care at all. 

Sooe Individuals with special problems cone under the purview 

of one or more governmental rehabilitation or welfare programs which 

offer direct medical services or guidance In obtaining medical care to 

those who are deemed eligible. The rehabilitation programs offer a 

complete array of services including medical care and physical resto

ration; but in Arizona, where Medicaid Is not provided, welfare pro

grams offer only monetary assistance and guidance to community social 

and health-care services. 

These rehabilitation and welfare programs are designed to help 

people cope with their environment and to enable them to utilize the 

various services available to them; but each program serves only a 

particular category of people. One group of such individuals is com

posed of the disabled, for whom tax-supported programs have been es

tablished to help them to maintain what the government believes to be 

an adequate standard of maintenance and health or to overcome the ef

fects of their disability and return to gainful employment. 

In Arizona two of the largest programs designed to help the 

disabled are the Vocational Rehabilitation program (VR) and Aid to 

the Permanently and Totally Disabled (APTD), which is administered by 

Public Welfare (PW).1 APTD is designed to provide sufficient 

^During the time this study was being conducted, the Arizona 
Department of Public Welfare and the Arizona Division of Vocational 
Rehabilitation were beginning to be reorganized into a new Department 
of Economic Security. Ultimately, all the services of the two agen
cies and others will be integrated, and the agencies may lose their 
previous identities altogether. However, at the time of this study 
the programs and policies were unchanged. 
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financial assistance to meet what the state government believes to be 

the "basic need" of disabled persons (Assistance Payments Manual n.d., 

Sec. XI). In addition to providing financial assistance, FW has also 

set as its goal "to obtain rehabilitative and other services which will 

help (disabled persons) attain or retain the maximum degree of economic 

and personal Independence of which they are capable"(Assistance Pay

ments Manual, n.d., Sec. 3-600). 

In the APTD eligibility process the applicant is given a medi

cal examination, his medical records are reviewed by a medical review 

team, and recommendations for further medical treatment are made 

(Assistance Payments Manual n.d., Sec. 3-610; 3-612). Public Welfare 

assigns responsibility to intake workers for giving each recipient 

. an explanation of any other agency and/or community resources 

which are available to him in the areas of health care, improved liv

ing arrangements, self care, and rehabilitation as appropriate to the 

individual case"(Assistance Payments Manual n.d., Sec. 3-625). ' In 

addition, FW maintains a telephone information and referral service 

manned by knowledgeable staff members. Although medical care, other 

than financial assistance for nonprescription drugs, is not provided 

directly by Public Welfare, one of its responsibilities is to guide 

the recipient to available health care. The APTD assistance and guid

ance program is designed to help the recipient to avail himself of 

needed medical and community services. 

A more comprehensive system of services for the disabled Is 

offered by VR which can provide "... any goods and services neces

sary to render a handicapped individual fit to engage in a gainful 



occupation . . (Federal Register 1969. p. 168(A). In Arizona VR 

provides medical and vocational diagnosis, vocational guidance, coun

seling and placement, rehabilitation training, physical restoration, 

transportation, occupational licenses, occupational tools and equipment, 

maintenance, and training books and materials (Arizona State Plan 1971, 

Sec. 23-501). 

The rehabilitation program is not Intended to function as a 

general medical service program for everyone, but for its own accepted 

clients, "emphasis is placed upon sound total evaluation and high qual

ity medical care . . . both for the moment and over a long period of 

tine" (Frost 19&0. Physical restoration services are furnished 

". . .to the extent necessary ... to achieve the vocational reha

bilitation objective: (Arizona State Plan 1971. Sec. 20.2). In addi

tion to defined physical restoration services, VR also provides 

payments to cover individuals' health maintenance costs; i.e., 

N. . . amounts to cover the cost of medical care ... necessary to 

treat acute conditions arising in the ccurse of vocational rehabilita

tion or determination of rehabilitation potential which, if not cared 

for, would constitute a hazard to achieving the Individual's vocational 

objective" (Arizona State Plan 1971* Sec. 20.lt). 

The rehabilitation counselor can either arrange for and guide 

his clients to community medical care resources or he can purchase 

medical care directly from his own agency funds. The client who has 

been accepted for vocational rehabilitation services should, therefore, 

be in a very favorable position in terms of having his health care 

needs met. 



loodlsabled, employed people, whose Incomes are above the pov

erty level are, of course, ineligible for the guidance, financial 

assistance, and medical services of governmental rehabilitation and 

welfare programs. They oust locate and finance their own services in 

the free-for-service health care market. These people supposedly have 

an advantage If they have a regular physician who accepts responsibil

ity for their health and medical care, for it is that doctor who then 

provides the preventive and curative services and makes appropriate 

referrals to specialists and hospitals. 

It appears that among APTD recipients, VR clients, and em

ployed persons there is an ascending hierarchy of outside guidance 

and money potentially available for meeting health care needs. How

ever, It is not known whether there is a difference in terms of the 

usage of and satisfaction with health services. If the VR program 

operates as it is conceptualized, differences between the health care 

utilization patterns of VR clients and nondisabled employed persons 

would be minimized, and satisfaction with medical services would be 

roughly equivalent. The APTD recipients, whose medical care is the 

responsibility of county government and for whom only a telephone re

ferral service is provided for guidance to services, would be expected 

to differ from the VR clients and employed persons in their usage of 

medical services and their satisfaction with the services they receive. 

Statement of the Problem 

The problem studied was how two human services programs for 

the disabled in Arizona serve their clientele's health and medical care 



needs when ccapered with a group of employed persons who rely upon 

their own resources In planning and purchasing health care services. 

One of these programs is designed to provide money for basic needs as 

well as guidance and orientation to community resources, and the other 

Is designed to provide all reasonable services and professional guid

ance necessary for the rehabilitation of Individuals. 

An answer was sought to the following general question: 

What differences exist among three populations of Individuals 

in Tucson (employed persons, VR clients, and APTD recipients) in such 

matters as health status; preventive care; health insurance coverage; 

type, cost, location, and accessibility of medical services utilized; 

and satisfaction with physicians and primary medical care? The spe

cific questions derived from the more general one were as follows: 

1. What are the demographic characteristics of these populations? 

2. Is there a difference among these populations in their self-

perceptions of their health status? 

3. Is there a difference among these populations in the propor

tion of persons having a regular source of medical care? 

It. Within each population, Is there a difference in the propor

tion of persons having a regular medical source and the proportion 

having high outpatient resource utilization? 

5. Within each population, is there a difference In the propor

tion of persons having a regular medical source and the proportion 

having high Preventive Health Care Index scores? 

6. Is there a difference among these populations In the proportion 

of persons who have sought medical assistance In the previous four weeks? 



J. Is there a difference among these populations in the total num

ber of outpatient contacts during the previous year? 

8. Within each population, Is there a significant relationship be

tween age and number of outpatient contacts? 

9* Within each population, is there a significant relationship be

tween Income and number of outpatient contacts? 

10. Is there a difference among these populations in the number of 

private physician contacts during the previous year? 

11. Is there a difference among these populations In the number of 

free clinic physician contacts during the previous year? 

12. Within each population, what Is the percentage at private 

physician contacts versus free clinic physician contacts during the 

previous year? 

13* Is there a difference among these populations in the utiliza

tion of hospital emergency rooms? 

IV. What sources do individuals in these populations consult for 

guidance to medical care services? 

15* Is there a difference among these populations In the proportion 

of persons who have health Insurance or other third party coverage for 

medical expenses? 

16. Is there a difference among these populations in the percentage 

of medical costs paid by third party payers? 

17* Is there a difference among these populations in the percentage 

of medical costs borne by individuals? 
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18. VIthin each population, is there a difference in the proportion 

of persons having third party coverage and the proportion having hlgi 

Preventive Health Care Index scores? 

19* What means of transportation do these populations use to travel 

for medical care? 

20. Is there a difference among these populations in the proportion 

of persons using various means of transportation to reach medical ser

vices? 

21. Is there a difference among these populations in the amount of 

time spent traveling for health care services? 

22. Is there a difference among these populations In the amount of 

time spent waiting for health care services? 

23* Is there a difference among these populations in Preventive 

Health Care Index scores? 

2k. Within each population, is there a significant relationship 

between Income and Preventive Health Care Index scores? 

25* Within each population, is there a significant relationship 

between education and Preventive Health Care Index scores? 

26. Within each population, is there a significant relationship 

between Preventive Health Care Index scores and total bed rest days? 

27* Is there a difference among these populations in the proportion 

of persons hospitalized during the previous year? 

28. Is there a difference among these populations in the length of 

hospital stays? 

29* Within each population, what is the percentage of emergency and 

planned hospitalization? 



30. Is there a difference among these populations In the total num

ber of bed rest days during the previous year? 

31* Is there a difference among these populations In the number of 

bed rest days due to acute conditions? 

32. Is there a difference among these populations In the number of 

bed rest days due to chronic conditions? 

33* Within each population, is there a significant relationship 

between total bed rest days and number of outpatient contacts? 

3^. Within each population, Is there a significant relationship 

between age and total bed rest days? 

35* Within each population, is there a significant relationship 

between self-perceptions of health status and total bed rest days? 

36. Is there a difference among these populations in satisfaction 

with physicians and primary health care? 

Significance of the Problem 

Neither the federal government nor the government of the State 

of Arizona has established a comprehensive system of providing health 

care services for citizens. Both have, however, encouraged the reha

bilitation of disabled people and the reduction of the public assis

tance rolls. Because the disabled population in this state constitutes 

a significant burden in terms of wasted manpower and subsistence pay

ments of one type or another, the federal and state governments coop

eratively provide programs intended to meet the basic needs of the 

disabled and to return them to their maximum level of economic inde

pendence. The two state-federal programs established for this purpose 
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operating in Arizona are Aid to the Permanently and Totally Disabled 

and the Vocational Rehabilitation program* 

Although medical care for the disabled is an essential part of 

any successful rehabilitation attempt, the responsibility for providing 

It Is quite unclear. Both APTD and VR operate under guidelines which 

state or imply that each has some responsibility for the health of its 

clientele. The welfare program, while providing for the basic costs 

of food, clothing, housing, utilities, household supplies and equipment, 

personal needs, and medicine cabinet supplies (Assistance Payments Man-

ual n.d., Sec. XI), is also responsible for familiarizing recipients 

with all available health care facilities. In spite of the magnitude 

of these responsibilities, FW does not provide direct medical care or 

professional social casework services to APTD recipients. Instead it 

relies upon an Initial orientation interview between the recipient and 

FW staff and telephone information services for guiding its clients to 

county and other medical services. 

The guidelines for medical care under VR auspices are somewhat 

ambiguous. In denying responsibility for being a general medical care 

program, the federal guidelines limit VR's responsibilities n. • .to 

treatment of conditions which have resulted in a substantial handicap 

to employment and which directly affect the employability of clients" 

(Vocational Rehabilitation Administration 1956, pp. 19-1-2). However, 

if the Impairment can be linked to employability in some way, almost any 

medical service can be provided as a restorative service. Elsewhere the 

state-federal policies provide for treatment of acute illnesses and 

injuries occurring during the course of rehabilitation which could 
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Interfere with achievement of the rehabilitation goal. Complete in

patient and outpatient treatment can be provided up to 30 days for each 

illness or Injury (Arizona State Plan 1971 > P* 20.3). 

In addition to these direct medical services, the agency also 

assigns a professional rehabilitation counselor to each client and 

makes hla personally responsible for providing whatever reasonable ser

vices the client needs. Potentially, the VR client should be able to 

get whatever medical help he might need either directly from the agency 

or by contacting his counselor for referral to other facilities. 

The present study Investigated several aspects of the health 

status and health care of VR clients and APTD recipients. An attempt 

was made to ascertain how, with the help of the two programs, these 

Individuals' health care utilization patterns and satisfaction dif

fered from each other and from those of a group of employed, nondis-

abled persons In Tucson. The results of this study may be useful In 

assessing the health needs of the VR and APTD populations In Tucson 

and In ascertaining the need for possible alternative systems of health 

care services. 

Hypotheses 

For statistical purposes the following null hypotheses were 

examined: 

1. There is no difference among these populations in their self-

perceptlons of their health status. 

2. There is no difference among these populations in the proportion 

of persons having a regular source of medical care. 
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3* Within each population, there is no difference in the proportion 

of persona having a regular medical source and the proportion having 

high outpatient resource utilization. 

H. Within each population, there is no difference in the proportion 

of persons having a regular medical source and the proportion having 

high Preventive Health Care Index scores. 

5. There is no difference among these populations in proportion of 

persons who have sought medical assistance in the previous four weeks. 

6. There is no difference among these populations In the total 

number of outpatient contacts during the previous year. 

7* Within each population, there Is no significant relationship 

between age and number of outpatient contacts. 

8. Within each population, there is no significant relationship 

between income and number of outpatient contacts. 

9. There is no difference among these populations in the number 

of private physician contacts during the previous year. 

10. There is no difference among these populations in the number 

of free clinic physician contacts during the previous year. 

11. There is no difference among these populations in the utiliza

tion of hospital emergency rooms. 

12. There is no difference among these populations in the proportion 

of persons who have health insurance or other third party coverage for 

medical expenses. 

13. There is no difference among these populations in the percentage 

of medical costs paid by third party payers. 



lA* There Is no difference among these populations in the percent

age of nedical costs borne by individuals. 

15. Within each population, there is no difference in the propor

tion of persons having third party coverage and the proportion having 

high Preventive Health Care Index scores. 

16. There is no difference among these populations in the propor

tion of persons using various means of transportation to reach medi

cal services. 

17. There is no difference among these populations in the amount 

of time spent traveling for health care services. 

18. There is no difference among these populations In the amount 

of tine spent waiting for health care services. 

19. There is no difference among these populations in Preventive 

Health Care Index scores. 

20. Within each population, there Is no significant relationship 

between income and Preventive Health Care Index scores. 

21. Within each population, there is no significant relationship 

between education and Preventive Health Care Index scores. 

22. Within each population, there is no significant relationship 

between Preventive Health Care Index scores and total bed rest days. 

23. There Is no difference among these populations in the propor

tion of persons hospitalized during the previous year. 

2k. There is no difference among these populations in the length 

of hospital stays. 

25. There is no difference among these populations In the total 

number of bed rest days during the previous year. 



26. There Is no difference among these populations in the number of 

bed rest days due to acute conditions. 

27* There Is no difference among these populations in the number of 

feed rest days due to chronic conditions. 

28. Within each population, there is no significant relationship 

between total bed rest days and number of outpatient contacts. 

29* Within each population, there is no significant relationship 

between age and total bed rest days. 

30. Within each population, there Is no significant relationship 

between self-perceptions of health status and total bed rest days. 

31. There is no difference among these populations In satisfaction 

with physicians and primary health care. 

Assumptions 

The research was based upon the following assumptions: 

1. Accurate assessments of health status, health insurance, medi

cal services utilized, and satisfaction with health care were obtained 

with the questionnaire used in this research. 

2. The respondents answered the questions correctly. 
I 

Limitations 

1. The study was limited to recipients of Aid to the Permanently 

and Totally Disabled, clients of Vocational Rehabilitation, and em

ployees of three large Tucson companies who lived in the metropolitan 

Tucson, Arizona area during late winter and early spring, 1973* 

2. The sample of employed persons was not necessarily representa

tive of all employed persons in the area. 



3. Respondents in the study were limited to those persons who vol

untarily participated in the study. Unlntervlewable cases constituted 

a restriction on the three populations. 

Definitions and Abbreviations 

The following terms were used In this study: 

Acute condition: A medical anomaly which has lasted less than 

three months and has involved either medical attention or restricted 

activity. 

AFTD: Aid to the Permanently and Totally Disabled. A program 

of financial assistance and staff guidance provided to eligible dis

abled persons by Public Welfare. 

Bed rest day: A day in which a person stays In bed more than 

half of the daylight hours because of an Illness or injury. 

Chronic condition: A medical anomaly described by the respon

dent as having been first noticed more than three months before the 

week of the Interview. 

Condition: A respondent's description of a medical problem 

which is a departure from a state of physical well-being. 
i 

Dental visit: Any visit to a dentist's office for treatment 

or advice, including services by a technician or hygienist acting un

der a dentist's supervision. 

Emergency room: That area of any hospital designated for care 

of emergency conditions. 

Free clinic: Any outpatient clinic whose services are avail

able to eligible persons at no cost or, at most, a token cost based 

upon ability to pay. 
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Hospital clinic: An outpatient clinic in any hospital. 

Hospital day: A continuous period of stay in which a person 

renalns overnight In a hospital as an inpatient. 

Income: The total amount of money received by all members of 

the family who reside with the respondent. 

Length of hospital stay: The duration in days, exclusive of 

the day of discharge, the respondent spends in a hospital as an in

patient. 

Medical costs: The total expenditure for medical, hospitali

zation, dental care, and drugs during the 12-month period prior to 

the Interview. 

Outpatient contact: Consultation with a physician or other 

person acting under a physician's supervision, in person or by tele

phone, for examination, diagnosis, treatment or advice. 

Physician: A doctor of medicine or osteopathy who is licensed . 

to practice in Arizona. 

Preventive care: Medical services serving to avert the occur

rence of disease. 

Private physician: Any medical or osteopathic physician who 

practices alone or with a group of other physicians and whose ser

vices are available to the public on a fee-for-service basis. 

Regular soiree of medical care: Any licensed doctor or clinic 

which is ordinarily available to the patient for direct medical care 

or referral to other needed services. 

Telephone contact: Medical advice given in a telephone call 

directly by the physician or transmitted through a nurse. 



Third party coverage: Any formal or Informal plan designed to 

pay all or part of the aedlcal or hospital expenses of an Individual. 

In addition to group or Individual health insurance policies the tern 

Includes: free care such as public assistance, charity, or county 

medical care; Medicare; medical care provided by VR; medical care giv

en free of charge to veterans; care given under Uniformed Services 

Dependents Medical Care Program; care given under the Crippled Children 

Care Program; care of persons admitted for research or teaching pur

poses; accident Insurance coverage; insurance which pays all or part 

of a surgeon's fees; industrial accident insurance. 

Tucson: The metropolitan area within a radius of 20 miles 

from City Hall. 

VR: Vocational Rehabilitation. A program of rehabilitation 

services for eligible disabled persons provided by the State of 

Arizona. 

VR client: A person who has been accepted for services by 

Vocational Rehabilitation (VR statuses 10-2*0. 

Summary 

Chapter 1 has presented an introduction to the problem of dif

ferences in medical care and satisfaction with medical services among 

employed persons, rehabilitation clients, and disabled welfare recip

ients. The justification for the study was based upon (l) the recog

nized importance of adequate medical services in the maintenance of 

health and the amelioration of disability and, (2) the need for in

formation as to how the medical needs of consumers of specific 



governmental programs are net as compared with persons who arrange 

their own medical services. Numerous questions were formulated and 

hypotheses derived therefrom to examine differences among the three 

populations in terms of their usage of the health care delivery system 

aad their satisfaction with it. In the following chapter relevant 

literature is reviewed. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The reviev of the literature Is presented In ten sections. 

Three sections—one concerned with America's dual systems of health 

care, one concerned with welfare, and the third concerned with Voca

tional Rehabilitation—provide background information. The other sec

tions are summaries of available research and opinion dealing with 
\ 

specific areas covered by the research questionnaire used In this 

study. 

Dual Systems of Care 

There are two systems of health care services in the United 

States, each with its particular consumers and its own qualitative 

differences. The first is the fee-for-service system of private phy

sicians and hospitals. The other system is composed of clinics oper

ated by tax-supported or charitable organizations in which services 

are generally free or nearly so depending upon the patient's ability 

to pay. 

There Is considerable controversy over the quality of care 

received under the two systems, and there is no conclusive proof that 

one is superior to the other; but the system of utilization of the 

private family doctor is the one generally preferred by the public and 

generally recommended by medical authorities. This bias is so strong 

19 
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within the medical profession that, except for the leading medical 

school hospitals, the recruiting practices of Institutions are adverse

ly affected. Many doctors believe that the services of the public in

stitutions are Inferior and border on the unethical (Kosa, Antonovsky, 

and Zola 1969, p. 216). 

Kosa et al. (1969) have summarized the problems of public clin

ics by saying that they "... tend to give competent diagnoses and 

equally competent symptomatic treatment, but their impersonal atmos

phere, time schedule, and lack of privacy discourage—or outright Im

pede—any treatment going beyond the management of a specific complaint 

(p. 223)." Psychosomatic, personal, and emotional problems, particu

larly the normal anxiety that accompanies Illness, are likely to go 

largely unattended unless presented by the patient as a specific com

plaint. 

In Tucson the Pima County Hospital, which is the public clinic 

serving as the principal source of medical care for the indigent, has 

been the center of controversy for many years. The director of the 

hospital has admitted that the 3^-year old facility Is obsolete, over

crowded, and inefficient in Its delivery of services. Because of lim

ited services, e.g., no obstetrics, neurosurgery, burn care, or medical 

pediatrics departments, 30 to Uo patients are sent daily to other hos

pitals at county expense for treatment not possible at its own facility 

(Donovan 1972). 

