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ABSTRACT 

Patterns of health service utilization in older adults are influenced by 

predisposing, enabling, and need-related factors. This research was based upon a model 

of health service utilization that depicts service use in older adults to be the result of 

relationships between gender, depression, availability of health service providers, 

perceived health status and health-related needs. Secondary data analysis was conducted 

to examine questions relating to the study variables. A descriptive comparative study 

design was used. Interviews were conducted with 20 male and 64 female adults age 65 or 

older. Significant differences were found between depressed and non-depressed older 

adults on measures of perceived health status. A significant negative relationship was 

found between levels of depression and subjective ratings of health status. A significant 

positive relationship was found between female gender and need for urgent attention to 

health-related concerns. In addition, significant differences were found between men and 

women on measures of urgent care need. Health care service utilization among older 

adults is of growing importance in light of increasing numbers of older adults in our 

population. This research contributes to nursing knowledge and has important 

implications for the professional practice of nursing. 
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CHAPTER! 

INTRODUCTION 

The number of older adults in the United States is increasing. In 1990 the number 

of persons in the population over 65 years of age rose to 1 in 8, or more than 33 million 

persons (U.S. Bureau of the Census, 1990). The number of persons over 65 years of age 

is expected to rise to more than 66 million by the year 2030, a number representing 

greater than 1 in 5 persons, or 22% of the total population (American Association of 

Retired Persons, 1990; U.S. Bureau of the Census, 1990). As the number of older adults 

in the United States increases, providing appropriate health care services to this group of 

men and women will become one of the major challenges facing professional health care 

workers and makers of public policy (Branch et al., 1981; Mezey, Rauckhorst, & Stokes, 

1993). With expected future increases in the number of older adult men and women in 

our population, knowledge of factors which influence the access to and appropriate 

utilization of health care services by members of this population becomes increasingly 

important (Mezey, Rauckhorst, & Stokes, 1993; Harper, 1995). 

Health for members of the older adult population is defined not simply as freedom 

from disease, but as an ability to live and function within society in an effective manner 

while exercising self-reliance and autonomy to the greatest possible extent (Harper, 

1995). Indeed, when older adults discuss perceptions of their own health or the health of 

coho11s they are primarily referring to measures of functional health status and the ability 

to maintain independence and social roles (Mezey, Rauckhorst, & Stokes, 1993). The 
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provision of appropriate health care services to older adults will aid in the maintenance of 

functional ability through appropriate symptom management and thus decrease the 

perceived and/or actual need for health service use by members of this group (Waxman, 

Carner, & Blum, 1983; Hauenstein, 1996) 

Previous research examining factors influencing health care use among older adult 

men and women has shown utilization rates for health service use among older 

individuals to be influenced by predictive factors which predispose, effect the need for, 

and enable members of this population to use services. Predisposing variables include 

age, gender, health history, ethnicity, attitudes and values related to health, and 

knowledge of the health care system (Walsh & Bernard, 1998). Factors which enhance 

the availability and utilization of health care services by enabling their use include 

income, service availability, and transportation (Anderson & Newman, 1973; Branch et 

al., 1981; Cronan, Shaw, Gallagher, & Weisman, 1995). Need-related variables are those 

which cause one to seek and use care and include one's perceived health, concerns about 

health issues, and the presence of symptoms (Chen & Cornelius, 1987). Models of health 

service use are potentially valuable in providing a method to predict factors which impact 

patterns of health care utilization and may offer insight into changes which are needed in 

the current health care delivery system (Cronan et al., 1995). 

Psychological factors such as depression are known to impact health functioning, 

perceived health status, well-being, and quality of life in older persons (Ruffing-Rahal, 

1991 ; Hawranik, 1991 ; Krach, 199 5; Rossen & Buschmann, 199 5; Hauenstein, 1996). 
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The incidence of depression increases with age (Blazer, 1989; Harper, 1995), and 

estimates suggest that depressive illness affects approximately five million older adults in 

the United States (Martinez, 1993). Prevalence rates for depression among older persons 

range from 20 to 40 percent (Billig, 1990; Martinez, 1993; Valente, 1994; Ryan & Shea, 

1996). 

Accurate information describing expenditures for the treatment of depression in 

older adults is lacking (Rost, Zhang, Fortney, Smith, & Smith, 1998). Although the 

prevalence of depression in older adults is greater than in other groups, it is estimated that 

only 4% of those seeking community mental health services are from over-65 populations 

(Ruffing-Rahal, 1991; Buckwalter & Stolley, 1991). In addition, few persons over 65 

years of age are seen by private psychiatrists or clinical psychologists for mental health 

treatment; instead, primary care physicians are the most frequent providers of mental 

health care for older adult men and women seeking mental health services (Harper, 1995). 