Although private physicians are preferred over clinics, there 

are, of course, wide variations in the quality of services delivered 

by them. However, having a family doctor means a stable relationship 



with one physician in which systematic consultations can be made be

cause the doctor and his patient know each other. The private physi

cian offers his patients what had been referred to as charismatic 

medicine, i.e., "the assumption of a leadership role in times of dis

tress and the personal intervention of the physician In family prob

lems surrounding the illness" (Kosa et al. 1969, p. 223). Private 

care is characterized as being more personal, comprehensive, and sys

tematic; whereas public clinic care is seen as being impersonal, frag

mented, and uncoordinated because there is not an opportunity for the 

patient to develop a personal relationship with the doctor. 

Whether one has a personal or family physician is usually de

termined by Income. A study of U320 families revealed that 85.percent 

of families with Incomes of $10,000 or more had a family physician but 

only 16 percent of those on welfare had one. A minority of families 

tuoder an income level of $lt,500 had family; physicians; whereas a major

ity of families above the $lv,500 Income level had. family physicians 

(Alpert, Kosa, Haggerty, Robertson, and Heagerty 1969). 

Utilization of Health Resources 

Although patients use a variety of medical services in their 

pursuit of good health, utilization patterns are influenced by income. 

The most extensive research concerning health resource utilization has 

been done for many years by the National Center for Health Statistics 

(HCHS) in which income differentials have been compared with such 

variables as number of physician visits, interval since last physician 

visit, dental visits, hospital admissions, and lengths of stay. 



In summarizing the NCHS data, Richardson (1969) concluded that 

the poor have relatively higher levels of illness than the nonpoor, 

but the aedical services they receive are not comparable in terns of 

quality with those which the nonpoor receive. He reported that, in 

ccaparison with the nonpoor, the poor are less likely to: (l) use 

preventive care and make discretionary visits to doctors; (2) be treat

ed by specialists; (3) go to dentists. On the other hand the poor are 

•ore likely to: (l) be admitted to hospitals; (2) stay longer in hos

pitals; (3) have teeth extracted when visiting a dentist; (H) use hos

pital clinics and emergency roans. 

According to other recent government research, people in the 

United States visited physicians an average of ^.3 times per year in 

1969* the most recent year for which there are complete data. Those 

in the age range 17-1*U years had k.2 visits, and those in the k5-6k 

year range had k.7 visits. Income was not an Important determinant In 

the number of physician visits, as evidenced by the fact that there 

were virtually no differences between the affluent and poor within the 

various age groups as far as physician visits were concerned. Appar

ently, people go to doctors whether they can afford to or not, although 

the rich and poor go for different reasons and get their care from dif

ferent places. The poor see physicians in their offices less often 

than the more affluent; they consult by telephone with physicians less 

often; but they use public and charity clinics more often (NCHS 1972a). 

The poor are also heavier users of emergency rooms, as was as

certained by Pcmeroy, Lejeune, and Podell (1970). Those researchers 

studied health care among 2000 welfare recipients in New York and 



23 

found that they utilized emergency roans and clinics more than three 

tines as frequently as they visited private physicians. 

Satisfaction with Health Care Services 

Public concern over the cost, adequacy, and availability of 

medical care has reached new heights, and, although much distress has 

been voiced by various groups and by the press (Baumgartner 1971; 

Thelen 1972; Newsweek 1971* 1972; Business Week 1972; DeWolf 1972), 

there has been little research to systematically document the satisfac

tion and dissatisfaction of various segments of the population (Hulka, 

Zyzanski, Cassel, and Thompson 1971* p. 66l). 

Consumer opinion about medical care Is an increasingly impor

tant aspect of the more general issue of the evaluation of patient 

outcomes and is one that is gaining the Interest of medical researchers 

(Donabedian 1970, p. 132). Consumer satisfaction has become highly 

controversial and has received considerable attention In the medical 

literature. 

Consumer Judgments about medical practice are viewed by many 

as being invalid because consumers are laymen. The belief is widely 

held among physicians that their work entails such a high degree of 

skill and knowledge that only a medically trained fellow professional 

can make valid assessments of professional performance (O'Donnell 

1973* P* 100; Friedson and Rhea 19&5, PP* 107-108). 

Going further, many doctors insist that the quality of medical 

care Is so complex and intangible a concept that it cannot be researched 

and evaluated even by other physicians (Peterson 1963, p. 1239; 

Pellegrino 19&0* 



Many physicians like Sade (1971), are scornful of consumerism. 

Sade contends that the patient is a mere customer, a purchaser of ser

vices vho does not possess any inherent "right" to such services. The 

nedlcal profession is an autonomous Industry whose services are a com

modity to be sold, like bread, and the public can take It or leave it. 

The only option open to the dissatisfied customer is to get his ser

vice from someone else. According to the Wall Street Journal (1972) 

Sade's position has wide support, as evidenced by the large numbers at 

favorable responses sent by physicians to Sade since he wrote his no

torious article for the prestigious New England Journal of Medicine. 

Notwithstanding the prevailing reluctance to accept consumer 

evaluation of physicians' performance, there Is considerable evidence 

of its validity. In a study of differential patterns of medical care 

utilization among welfare recipients in Los Angeles, Kisch and Reeder 

(1969) found that consumers' appraisal of physicians' performance over

whelmingly agreed with accepted professional criteria of competent pro

fessional performance. The physicians who gave their clients the kind 

of satisfactory care they had sought were more likely to be better 

trained and board certified or eligible for certification; they also 

tended to avoid excessive patient loads; and they usually worked in 

group settings rather than in solo practice (Kisch and Reeder 1969, 

PP- 51-57). . 

Hot only are consumers Justified in making judgments about 

physicians' professional performance, it Is commonplace for them to do 

so. Mechanic (1968) found that dissatisfaction had led one-third of a 
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group of 350 mothers of sick children to change doctors, indicating 

that they had made Judgments of doctors' performance. 

For those who have the wherewithal to choose their doctors, 

the very act of selecting a personal physician is the end result of a 

psychological process of mental evaluations, selection, and rejection. 

After such a period of selection patients in the fee-for-service medi

cal market utilize those physicians who treat them the way they like 

to be treated. It is not surprising, therefore, that many studies of 

attitudes toward physicians have found that, when subjects were ques

tioned Individually about their particular experiences with their own 

personal physicians, they expressed satisfaction with the medical care 

they received (Congalton 1969, p. 1170). 

In a survey conducted for the American Academy of General Prac

tice, the Opinion Research Corporation found that attitudes toward per

sonal physicians in a general population sample were very favorable. 

Public opinion toward the medical profession as a whole was not so pos

itive, although the only complaints concerned excessive costs of medi

cal services (Cahal 1962). 

Very similar results were reported by Apostle and Oder (1967) 

in another general population study. Mailed questionnaires were used 

to compile information concerning satisfaction with emergency roan 

usage, personal physicians, and the medical profession as a whole. 

Again, personal doctors received more favorable comments than their 

profession. 

In a 1969 study among 25^ low-income families In North Caro

lina by Hulka et al. (1971), which utilized a questionnaire designed 



to circumvent the tendency toward socially acceptable responses, re

spondents expressed favorable attitudes toward the personal qualities 

and professional competence of physicians. Their attitudes toward the 

cost and convenience of medical services were somewhat less favorable 

but not negative. 

The positive attitudes toward physicians which were found In 

the literature appear to be considerably at variance with the negativ

ism that is so prevalent in the popular press. Jaco (1966) may be 

quite correct in his assertion that "the general goodwill of American 

people toward medicine and medical care is still high despite recent 

criticisms from certain vocal segments of American society (p. 13)*" 

Third Party Coverage 

"Our society has, by desire or default, made an irreversible 

determination that [^payments for]] health care will be arranged for 

through a system (or nonsystem) of third-party payers, with government 

playing a major role" (Noland, 1970, p. 3*0• The U.S. Public Health 

Service (NCHS 1972e) found that since 19^0, when only 9*3 percent of 

the civilian population was covered by health insurance, the rate of 

coverage had increased to 78.2 percent for hospitalization insurance 

and 76.6 percent for surgical insurance in 1968, which is the last 

year for which national statistics are available. There has been an 

unquestionable Improvement in the percentage of Americans covered by 

health insurance; however, there are still large gaps in coverage. 

Of the 180 million Americans under 65 living in 1968, 36 million had 

no health insurance; 39 million had no Insurance for outpatient visits; 
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108 million had no coverage for prescription drugs; and 173 million had 

no dental insurance. Private health insurance cost Americans 

$12 billion that year, but benefits paid only one-third of the total 

cost of private health care (Kennedy 1971* p. 2). 

In the United States there are more than 1200 companies which 

offer commercial health Insurance to the public. There are thousands 

of variations of coverage, policy language, premiums, and exclusions 

available from which to choose. The lack of standardization of forms 

and language makes it virtually impossible, even for an insurance ex

pert, to compare and evaluate policies before buying. Some Insurance 

companies employ questionable advertising using the endorsements of 

television personalities or making claims that the company is recom

mended in the Congressional Record (Detfolf 1972). 

Whether a person has health insurance or not is more a matter 

of employment, race, and income than of unmet health need. In 1968, 

of the males with Insurance, 9U.9 percent were employed, but of the 

females only 1&.8 percent were employed; this discrepancy occurred 

because the opportunity for obtaining insurance coverage and group 

policies at places of employment contributed to the higher rate of 

insurance coverage among the males. Among whites under retirement age 

8l.H percent had Insurance, but among nonwhltes the rate dropped to 

56 percent. Approximately 90 percent of those with Incomes above 

$7,000 had Insurance, but only 36.3 percent of those with less than 

$3,000 had coverage. The disabled were among those with little hos

pitalization insurance: less than half of those persons "unable to 

carry on major activity" had hospital and surgical Insurance (NCHS 19T2e). 



In a study of the urban poor's responses to Illness episodes, 

Bichardson (1970) found that third party coverage by Medicare or Medi

caid attenuated or reversed the effects of poverty on the nuaber of 

Initial visits and subsequent revisits to physicians for serious ill

ness. In Atlanta where only 23 percent of the poor had third party 

coverage, there was an association between current income and frequen

cy of initial visits to physicians; but in Bedford-Crown and Red Hook, 

New York, where because of governmental programs approximately 80 per

cent had third party coverage, the poor were more likely to seek care 

than the nonpoor. 

The equalizing effects of third party coverage through Medi

care were noted in a recent Public Health Service study in which no 

essential differences were found among persons over 65 In the length 

of hospital stays, regardless of Income level. With the advent of 

Medicare 9^*6 percent of all persons over 65 have health Insurance 

coverage making that age group the most heavily insured of all (NCHS 

1972e). 

Clearly, third party coverage for payment of health care costs, 

when available, can make a contribution toward better health and bet

ter medical care. Weinerman (1971) has contended that a national 

health insurance program is needed to assure that the populace has 

universal purchasing power. He said that such ability to purchase 

services from the complete range of health care resources would, be 

n. . . the crucial incentive for the Increased supply and wider dis

tribution of health personnel and facilities (pp. 1^6-1^7)" and would 
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alleviate the problem of recruitment and retention of health personnel 

In disadvantaged sections of this country. 

The need far comprehensive health Insurance for Tucson area 

residents has been recognized by the United Community Campaign (UCC) 

and the Tucson Community Council (TCC). These organizations, after 

conducting a study of community health and -welfare needs, concluded 

that general medical care was one of the very highest priority coram-

nlty problems and recommended that an Increasing proportion of the 

costs of local health care be subsidized through a federal health In

surance program (UCC-TCC 1971* P« 3)« 

Paradoxically, the expansion of private and public insurance 

programs has also contributed to the health care crisis in this coun

try by increasing demands for medical services In excess of the capae-

lty of the present delivery system to respond. Costs have escalated 

to record high levels, governmental health expenditures have been 

vastly Increased, private health insurance premiums have risen, and 

citizens' purchasing power has been diminished (Finch and Egeberg 

1969). 

The dramatic cost inflation in medical care was noted by the 

Arizona Health Planning Authority (1971): 

Medicare and Medicaid triggered rises in physicians' fees at 
a rate twice as fast as previously. The cost of hospitaliza
tion has risen even faster. During the past 5 years hospital 
charges nationwide have Increased 85 percent. This represents 
the most rapid price Increase of any single item in the cost 
of living index (p. 7)« 

In 1972 Americans spent approximately the same amount 

($83,^00,000,000) for medical services as they spent for defense; 



this cost has doubled in the past six years. Almost eight percent of 

the Gross national Product nov goes for health expenditures. Since 

i960 hospital costs have gone up 20b percent, and physicians' charges 

have Increased 7^ percent. In Arizona a day In a hospital costs the 

patient more than $100; only eight other states have equal or higher 

hospitalization costs (U.S. News 1973)* 

The federal government Is paying a higher percentage of medi

cal care costs than ever before, but state and local expenditures have 

changed from 8.5 percent in 1965 to 23.2 percent in 1971 (U.S. Nevs 

1973)* The exact amount spent by the federal government is difficult 

to ascertain because estimates vary greatly. Based on U.S. Department 

of Health, Education, and Welfare data, U.S. News puts the federal 

expenditures at $20,000,000,000, but Congressman R. H. Michel (1972) 

of Illinois claims the figure is closer to $27*000,000,000 due to the 

fact that health program costs are scattered throughout the budgets 

of many different federal agencies and are not all reflected in the 

HEW budget figures. 

The medical profession has taken its share of criticism for 

taking undue advantage of the availability of money from government 

third party payment programs and commercial insurance companies. The 

executive director of the Committee for National Health Insurance 

claims that doctors' fees are Inflated from 20 to 33 percent. The 

Social Security Administration in 1971 refused to pay 11.5 percent 

of doctors' charges on the grounds of overutlllzation of services. 

Blue Cross is Investigating excessive profits on laboratory tests to 



prevent doctors from sending out tests to autcnated laboratories and 

billing as if the work were done by technicians in their own offices 

or clinics (Thelen 1972). Overall, however, the government and private 

insurance companies have not made very vigorous efforts to hold down 

costs. Pennsylvania Insurance Comnlssioner Herbert Denenberg has been 

quoted as stating . .as mere conduits of funds, the insurance com

panies have no Incentive to put their considerable leverage to bear on 

keeping costs down. The results are disastrous" (OeWolf 1972). The 

Hixon Administration, in its white paper on health care blames the un

necessarily high costs upon a M. . . mutually reinforcing financing 

and delivery system " (USDHEW 1971, p. 16). 

A large part of the problem of medical cost Inflation has come 

about because most insurance is actually illness insurance rather than 

health Insurance (Houghton 19&9, P* 7). In almost all Insurance pol

icies there is no provision for preventive care, and benefits begin 

only after the patient has been diagnosed as being ill. Rehabilita

tion is likewise excluded except in a few expensive major medical pol

icies. In spite of widespread acceptance of the value of prevention 

and maintenance of good health the present voluntary insurance system 

rewards poor health and encourages inefficient use of medical manpower 

In concentrating upon treatment rather than prevention. Haughton con

cluded that this "inappropriate utilization of manpower continues to 

be a major deterrent to the effective delivery of health services 

(P* 7)#" and that "... supply will never meet demand within the 

present framework of utilization (p. 8)." 



Vocational Rehabilitation 

One of the organizations which acts as a third party purchaser 

of Mdlcal services Is the state-federal rehabilitation program. The 

civilian vocational rehabilitation program was established In 1920, 

and the authority for provision of medical and physical restorative 

services was Introduced in 19^3• Since that time physical restoration 

and other medical services have been provided for the limited segment 

of the population which has been deemed eligible for the agency's ser

vices. Because Vocational Rehabilitation was never Intended to be a 

general medical care program for the general public (VRA 1956, pp. 19-

1-2), the federal guidelines limit the application of the agency's 

physical restoration services to . . the treatment of conditions 

which have resulted in a substantial handicap to employment and which 

directly affect the employability of Its clients"(VRA 1956, pp. 19-1-2). 

Once a client has been determined to be eligible for the agen

cy's physical restoration services, he can receive any or all of the 

following services (VRA 1956, pp. 19-1-3 and 19-1-lf): 

1. Medical or surgical treatment by general practitioners or 
1 

medical specialists. 

2. Psychiatric treatment. 

3. Dental services. 

k. Nursing services. 

5. Hospitalization (either inpatient or outpatient care) and 

clinic services. 

6. Convalescent, nursing or rest home care. 

7. Drugs and medical supplies. 



8. Prosthetic devices essential to obtaining or retaining 

employment. 

9* Physical therapy. 

10. Occupational therapy. 

11. Medically directed speech or hearing therapy. 

12. Physical rehabilitation in a rehabilitation facility. 

13. Treatment of medical complications and emergencies either 

acute or chronic, which are associated with or arise out at 

the provision of physical restoration services, or are In

herent in the condition under treatment. 

l^. Other medical or medically-related rehabilitation services. 

Such an impressively comprehensive array of services is avail

able that It is difficult to conceive of a medical anomaly that would 

not qualify for treatment under the Vocational Rehabilitation program. 

Whether or not a client can partake of the services, however, depends 

upon a joint decision by his rehabilitation counselor and the medical 

consultant, a paid staff physician who serves in an advisory capacity 

to the agency. 

Physical restoration services under Chapter 19 of the Voca

tional Rehabilitation Manual (VRA 1956) are augmented by a less widely 

known provision under "maintenance" services. The Social and Rehabil

itation Service guidelines define maintenance as . . payments to 

cover the handicapped individual's basic living expenses such as food, 

shelter, clothing, health maintenance (emphasis added), and other sub

sistence expenses. ..." (Federal Register 1969, p. 16803). In 



addition to furnishing money for living expenses, the VR agency assumes 

the responsibility for providing the following as a part of main

tenance: 

. . . amounts to cover the cost of medical care for short periods 
(not to exceed thirty days in the case of any one illness) neces
sary to treat acute conditions arising in the course of vocation
al rehabilitation or determination of rehabilitation potential 
which, if not cared for, would constitute a hazard to achieving 
the individual's vocational objective (Arizona State Flan 1971t 
p. 20.lt). 

Although VR medical care under maintenance is somewhat circumscribed 

in comparison with the services offered under physical restoration, 

it is nevertheless rather generous and can be provided separately or 

in addition to physical restoration services. 

It seems obvious from the foregoing paragraphs that if a client 

becomes eligible for the services of the state-federal vocational re

habilitation organization by virtue of a disabling condition which 

constitutes a handicap to employment, the government intends for him 

to have at his disposal comprehensive medical and related care for 

the amelioration of his disability and for the treatment of other med

ical problems which might Interfere with the completion of his reha

bilitation program. As a result of its intention to provide good 

medical care, Vocational Rehabilitation in Arizona spent $1,290,279, 

i.e., 25 percent of its total budget, on medical services in fiscal 

1972 (Hulshoff 1973)* These expenditures have reached such proportions 

that the administration of the Arizona program imposed a $2,500.00 per 

case limit on physical restoration expenditures, beyond which a high-

level administrative review is required for approval (VR 1970). 



In spite of the high cost of nedlcal services provided by VR 

in Arizona and the liberal guidelines for making medical services 

available to clients, the Investigator could not find a clear agency 

policy on medical services to clients, nor could he find any evaluation 

of the medical services received by VR clients in Arizona. 

Medical services under the auspices of Vocational Rehabilita

tion are an example of the exclusive, categorical programs that have 

cone under criticism in recent years as the pressure for a comprehen

sive national health program mounts. Hlpkens (1970) lambasted VR for 

"... spending an inordinate amount of money, unilaterally, out of 

our meager rehabilitation dollars for a truly disorganized way of pro

viding service (p. 13)." One of the proposals for a national health 

insurance program which is being considered by Congress would prohibit 

the use of funds under the Vocational Rehabilitation Act for personal 

medical services except under extraordinary circumstances (Congressio

nal Record 1971)* This bill, if passed, would effectively remove 

Vocational Rehabilitation from its historical role of providing medi

cal care for its clients. 

Aid to the Permanently and 
Totally Disabled 

The State laws of Arizona provide for welfare assistance pay

ments to needy individuals who meet certain eligibility requirements. 

Public Welfare regulations state that the purpose of the State's public 

assistance program is to encourage "... rehabilitation towards the 

desirable goal, whenever possible or practicable, of self-support" 

(Assistance Payments Manual n.d., 3-100). The maintenance of good 



health is recognized as toeing very important to the goal of self-

sufficiency for welfare recipients; therefore FW accepts the responsi

bility for cooperating with the community in . . developing and 

promoting resources which either directly or indirectly extend, lm-

prove, or make available those services that are needed to . . . 

provide for medical needs . . (Assistance Payments Manual n.d., 

3-102). 

Certain persons who are severely disabled may qualify for the 

Aid to the Permanently and Totally Disabled program the purpose of 

which is "to provide assistance payments to needy individuals who are 

permanently and totally disabled, fandj to obtain rehabilitative and 

other services which will help them attain or retain the mftvtimim de

gree of economic and personal independence of which they are capable" 

(Assistance Payments Manual n.d., 3-600). 

APTD applicants are certified eligible only after they under

go a medical examination and the results are reviewed by the Medical 

Review Team (MRT). The team consists of a physician, a medical social 

worker, and a vocational expert who determine that the applicant has a 

severe disability. Certain applicants are selected for referral to VR 

for additional diagnosis and/or rehabilitation services. 

APTD provides assistance payments to meet what the State con

siders to be 100 percent of unmet need for food, clothing, housing, 

utilities, household supplies and equipment, personal needs, and medi

cine cabinet supplies (Assistance Payments Manual n.d., Exhibits XI-A 

and XI-C). In addition to money FW provides APTD clients the follow

ing "basic services": 



The applicant or recipient will ... be given an explanation 
of any other agency and/or community resources which are avail
able to him in the areas of health care, Improved living ar
rangements, self-care, and rehabilitation as appropriate to the 
individual case (Assistance Payments Manual n.d., 3-623). 

Mr. Ever Hanson, of the Pima County FW office, Indicated in a personal 

interview, August 15, 1972, that the basic services obligation to the 

AFTD applicant is fulfilled during the Intake interview. At that time 

the applicant is familiarized with community medical and social agen

cies and is given a telephone number at which he can receive the as

sistance of knowledgeable IV staff members for referral to whatever 

services he might require In the future. PW also contributes $U00 

per month to sustain the operation of the Tucson Information and Re

ferral Service which is operated by the United Way of Tucson. 

Preventive Care 

Comprehensive health care consists of two basic types of ser

vices: preventive and curative. Curative medicine receives the most 

attention from the public and the medical profession; the majority of 

health dollars are spent in that area, and most research and medical 

education are centered around it; furthermore, most of the sensational 

breakthroughs such as heart pacemakers and kidney transplants are In 

curative medicine. 

Nevertheless, curative services "... are not synonymous with 

health status," according to Rabeau (1970, p. 29). Rabeau went on to 

say that "the massive Increase of expenditures for CURE in the recent 

past has not been reflected in much improvement, as measured by mor

tality, morbidity and longevity statistics. It is therefore apparent 



that a serious breakdown exists between CORE and CARE services (pp. 29-

30)." He argued that health planning efforts, which are presently 

alned at episodic primary ambulatory care, should be redirected toward 

the need for preventive services. The President, in a 1971 address on 

medical care, made the following statement: 

We often Invest our medical resources as If an cunce of cure were 
worth a pound of prevention. We spend vast sums to treat Ill
nesses and accidents that could be avoided for a fraction of those 
expenditures. We focus our attention on making people well rather 
than keeping (italics in original) people well, and—as a result-
both our health and our pocketbooks are poorer (Nixon 1971)* 

Research reported by Rosenstock (1969) indicated that there is 

a strong consistent Inverse relationship between income level and pre

ventive health behavior such as going to physicians for checkups, ob

taining chest X-rays, and visiting dentists for prophylaxis. The 

inc one -related differences in obtaining preventive health care which 

exist in this country are much less frequently found In England where 

there is a national health service (Rosenstock 1969)* 

Proper dental care Is an important aspect of overall preventive 

health care, and, although the awareness of the need for good dental 

care is Increasing somewhat, it is frequently Ignored or postponed. 

Nationwide studies by the Public Health Service found that the per

centage of the population which visited a dentist in 1970 increased 

slightly in comparison with the 1969 figures. In 1970 U6.8 percent of 

the population saw a dentist during the year preceding the survey; In 

that same year the persons surveyed reported an average of 1.5 dental 

visits per person (NCHS 1972b). 



Family Income seems to be an important determinant in obtaining 

dental care. In 1968-69 ^5 percent of a probability sample of nearly 

200,000 persons In a Public Health Service study had visited a dentist 

at least once in the previous year. The percentage of persons who saw 

a dentist increased with family income: 26.6 percent of those with in

comes under $3*000, percent of those in the $7>000-$10,000 group, 

and 66.7 percent of those with incomes of $15,000 and over (NCHS 1972a)i 

The same survey (NCHS 1972a) revealed that there were also 

marital, race, and sex differences in dental service usage. Slightly 

more females than males (U6.1$ to 1*3*8^); many more whites than non-

whites (1*7*3$ to 28.3$); more single (53*6$) and married persons 

(1*5»05&) than those who were widowed, divorced, or separated (30.0$) 

had seen a dentist in the year prior to the survey. 

Failure to obtain good preventive care is self-defeating in 

terms of overall costs of medical care because, as Colman (1963) has 

pointed out, "... the lowest total cost for health service is often 

achieved by availing oneself of the best possible care at the earliest 

possible moment (p. 311)•" Lack of preventive care ultimately costs 

the poor and society more in two ways: (l) poorer health among indi

viduals, and (2) higher cost of curative treatment after illness or 

disability has progressed (Colman 1963). 

An example of the long-term human and monetary costs of inade

quate prevention can be seen in the report of proceedings of a 1970 

forum of the Joint Commission on Mental Health for Children. The ru

bella epidemic which occurred during 1963, 196^, and 1965 left 20,000 

to 30,000 handicapped children, most of whom have sensory impairments. 
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It was estimated that the costs of special education and institution

alization for these children will ultimately he 1 - 3 billion dollars. 

The Camission stated that prenatal services, which are particularly 

underutilized by the poor, could greatly reduce the incidence of in

fant mortality, mental retardation, birth defects due to prematurity, 

and other disabilities (Hicks 1971)• 

Restricted Activity Days 

Illness, injury, and some disabilities compel people to cur

tail their usual activities such as work, housekeeping, child care, 

and schooling. In addition to the suffering and financial costs a 

medical condition brings to the individual, the curtailment of his 

activities brings imediate financial and personal consequences to 

his family. 

The Rational Center for Health Statistics obtained information 

concerning the disabling effects of illness and injury in nationwide 

household Interviews in 1968. The findings of that research (NCHS 

1972c) are summarized in the following statements: 

1. The civilian population reported an average of 15.3 restricted 

activity days per person per year and an average of 6.3 bed rest days. 

2. The working population had fewer disability days than unem

ployed persons. 

3* The rate of disability days Increased with age, although those 
* 

persons who retired at age 65 or older enjoyed better health than 

those who retired between ages and 6h. 



It. Bates of restricted activity and bed rest days were inversely 

related to income. For example, those persons in families with less 

than $3>000 per year reported 29*8 restricted activity days and 11.3 

"bed rest days per year; whereas those with $15>000 per year income re

ported only 10*7 restricted activity days and It-.9 bed rest days. 

5. Non-whites, females, city dwellers, and those living in the 

South and West had more days of restricted activity and bed rest than 

their counterparts elsewhere. 

More recent research data from the National Center for Health 

Statistics (NCHS 1972a) revealed that 93 percent of those in families 

with incomes above $10,000 had no limitation of activity due to chron

ic conditions; whereas only 72 percent of those with incomes below 

$3*000 were free of limitations. Approximately 10 times as many of 

the very poor reported that they were completely unable to carry on 

their usual activities because of chronic conditions. It was suggest

ed that the inverse relationship between income and limitation of ac

tivity due to chronic conditions might be explained by the fact that 

the more affluent make heavier use of medical care; therefore they are 

mare likely to get early diagnosis and care before medical conditions 

cause activity limitation. The poor, on the other hand, may not be 

aware of medical conditions which may later cause limitation of activ

ity (NCHS 1972a). 

The differences by income are clear in such measures of dis

ability as average number of bed rest days, restricted activity days, 

aind work loss days. The differences may actually be understated 



kz 

because low income persons, when employed, usually have jobs without 

sick leave and therefore must work even when sick (ifCHS 1972d, p. l). 

Accessibility 

Sufficient research has been compiled to Justify saying that 

"it is . . . becoming increasingly certain that low-income persons 

have less access to medical care and that the quality and range of 

services is much lower than those available to persons with more money" 

(NCHS 1972d, p. l). Host general physicians have migrated with their 

affluent clientele out of inner cities to the more pleasant middle 

class areas (Holland 1970; Brightman and Allaway 1969)* Doctors are 

more numerous and more readily available to patients who live in these 

suburban areas and can be easily reached by those in distant areas who 

own private automobiles. But for the poor who must rely on public 

transportation, accessibility to these doctors is a problem of consid

erable magnitude. The lack of medical services In the immediate resi

dential area of low income persons is one of the factors which compel 

them to rely upon emergency rooms and public clinics. Access of the 

poor to health care is also limited because few have health insurance 

or cash to pay for services (NCHS 1972d). 

Hospltalizatlon 

Income and race are Important factors in the rate and length 

of hospitalization. Based on its nationwide household survey of the 
\ ' 

general population during the period January, 1968 through December, 

1969, the Public Health Service reported that low income groups had 

higher rates of hospitalization and longer stays. For those under age 



65 the length of stay decreased as inccme rose; for example, the 

average length of stay for those in families with incomes under $3*000 

was 12.3 days while those in the $10,000-$151000 bracket had average 

stays of only 7.3 days. For those over 65, a group with almost uni

versal third-party coverage under Medicare, income was not an impor

tant factor in hospitalization as evidenced by the fact there was 

virtually no difference in hospitalization across the various Income 

levels In the over-65 group (HCHS 1972a). 

In a special study of persons with family incomes of less than 

$3,000 the Public Health Service found that 11 percent had one or more 

hospitalization episodes in I96Q, and the average period of hospitali

zation was 13.8 days. A larger percentage of those who received public 

aid (13.3$) were hospitalized than those who received no aid (11.1$). 

The average length of hospitalization episodes among aid recipients 

was 1^.6 days as compared with 13•5 for the non-aid poor (NCHS 1972d). 

In contrast 9*6 percent of the total U.S. population was hos

pitalized in 1966, and the average period of hospitalization was 10. 

days. As noted in a previous section, a relatively small percentage 

of low-Incase persons have insurance to defray the costs of hospitali

zation. Those low-Income persons who receive public assistance are 

sometimes eligible for special programs that pay for medical services 

which are not available to those without public aid; however, In 1968 

only 17*7 percent of the aid recipients had such payment programs 

(ICHS 1972d). 

\ 
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It is apparent that the poor, whether they receive public aid 

car not, are caught In a double bind of requiring more hospital ser

vices and having very limited financial resources to pay for them. 



CHAPTER 3 

METHODOLOGY 

The study was designed to ascertain what differences exist 

among three populations in terms of their health status, health care 

utilization, satisfaction vith physicians, and other health-related 

matters. In this chapter the procedures and methodology which were 

used to obtain information concerning the populations are presented. 

They are divided into four sections: (l) populations and sampling 

procedures, (2) Instrument construction, (3) data collection, and 

(It) data analysis. 

Research Populations and 
Sampling Procedures 

The three populations chosen for investigation were (l) AFTD 

welfare grant recipients, (2) clients accepted for VR services, 

(3) employees of three large companies. 

The APTO population was composed of the 1635 men and women in 

Pima County, Arizona, who had been declared permanently and totally 

disabled and thereby eligible for Public Welfare assistance as of 

March, 1973* The population was limited to those who resided within 

the metropolitan Tucson area. Those individuals who had been referred 

to and accepted for services by VR were excluded in order to avoid 

overlap between the two groups. 

^5 



The March, 1973,computer roster of APTD recipients was used 

to select a pool of names from which the sample was drawn. All names 

on the printout were first numbered, then a table of random numbers 

was used to select the pool of 13^ names. The names were Inspected 

so that out-of-town residents, persons whose cases had been closed by 

FW, and VR clients could be deleted. 

Fran the remaining pool of names, individuals were selected at 

random, contacted for appointments, and interviewed serially. In or

der to complete the number of interviews required for the APTD sample, 

attempts were made to Interview 1+5 persons, of which 31 were inter

viewed for a 69 percent return rate. The reasons for nonlntervlews 

were: too sick (2), unlocatable (5), refused (2), too incoherent (H), 

too violent (l). After the Interviews, one questionnaire was Judged 

to be Invalid because the respondent was too incoherent to give mean

ingful answers to the questions; thus, 30 successful Interviews were 

conducted for the APTD sample. 

The VR population was ccnrposed of 1307 Tucson area residents 

who had been accepted for services by counselors in the Southern Dis

trict Office of Vocational Rehabilitation and whose names appeared on 

the most recent computer roster of clients in March, 1973* All the 

names of these "accepted1* (VR statuses 10 through 2k) clients were 

numbered and, by means of a random numbers table, a pool of 101 names 

was selected. The names were checked In order to eliminate persons 

known to have moved away, persons whose case records had been closed 

by VR subsequent to the printout, and persons considered by their VR 

counselor to be too retarded to be interviewed. From the remaining 
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list, Individuals were selected at random to be contacted for appoint

ments. Altogether, attempts were made to interview 39 persons, 32 of 

which were interviewed; therefore, the return rate was 83 percent. 

Reasons for nonlnterviews were: refusal (2), failure to keep appoint* 

nents (3), unlocatable (2). Of the 32 completed questionnaires 2 were 

judged to be invalid because the respondents were too incoherent to 

give meaningful answers to the questions. Thus the VR sample consisted 

of 30 persons. 

The employed population was composed of all nonexecutive em

ployees of three of Tucson's largest companies, I.e., a public utility, 

a multi-branch bank, and a national retail merchandiser. Each employer 

provided a list of employees chosen randomly by computer from company 

personnel rosters; a total of 100 names was provided. As was done with 

the other two populations, persons were chosen at random from the name 

pool. Attempts were made to interview 38 Individuals, of whom 30 were 

interviewed; there was, therefore, an 80 percent return rate for this 

group. There were 7 refusals and 1 who had moved away without leaving 

a forwarding address. 

Construction of the Instrument 

A formal explicit questionnaire (Appendix A) was developed 

following the outline of procedures in questionnaire construction of 

Selltiz, Jahoda, Deutsch, and Cook (1965). The questionnaire pro

vided the structure and primary content of a personal interview which 

was conducted with each respondent in the three samples. Most ques

tions were of the fixed alternative type which have the advantages of 
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ease of administration and standardization across interviews (Selltlz 

et al. 1965, p. 257). 

Most of the questions and indices were taken, in total or in 

part, from those developed in prior research. The Outpatient Resource 

Utilization questions and Preventive Care Index were adapted largely 

from a questionnaire used in a study of 2000 New York welfare recip

ients (Pcmeroy et al. 1970). The third party coverage, accessibility, 

and hospitalization questions were adapted frcm the Health and Nutri

tion Survey Examination Survey (HANES) developed "by the National Cen

ter for Health Statistics (1971)* The Satisfaction with Medical Care 

Scale was developed by Hulka et al. (1970) and was refined and short

ened by Hulka et al. (I97l)« 

In the development of the questionnaire, preliminary versions 

were submitted to professional health researchers, physicians, reha

bilitation program administrators, and esqserts in research methodology 

for review and suggestions. After revising the Instrument several 

times to Incorporate the recommendations of the review panel, It was 

administered to individuals similar to those in the research samples. 

These individuals responded to questions regarding the objectivity, 

suitability, and length of the Instrument. They were also asked to 

comment on confusing statements and/or instructions. 

After final refinements the eight-section questionnaire was 

used in attempting to answer the following questions: 

1. What are the demographic characteristics of these populations? 

2. Is there a difference among these populations In their self-

perceptions of their health status? 
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3. Is there a difference among these populations in the propor

tion of persons having a regular source of medical caret 

k. Within each population, is there a difference in the propor

tion of persons having a regular medical source and the proportion 

having high outpatient resource utilization? 

5» Within each population, is there a difference In the propor

tion of persons having a regular medical source and the proportion 

having high Preventive Health Care Index scores? 

6. Is there a difference among these populations In the propor

tion of persons who have sought medical assistance in the previous 

four weeks? 

7* Is there a difference among these populations in the total 

number of outpatient contacts during the previous year? 

8. Within each population, Is there a significant relationship 

between age and number of outpatient contacts? 

9* Within each population, Is there a significant relationship 

between Income and number of outpatient contacts? 

10. Is there a difference among these populations in the number 

of private physician contacts during the previous year? 

11. Is there a difference among these populations in the number 

of free clinic physician contacts during the previous year? 

12. Within each population, what Is the percentage of private phy

sician contacts versus free clinic physician contacts during the pre

vious year? 

13* Is there a difference among these populations in the utiliza

tion of hospital emergency rooms? 
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lb. What sources do individuals in these populations consult for 

guidance to Bedic&l care services? 

15* Is there a difference among these populations in the propor

tion of persons who have health Insurance or other third party cover

age for medical expenses? 

16. Is there a difference among these populations in percentage 

of medical costs paid "by third party payers? 

17* Is there a difference among these populations in percentage 

of medical costs borne by individuals? 

18. Within each population, is there a difference in the propor

tion of persons having third party coverage and the proportion having 

high Preventive Health Care Index scores? 

19* What means of transportation do these populations use to travel 

for medical care? 

20. Is there a difference among these populations in the propor

tion of persons using various means of transportation to reach medical 

services? 

21. Is there a difference among these populations In the amount of 

time spent traveling for health care services? 

22. Is there a difference among these populations in the amount of 

time spent waiting for health care services? 

23* Is there a difference among these populations in Preventive 

Health Care Index scores? 

2k. Within each population, is there a significant relationship 

between income and Preventive Health Care Index scores? 



25• Within each population, is there a significant relationship 

between education and Preventive Health Care Index scores? 

26. Within each population, is there a significant relationship 

between Preventive Health Care Index scores and total bed rest days? 

27* Is there a difference among these populations in the propor

tion of persons hospitalized during the previous year? 

28. Is there a difference among the populations in the length of 

hospital stays? 

29- Within each population, what is the percentage of emergency 

and planned hospitalization? 

30. Is there a difference among these populations in the total 

number of bed rest days during the previous year? 

31* Is there a difference among these populations in the number 

of bed rest days due to acute conditions? 

32. Is there a difference among these populations in the number 

of bed rest days due to chronic conditions? 

33* Within each population, is there a significant relationship 

between total bed rest days and number of outpatient contacts? 

3k. Within each population, is there a significant relationship 

between age and total bed rest days? 

35* Within each population, is there a significant relationship 

between self-perceptions of health status and total bed rest days? 

36. Is there a difference among these populations in satisfaction 

with physicians and primary health care? 
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Data Collection 

In order to present the questionnaire for this research, the 

interview method was utilized. The efficacy of the Interview method 

of obtaining health-related information has been amply demonstrated 

through almost Uo years of research by the Public Health Service and 

the Bureau of the Census (NCHS 1$6k, p. 2). This modality has sev

eral inherent advantages over mailed questionnaires: (l) subjects 

provide information more readily and more caapletely; (2) emotionally-

laden issues can be probed more deeply; (3) auditory and visual clues 

help the Interviewer to elicit personal Information; (4) information 

can be obtained from Illiterate subjects (Van Dalen 1966). 

The disadvantages of the interview method are: (l) high cost, 

which limits the number of respondents in the study; (2) possible in

fluence of Interviewer personality upon subjects; (3) lack of the 

security of anonymity; (M and social, pressure upon respondents for 

immediate responses (Selltlz et al. 1965, pp. 238-21*3 )• 

The personal Interview was believed to be the most feasible 

method to obtain answers to the research questions because of the fol

lowing reasons: (l) the study was confined to a geographical area 

small enough for interviewers to cover by automobile; (2) prior expe

rience of the Investigator and of researchers from the University of 

Arizona Rehabilitation Department had demonstrated that it is diffi

cult to get responses to mailed inquiries from VR clients and APTD 

recipients; and (3) most of the questions were originally designed for 

personal household interviews. 
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The investigator and four experienced interviewers who were 

trained in the use of the questionnaire conducted the Interviews with 

respondents. Before interviewing any respondents, all interviewers 

administered the instrument under supervision to five persons in prep* 

aration for the research interviews. Spanish-speaking respondents 

were interviewed by a bilingual interviewer or through an Interpreter; 

deaf respondents were interviewed through a registered interpreter 

for the deaf. 

Hone of the interviewers were trained medical practitioners. 

Lay Interviewers are preferred to medically trained interviewers be

cause the latter are trained to Interpret what the patient says, and 

this interpretation makes standardization of responses difficult 

(HCHS 196^, p. U). 

A letter of Introduction from the University of Arizona 

Rehabilitation Center (Appendix B) was sent to each respondent briefly 

describing the research and asking for his or her cooperation. The 

letters were followed by phone calls to arrange satisfactory times for 

Interviews; In those cases In which the individuals had no phone or 

had an unpublished phone number a preliminary hone visit was made to 

arrange a convenient interview appointment. The interviews were con

ducted at respondents' homes or other mutually agreeable locations 

such as hospitals and the University of Arizona Rehabilitation Center. 

Interviewers presented a letter of Identification (Appendix C) to 

each respondent upon their meeting. Most interviews were completed 

in less than a half-hour although some required as much as fifty min

utes. Following completion of Interviews, a letter of appreciation 
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(Appendix D) was nailed to respondents thanking them for their partic

ipation In the study. 

All questionnaires were checked for accuracy and completeness, 

and In the few Instances where answers were questionable or Incomplete 

an Interviewer contacted the respondent by phone or in person to clar

ify the problem. 

Method of Analysis 

The questionnaires in this study were hand tabulated. In all, 

90 questionnaires were tabulated: 30 AFTO recipients, 30 VR clients, 

and 30 employed persons. The method of analysis varied according to 

the purpose of each section of the questionnaire. 