Koenig and Kuchibhatla (1998) found that older adults with depression utilized more 

general hospital and outpatient medical services than did their non-depressed peers, 

without receiving more mental health services. The finding that older men and women 

with depression are no more likely to seek mental health treatment than their non

depressed peers is significant. Of particular concern is the potential relationship between 

the high incidence of depressive disorders in older men and women and evidence of the 

routine use of more expensive emergency and medical services by members of this group 

(Waxman, Carner, & Blum, 1983; Badger, 1994). 
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Mental and physical health in older men and women share a strong mutual 

relationship. Physiological changes commonly associated with aging may result in the 

increased incidence of acute and chronic illnesses seen in older adults. These changes 

often result in impaired physical functioning and loss of independence in persons affected 

(Ryan & Shea, 1996). Depression co-occurring with other non-psychiatric and general 

medical disorders is often difficult to identify. Symptoms of depression in older adults 

may go unmentioned by the individual, or may be mistaken for changes which occur as a 

result of aging or disease by the health care provider (Mezey, Rauckhorst, & Stokes, 

1993). Indeed, it is estimated that only one-third of older adults with depression are 

accurately diagnosed (Davis & Mathew, 1998). Other research has shown that many 

persons with depression receive poor or no treatment for their disorder (Parikh, 

Wasylenki, Goering, & Wong, 1996). Untreated depression in older adults results in a 

loss of dignity and reduction in quality of life for those affected (Krach, 1995). Older 

adults with untreated depressive symptoms use more health services and use these 

services inappropriately more often than do similar, non-depressed older adults (Badger, 

1998; Neese & Abraham, 1997). Additionally, the possibility that depression may go 

undiagnosed and untreated in the general practice setting poses the risk for 

institutionalization or suicide, and results in needless suffering by members of this group 

and their families (Gomez & Gomez, 1993). 

Depression in older adults is associated with psychological symptoms such as 

depressed affect, sadness, anxiety, anhedonia, social withdrawal and isolation, lack of 
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interest in environmental, sexual, and other activities, poor self-esteem and concentration, 

guilt, and thoughts of self-harm. Neurovegatative symptoms associated with depression 

in older adults include decreased sleep and energy, decreased appetite, and psychomotor 

retardation or agitation (Kaplan, Sadock, & Greb, 1994; Rausch & Hyman, 1995; Ryan & 

Shea, 1996). 

While depression is not considered to be a part of normal aging (Blazer, 1989; 

Billig, 1990), depression among older men and women is a major health concern (Martin, 

1990; Badger, 1993; Rossen & Buschmann, 1995; Ryan & Shea, 1996). Reasons for 

depression in older adult men and women vary. Depression occurs twice as often in 

women than in men, and older women are twice as likely to experience a recurrence of 

depression than are older men (Goldstein & Griswold, 1998). Factors such as social 

losses, acute and chronic illness, disability and loss of independence, economic status 

changes, and a loss of meaning and purpose in life contribute to the incidence of 

depression (Badger, 1993; Rausch & Hyman, 1995; Rossen & Buschmann, 1995; Ryan 

& Shea, 1996). Other factors may contribute to depression in older adults and include 

common organic etiologies such as medications and nutritional disorders (Kaplan, 

Sadock, & Greb, 1994; Ryan & Shea, 1996). Factors such as gender-related 

developmental differences, demographic characteristics, and other variations seen in late 

life impact the way in which older men and women experience physical and mental 

illness (Reed, 1991; Goldstein & Griswold, 1998). These differences may contribute to 



higher rates of suicide (CDC, 1996) and an increased risk for acute medical care and 

hospitalization among older men (Wolinsky, Culler, Callahan, & Johnson, 1994). 
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Depression is a significant contributor to morbidity and mortality in both older 

men and women (Hay, Rodriguez, & Franson, 1998). Other psychosocial variables such 

as feelings of helplessness and a sense of well-being are known to impact health service 

use among older adult men and women (Cronan et al, 1995). The predictive value of 

depressive symptoms as an indicator of health service use in older adults, however, is less 

well studied and in question (Wade, 1994; Badger, 1994; Cronan et al., 1995; Badger, 

1998). 

An understanding of potential relationships between factors influencing the health 

service needs and use of health care services in older adult men and women is important. 

The potential cost savings, through the appropriate and timely use of health care services, 

and the related impact on quality of life experienced by older individuals in our 

population may indeed be significant (Ruffing-Rahal, 1991). 