Section I 

The purpose of this section was to obtain demographic charac

teristics and Information concerning the health of each respondent. 

These data consisted of: (l) age, (2) sex, (3) racial or ethnic group, 

(k) education, (5) reason for moving to Tucson, (6) marital status, 

(7) family Income level, (8) self-rating of general health, and (9) 

geographical area of respondents' homes. The data concerning demo

graphic characteristics were descriptively analyzed. 

Respondents were asked to rate their general health on a five-

point scale ranging from poor to excellent. These self-perceptions of 

health status were presented in tabular form so that the chl-square 

test (Downle and Heath 1970, p. 207) could be used to test the follow

ing null hypothesis: 
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1* There is no difference among these populations in their self-

perceptions of their health status. 

Section II 

The purpose of this section was to ascertain differences among 

the populations in their utilization of health care resources such as 

private, public, and emergency facilities. Certain intrapqpulation 

differences and relationships between variables were also explored. 

In order to determine differences among the populations In 

their regular scurces of medical care, the following null hypothesis 

was tested using the Fisher exact probability test (Slegel 1956): 

2. There is no difference among these populations in the propor

tion oT persons having a regular source of medical care. 

A tabulation was made of the various types of medical care 

which respondents indicated that they used as their regular medical 

care source. Proportions were computed of those persons In each 

population who reported having a regular source of medical care, and 

comparisons were made regarding high versus low outpatient usage as 

well as high versus low preventive care. The following null hypoth

eses were evaluated by testing the difference between proportions for 

correlated data (Downie and Heath 1970): 

3. Within each population, there is no difference in the propor

tion of persons having a regular medical source and the pro

portion having high outpatient resource utilization. 

b. Within each population, there is no difference in the prcpor-
T 

tlon of persons having a regular medical source and the 

proportion having high Preventive Health Care Index scores. 
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A comparison of the rate of recent medical care was tested by 

the following null hypothesis using the chl-square test (Siegel 1956): 

5. There is no difference among these populations in the propor

tion of persons having sought medical assistance in the pre

vious four weeks. 

Data were coopiled to determine how heavily the populations 

used the health care system. A summation was made of all contacts 

with physicians either in person or by telephone, and differences were 

tested by the Kruskal-Wallis one-way analysis of variance (Siegel 195$* 

The following null hypothesis was tested: 

6. There is no difference among these populations in the total 

number of outpatient contacts during the previous year. 

The relationship between age and outpatient resource utlllza-

tlon was explored by a test of the statistical significance of a cor

relation ratio (Edwards 195*0 • In like fashion the relationship 

between Income and outpatient resource utilization was tested. The 

following null hypotheses were tested: 

7. Within each population, there is no significant relationship 

between age and number of outpatient contacts. 

8. Within each population, there is no significant relationship 

between Income and number of outpatient contacts. 

In tabular form the percentages of private physician contacts 

and free clinic physician contacts for each population were presented 

and descriptively analyzed. Differences among the populations in their 

utilization of private, fee-for-service physicians as well as free pub

lic clinic physicians were explored in the following null hypotheses, 
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which were tested by the Kruskal-Wallls one-way analysis of variance 

(Siegel 1956): 

9. There is no difference among these populations in the number 

of private physician contacts during the previous year. 

10* There is no difference among these populations in the number 

of free clinic physician contacts during the previous year. 

The populations' comparative usages of hospital emergency ser

vices during the previous year were obtained by means of the Kruskal-

Wallls one-way analysis of variance. The following null hypothesis 

was tested: 

11. There is no difference among these populations in the utiliza

tion of hospital emergency roans. 

Finally, an attempt was made to ascertain from whom the indi

vidual in the study obtained advice concerning referrals to medical 

care services during the previous year. Of particular interest in 

this question were respondents' queries to the Public Welfare, the 

Tucson Information and Referral Service, VR counselors, and family 

doctors. A tabulation was made of respondents' advice-seeking con

tacts with all guidance sources during the previous year listed and 

compeared descriptively. 

Section III 

' The purpose of this section was to ascertain: (l) what number 

and proportion of respondents have health insurance or other third 

party coverage for the costs of hospitalization, physicians' services, 

dentistry, and prescribed medicines; (2) what average percentage of 



58 

personal medical costs are borne by Individuals; (3) what average per

centage of these costs are reimbursed by insurance or other third 

party payers; and (k) the differences in the amount of preventive care 

between insured and uninsured persons within each population. 

The following null hypothesis was tested by the Fisher exact 

probability test (Siegel 1956): 

12. There is no difference among these populations in the propor

tion of persons who have health insurance or other third party 

coverage for medical expenses. 

The following null hypotheses were tested by the Kruskal-Wallls 

one-way analysis of variance: 

13* There is no difference among these populations in percentage of 

medical costs paid by third party payers. 

lfc. There is no difference among these populations in percentage cf 

medical costs borne by individuals. 

The standard error of a difference between proportions (Downie 

and Heath 1970) was used to test the following null hypothesis: 

15. Within each population, there is no difference In the prop ora

tion of persons having third party coverage and the proportion 

having high Preventive Health Care Index scores. 

Section IV 

The purpose of this section was to explore certain aspects of 

accessibility of health care services. Specifically, for the last 

visit to a doctor, respondents were asked to indicate (l) their mode 

of transportation; (2) the amount of travel time required to reach the 
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doctor; and (3) the amount of time spent in the waiting room before 

being attended by a physician. The respondents were also asked to 

reveal whether they had any untreated medical problems during the past 

year and, if so, why treatment was not obtained. 

A tabulation was made of the types of transportation each 
/ 

group utilized to travel for medical services and the following null 

hypothesis was tested, using the chi-square test (Slegel 1956): 

16. There is no difference among the populations in the proportion 

of persons using various means of transportation to reach med

ical services. 

The Kruskal-Wallis one-way analysis of variance (Slegel 1956) 

was used to test the following null hypotheses comparing the amounts 

of time spent by each group traveling to and waiting for medical care: 

17. There is no difference among these populations in the amount 

of time spent traveling for health care services. 

18. There Is no difference among these populations in the amount 

of'time spent waiting for health care services. 

Section V 

The purpose of this section was to ascertain (l) the level of 

respondents' participation in five basic preventive health care activ

ities; (2) the relationship between Income and preventive care; (3) 

the relationship between education and preventive care; and (4) the 

relationship between preventive care and number of disability days. 

A Preventive Health Care Index, ranging from zero to five preventive 

care activities, was used to determine the amount of preventive care 
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for each respondent. The following null hypothesis was tested by 

analysis of variance (Edwards 1967): 

19. There is no difference among these populations in Preventive 

Health Care Index scores. 

Relationships between preventive health care and other vari* 

ables were tested by the test of significance of a correlation ratio 

(Edwards 195*0 • The following null hypotheses were tested: 

20. Within each population, there Is no significant relationship 

between income and Preventive Health Care Index scores. 

21. Within each population, there is no significant relationship 

between education and Preventive Health Care Index scores. 

22. Within each population, there is no significant relationship 

between Preventive Health Care Index scores and total bed 

rest days. 

Section VI 

The purpose of this section was to ascertain: (l) whether 

respondents were hospitalized during the previous year; (2) length of 

hospitalization; and (3) reason for hospital stays. The two following 

null hypotheses were tested, the first by means of the chl-square test, 

and the second by means of the Kruskal-Wallls one-way analysis of vari

ance: 

23. There is no difference among these populations in the propor

tion of persons hospitalized during the previous year. 

2h. There is no difference among these populations in the length 

of hospital stays. 
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Emergency and planned hospitalizations were descriptively 

analyzed. 

Section VII 

The purpose of this section was to (l) obtain a measure of the 

•umber of days spent in bed by respondents because of illness and in

jury; (2) to ascertain whether they were made necessary by acute or 

chronic conditions; and (3) to investigate relationships between bed 

rest and other health variables. Bed rest days provide an indication 

of the impact of short- and long-term disability and the curtailment 

of productive activities caused by medical anomalies. 

Differences among the populations' bed rest days were analyzed 

by the Kruskal-Wallis one-way analysis variance (Siegel 1956). The 

analyses were calculated to test the following null hypotheses: 

25. There is no difference among these populations in the total 

number of bed rest days during the previous year. 

26. There is no difference among these populations in the number 

of bed rest days due to acute conditions. 

27* There is no difference among these populations in the number 

of bed rest days due to chronic conditions. 

Relationships between bed rest days and other health variables 

such as outpatient resource utilization, age, and general health were 

analyzed by the test of significance of a correlation ratio (Edwards 

195*0 • The following null hypotheses were tested: 

28. Within each population, there is no significant relationship 

between total bed rest days and number of outpatient contacts. 
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29* Within each population, there is no significant relationship 

between age and total bed rest days. 

30. Within each population, there is no significant relationship 

between self-perceptions of health status and total bed rest 

days. 

Section VIII 

The purpose of this section was to measure respondents' over

all satisfaction with physicians and primary medical care as well as 

their satisfaction with: (l) professional competence of physicians; 

(2) personal qualities of physicians; and (3) cost/convenience of 

medical services. 

A satisfaction scale, which was constructed by Hulka et al. 

(1971) in accordance with Thurstone's equal appearing intervals tech

nique, was used to obtain total and factor scores for respondents In 

each population. Analyses of variance (Edwards 1967) were computed 

to discern differences among the populations in total satisfaction 

scores as well as in the three factor scores. The following null 

hypothesis was tested: 

31. There is no difference among these populations In satisfaction 

with physicians and primary health care. 

Tests of significance in this chapter were reported at the .05 

level. 
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Suomarg 

This chapter presented the populations chosen for this study, 

the nethod by vhich the populations were s&npled, the development of 

the questionnaire, the procedures for collection of the data, and the 

•ethod of data analysis. 



CHAPTER k 

RESULTS OF THE STUDY 

This chapter presents the data analysis and research findings 

of the study. The chapter Is divided into nine main sections. The 

first section Is a description of the research populations In terns 

of their demographic characteristics and differences in perceived 

health status. Sections two through eight concern the following sub

ject areas: outpatient resource utilization, third party coverage, 

accessibility of services, preventive care, hospitalization, bed rest 

days, and satisfaction. The final section contains the statistical 

analysis of the research hypotheses. 

As stated previously, a total of 90 respondents were selected 

for the study: APTD recipients, VR clients, and employed persons. 

Section I--Demography and Health 

An analysis of the educational data revealed that 25 of the 30 

persons In the APTD sample had less than a high school education, and 

only one person went beyond high school. The educational average for 

the APED recipients was 7.7 years with a range of 2-13 years. Much 

better educated were the VR clients and employed persons. These two 

groups had almost identical educational averages: 12.62 years and 

12.66 years, respectively. The educational range for the VR clients 

(8-16 years) was wider than that for the employed persons (11-16 years). 

6k 
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The employed group had 19 high school graduates as compared vlth the 

VR group's lH graduates; however, approximately the same number of per

sons In each group—11 VR and 10 employed—had matriculated beyond the 

high school level. Both groups had two college graduates. 

All three samples were predominantly female: 80 percent of 

the employed group, 73 percent of the APTD group, and 53 percent of 

the VR group. Marriage rates varied greatly among the samples with 

80 percent of the employed persons being married, 30 percent of the 

YR clients, and 23 percent of the APTD recipients. Divorce rates fol

lowed an opposite pattern, although the rates were relatively low: 

10 percent of the employed, 13 percent of the VR clients, 17 percent 

cf the APTD recipients. The direction of the rates for separations 

paralleled the divorce rate pattern: zero percent employed, three per

cent VR, 10 percent APTD. A higher percentage of the APTD group (23$) 

had been widowed than the other groups (0$ VR, 3$ employed). Persons 

who had never married were in the majority (53$) among VR clients, 

were less numerous (27$) among APTD recipients, and rare (7$) among 

the employed. 

The groups differed in average age as well as distribution 

throughout the age brackets. The VR clients comprised the youngest 

group with an average age cf 32.5 years; only three people in this 

group were over 55, and 67 percent were under 32 years of age. The 

employed sample was somewhat older (39*8 years), and the people were 

more evenly distributed throughout the range. 

The employed persons clustered around the middle working years 

(35-^9 years) in comparison with the VR clients who clustered around 



66 

the early working years (16-3^ years). In contrast, the respondents 

in the APTD sample clustered around the later working years with 73 

percent of then In the age range k5-6k. The range for this group was 

20-70 years, and the average age was 50.5 years. 

The APTD and VR samples were racially mixed; whereas the em

ployed group was almost completely devoid of minority members. The 

APTD group was 33 percent Mexican-American, 10 percent black, three 

percent Indian, 53 percent white Anglo; the VR group was 37 percent 

Mexican-American, 10 percent black, and 53 percent white Anglo; the 

employed group was 97 percent white Anglo and three percent Mexican-

American with no blacks or Indians. 

The employed group contained the smallest percentage (17%) of 

persons who moved to Tucson for health reasons. A slightly larger 

percentage (20%) of the VR clients moved to Tucson for their health, 

whereas a very big percentage (1*0%) of the welfare recipients did so. 

Predictably, the employed group had the highest average family 

income, the APTD sample had the lowest, and the VR group fell in be

tween. Family income for the employed group was in excess of $11,000, 

and for the VR group, more than $6,000. The APTD group had a mean an

nual family income of only $2,000. The mean for this latter group was 

influenced by the inclusion of two young adult APTD recipients who 

lived with their middle class families whose incomes were three times 

the overall APFD average. When those two were excluded, the mean in

come for the remaining 28 was $1,700, which is only $140 per year 

higher than the maximum APTD payment per year. 
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Respondents were asked to rate their own health on a five-point 

scale ranging from poor to excellent. Of the employed group 80 percent 

rated their health above average, and 63 percent of the VR group did 

so. In sharp contrast, the APTD group revealed the opposite pattern: 

only 27 percent rated their health above average, and 63 percent con

sidered their health below average. A third of the welfare recipients 

rated their health as poor In comparison with 13 percent and zero per

cent for the VR and employed groups, respectively. 

Section II—Outpatient Resource Utilization 

This section was designed to discover the types and frequency 

of outpatient care usage among the respondents. 

A high percentage of all groups reported having a regular 

source of medical care: 93 percent of the APTD recipients, 90 percent 

of the VR clients, and 87 percent of the employed persons. 

Although 90 percent of the VR clients reported a regular 

source of medical care, only 77 percent had visited a doctor. There 

was a very slight variation among the employed group, and exactly the 

same percentage of APTD recipients who reported having a regular med

ical care source actually visited a doctor (93$)* 

Although the majority of all groups reported having a regular 

source of medical care, the type of source varied considerably. The 

APTD sample reported U96 outpatient contacts during the previews year; 

the VR sample reported 312 contacts; and the employed sample reported 

177 contacts. These contacts were divided in the following manner: 

! 
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AFTO VR EMPLOYED 

Free Clinic 73* 2<3* 2* 

Private Physician 18* 69* 95* 

Emergency Room 9* 5* 3* 

Employed persons utilized private physicians almost exclu

sively. The employed group averaged only .1 free clinic visits per 

person as compared with 5*63 private physician contacts. The VR cli

ents also predominantly used private physicians, although U3 percent 

of them had also made at least one visit to a free clinic In the past 

year. The VR group as a whole averaged 2.73 free clinic visits and 

7*2 private physician contacts. The APTD recipients were the heavi

est users of free clinics. More than 73 percent of them used public 

clinics during the previous year, even though 57 percent of them also 

sav private physicians. The average number of free clinic contacts in 

the welfare sample was high (12.13 visits) as compared with the average 

number of private physician contacts (3.0 visits). 

There was wide diversity among the groups in their use of hos

pital emergency rooms. The employed persons were infrequent users, 

averaging only .16 visits per person. The VR clients used emergency 

facilities almost three times as much, averaging ,k6 visits per person. 

The APTD recipients used emergency roans more than eight times as much 

as the employed persons, averaging l.U visits per person per year. 

In order to obtain information concerning recent use of medi

cal facilities, respondents were asked whether they had sought medical 

assistance In the past four weeks. There was a trend toward heavier 

usage by the welfare group as indicated by the fact thai; seven of the 
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VR clients, 10 of the employed persons, and 15 of the AFTD group had 

been to a doctor recently. 

The somewhat heavier recent usage of medical facilities by the 

AFTD group was a corresponding part of a more dramatic longer-term 

pattern of usage, as evidenced by answers to the question concerning 

total physician contacts. During the year preceding .the research In

terviews, the groups reported the following physician contact totals) 

employed, 177; VR, 312; APTD, k$6. The average number of physician 

contacts per person for three groups were employed, 5.9; VR, 10A; 

APTD, 16.5. 

Table 1 Illustrates the respondents' usage of sources of ad

vice and guidance concerning referral for medical services. As shown, 

employed persons relied almost equally upon their private physicians 

and upon their families and friends. The VR clients relied heavily 

upon families and friends, but they also consulted with VR counselors 

quite frequently. The AFTD recipients did no consulting with private 

physicians but relied Instead primarily upon families and friends. 

Many of them contacted Public Welfare for guidance. The Tucson Infor

mation and Referral Service was virtually unused by any of the groups. 

The research interviewers encountered very few respondents who had ever 

heard of the Tucson Information and Referral Service; in fact, most of 

the Interviewers themselves were unfamiliar with it prior to their in

volvement in this study. 



Table 1. Usage of Sources of Guidance and 
Referral for Medical Services 

Referral Source APrD 

Spouse 5 

Friend 11 

Relative 22 

Pharmacist 0 

Religious 0 

Information and 
Referral 1 

Public Welfare 13 

VR 2 

Private Physician 0 

Pima County Hospital 5 

Mental Health 1 

Public Health 24 

U of A Special Services 
Project 0 

Davis Monthan Hospital 0 

St. Elizabeth 0 

Total 84 
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VR Employed 

14 4 

26 5 

37 2 

0 0 

1 0 

2 0 

0 0 

25 0 

5 10 

0 0 

0 0 

0 0 

1 0 

0 2 

2 0 

113 23 
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Section IH—Third Party Coverage 

This section was designed to ascertain who pays for the nedl-

cal costs incurred by respondents as well as the percentage of those 

costs paid by the third party payers. 

Every person in the employed group was eligible for and par

ticipated in the group health Insurance plans proffered by their em

ployers. One person reported some extra coverage under a military 

health benefit program. 

In the AFTD group 87 percent of the respondents stated that 

they had third party coverage of some type. It should be noted that 

the definition of third party coverage used in this study was adapted 

largely from the definition used by the National Center for Health 

Statistics (l972e), and it Includes payment for medical costs by 

county and other governmental agencies. Because APTD recipients are 

all eligible for Pima County Hospital care, the number of persons hav

ing third party coverage was very high. This does not mean that this 

group had private health Insurance. In fact, the opposite is true; 

only two APTD recipients had private health insurance. 

The VR clients had the smallest percentage (77$) of persons 

with some third party coverage for medical costs. There were 15 peo

ple in this group with private health Insurance; and six persons were 

eligible for county services. A few persons had some coverage from 

various governmental programs, and two persons reported that their 

medical expenses were paid by VR. 

The percentages of costs paid by third party payers varied 

among the three samples. The APTD group had the highest percentage 



of medical care costs paid for them because of their eligibility for 

county health care. The percentages for the employed group were ap

proximately the same as the welfare group in terms of coverage for 

hospital and doctor bills. However, the private insurance programs 

for the employed persons paid very little of their costs of medicine 

(27%) and virtually none of their dental bills (2$). The VR group had 

the poorest percentage of coverage in all categories except dental 

costs. A small percentage (30$) of the VR clients had coverage for 

dental costs through VR and the Pima County Hospital. 

Section IV—'Accessibility of Medical Services 

The purpose of this section was to explore some of the barriers 

to medical care services in terms of transportation, travel time, time 

spent waiting for services after arrival, and reasons for lack of at

tention to recognized medical problems. 

Respondents used a variety of means of transportation, with 

certain types predominating in each group. Private cars were used by 

97 percent of the employed group in reaching their doctors. The only 

person in that group who did not drive reported that he merely walked 

out of his office to the elevator because his doctor was located on 

another floor in the same building. Automobiles transported 77 percent 

of the VR clients to their sources of medical care, although 20 percent 

of those were in cars belonging to someone else. Even the welfare 

group relied mainly upon automobiles (67$), although nearly all rode in 

cars belonging to someone else. Only 10 percent of the VR and APTD 

groups used the Tucson bus system; in fact, more people walked (12$) 

than took buses. 
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The average amount of time spent traveling to the last visit 

to a physician was relatively short for all three samples: employed 

13*03 minutes; VR, 17.H7 minutes; APTD, 19.U minutes. Travel times 

ranged from less than one minute for the employed person who took the 

elevator to 90 minutes for a VR client who rode LIFTS, a government-

funded free transportation service for the poor. 

The short travel times vere in contrast to the length of time 

spent In waiting rooms. The employed group enjoyed relatively short 

wait8 in their private doctors' offices; on average they spent 22.93 

minutes waiting for medical attention during their most recent visit 

to a physician. The average waiting time for the VR group was almost 

two and a half times as much, i.e., 33*66 minutes. The APTD recip

ients, who rely mostly upon the Pima County Hospital for care, spent 

an average of 99*^7 minutes waiting to be seen by a physician. 

Respondents were asked if they had unattended medical problems 

and, if so, why medical attention was not obtained. Only 17 percent 

of the employed had untreated conditions; whereas UO percent of both 

the VR and APTD groups let medical problems go untreated. A variety 

of reasons were given for not seeking medical attention, but no par

ticular patterns could be discerned among the responses. 

Section V—Preventive Health Care 

This section was designed to ascertain differences among the 

groups In the preventive health care they have received. An Index of 

preventive care activities with a range of 0-3 was used to obtain the 

data. The basic, preventive activities were medical examinations, den

tal examinations, chest X-rays, vision checkups, and polio vaccinations. 
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The employed group had the highest Preventive Health Care In

dex scores with an average of 3*^6 preventive care activities per 

person. The APTD group followed in second place with 2.27 preventive 

care activities. In last place came the VR group with 2.03 preventive 

care activities. A person could obtain a score of one on the Index 

Just by having had a polio vaccination any time in his life; however, 

there was one person in each of the three samples who had not had even 

that basic preventive measure. Amazingly, these three Individuals were 

among the heaviest consumers of outpatient resources. The three col

lectively had been seen by physicians 150 times for treatment in the 

past year, but none had received a polio vaccination. 

Section VI—Hospitalization 

The purpose of this section was to explore the number of hos

pitalizations, length of hospital stays, and the reasons for hospital

ization for each group. 

The employed group contained the smallest percentage of persons 

hospitalized (17$), and had the shortest average hospitalization peri

ods per person (.96 days). The VR group had the second highest per

centage of persons hospitalized (27$) and much longer average hospital 

stays per person (2.73 days). The APTD group had the poorest hospi

talization record: 30 percent were hospitalized, and they stayed much 

longer in the hospital (7*67 days) than the other groups. Most of 

those who entered hospitals did so because of unplanned emergency sit

uations. Of the employed persons who were hospitalized 80 percent en

tered because of emergencies; the percentage was lower in the VR group 
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(65jt); and In the AFTD group 50 percent of the hospitalizations were 

for emergency reasons. 

Section VII—Bed Rest Days 

This section sought to determine the number of days respondents 

had to forego their normal daily activities because of illness or in

jury. Information was obtained about the reasons for the bed rest days 

to learn whether they were caused by acute or chronic conditions. 

The employed persons spent very few days in bed during the pre

vious year for any reason, although 65 percent of them did lose at 

least one day because of medical problems. However, only two persons 

in this group reported any lost time because of chronic conditions. 

The average number of bed rest days per person was 3*8 (2.93 days for 

acute conditions, .87 for chronic). 

The VR clients reported almost two and one-half times as many 

bed rest days as the employed persons for a per-person average of 9.07 

days. Within the VR group bed rest days were caused twice as often by 

chronic conditions as by acute conditions; this was evidenced by the 

respective per-person averages of 6.06 and 3*0 days for these reasons. 

The APTD recipients reported a high total number of bed rest 

days, with very few being caused by acute conditions. The averages 

were 55*9 days per person for chronic conditions and only .73 days for 

acute conditions. 
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Section VIII—Satisfaction with Physicians 
and Medical Care 

The purpose of this section was to ascertain the level of sat

isfaction among the respondents in the study and to ascertain whatever 

differences existed among the groups. Satisfaction was measured by a 

scale developed for this purpose by the Department of Epidemiology at 

The University of North Carolina (Hulka et al. 1971)* Each respondent 

received four different scores, i.e., a total satisfaction score and a 

score for each of three content areas: professional competence of 

physicians, personal qualities of physicians, and cost/convenience of 

medical services. A high score (above 55) reflected positive atti

tudes and a low score (below 55) reflected negative attitudes. 

All three groups were generally satisfied with physicians and 

medical care. With sane variations among groups they expressed posi

tive attitudes toward physicians' personal qualities and professional 

competence, but they had less favorable attitudes toward the cost and 

convenience of medical services. 

Section IX—Hypotheses 

The null hypotheses tested in the study correspond to the sub

ject areas of the research questionnaire. They Involve tests of dif

ferences among groups as well as intragroup differences and 

relationships. 

Hypothesis 1 

There Is no difference among these populations in their self-

perceptions of their health status. 
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The chi-square test for three independent samples was calcu

lated to test the hypothesis. The data consisted of frequencies in 

discrete categories and were ordinal in nature. With two degrees of 

freedom a chi-square value of 5*99 vas required for rejection of the 

null hypothesis at the .05 level of significance. As shown in Table 2, 

the calculated value of 20.698 exceeded the .05 level of significance; 

in fact , the obtained chi-square value was significant beyond the .001 

level. Therefore, the null hypothesis was rejected. 

Table 2. Self-perceptions of Health Status 
of the Three Populations 

Rate AFTD VR Employed 

Above Average 8 19 2k 

Average 3 2 2 

Below Average 19 9 1* 

Chi-square - 20.698* 

* Significant beyond .001 level 

The results of the test of this hypothesis Indicate that there 

was a significant difference among the groups in the way respondents 

rated their own health status. By inspection of the chi-square con

tingency table it was seen that the high number of below average rat

ings in the APTD group largely accounted for the difference among the 

groups. 
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Hypothesis 2 

There is no difference among these populations in the propor

tion of persons having a regular source of medical care. 

Because of the nature of the obtained data, It was necessary 

to test the hypothesis by subdividing it into parts a, b, and c. Dif

ferences were tested between two groups at a time rather than testing 

for differences among the three groups simultaneously. For that reason 

separate Fisher exact probability tests were calculated between the VR 

and employed groups, the APTD and employed groups, and finally, the 

APTD and VR groups. The exact test determines whether two groups dif

fer in the proportion having a regular source of medical care. 

Hypothesis 2a. There is no difference between the VR and em

ployed populations in the proportion of persons having a regular 

source of medical care. 

As shown in Table 3> the exact probability of the observed 

occurrence between the VR and employed groups was .50. The observed 

probability did not exceed the .05 level; therefore, the null hypoth

esis was confirmed. 

These results suggest that there was no difference between the 

VR and employed groups in the proportion of persons having a regular 

source of medical care. 

Hypothesis 2b. There Is no difference between the APTD and 

employed populations in the proportion of persons having a regular 

source of medical care. 

As shown in Table 3, the exact probability of the observed 

occurrence between the APTD and employed groups was .3^. The observed 



79 

Table 3• Comparison of Regular Source of Medical Care 
Among the Three Populations 

Population 
Regular 
Source 

No Regular 
Source Probability** 

VR 27 3 

EMP 26 If . 1*998* 

APTD 28 2 

EMP 26 k .3352* 

APTD 28 2 

VR 27 3 .5500* 

* Not significant at .05 level 

**Fisher exact probability test 

probability did not exceed the .05 level; therefore, the null hypoth

esis vas confirmed. 

These results suggest that there vas no difference between the 

APTD and employed groups in the proportion of persons having a regular 

source of medical care. 

Hypothesis 2c. There is no difference between the APTD and VR 

populations in the proportion of persons having a regular source of 

medical care. 

As shown in Table 3* the exact probability of the observed oc

currence between the APTD and VR groups was .55* The observed proba

bility did not exceed the .05 level; therefore, the null hypothesis 

vas confirmed. 
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The results suggest that there was no difference between the 

AFTD and VR groups In the proportion of persons having a regular 

source of medical care. 

Hypothesis 3 

Within each population there Is no difference In the proportion 

of persons having a regular medical source and the proportion having 

high outpatient resource utilization. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the groups. 

Hypothesis 3a. There is no difference within the AFTD popula

tion in the proportion of persons having a regular medical source and 

the proportion having high outpatient resource utilization. 

The hypothesis was evaluated by testing the difference between 

proportions for correlated data. The scores were divided at the medi

an; those falling above the median were considered high outpatient re

source utilization. The proportion having a regular source of medical 

care was .93, but the proportion having high outpatient resource 

utilization was only .50. The value of z needed for significance at 

the .05 level was I.96. As shown in Table the obtained z value of 

3.6l exceeded the .05 level as well as the .001 level. Therefore, the 

null hypothesis was rejected. 

These results suggest that there was a significant difference 

within the APTD group in the proportion of persons having a regular 

medical source and the proportion having high outpatient resource 

utilization. 



81 

Table U. Comparison of Persons with a Regular Medical Source and 
Those with High Patient Utilization Within Each Population 

Utilization 
Ho Regular 
Source Regular Source z** 

APTD 

High 0 15 

Low 2 

VR 

13 3.6l» 

High 1 Ik 

Low 2 

Employed 

13 3.21* 

High 1 11 

Low 3 15 3.50* 

* Significant beyond .001 level 

**Difference between proportions for correlated data 

Hypothesis 3c. Within the employed population there is no 

difference in the proportion of persons having a regular medical source 

and the proportion having high outpatient resource utilization. 

The hypothesis was evaluated by testing the difference between 

proportions for correlated data. The value of z needed for signifi

cance at the .05 level was 1.96. As shown in Table It, the obtained 

z value of 3«6l exceeded the .05 level as well as the .001 level. 

Therefore, the null hypothesis was rejected. 
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These results suggest that there was a significant difference 

within the employed group in the proportion of persons having a regular 

medical source and the proportion having high outpatient resource util

ization. 

Hypothesis H 

Within each population there is no difference in the proportion 

of persons having a regular medical source and the proportion having 

high Preventive Health Care Index scores. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the groups. 

Hypothesis Ua. There is no difference within the APTD popula

tion In the proportion of persons having a regular medical source and 

the proportion having high Preventive Health Care Index scores. 

The hypothesis was evaluated by testing the difference between 

proportions for correlated data. The value of z needed for signifi

cance at the .05 level was 1.9&. As shown in Table 5, the obtained 

z value of 3*87 exceeded the .05 level as well as the .0001 level. 

Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

within the APTD group in the proportion of persons having a regular 

medical source and the proportion having high Preventive Health Care 

Index scores. 

Hypothesis Ub. Within the VR population there is no difference 

in the proportion of persons having a regular medical source and the 

proportion having high Preventive Health Care Index scores. 
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Table 5* Comparison of Persons with Regular Medical Source 
and Those with High Preventive Health Care Index 
Scores Within Each Population 

Preventive Care Score No Regular Source Regular Source z*** 

APTD 

3-5 0 13 

0-2 2 15 3.87— 

VR 

3-5 0 7 

0-2 3 20 k.kT** 

Employed 

3-5 k 18 

0-2 0 8 1.15* 

* Not significant at .05 level 

** Significant beyond .0001 level 

•••Difference between proportions for correlated data 

The hypothesis was evaluated by testing the differences between 

proportions for correlated data. The value of z needed for signifi

cance at the .05 level was 1.96. As shown in Table 5, the obtained 

z value of k.k-7 exceeded the .05 level as well as the .001 level. 

Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

within the VR group in the proportion of persons having a regular med

ical source and the proportion having high Preventive Health Care In

dex scores. 
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Hypothesis Uc. Within the employed population there is no 

difference in the proportion of persons having a regular medical 

source and the proportion having high Preventive Health Care Index 

scores. 

The hypothesis was evaluated by testing the difference between 

proportions for correlated data. The value of z needed for signifi

cance at the .0^ level was 1.96. As shown in Table 5, the obtained 

z value of 1.15 did not exceed the .05 level. Therefore, the null 

hypothesis was confirmed. 

These results suggest that there was not a significant differ* 

ence within the employed group in the proportion of persons having a 

regular medical source and the proportion having high Preventive Health 

Care Index scores. 

Hypothesis 5 

There Is no difference among these populations in the proportion 

of persons who have sought medical assistance in the previous four weeks. 

The chi-square test was used to test the null hypothesis by de

termining the significance of the differences among the three indepen

dent groups. With two degrees of freedom a chi-square value of 5*99 

was required for significance at the .05 level. As shown in Table 6, 

the obtained chi-square value of 4.75 exceeds only the .10 level of 

significance but did not exceed the .05 level needed for rejection of 

the null hypothesis. Therefore, the null hypothesis was confirmed. 

These results suggest that there was not a significant differ

ence among the groups in the proportion of persons who had scught 
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Table 6. Comparison of Persons In the Three Populations 
Who Have Sought Recent Medical Care 

Population Yes 

AFTD 15 15 

VR 7 23 

Employed 10 20 

Chi square - k.75222* 

•Not significant at .05 level 

recent medical assistance. There was, however, a trend toward a dif

ference between the APTD and VR groups. 

Hypothesis 6 

There is no difference among these populations in the total 

number of physician contacts during the previous year. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5<99* As shown 

in Table 7> the calculated value of H was 12.90 which exceeded the .05 

level as well as the .01 level. Therefore, the null hypothesis was 

rejected. 

These results suggest that there was a significant difference 

among the groups in the total frequency of usage of outpatient medical 

services. The welfare group had the highest number of outpatient con

tacts followed in second place by the VR group. The employed group 

had the fewest outpatient contacts. 
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Table 7« Comparison of Outpatient Contacts 
Among the Three Populations 

Population Total X 

APTD ^96 16.5 

YR 312 10 A 

Employed 177 5*9 

H*» - 12.90U9* 

* Significant beyond the .01 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 7 

Within each population there is no significant relationship 

between age and number of outpatient contacts. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the three samples. Scatterplots were compiled which in

dicated that the relationship between the variables was nonlinear. 

Therefore, the hypotheses were tested by testing the significance of 

the correlation ratio, or eta coefficient* 

Hypothesis 7a. Within the APTD population there is no signif

icant relationship between age and number of outpatient contacts. 

The calculated eta coefficient of .5^ was evaluated by means 

of the F test. With 10 degrees of freedom for the between mean square 

and 19 degrees of freedom for the within mean square, an F value of 

2.38 was needed for significance at the .05 level. As shown in 
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Table 8, the obtained F value of .78 did not exceed the .03 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the APTD group there was no 

significant relationship between age and number of outpatient contacts 

during the previous year. 

Table 8. Correlation Ratios Between Age and Outpatient 
Contacts Within Each of the Three Populations 

Population Eta F 

APTD .5to .7831* 

VR .679 I.623U* 

Employed .432 .75^0* 

•Not significant at .05 level 

Hypothesis 7b. Within the VR population there is no signifi

cant relationship between age and number of outpatient contacts. 

The calculated eta coefficient of .68 was evaluated by means 

of the F test. With 10 degrees of freedom for the between mean square 

and 19 degrees of freedom for the within mean square, an F value of 

2.38 was needed for significance at the .05 level. As shown in 

Table 8, the obtained F value of 1.62 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the VR group there was no 

significant relationship between age and number of outpatient contacts 

during the previous year. 
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Hypothesis 7c» Within the employed population there is no 

significant relationship between age and number of outpatient con

tacts. 

The calculated eta coefficient of .1+3 was evaluated by means 

of the F test. Within 7 degrees of freedcm for the between mean 

square and 22 degrees of freedom for the within mean square, an F val

ue of 2.bj was needed for significance at the .03 level. As shown in 

Table 8, the obtained F value of .73 did not exceed the .03 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the employed group there was 

no significant relationship between age and number of outpatient con

tacts. 

Hypothesis 8 

Within each population there is no significant relationship 

between income and number of outpatient contacts. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the three samples. Scatterplots were compiled which in

dicated that the relationship between the variables was nonlinear. 

Therefore, the hypotheses were tested by testing the significance of 

the correlation ratio, or eta coefficient. 

Hypothesis 8a. Vlthln the APTD population there is no signif

icant relationship between incase and number of outpatient contacts. 

The calculated eta coefficient of .33 was evaluated by means 

of the F test. With 6 degrees of freedom for the between mean square 

and 23 degrees of freedom for the within mean square, an F value of 
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2.53 vaa needed for significance at the .05 level. As shown In 

Table 9, the obtained F value of .U6 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

Table 9* Correlation Ratios Between Income and Outpatient 
Contacts Within Each of the Three Populations 

Population Eta F 

APTD .3270 .U636* 

VR .1010 .0008* 

Employed .6M1O 1.205k* 

•Not significant at .05 level 

These results suggest that within the APTD group there was no 

significant relationship between Income and the number of outpatient 

contacts during the previous year. 

Hypothesis 8b. Within the VR population there is no signifi

cant relationship between income and number of outpatient contacts. 

The calculated eta coefficient of .10 was evaluated by means 

of the F test. With 15 degrees of freedom for the between mean square 

and Ik degrees of freedom for the within mean square, an F value of 

2.U6 was needed for significance at the .05 level. As shown in 

Table 9, the obtained F value of .0008 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the VR group there was no 

significant relationship between Income and the number of outpatient 

contacts during the previous year. 
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Hypothesis 8c. Within the employed population there is no 

significant relationship between income and outpatient contacts. 

The calculated eta coefficient of .6U was evaluated by means 

of the F test. With 11 degrees of freedom for the between mean square 

and 18 degrees of freedom for the within mean square, an F value of 

2.37 was needed for significance at the .03 level. As shown in 

Table 9, the obtained F value of 1.21 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the employed group there was 

no significant relationship between Income and outpatient contacts 

during the previous year. 

Hypothesis 9 

There is no difference among these populations in the number 

of private physician contacts during the previous year. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5«99» As 

shown In Table 10, the calculated value of H was k,6k, which exceeded 

the .10 level of significance but not the .05 level. Therefore, the 

null hypothesis was confirmed. 

These results suggest that there was not a significant differ

ence among the groups in their numbers of private physician contacts, 

although there was a trend toward a difference. 
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Table 10. Comparison of Private Physician Contacts 
Among the Three Populations 

Population Total X 

ATTD 90 3.00 

TO 216 7.20 

Employed 169 5.63 

H** . k.6351* 

* Not significant at .05 level 

**Kruskal-Vallls one-way analysis of variance by ranks 

Hypothesis 10 

There is no difference among these populations in the number 

of free clinic physician contacts during the previous year. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5.99* As 

shown in Table 11, the calculated value of H was 33*33* which exceeded 

the .05 level as well as the .001 level. Therefore, the null hypoth

esis was rejected. 

These results suggest that there was a significant difference 

among the groups in their usage of free clinics for medical services. 

The welfare group had the highest number of free clinic visits fol

lowed by the VR and employed groups. 
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Table 11. Comparison of Free Clinic Physician 
Contacts Among the Three Populations 

Population Total X 

APTD 364 12.13 

VR 82 2.73 

Employed 3 *10 

H** s 33.3270* 

* Significant beyond .001 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 11 

There Is no difference among these populations in the utiliza

tion of hospital emergency rooms. 

The Kru8kal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5.99* As shown 

In Table 12, the calculated value of H was 5*93 which approached but 

did not exceed the .03 level. Therefore, the null hypothesis was con

firmed . 

These results suggest that there were no significant differences 

among the groups in their usage of hospital emergency facilities, al

though there was a trend toward a difference. 
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Table 12. Comparison of Utilization of Hospital Emergency 
Roans Among the Three Populations 

Population Total X 

APTD k2 l.ko 

VR Ik .k6 

Employed 5 .16 

H** > 5.9267* 

* Not significant at .05 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 12 

There is no difference among these populations in the proportion 

of persons having health insurance or other third party coverage for 

medical expenses. 

Because of the nature of the obtained data, it was necessary to 

divide the hypothesis into subparts a, b, and c and to test for signif

icant differences between two groups at a time rather than testing for 

differences among the three groups simultaneously. For that reason 

Fisher exact probability tests were calculated between the VR and em

ployed groups, the APTD and employed groups, and finally the APTD and 

VR grcups. The exact test determines whether the two groups differ in 

the proportion having a regular source of medical care. 

Hypothesis 12a. There is no difference between the VR and em

ployed populations in the proportions of individuals having health in

surance or other third party coverage for medical expenses. 
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As shown In Table 13, the exact probability of the observed 

occurrence between the VR and employed groups was *01. The observed 

probability exceeded the .05 level; therefore, the null hypothesis was 

rejected. 

These results suggest that there was a significant difference 

between the VR and employed groups in the proportion of persons having 

health insurance or other third party coverage for medical expenses. 

Table 13. Comparison of Third Party Coverage 
Among the Three Populations 

Population Covered Wot Covered Probability*** 

Employed 30 0 

VR 23 7 .0105** 

APTD 26 k 

Employed 30 0 .0561* 

APTD 26 It 

VR 23 7 .0972* 

* Not significant at .05 level 

** Significant beyond .05 level 

***Fisher exact probability test 

Hypothesis 12b. There is no difference between the APTD and 

emplqyed populations in the proportion of Individuals having health In

surance or other third party coverage for medical expenses. 

As shown in Table 13, the exact probability of the observed oc

currence between the APTD and employed groups was .056. The observed 
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probability did not exceed the .05 level; therefore, the null hypoth

esis was confirmed. 

These results suggest that there was no significant difference 

between the AFTD and employed groups in the proportion of persons hav

ing health Insurance or other third party coverage for medical expenses. 

There was, however, a trend toward a difference. 

Hypothesis 12c. There is no difference between the AFTD and VR 

populations in the proportion of persons having health insurance or 

other third party coverage for medical expenses. 

As shown in Table 13, the exact probability of the observed oc

currence between the APTD and VR groups was .10. The observed proba

bility did not exceed the .05 level; therefore, the null hypothesis was 

confirmed. 

These results suggest that there was no significant difference 

between the AFTD and VR groups in the proportion of individuals having 

health insurance or other third party coverage for medical expenses. 

Taken as a whole, the results of the tests of the three hypoth

eses indicate that the employed group exceeded the VR group In the pro

portion of persons having third party coverage as defined in this study 

There was a trend toward a difference between the APTD and employed 

groups as well as between the AFTD and VR groups, although the differ

ences did not exceed the significance level set in this study. The AFTD 

recipients had a high proportion of covered individuals because of 

their eligibility for county medical care for indigents at the Pima 

County Hospital. Whereas all of the individuals in the employed and 

welfare groups were eligible for third party medical coverage partially 
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or totally paid by others, the rehabilitation clients, In large part, 

had no such sponsor. Thus, the VR group had the smallest proportion 

at Individuals with third party coverage. 

Hypothesis 13 

There Is no difference among these populations in percentage of 

medical costs paid by third party payers. 

Information was sought concerning the costs of four categories 

of medical services, i.e., hospitalization, physician care, dental care, 

and costs of medicine. The major hypothesis was divided into subparts 

a, b, c, and d corresponding to the cost components. 

Hypothesis 13a. There Is no difference among these populations 

In percentage of hospitalization costs paid by third party payers. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5 »99« As 

shown in Table 14, the calculated value of H was 10.78, which exceeded 

the .05 level as well as the .01 level. Therefore, the null hypothesis 

was rejected. 

These results suggest that there was a significant difference 

among the groups in the extent to which hospitalization costs are paid 

by third party payers. The data reveals that the AFTD sample had the 

largest sum of the ranks, and the VR sample had the smallest; this in

dicates that the APTD sample contained a large number of persons who 

have a very high percentage of their hospitalization costs paid for 

them. The employed group actually had a larger number of persons whose 
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Table Ik. Comparison Among the Three Populations of the 
Percentage of Medical Costs Paid by Third Party Payers 

Population Hospitalization 
Physician 
Services Dental Care Medication 

APTD 86.00$ 76.16$ 48.16$ 70.33$ 

VR 73* 28.33$ 30.00$ 26.66$ 

Employed 88.10$ 82.00$ 1.66$ 27.50$ 

10.78* 20.22** 10.05* 17.07** 

* Significant beyond .01 level 

** Significant beyond .001 level 

***Kruskal-Wallis one-way analysis of variance by ranks 

hospitalization costs are covered to some extent, but the amount of 

coverage was generally lower than that for the APTD recipients. There

fore, the differences among the groups were attributable to the per

centage of coverage rather than to the number of persons who were 

covered. 

Hypothesis 13b. There is no difference among these populations 

in the percentage of physicians* costs paid by third party payers. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .03 level was 5.99* As shown 

in Table 14, the calculated value of H was 20.22, which exceeded the 

.05 level as well as the .001 level. Therefore, the null hypothesis 

was rejected. 



These results suggest that there was a significant difference 

among the groups in the percentage of physicians' bills covered by 

third party payers. The APTD group again had the largest sum of ranks 

even though the employed group had the highest number of insured per

sons. The percentage of APTD medical costs paid by Pima County is 

higher than the amounts paid for the employed persons by private health 

insurance. The VR group had very little coverage for the costs of phy

sicians' services. 

Hypothesis 13c. There is no difference among these groups In 

the percentage of dental costs paid by third party payers. 

The Kruskal-Wallls one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5.99. As 

shown In Table 1^, the calculated value of 10.05 exceeded the .05 level 

as well as the .01 level. Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

among the groups in the percentage of dental costs paid by third party 

payers. The APTD group had the most coverage for dental costs because 

of the recipients' eligibility for services at the dental clinic of the 

Pima County Hospital. The VR group had the second highest coverage; 

and the employed group had virtually no third party coverage for dental 

costs. 

Hypothesis 13d. There is no difference among these populations 

in the percentage of medicine costs paid by third party payers. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. Vith two degrees of freedom, the 
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value of H needed for significance at the .05 level was 5*99* As 

shown in Table lU, the calculated value of H was 1J.07, which exceeded' 

the .05 level as well as the .001 level. Therefore, the null hypothe

sis was rejected. 

These results suggest that there was a difference among the 

populations in the percentage of medicine costs covered by third party 

payers. The APTD group had a large percentage of Its medication costs 

paid by Pima County. The VR and employed groups were almost identical 

in having very little of their medication costs paid by third party 

payers. 

Hypothesis lU 

There is no difference among these populations in percentage 

of medical costs paid by individuals. 

This hypothesis is the exact obverse of hypothesis 13. Medical 

costs not paid by third party payers were paid by Individuals. By def

inition, therefore, the results were diametrically opposite and are not 

repeated here. There was a significant difference among the groups in 

the extent to which hospitalization costs, physicians bills, dental 

costs, and medicine costs were paid by individuals. 

Hypothesis 15 

Within each population there Is no difference In the proportion 

of persons having third party coverage and the proportion having high 

Preventive Health Care Index scores. 

The hypothesis was divided into subparts a, b, and c correspon

ding to the groups. 
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Hypothesis 15a. There Is no difference within the APTD popu

lation in the proportion of persons having third party coverage and 

the proportion having high Preventive Health Care Index scores. 

The hypothesis was evaluated by testing the difference between 

proportions for correlated data. The value of z needed for signifi

cance at the .05 level was 1.96. As shown in Table 15, the obtained 

z value of 3>3& exceeded the .05 level as well as the .001 level. 

Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

within the APTD group in the proportion of persons having third party 

coverage and the proportion having high Preventive Health Care Index 

scores. 

Hypothesis 15b. There is no difference within the VR popula

tion in the proportion of persons having third party coverage and the 

proportion having high Preventive Health Care Index scores. 

The hypothesis was evaluated by testing the difference between 

proportions for correlated data. The value of z needed for signifi

cance at the .05 level was 1.96. As shown in Table 15, the obtained 

z value of 3*5 exceeded the .05 level as well as the .001 level. 

Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

within the VR group in the proportion of persons having third party 

coverage and the proportion having high Preventive Health Care Index 

scores. 
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Table 15. Comparison of Proportions Within Each Population 
Having Third Party Coverage and High Preventive 
Health Care Index Scores 

Preventive Care No Yes z*** 

APTD 

High 1 12 

Low 3 

VR 

11* 3.36** 

High 1 11 

Low . 3 

Employed 

15 3.50** 

High 0 22 

Low 0 8 2.83* 

* Significant beyond .01 level 

** Significant beyond .001 level 

•••Difference between proportions for correlated data 

Hypothesis 15c. There is no difference within the employed 

population in the proportion of persons having third party coverage and 

the proportion having high Preventive Health Care Index scores. 

The hypothesis was evaluated by testing the difference between 

proportions for correlated data. The value of z needed for significance 

at the .05 level was 1.96. As shown in Table 15* the obtained z value 

of 2.83 exceeded the .05 level as well as the .01 level. Therefore, the 

null hypothesis was rejected. 
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These results suggest that there was a significant difference 

within the employed group in the proportion of persons having third 

party coverage and the proportion having high Preventive Health Care 

Index scores. 

Hypothesis 16 

There is no difference among the populations in the proportion 

of persons using various means of transportation to reach medical ser

vices . 

The chi-square test for three Independent samples was calcu

lated to test the hypothesis. Because of the surprisingly small num

ber of persons using transportation modes other than automobiles, the 

data were trichotomized: (l) personal car; (2) another person's car; 

(3) other, which included bus, walking, Low Income Free Transportation 

Service, and Easter Seal Handlcab. 

The combination of some categories was made necessary by the 

requirement that 80 percent of chi-square contingency table cells con

tain expected frequencies of no less than five. 

With four degrees of freedom a chi-square value of 9*^9 was 

needed for significance at the .05 level. As shown in Table 16, the 

obtained chi-square value of ^3*6 exceeded the .05 level as well as 

the .001 level. Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

among the groups in the mode of transportation used to travel for med

ical services. Automobiles were used by the majority of persons in 

all three groups. Personally owned cars were used exclusively by 
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eniployed persons but were used to a much lesser extent by the VR and 

APTD groups. More than 83 percent of the welfare clients traveled In 

someone else's car or used means other than personally owned cars. 

Table 16. Comparison of Modes of Transportation 
Among the Three Populations 

Population Own Car Other's Car Other 

APTD 5 15 10 

VR 17 6 7 

Employed 30 0 0 

Chi square - U3.618U* 

'Significant beyond .001 level 

Hypothesis 17 

There is no difference among these populations in the amount 

of time spent traveling for health care services. 

The Kruskal-Wallis one-way analysis of variance for ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5*99* As shown 

in Table 17> the calculated value of H was 1*.60, which exceeded only the 

.10 level but not the .05 level required for rejection of the hypothe

sis. Therefore, the null hypothesis was confirmed. 

The results suggest that there was no significant difference 

among the groups in the amount of time spent traveling for health care 

services. 
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Table 17. Comparison of Time Spent Traveling for Medical 
Services Among the Three Populations 

Population Total X 

APTD 583 19.to 

VR 52k 17̂ 7 

Employed 391 13.03 

H** - i*.6o* 

* Not significant at .05 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 18 

There is no difference among these populations in the amount 

of time spent waiting for health care services. 

The Kruskal-Wallis one-way analysis of variance "by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H needed for significance at the .05 level was 5*99* As shown 

In Table 18, the calculated value of H was 9>21, which exceeded the .05 

level as well as the .01 level. Therefore, the null hypothesis was 

rejected. 

These results suggest that there was a significant difference 

among the groups in the amount of time spent waiting for health care 

services. Inspection of the data revealed that the employed group had 

the shortest waits while the welfare group had the longest. 
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Table 18. Comparison of Time Spent Waiting for Medical 
Services Among the Three Populations 

Population Total X 

APTD 

VR 

2981* 

1610 

99 A7 

53.66 

Employed 688 22.93 

H** - 9.21* 

* Significant beyond .01 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 19 

There is no difference among these populations in Preventive 

Care Index scores. 

An anlysls of variance was calculated to test the hypothesis. 

With two degrees of freedom for the between mean square and 87 degrees 

of freedom for the within mean square, an F value of 3*097 was required 

for significance at the .05 level. As shown in Table 19, the calculated 

F value of 8.80 exceeded the .05 level as well as the .01 level. There

fore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

among the groups In Preventive Care Index scores. The employed group 

had the highest Index scores, and the VR group had the lowest. The 

APTD group scores closely approximated those of the VR group. 
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Table 19. Comparison of Preventive Health Care Index 
Scores Among the Three Populations 

Population 0 1 2 3 ^ 5 X 

APTD 1 8 8 8 5 0 2.27 

VR 2 11 10 1 3 3 2.03 

Employed 1 2 5 5 8 9 3.H6 

F** = 8.80* 

* Significant beyond the .01 level 

••Analysis of variance 

Hypothesis 20 

Within each population there is no significant relationship 

between income and Preventive Health Care Index scores. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the three samples. Scatterplots were compiled which in

dicated that the relationship between the variables was nonlinear. 

Therefore, the hypotheses were tested by testing the significance of 

the correlation ratio, or eta coefficient. 

Hypothesis 20a. Within the APTD population there is no sig

nificant relationship between Income and Preventive Health Care Index 

scores. 

The calculated eta coefficient of .25 was evaluated by means of 

the F test. With four degrees of freedom for the between mean square 

and 25 degrees of freedom for the mean square, an F value of 2.76 was 

needed for significance at the .05 level. As shown in Table 20, the 
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Table 20. Correlation Ratios Between Income and Preventive 
Health Care Scores Within Each Population 

Population Eta F 

APTD .251 .5613* 

VR .8^6 3•5573** 

Employed .1*3 .U63* 

* Not significant at .05 level 

••Significant beyond .01 level 

obtained F value of .56 did not exceed the .05 level. Therefore, the 

null hypothesis was confirmed. 

These results suggest that within the AFTD group there was no 

significant relationship between income and Preventive Health Care In

dex scores. 

Hypothesis 20b. Within the employed population there is no sig

nificant relationship between income and Preventive Health Care Index 

scores. 

The calculated eta coefficient of .M* was evaluated by means of 

the F test. With 10 degrees of freedom for the between mean square and 

19 degrees of freedom for the within mean square, an F value of 3*28 

was needed for significance at the .05 level. As shown in Table 20, 

the obtained F value of .U6 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the employed group there was 

no significant relationship between income and Preventive Health Care 

Index scores. 
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Hypothesis 20c. Within the VR population there Is no signifi

cant relationship between income and Preventive Health Care Index 

scores. 

The calculated eta coefficient of .85 was evaluated by means of 

the F test. With 12 degrees of freedom for the between mean square and 

17 degrees of freedom for the within mean square, an F value of 2.38 

was needed for significance at the .05 level. As shown in Table 20, the 

obtained F value of 3*56 exceeded the .03 level as well as the .01 level. 

Therefore, the null hypothesis was rejected. 

These results suggest that within the VR group there was a sig

nificant relationship between income and Preventive Health Care Index 

scores. 

Hypothesis 21 

Within each population there is no significant relationship 

between education and Preventive Health Care Index scores. 

The hypothesis was divided into subparts corresponding to the 

three samples. Scatterplots were compiled which indicated that the 

relationship between the variables was nonlinear. Therefore, the hy

potheses were tested by testing the significance of the correlation 

ratio, or eta coefficient. 

Hypothesis 21a. Within the APTD population there is no signif

icant relationship between education and Preventive Health Care Index 

scores. 

The calculated eta coefficient of .06 was evaluated by means 

of the F test. With three degrees of freedom for the between mean 
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square and 26 degrees of freedom for the vlthin mean square, an F value 

of 2.98 was needed for significance at the .05 level. As shown in 

Table 21, the obtained F value of .03 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the APTD group there was no 

significant relationship between education and Preventive Health Care 

Index scores. 

Table 21. Correlation Ratios Between Education and Preventive 
Health Care Index Scores Within Each Population 

Population Eta F 

APTD .060 .0321* 

VR .397 .U889* 

Employed .322 .0758* 

*Not significant at .05 level 

Hypothesis 21b. Within the enrplqyed population there Is no 

significant relationship between education and Preventive Health Care 

Index scores. 

The calculated eta coefficient of .32 was evaluated by means of 

the F test. With five degrees of freedom for the between mean square 

and 2k degrees of freedom for the within mean square, an F value of 

2.62 was needed for significance at the .05 level. As shown In Table 21, 

the obtained F value of .08 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 
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These results suggested that within the employed group there 

was no significant relationship between education and Preventive Health 

Care Index scores. 

Hypothesis 21c. Within the VR population there is no signifi

cant relationship between education and Preventive Health Care Index 

scores. 

The calculated eta coefficient of .40 was evaluated by means of 

the F test. With eight degrees of freedom for the between mean square 

and 21 degrees of freedom for the within mean square, an F value of 

Z.k2 was needed for significance at the .05 level. As shown in Table 21, 

the obtained F value of A9 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the VR group there was no 

significant relationship between education and Preventive Health Care 

Index scores. 

Hypothesis 22 

Within each population there is no significant relationship 

between Preventive Health Care Index scores and total bed rest days. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the three samples. Scatterplots were compiled which indi

cated that the relationship between the variables was nonlinear. 

Therefore, the hypotheses were tested by testing the significance of 

the correlation ratio, or eta coefficient. 

Hypothesis 22a. Within the APTD population there is no signif

icant relationship between Preventive Health Care Index scores and 

total bed rest days. 
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The calculated eta coefficient of .*1 was evaluated by means of 

the F test. With four degrees of freedom for the between mean square 

and 25 degrees of freedom for the within mean square, an F value of 

2.76 was needed for significance at the .05 level. As shown in Table 22, 

the obtained F value of 1.26 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the APTD group there was no 

significant relationship between Preventive Health Care Index scores 

and total bed rest days. 

Table 22. Correlation Ratios Between Preventive Health Care Index 
Scores and Total Bed Rest Days Within Each Population 

Population Eta F 

APTD .U09 1.2567* 

VR •37* 1.1*077* 

Employed .289 .792* 

•Not significant at .05 level 

Hypothesis 22b. Within the employed population there is no 

significant relationship between Preventive Health Care Index scores 

and total bed rest days. 

The calculated eta coefficient of .29 was evaluated by means of 

the F test. With three degrees of freedom for the between mean square 

and 26 degrees of freedom for the within mean square, an F value of 

2.98 was needed for significance at the .05 level. As shown in Table 22, 
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the obtained F value of .79 did not exceed the .05 level* Therefore, 

the mill hypothesis was confirmed. 

These results suggest that within the employed group there was 

no significant relationship between Preventive Health Care Index scores 

and total bed rest days. 

Hypothesis 22c. Within the VR population there is no signifi

cant relationship between Preventive Health Care Index scores and to

tal bed rest days. 

The calculated eta coefficient of .37 was evaluated by means of 

the F test. With three degrees of freedom for the between mean square 

and 26 degrees of freedom for the within mean square, an F value of 

2.98 was needed for significance at the .05 level. As shown In Table 22, 

the obtained F value of lAl did not exceed the .05 level* Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the VR group there was no 

significant relationship between Preventive Health Care Index scores 

and total bed rest days. 

Hypothesis 23 

There is no difference among these populations in the proportion 

of persons hospitalized during the previous year. 

The chi-square test for three independent groups was calculated 

to test the hypothesis. With two degrees of freedom, a chi-square val

ue of 5*99 was required for significance at the .05 level. As shown in 

Table 23, the calculated chi-square value of 1.22 did not exceed the 

.05 level. Therefore, the null hypothesis was confirmed. 
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Table 23* Comparison Among the Three Populations of 
Persons Hospitalized During Previous Year 

Population Hospitalized Not Hospitalized 

APTD 9 21 

VR 8 22 

Employed 5 25 

Chi square - 1.22* 

•Not significant at .05 level 

These results suggest that there was no significant difference 

among the groups in the proportion of persons hospitalized during the 

previous year. 

Hypothesis 2b 

There is no difference among these populations in the length 

of hospital stays. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H required for significance at the .05 level was 5*99* As 

shown in Table 2k, the calculated value of H was 2.09, which did not 

exceed the .05 level. Therefore, the null hypothesis was confirmed. 

These results suggest that there was no significant difference 

among these populations in the length of hospital stays. 
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Table 2k, Comparisons Among the Three Populations in 
the Length of Hospital Stays 

Population Total Days X 

AFTD 230 7.67 

VR 82 2.73 

Employed 29 96 

H** = 2.09* 

* Not significant at .05 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 25 

There Is no difference among these populations In the total num

ber of bed rest days during the previous year. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. 

With two degrees of freedom, the value of H needed for signifi

cance at the .05 level was 5*99* As shown in Table 25, the calculated 

value of H was 9*95; which exceeded the .05 level as well as the .01 

level. Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

among the groups in the total number of bed rest days during the pre

vious year. The employed group had the fewest bed rest days, and the 

APTD group had the most. 
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Table 25. Comparison of Total Bed Rest Days 
Among the Three Populations 

Population Total X 

AFTD 1700 56.63 

VR 272 9.07 

Employed 114 3.80 

H** - 9.95* 

* Significant beyond .001 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 26 

There is no difference among these populations in the number of 

bed rest days due to acute conditions. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 

value of H required for significance at the .05 level was 5*99* As 

shown in Table 26, the calculated value of H was 6.8l, which exceeded 

the .05 level. Therefore, the null hypothesis was rejected. 

These results suggest that there was a significant difference 

among the groups in the number of bed rest days due to acute conditions. 

Hypothesis 27 

There Is no difference among these populations in the number of 

bed rest days due to chronic conditions. 

The Kruskal-Wallis one-way analysis of variance by ranks was 

calculated to test the hypothesis. With two degrees of freedom, the 
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Table 26. Comparison of Number of Bed Rest Days Due to 
Acute Conditions Among the Three Populations 

Population Total X 

APTD 88 2.93 

YR 90 3.00 

Employed 22 0.73 

H** S 6.81* 

* Significant beyond the .05 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

value of H needed for significance at the .05 level was 5«99» As shown 

In Table 27 > the calculated value of H was 20.73 which exceeded the .05 

level as well as the .001 level. 

These results suggest that there was a significant difference 

among the groups in the number of bed rest days due to chronic condi

tions during the previous year. 

Hypothesis 28 

Vithin each population there is no significant relationship 

between total bed rest days and number of outpatient contacts. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the three samples. Scatterplots were compiled which indi

cated that the relationship between the variables was nonlinear. 

Therefore, the hypotheses were tested by testing the significance of 

the correlation ratio, or eta coefficient. 
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Table 27* Comparison of Bed Rest Days Due to Chronic 
Conditions Among the Three Populations 

Population Total X 

APTD 1678 55.90 

VR 182 6.06 

Employed 26 .86 

H*» s 20.73* 

* Significant beyond .001 level 

**Kruskal-Wallis one-way analysis of variance by ranks 

Hypothesis 28a. Within the APTD population there is no signif

icant relationship between total bed rest days and number of outpatient 

contacts. 

The calculated eta coefficient of .65 was evaluated by means of 

the F test. With 15 degrees of freedom for the between mean square and 

llf degrees of freedom for the within mean square, an F value of 2.k6 

was needed for significance at the .05 level. As shown in Table 28, 

the obtained F value of .68 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the AFTD group there was no 

significant relationship between total bed rest days and number of out

patient contacts. 

Hypothesis 28b. Within the VR population there Is no signifi

cant relationship between total bed rest days and number of outpatient 

contacts. 
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Table 28. Correlation Ratios Between Total Bed Rest Days 
and Outpatient Contacts Within Each Population 

Population Eta F 

APTD .65 .68* 

VR .73 2.22* 

Employed .86 10.U2** 

* Hot significant at .05 level 

••Significant beyond .01 level 

The calculated eta coefficient of .73 was evaluated by means of 

the F test. With 10 degrees of freedom for the between mean square and 

19 degrees of freedom for the within mean square, an F value of 2.38 

was needed for significance at the .05 level. As shown in Table 28, 

the obtained F value of 2.22 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the VR group there was no 

significant relationship between total bed rest days and number of 

outpatient contacts. 

Hypothesis 28c. Within the employed population there Is no sig

nificant relationship between total bed rest days and number of out

patient contacts. 

The calculated eta coefficient of .86 was evaluated by means of 

the F test. With six degrees of freedom for the between mean square and 

23 degrees of freedom for the within mean square, an F value of 2.53 

was needed for significance at the .05 level. As shown in Table 28, 
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the obtained F value of 10.^2 exceeded the .05 level as well as the 

.01 level. Therefore, the null hypothesis was rejected. 

These results suggest that within the employed group there was 

a significant relationship between total bed rest days and number of 

outpatient contacts. 

Hypothesis 29 

Within each population there is no significant relationship 

between age and total bed rest days. 

The hypothesis was divided into subparts a, b, and c corre

sponding to the three samples. Scatterplots were compiled which indi

cated that the relationship between the variables was nonlinear. 

Therefore, the hypotheses were tested by testing the significance of 

the correlation ratio, or eta coefficient. 

Hypothesis 29a. Within the APTD population there is no signif

icant relationship between age and total bed rest days. 

The calculated eta coefficient of .36 was evaluated by means of 

the F test. With five degrees of freedom for the between mean square 

and 2k degrees of freedom for the within mean square, an F value of 

2.62 was needed for significance at the .05 level. As shown in 

Table 29, the obtained F value of .73 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the AFTD group there was no 

significant relationship between age and total bed rest days. 

Hypothesis 29b. Within the VR population there is no signifi

cant relationship between age and total bed rest days. 
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Table 29* Correlation Ratios Between Age and Total 
Bed Rest Days Within Each Population 

Population Eta F 

APTD .36 .73* 

VR .19 .19* 

Employed .19 .31* 

•Not significant at .05 level 

The calculated eta coefficient of .19 was evaluated by means of 

the F test. With five degrees of freedom for the between mean square 

and 2k degrees of freedom for the within mean square, an F value of 

2.62 was needed for significance at the .05 level. As shown in 

Table 29, the obtained F value of .19 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that within the VR grcup there was no 

significant relationship between age and total bed rest days. 

Hypothesis 29c. Within the employed population there is no sig

nificant relationship between age and total bed rest days. 

The calculated eta coefficient of .19 was evaluated by means of 

the F test. With three degrees of freedom for the between mean square 

and 26 degrees of freedom for the within mean square, an F value of 

2.98 was needed for significance at the .05 level. As shown in Table 29, 

the obtained F value of .31 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 
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These results suggest that within the employed group there was 

no significant relationship between age and total bed rest days. 

Hypothesis 30 

Within each population there is no significant relationship 

between self-perceptions of health status and total bed rest days. 

The hypothesis was divided Into subparts a, b, and c corre

sponding to the three samples. Scatterplots were compiled which indi

cated that the relationship between the variables was nonlinear. 

Therefore, the hypotheses were tested by testing the significance of 

the correlation ratio, or eta coefficient. 

Hypothesis 30a. Within the APTD population there is no signif

icant relationship between self-perceptions of health status and total 

bed rest days. 

The calculated eta coefficient of .kO was evaluated by means of 

the F test. With four degrees of freedom for the between mean square 

and 25 degrees of freedom for the within mean square, an F value of 

2.76 was needed for significance at the .05 level. As shown in Table 30, 

the obtained F value of 1.17 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the APTD group there was no 

significant relationship between self-perceptions of health status and 

total bed rest days. 

Hypothesis 30b. Within the VR population there is no signifi

cant relationship between self-perceptions of health status and total 

bed rest days. 
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Table 30. Correlation Ratios Between Self-perceptions of Health 
Status and Total Bed Rest Days Within Each Population 

Population Eta P 

APTD AO 1.17* 

VR 29 02* 

Employed 3^ 82* 

•Not significant at .05 level 

The calculated eta coefficient of .29 was evaluated by means of 

the F test. With four degrees of freedom for the between mean square 

and 25 degrees of freedom for the within mean square, an F value of 

2.76 was needed for significance at the .05 level. As shown in Table 30, 

the obtained F value of .02 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 

These results suggest that within the VR population there was 

no significant relationship between self-perceptions of health status 

and total bed rest days. 

Hypothesis 30c. Within the employed population there is no sig

nificant relationship between self-perceptions of health status and to

tal bed rest days. 

The calculated eta coefficient of .3^ was evaluated by means of 

the F test. With fcur degrees of freedom for the between mean square 

and 25 degrees of freedom for the within mean square, an F value of 

2.76 was needed for significance at the .05 level. As shown in Table 30, 

the obtained F value of .82 did not exceed the .05 level. Therefore, 

the null hypothesis was confirmed. 
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These results suggest that within the employed population there 

was no significant relationship between self-perceptions of health sta

tus and bed rest days. 

Hypothesis 31 

There is no difference among these populations in satisfaction 

with physicians and primary health care. 

This hypothesis was divided into subparts a, b, c, and d corre

sponding to the four scores yielded by the satisfaction scale used in 

the data collection. 

Hypothesis 31a. There is no difference among these populations 

in total satisfaction with physicians and primary health care. 

An analysis of variance was calculated to test the first part 

of the hypothesis. With two degrees of freedom for the between mean 

square and 87 degrees of freedom for the within mean square, an F value 

of 3*097 vas required at the .05 level of significance. As shown in 

Table 31; the calculated F value of 1.82 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that there was not a significant differ

ence among the groups in their overall satisfaction with physicians and 

primary medical care, as measured by the satisfaction scale used in the 

study. 

Hypothesis 31b. There is no significance among these popula

tions in their satisfaction with personal characteristics of physicians. 

An analysis of variance was calculated to test the second part 

of the hypothesis. With two degrees of freedom for the between mean 
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Table 31* Comparison of Levels of Satisfaction with Physicians 
and Primary Medical Care Among the Three Populations 

Total Personal Professional Cost/ 
Population Satisfaction Characteristics Competence Convenience 

AFTD 58.05 66.73 . 57.28 50.16 

VR 6U.ll* 69.18 59.39 1*8.28 

Employed 61. Ul 68.37 63.51 52.81 

T*|| W 1 1.82* 0.52* 3.96** 1.58* 

* Not significant at .05 level 

•* Significant beyond .05 level 

•••Analysis of variance 

square and 87 degrees of freedom for the within mean square, an F value 

of 3-097 was required at the .05 level of significance. As shown in 

Table 31> the calculated F value of O.52 did not exceed the .05 level. 

Therefore, the null hypothesis was confirmed. 

These results suggest that there was not a significant differ

ence among the groups in their satisfaction with the personal charac

teristics of physicians. 

Hypothesis 31c. There is no difference among these populations 

in their satisfaction with the professional competence of physicians. 

An analysis of variance was calculated to test the third part 

of the hypothesis. With two degrees of freedom for the between mean 

square and 87 degrees of freedom for the within mean square, an F value 

of 3*097 was required at the .05 level of significance. As shown in 



125 

Table 31> the obtained F value of 3*96 exceeded the .05 level of sig

nificance. Therefore, the null hypothesis was rejected. 

These results suggest that there was a difference among the 

groups In their satisfaction with the professional competence of phy

sicians. The employed group expressed the highest level of satisfac

tion, and the AFTD group expressed the lowest level. 

Hypothesis 31d. There Is no difference among these populations 

in their satisfaction with the cost/convenience of medical services. 

An analysis of variance was calculated to test the fourth part 

of the hypothesis. With two degrees of freedom for the between mean 

square and 87 degrees of freedom for the within mean square, an F value 

of 3*097 was needed for significance at the .05 level. As indicated in 

Table 31* the obtained F value of I.58 did not exceed the .05 level of 

significance. Therefore, the null hypothesis was confirmed. 

These results suggest that there was not a significant differ

ence among the groups in their satisfaction with the cost/convenience 

of medical services. 

Summary 

In this chapter the results of the study were summarized and 

discussed briefly. The chapter was divided into nine sections, eight 

of which were devoted to a description of the data. The last section 

was concerned with statistical testing of the research hypotheses. A 

more detailed summary of the results and their implications are pre

sented in the following chapter. 



CHAPTER 5 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

This chapter contains a summary of the study, conclusions based 

on the results which were obtained, and recommendations for further 

research. 

General Summary 

In this section the purpose, design, and results of the study 

are summarized. 

Purpose 

The purpose of this study was to ascertain what differences ex

isted among three different populations in their demographic character

istics and in their utilization of and satisfaction with physicians and 

sources of primary medical care. The populations were welfare disabil

ity recipients, rehabilitation clients, and employees of three large 

businesses in Tucson, Arizona. 

Attempts were made to obtain information on the general health 

of respondents as indicated by their own self-ratings of their health 

status as well as such measures as bed rest days and hospitalization. 

The groups were investigated as to type of medical care source and the 

frequency of utilization of that source; amount of preventive care and 

its relationship to third party coverage, education, Income, and bed 
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rest days; amount, length, and type of hospitalization; barriers to 

health care services; and satisfaction. 

Design 

To answer the research questions a detailed questionnaire was 

developed which was used as the basis for structured personal inter

views with respondents. The questions and Indices were adapted from 

those developed in prior research by the National Center for Health 

Statistics (1971), by Pomerpy et al. (1970)* and by Hulka et al. (1971). 

The three samples were chosen at randan from their respective 

populations in the following manner. The AITD recipients and VR cli

ents were chosen from Public Welfare and Vocational Rehabilitation 

computer printouts by means of a random number table. Employed per

sons were chosen at random from personnel lists provided by the three 

companies Involved in the study. Attempts were made to serially inter

view the persons chosen until 30 usable questionnaires were completed 

in each sample. The return rates for the three groups were: VR, 83 

percent; employed, 80 percent; APTD, 69 percent. 

Results 

The analysis of the descriptive data in this study indicated 

that the typical APTD recipient was an Anglo or Mexican-American female 

who was approximately 50 years old and very poor. She had less than an 

eighth grade education and lived alone. There was a high probability 

that she moved to Tucson for her health, which she likely rated as be

ing no better than fair or poor. 
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The typical VR client was an Anglo or Mexican-American female 

who was younger than her employed and AFTD counterparts and was well 

educated. Her family income placed her in the lower middle class, 

economically, and she had never married. It was unlikely that she moved 

to Tucson for her health, which she rated as average or above average. 

The typical employed person was an Anglo female who was married, 

well educated, and enjoyed a middle class income. She was approaching 

middle age, and she considered her health to be above average. It was 

very unlikely that she moved to Tucson for her health. 

The ethnic and sex composition of the employed group is diffi

cult to explain. The researcher was not permitted to enter computer 

personnel rosters to select respondents as he did with the other two 

groups but had to ask for lists of persons selected at randan by com

puter. There is the possibility that the personnel lists provided by 

the companies were not selected completely at random. It is known that 

the companies studied hire large numbers of female workers, but whether 

they also hire substantial numbers of minority workers is not known. 

The vast majority of the respondents in all three groups had a 

regular doctor or medical facility upon which they could rely for ser

vices. Slightly more of the welfare recipients reported a regular med

ical care source, but the differences among the groups were not 

significant. 

An examination of the frequency with which the respondents used 

medical resources indicated that there were significant differences be

tween the proportion of persons having a regular medical care source 

and the proportion having high outpatient resource utilization. 
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In all three groups the proportion of persons having a regular 

medical care source was much larger than the proportion having high 

rates of outpatient resource utilization. Having a regular doctor or 

clinic did not necessarily mean that respondents used their services 

frequently. 

Of more Importance than the rates of outpatient utilization was 

the matter of preventive care rendered by respondents' regular medical 

source. In the AFTD and VR groups there was a significantly larger 

proportion having a regular medical care source than the proportion 

having high Preventive Health Care Index scores. This finding implies 

that, as far as the welfare recipients and rehabilitation clients are 

concerned, having a regular medical care source is not necessarily as

sociated with high amounts of preventive care. The opposite was true 

for the employed people however. In that group having a regular source 

of medical care was associated with higher Preventive Health Care Index 

scores. 

Although more than twice as many APTD recipients than VR clients 

had sought medical assistance in the past four weeks, the difference was 

not a statistically significant one. The difference among the groups 

In total outpatient usage over a longer time span was significant. By 

a wide margin the welfare recipients had the largest total number of 

outpatient contacts during the previous year. It was clear that the 

AFTD recipients were the heaviest consumers of medical services over 

the long term. 

The average number of physician visits in the employed group 

was low in comparison with the VR and APTD groups but was, nevertheless, 
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higher than the national average reported by the National Center for 

Health Statistics (1972a). 

Attempts were made to correlate age and Income with outpatient 

utilization, hut the obtained results were not significant. Apparently 

age and Income are not significantly correlated with outpatient resource 

utilization within the populations investigated in this study. 

There was a trend toward heavier usage of private physicians by 

the employed group, but no significant differences. The employed group 

used private physicians almost exclusively, and the VR group used them 

more than free clinics. The welfare group supplemented its use of pub

lic clinics with the services of private physicians. In addition to 

using private doctors to almost the same extent as the other two groups 

the welfare recipients were heavy consumers of free clinic services; 

therefore there was a big difference among the groups In that category. 

There was not a significant difference among the groups In their 

usage of hospital emergency rooms, although there was a trend toward 

heavier usage by the AFTD group. 

The employed group and the AFTD groups had large proportions of 

persons with third party coverage for medical expenses, while the VR 

group had a substantial proportion of persons without coverage. The 

high coverage rate for the welfare group was a reflection of the defi

nition of third party payer used in this study. The definition was 

adapted from governmental research (NCHS 1972e) and included free medi

cal services provided by county government; therefore, the APTD recip

ients who had been Issued clinic cards by the Pima County Hospital were 

considered to be covered or "insured" by a third party payer. 
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Third party coverage for medical costs is valuable only to the 

extent that it actually pays those costs. The AFTD recipients, with 

their eligibility for county medical assistance had the largest percent

age of their hospitalization, physician, dental, and drug costs paid 

for them. Even though all of the employed persons had health Insurance 

policies, they actually had less coverage than the welfare recipients. 

The VR group had the lowest percentage of its medical costs (except den

tal) paid by third party payers. The employed group had good coverage 

for inpatient hospital and physician charges, but had no coverage for 

preventive care and virtually none for dental services. The employed 

and VR groups had equally poor coverage for the costs of medication. 

None of the three groups had much difficulty traveling to ob

tain medical services. There was a trend toward longer travel times 

for the welfare group, but the difference was not significant. Consid

ering the sprawling Tucson metropolitan area, the average travel times 

for all three groups were rather short. Automobiles were the predomi

nant mode of travel used by the respondents; although there was a sig

nificant difference eunong the groups in the use of personally-owned cars 

versus cars owned by other people. In the employed group the use of 

personally-owned cars was almost universal; whereas most of the welfare 

recipients rode in cars owned by other people or used some other means 

of transportation. Buses were eschewed by almost everybody, even the 

poorest of the APTD group; in fact, more people chose to walk than ride 

a bus. Many of the welfare recipients and some of the VR clients were 

eligible for special free transportation for low income or handicapped 

persons, but very few availed themselves of these services. The VR 
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group used fever personally-owned cars than the employed group, but 

they had access to cars belonging to other people. 

One of the clearest differences among the groups existed in 

terms of the amount of time they had to spend waiting for medical at-

tention after arrival at their doctors' offices or clinics. The pri

vate physicians used by the employed persons kept them waiting very 

little, but the public clinics kept the welfare recipients waiting very 

long periods of time. The longest single waiting period was reported 

by an APTD recipient who insisted that she had to wait for seven hours 

before receiving medical attention for an emergency respiratory prob

lem. Ironically, another of the APTD recipients—a woman who said, she 

"knew how to use the system"—reported that she spent no time at all 

waiting for medical attention at the county hospital. 

In spite of their heavy consumption of treatment services, 

large proportions of the VR and APTD groups had neglected to seek med

ical attention for problems during the past year. Multifarious reasons 

were given for permitting these medical problems to go untreated, but 

there seemed to be no pattern of responses In any of the groups. 

Preventive health care Is the keystone of health maintenance, 

and It is expensive. Comparing the preventive health care of the three 

grcups revealed significant differences among them. The employed groups 

had higher Preventive Health Care Index scores than the VR and AFTD 

groups even though they visited doctors much less often. Even though 

the employed persons obtained more preventive care, the average Preven

tive Health Care Index score for the group was rather low. This Indi

cates that although the employed persons were in a better position than 
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their poorer counterparts, they nevertheless did not consistently get 

all five of the most basic preventive health care services. 

The Preventive Health Care Index scores for the AFTD and VR 

groups were extremely low, in spite of the fact that these people went 

to doctors much more frequently than the employed persons. 

The correlation between income and preventive health care was 

explored in each group, but the relationship -was significant only with

in the VR group. Although higher-income VR clients tended to have 

somewhat higher Preventive Health Care Index scores than lower-income 

clients, the practical effect of income was inconsequential. 

An examination of the correlation between education and pre

ventive care was also undertaken. In none of the groups was there a 

significant relationship between education and amounts of preventive 

care received. 

Likewise, no significant relationship was found between preven

tive health care and the number of bed rest days in any of the groups. 

No statistically significant differences existed among the 

groups in either the proportion of persons hospitalized or the length 

of hospitalization. A discussion of the practical versus the statisti

cal significance of this finding follows in a later section. 

Hospitalization for emergency reasons was most common in the 

employed and VR groups; only a small minority of these two groups had 

pre-planned hospitalizations. The welfare group's hospitalization 

episodes were evenly divided between planned and emergency types. Only 

two persons reported diagnostic hospitalization, and those two were 

both welfare recipients admitted to the county hospital. 
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There was a big difference among the groups in the number of 

days respondents had to stop their usual activities and rest in bed 

because of illness, disability, or injury. The employed group had very 

few bed rest days, and almost all of them were due to transitory acute 

ailments. 

The average number of bed rest days for the VR group was rather 

low with chronic conditions causing the majority of their lost time. 

The APTD recipients had an extremely large number of bed rest days, 

spending an average of about two months at heme in bed per year. The 

figures for the welfare recipients are probably conservative, because 

the sickest ones of that group could not be interviewed In this re

search effort. 

The interviewers discovered that the welfare recipients had 

difficulty distinguishing between the'bed rest days caused by acute 

conditions, such as respiratory infections, and those which resulted 

from chronic conditions. Their replies indicated that they tended to 

view transitory ailments as being extensions or complications of their 

chronic problems rather than as separate entities. In fact, the APTD 

group reported significantly lower numbers of bed rest days due to 

acute conditions than did the other two groups. 

Within the APTD and VR groups there was no significant rela

tionship between bed rest days and outpatient contacts; however, with

in the employed group there was a significant relationship. Bed rest 

days for the employed group were caused mostly by acute illnesses; 

whereas in the other two groups they were due mostly to chronic condi

tions. The implication is that, when sick enough to require bed rest, 
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the employed persons were likely to seek medical help to get back to 

their usual work activities. On the other hand, when disabled persons 

were feeling bad enough to require bed rest, the cause was usually a 

long-standing condition which might or might not respond to medical 

attention. Therefore, the APTD and VR groups did not necessarily 

seek medical help each time they were sick enough to stay in bed. 

Age and self-ratings of health were not found to be signifi

cantly related to bed rest days. 

Overall, the three groups were very well satisfied with phy

sicians and primary health care. Average scores on the satisfaction 

subscales were high, although there was a significant difference among 

the groups on the professional competence subscale. The AFTD recipients 

were less satisfied with professional competence of physicians, but even 

their scores were high, which indicated above average satisfaction. The 

difference was not a matter of the APTD group being dissatisfied, but 

rather a matter of being less well satisfied than the employed and VR 

groups. 

Conclusions 

The conclusions of the study should be viewed in terms of the 

limitations of the research. These limitations are reiterated here: 

1. The study was limited to recipients of Aid to the Permanently 

and Totally Disabled, Vocational Rehabilitation clients, and employees 

of three large Tucson companies who lived in the metropolitan Tucson, 

Arizona area during late winter and early spring, 1973• 
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2. The sample of employed persons was not necessarily representa

tive of all employed persons in the area. 

3. Respondents in the study were limited to those persons who 

voluntarily participated in the study. Uninterviewable cases consti

tuted a restriction on the three populations. 

To the extent that the respondents in this study were represen

tative of the larger populations from which they were selected, the 

following conclusions appear to he supported by the results of the 

study: 

1. The APTD recipients were very sick, poorly educated, impover

ished people. 

2. The VR clients were young, middle class, well-educated, and 

fairly healthy. They had more similarities to the employed persons 

than to the welfare recipients. 

3. The employed persons were near middle age, middle-class, well-

educated, and healthy. 

4. In all the populations most people had a regular source of 

medical care. 

5. The APTD group used private physicians approximately as often 

as the other groups, but the welfare recipients and rehabilitation 

clients also used free public clinics extensively. 

6. The three populations used hospital emergency rooms to approx

imately the same extent. 

7. There were no statistically significant differences among the 

populations in frequency and length of hospitalization. If present-

day hospitalization costs are considered, however, there were practical 
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differences among the groups with the welfare recipients being the 

heaviest consumers of hospital services. The differences are particu

larly Important in view of the fact that virtually all APTD hospital

ization costs are borne by county taxpayers. 

8. The APTD recipients perceived themselves as having below 

average health. This belief was substantiated by the large average 

number of days these people spent at home in bed because of disability, 

illness, or injury. The VR and employed groups considered themselves 

to have average or above average health. This belief was also sub

stantiated by their total bed rest days. 

9. The average number of bed rest days for VR clients would not 

constitute an insurmountable barrier to employment. 

10. In order to travel to obtain medical services, most individuals 

in all three populations either had an automobile or had access to one 

belonging to somebody else. Consequently the amounts of time spent 

traveling to medical facilities were short. 

11. Amounts of time spent waiting in private doctors' offices by 

employed persons were relatively short. Amounts of time spent wait

ing in public clinics by welfare recipients were extraordinarily long. 

12. Some APTD recipients and VR clients neglected medical prob

lems even though they believed medical attention was needed, but the 

reasons for this neglect were varied. 

13* Employed persons depended primarily upon their private family 

physicians for guidance and advice concerning referral for medical 

care. Even though the APTD and VR groups were treated by private doc

tors approximately as often as the employed group, they nevertheless 
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relied most often upon their families and friends for advice. VR cli

ents consulted quite frequently with their rehabilitation counselors, 

and APTD recipients often contacted Public Welfare for guidance; how

ever, hardly anybody in any of the three samples used the Tucson In

formation cmd Referral Service for guidance concerning medical services. 

1^. None of the populations had very high Preventive Health Index 

scores. The employed persons received more preventive health care than 

the VR clients and APTD recipients even though the latter groups re

corded more frequent visits to doctors' offices. 

15. Only among the employed persons were higher amounts of preven

tive health care associated with having a regular source of medical 

care. 

16. In all populations the medical care received by respondents 

was primarily curative rather than preventive. 

17. Employed persons' health insurance policies rewarded ill health 

rather than preventive care. 

18. Free county medical assistance as a form of third party cover

age paid higher proportions of medical care costs for the APTD recip

ients than were paid by private health insurance for the employed 

persons. 

19. A sizable proportion of the VR group had no third party cov

erage for medical costs; furthermore, the percentage of medical costs 

paid was generally low. Were It not for the fact that some of the VR 

clients were eligible for county medical assistance, the amount of 

third party coverage for this group would have been very small. 
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20. VR spent 25 percent of its case services budget on medical 

services but it did not provide an Integrated program of preventive 

care and health maintenance for its clients. The VR group received 

the least preventive care of any of the three populations investigated. 

21. Pima County provided disabled welfare recipients a regular 

source of sick care which they used heavily, although they did not re

ceive much preventive care. Medical services were accessible, although 

waiting times were excessive. 

22. The APTD recipients expressed a high level of satisfaction with 

physicians and primary medical care, althoug they were somewhat less 

satisfied than the other groups with professional competence of phy

sicians . 

23. Employed persons bore a heavy medical cost burden. First, they 

paid a high premium for health insurance (whether directly as a payroll 

deduction or indirectly as a part of their company benefit program); 

second, they paid the sick care costs not covered by their insurance; 

third, they paid out of their own pockets for whatever preventive care 

they received; fourth, they paid in the form of property taxes for 

county medical care services which they did not and could not use. 

Recommendations for Further Research 

1. A replication of this study should be done in other geographi

cal areas to ascertain whether Pima County is atypical in providing for 

the medical needs of its disabled welfare recipients. 

2. Other low-income, nonwelfare groups in Pima County should be 

studied in comparison with those which were included in this research. 
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Of particular interest would be the health care utilization patterns 

and satisfaction scale scores among persons who are not eligible for 

county medical services and cannot afford conmerclal health insurance. 

3* A study of preventive care and nutrition among the families of 

welfare and VR clients should be undertaken. Emphasis should be placed 

upon proper diet, prenatal care, and childhood preventive medical care 

to ascertain the likelihood of second-generation dependency in these 

families. 

General Recommendations 

1. Vocational Rehabilitation in Arizona should consider relin

quishing all responsibility for the provision of medical care. The 

present piecemeal mode of providing VR medical services is expensive 

and inadequate for the needs of the agency's clientele. The agency 

could use the money more appropriately in other areas such as vocation

al training, sheltered employment, and job development. 

2. A comprehensive national or state health insurance program 

should be provided for all persons. The present aggregate of fee-for-

service private physicians and public clinics favors only the affluent 

and the very poor. A comprehensive health plan should emphasize and 

reward preventive care and proper nutrition rather than hospital treat

ment of illness. 

3* Public Welfare should cease its punitive program of referring 

APTD recipients to Vocational Rehabilitation. There is ample evidence 

that this practice is counter-productive because the APTD recipients 

are, as a group, too sick to be feasible vocational rehabilitation 

candidates. 



APPENDIX A 

HEALTH CARE QUESTIONNAIRE 

Read: This study is being conducted to collect information on Tuc-
' son's health. I will ask about visits to doctors and dentists, 
illness, and other health related items. 

Read: ASSURANCE OF CONFIDENTIALITY: All information which would per
mit identification of any person in this study will be held 
strictly confidential, will be used only by persons engaged in 
and for the purposes of the study, and will not be disclosed or 
released to others for any other purposes. 

Sample A D E 

Number 

Noninterview Reason: 

1 ( ) Refusal 6 ( ) Armed Forces ( ) 
(Describe in a footnote) 

( ) 

7 ( ) Demolished 
2 ( ) No one at home-

Repeated calls 8 ( ) In sample by mistake 

3 ( ) Temporarily absent 9 ( ) Other (Specify) 

k ( ) Vacant 

5 ( ) Usual residence elsewhere 

Record of Calls: 

Date of Call 

Time of Call A.M. 

P.M. 

A.M. 

P.M. 

Completed Interview 
Date Interviewer's signature 

Ikl 



Demography 

What is your came? Full name 

What is your mailing 
address? Address 

What is your telephone 
number? Phone 



Demography 

How old were you on your last Age ________ 
birthday? (Interviewer: 
Enter age, circle sex, and Sex ______ 
race or ethnic grcup) 

Race or ethnic grcup: MA 
IND 
GRI 
NEG 
Other 

(Interviewer: Hand Card A 
to respondent) 

Looking at Card A, what is 
the highest grade you 
completed in school? 

Did you move to Tucson for 
health reasons? 

Are you now working? 
(Interviewer: If yes): 
What do you do? 

None 
Elementary 123^5678 
High School 9 10 11 12 
College 13 14 15 16 17 18 

( ) No 
( ) Yes 

) No 
) Yes Specific Job 

Are you at present: Married, 
Widowed, Divorced, Separated, 
Never married? 

( ) Married 
( ) Widowed 
( ) Divorced 
( ) Separated 
( ) Never married 

(Interviewer: Hand Card B 
to respondent) 
Looking at Card B, which of 
these best describes your 
general health? 

( ) 
( ) 

I )  
( ) 

Excellent 
Good 
Average 
Fair 
Poor 



Outpatient Resource Utilization 

(Intervlever: Read - I need to ask you a number of questions about doc
tors, dentists, hospitals, and other people who might give you medical 
care, just how you use them, and what your opinion is on sane questions 
about health care. Your answers will be kept confidential). 

1. Do you have a particular doctor you see 
regularly or whom you would go to if 
something were bothering you? 

2. When you need a doctor for yourself 
where do you usually go? 

( ) Ho 
( ) Yes 

( ) Private physician 
( ) Emergency room 
( ) Pharmacist 
( ) Chiropractor 
( ) Pima County Hospital 
( ) Other Free Clinic 

(Interv.: specify) 

3* Have you talked to any doctor about 
your own health in the past four weeks, 
that is since » 197 ? 

k. In the past year, that is since_ , 
197 * have you gone to a hospital 
emergency room for yourself? 

a. (interv.: if yes): Which hospital? 

How many times to each hospital? 

5. In the past year, since 

6. 

, 197_, 
have you talked to a private doctor In 
his office about your own health? 

a. (Interv.: if yes): How many times? 

In the past year, have you gone to the 
Pima Ccunty Hospital Clinic for your
self, not including the emergency room? 

( ) Ho 
( ) Yes 

( ) No (interv.: go to 
5) 

( ) Yes 

Hospital Hosp: 
(Interv.: specify) 

times 

( ) No (Interv.: go to 
6) 

( ) Yes 

times 

( ) No (interv.: go to 
7) 

( ) Yes 

a. (Interv.: if yes): How many times? times 
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7. In the past year, have you gone to 
another type clinic such as St. Eliza
beth, El Rio Health Center, University 
Hospital for yourself? 

a. (Interv.: if yes): Which clinic did 
you go to? 

8. In the past year have you talked 
by telephone to a private doctor 
or someone in his office about 
your health? 

a. (Interv.: if yes): How many times? 

In the past year have you talked 
by telephone to a clinic doctor 
or clinic nurse (other than a 
private clinic) about your health? 

a. (interv.: If yes): How many times? 

10. In the past year how many times did you 
get advice from any of the following 
about how to get medical care for your
self: 

a. Spouse 

b. Friends 

c. Relatives 

d. Druggist or Pharmacist 

e. Minister, Priest, or Rabbi 

f. Information and Referral Service 

g. (Interv.: VR and APTD only): 
Welfare Dept. Contact Unit 

h. (Interv.: VR only): VR Counselor 

i. Other 
Specify 

( ) No (Interv.: go to 
8) 

( ) Yes 

Name of Clinic: 
i 

visits 
(Interv.: If more than one 
clinic was used, use foot
note) 

( ) No (Interv.: go to 
9) 

( ) Yes 

times 

( ) No (Interv.: go to 
10) 

( ) Yes 

times 

times 

times 

times 

times 

times 

times 

times 

times 

times 
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Third Party Coverage 

(Interviewer: We would like to ask sane questions about who pays for 
your medical services.) 

1. Do you have any health Insurance 
or other coverage for medical 
care costs? 

(Interv.: If yes): Who pays 
your medical care costs? 

No (Interv.: go to 2) 
Yes 

Medicare 
Insurance through your 
place of work 
Any commercial insurance 
plan 
Retired military priv
ileges 
Veterans medical care 
Vocational Rehabilitation 
County Hospital 
Sane other soiree 

Specify 
Mare than one plan 

None 
Specify 

2. A - What percentage of your 
hospital bills do you have to 
pay out of your own pocket? 

B - What percentage of your 
hospital bills is paid by 
health Insurance or sane 
other source? 

3. A - When you go to a doctor what 
percentage of the cost do you 
have to pay out of your own 
pocket? 

B - What percentage of your doctor 
bills is paid by health insur
ance or some other source? 

I*. A - Whenever you visit a dentist, 
what percentage of the cost do 
ycu have to pay out of your 
own pocket? 

percent 

jpercent 

percent 

percent 

percent 
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B - What percentage of your dentist 
bills is paid by health insur
ance or sane other source? percent 

5. A - What percentage of the cost of 
drugs and medicines prescribed 
by your doctor do you pay out 
of your own pocket? percent 

B - What percentage of your drug 
and medicine bills is paid by 
health insurance or some other 
source? percent 

) 
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Accessibility 

Hov did you travel to the doctor 
on your last visit? 

Own car 
Walked 
Taxi 
Someone else's car 
Bus 
Ambulance 
Other means 

How long did it take to travel there? 

At your last visit, about how many 
minutes did you have to wait in the 
waiting room before being seen by 
a doctor? 

In the past year, that is since ( 
, 197 i have you had a ( 

health problem which you would have 
liked to see a doctor about but did 
not for some reason? 
(Interv.: if yes): 

What was the main reason you did not ( 
see a doctor? ( 
(interviewer: Record respondent's 
response verbatim below, then code ( 
across page): 
Response: " ( 

-IT 

• (Interv.: Specify) 

minutes 

minutes 

) No 
) Yes 

Would cost too much 
Did not know of doctor 
to go to 
Would have to travel too 
far 
Didn't have time 
Didn't have anyone to 
take care of the children 
or family members 
Didn't believe the doctor 
would do me any good 
Didn't have a way to get 
there 
Could not get an appoint
ment 
Would have to miss work 
to go 
Knew I would have to wait 
too long 
Thought the problem would 
go away by itself 
Other (Specify) 
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Preventive Care Index 

When you are feeling OK, do ycu ever ( ) No (Interv.: go to 2) 
go for a medical examination Just to ( ) Yes 
make sure everything is all right? 
(Interv.: if yes): 
a. When was the last time you did this? months 

(Interv.: month and year) 

When you are feeling OK, do you ever ( ) No (Interv.: go to 3) 
go for a dental examination or to ( ) Yes 
have your teeth cleaned? 
(Interv.: if yes): 
a. When was the last time you did this? months 

(Interv.: month and year) 

When you are feeling OK, do you ever 
go for a chest X-ray (or TB skin test) 
Just to make sure everything is all 
right? 
(interv.: if yes): 
a. When was the last time ycu did this? 

(Interv.: month and year) 

When you are feeling OK, do you ever 
go for an eye (vision) checkup just to 
make sure everything is all right? 
(interv.: if yes): 
a. When was the last time you did this? 

(Interv.: month and year) 

Have you ever been vaccinated against 
polio? 

) No (Interv.: go to b) 
) Yes 

months 

( ) No (Interv.: go to 5) 
( ) Yes 

months 

( ) No 
( ) Yes 

\ 
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Hospitalization 

1. In the past year, since , 
197 » how many days have you spent 
In a hospital as a patient? 

2. What was the main reason you went 
Into the hospital for your visits 
during the past year? 

days 
(Interviewer: If None, 
go to Bed Rest Days) 

( ) Illness 
( ) Injury 
( ) Surgery 
( ) Childbirth (female) 
( ) Checkup 
( ) Other (specify) 

3. How many of your stays in the 
hospital during the past year 
were on account of an emergency? 

If-. How many of your stays were planned 
in advance? 

times 

times 

Bed Rest Days 

(Interviewer: Read: I would like to 
ask you some questions about your health 
during the past year, that is from 
_____to today.) 

date 

1. During the past year did ycu stay in bed ( ) No (interv.: go to 
all or most of the day because of any next page) 
illness or Injury? ( ) Yes 

a. (Interv.: if yes): During the past 
year, how many days did you stay in 
bed? days 

b. What condition caused you to stay 
in bed? 

(Condition) 

2. Is the problem which kept you in bed ( ) No 
related to a health problem ycu had ( ) Yes 
for more than three months? 

i 
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Satisfaction Scale 

(Interviewer: Read: Please indicate whether you agree or disagree 
with the following statements) 

Scale Dis- Content 
Value Agree agree Area 

6.77 ______ _____ Doctors make you feel like everything will PER 
be all right. 

3.07 ______ ______ It is easier to go to the drugstore for C/C 
medicine than to bother with a doctor. 

2.19 ______ ______ The more money you have the easier It is C/C 
to see the doctor. 

5 .(& _______ _____ There just are not enough doctors to go C/C 
around. 

2.71 _____ _____ A lot of doctors do not care whether or PER 
not they hurt you during the examination. 

3.96 _____ _____ - Doctors should be a little more friendly PER 
than they are. 

6.59 _____ _____ Doctors try to have their offices and c/c 
clinics in convenient locations. 

3.014- _____ _____ No two doctors will agree on what is wrong PROF. 
with a person. 

3.58 _____ _____ More and more doctors are refusing to make C/C 
house calls. 

5.57 _____ People c crap la in too much about how hard it C/C 
is to see a doctor. 

2.15 _____ _____ Doctors will not admit it when they do not PROF. 
know what is wrong with you. 

7.3^ _____ ______ Most doctors let you talk out your problems. PER 

8.(A _____ _____ Doctors will do everything they can to keep HtOF. 
from making a mistake. 

8.68 ____ _____ Doctors are devoted to their patients. PER 

5.08 _____ ______ With so many patients to see, doctors PER 
cannot get to know them all. 
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Scale 
Value 

lt.10 

8.28 

lt.6l 

7-91 

kM 

5.21 

7.59 

6.11 

Dis-
je agree 

It is hard to get a quick appointment 
to see a doctor. 

Most doctors take a real interest in 
their patients. 

Doctors should have evening office 
hours for working people. 

Most doctors are willing to treat 
patients with low income. 

Doctors spend more time trying to cure 
an illness you already have rather 
than preventing one from developing. 

Doctors are put in the position of need
ing to know more than they possibly could. 

Doctors can help you both in health and 
in sickness. 

A doctor has a right to charge what he 
does since he struggled for years to 
become a doctor. 

Content 
Area 

c/c 

PER 

C/C 

c/c 

PROF. 

PROP. 

PROF. 

c/c 

Total Personal Qualities 
of Physicians 

Cost/Convenience Professional Competence 
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Demography 

(Interviewer: Hand Card C to respondent) 

Read: Looking at Card C, which of these income groups represents 

your total combined income for the past twelve months - that is 

yours, your 's, etc.? Include income from all sources 

such as wages, salaries, social security, retirement> welfare, 

vocational rehabilitation, help from relatives, rent from property, 

and so forth. 

GROUP 

) A ( ) D ( ) G ( ) J ( ) M 
) B ( ) E ( ) H ( ) K ( ) N 
) C ( ) P ( ) I ) L 11 0 P 
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Card A 

EDUCATION: None 

Elementary 123^5678 

High School 9 10 11 12 

College 12 3^56 
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Card B 

HEALTH: Excellent 

Good 

Average 

Fair 

Poor 
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Card C 

Under $1,000 - (Including loss) Group A 

$1,000 - $1,999 ..... Group B 

$2,000 - $2,999 Group C 

$3,000 - $3,999 Group D 

$lt,000 - $U,999 Group E 

$5,000 - $5,999 Group F 

$6,000 - $6,999 Group G 
N. 

$7,000 - $7,999 Group H 

$8,000 - $8,999 Group I 

$9,000 - $9,999 Group J 

$10,000 -$10,999 Group K 

$11,000 -$11,999 Group L 

$12,000 -$12,999 Group M 

$13,000 -$13,999 Group N 

$lU,000 -$lU,999 Group 0 

$15,000 and over Group P 



APPENDIX B 

LETTER OF INTRODUCTION TO RESPONDENTS 

(The University of Arizona Rehabilitation Center Letterhead) 

Dear 

Through the years the Rehabilitation Center of the University of 

Arizona has maintained an abiding Interest in the health and medical 

care of citizens in Arizona. Our rehabilitation workers have seen how 

important medical care is in preventing or lessening the effects of 

disability. We are presently conducting a research study of the ways 

in which various groups of people use medical care services in Tucson. 

We believe this study will aid in the development of an effective health 

care delivery system in this state. Your participation in this study 

will make a major contribution to our efforts. 

In a few days you will be contacted by a member of our research 

team who will ask you to participate in a short interview at a time 

that is convenient for you. During the interview you will be asked 

some questions about doctors, dentists, health insurance, and hospitals. 

All answers will, of course, be kept strictly confidential. 

We hope you will participate in this valuable effort by spending 

some time with the research team member who calls on you. 

Sincerely, 

George Lackey 
Research Coordinator 

Dr. David Wayne Smith 
Director 
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APPENDIX C 

IETTER OF IDENTIFICATION 

(The University of Arizona Rehabilitation Center Letterhead) 

Dear Friend: 

This letter introduces 

who is an interviewer for the University of Arizona Rehabilitation 

Center. He is engaged in the health care research study described in 

our previous letter. 

We would like to express our appreciation for your participation 

in this worthwhile research project. 

Sincerely, 

George Lackey 
Research Coordinator 

Dr. David Wayne Smith 
Director 
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APPENDIX D 

LETTER OF APPRECIATION TO RESPONDENTS 

(The University of Arizona Rehabilitation Center Letterhead) 

Dear 

The Rehabilitation Center of the University of Arizona expresses 

its appreciation to you for your recent participation in its health 

care research project. Without the assistance of yourself and other 

interested citizens in Tucson, this project vculd not have succeeded. 

We hope someday to see a comprehensive health care delivery sys

tem developed for all citizens in this state. We believe your partic

ipation in this research project will aid in that effort. 

Sincerely, 

George Lackey 
Research Coordinator 

Dr. David Wayne Smith 
Director 
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