Purpose 

The purpose of this study is to determine differences that may exist between older 

adults with and without depression on measures of factors that are potentially predictive 

of health service utilization. Of particular interest will be differences between groups 

based upon gender as a predisposing factor. Differences in health service use due to 

need-related factors such as perceived health status, and differences due to factors 
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believed to enable health service use in older adults such as individual access to services 

and service availability will also be examined. 

An understanding of factors related to health service utilization in older adults and 

the identification of potential differences in health service use in older persons based 

upon gender differences and depressive symptoms may help clarify the health care needs 

of members of this population. Information regarding factors affecting health service use 

in older adults will assist professional community and mental health nurses and other 

health care providers in the planning and provision of efficient and effective health

promotion and other appropriate services to older adults living within our community. 

Research Questions 

The following research questions were addressed in this study: 

1. What differences exist between depressed and non-depressed older men and 

women on measures of health status, health needs, and patterns of health 

service utilization? 

2. Do significant relationships exist among depression, gender, and perceived 

health status, health needs, and health service utilization between older adult 

men and women? 

Significance 

Although the growing population of older adults in the United States has recently 

become the focus of medical and other research, little is known about the mental health 

needs and patterns of health service use by members of this group (Ettner & Hermann, 
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1998). Many older adult men and women fail to seek appropriate outpatient mental 

health care while over-utilizing more costly emergency or other hospital-based services 

(Buckwalter & Stolley, 1991). The coexistence of psychological and physical symptoms 

in older adult men and women due to chronic health and functional difficulties is 

significant. Indeed, findings suggest that outcomes associated with concurrent general 

medical conditions are likely to be worse in the presence of depression (Keitner, Ryan, 

Miller, Kohn, & Epstein, 1991; Badger, 1993; Rossen & Buschmann, 1995). Cronan and 

others (1995) note that depressive symptoms may significantly impact the interpretation 

of physical symptoms in older adults and therefore influence an individual's 

interpretation of physical symptoms and subjective perceptions of health status. This 

relationship may account for differences between groups of depressed and non-depressed 

older adults in rates of health service utilization. The fact that occurrence rates for major 

depression in women are twice that of men is also significant (Kaplan, Sadock, & Grebb, 

1994) and may be responsible for variations found in patterns of health service use among 

some groups of older men and women (Ruffing-Rahal, 1991). These findings indicate 

the need for a further understanding of potential relationships between factors such as 

depression and gender, and differences in the use of available health care resources 

between older men and women. 

An understanding of factors which influence the use of health care services in 

older adults is important to the development of appropriate nursing interventions for use 

in the recognition, evaluation, and treatment of the health needs of older men and women. 
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Community and mental health nurses, advanced practice nurses, and other professionals 

often serve as "primary" care givers or points of first contact for older adults engaging the 

health care system in a variety of settings. Professional nurses must act as promoters of 

health and wellness through the coordination of appropriate and necessary services to 

improve quality of life and to help manage health care resources (Badger, 1998). 

Knowledge of predictors of health service use should be used by nurses to address 

the growing health care needs for members of this group through the provision of 

essential and cost effective health care services. Rising costs associated with the care of 

older persons and the associated burden which health care costs place upon the economy 

provide essential evidence that action is needed to create appropriate health promotion 

and care services for older adults. The need to offset risks associated with certain 

predictive factors associated with the use of health care services is also important. In 

addition, previously unmeasured information regarding predictors of health service use 

among groups of older adults will provide needed insight into resource utilization which 

policy makers, who must make judgements regarding fiscal allocations, can use to 

develop on-going policy for mental health treatment and mental health services research. 

Conceptual Framework 

This study is based on the theoretical framework developed by Aday and 

Andersen ( 197 5) which conceptualizes health service utilization behavior to be the result 

of interactions between predisposing, enabling, and need-related factors. Predisposing 

variables include demographic and cultural differences (e.g., age, gender, health history, 
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ethnicity, and knowledge of the health care system), while factors known to enable or 

prohibit health service utilization include adequate income, health service availability, 

and transportation. Need-related variables believed to be predictive of health service use 

include perceived or actual health needs ( e.g., objective and subjective evaluations of 

one's health), and attitudes about personal health and health care (Anderson & Newman, 

1973; Cronan et al., 1995). All of these factors are considered to be important 

components of the model and are believed to influence health service utilization through 

an overlapping and parallel interaction (Andersen & Newman, 1973; Aday & Andersen, 

1975; Branch et al., 1981). Though not explicitly described in the original model, the 

presence of depression is believed to impact the use of health services by influencing 

subjective perceptions of health status and health-related needs in older persons. 

Past research has examined how differences in predictive factors such as 

demographic variables, health status, and enabling factors influence the utilization of 

health care services. Little study has been done, however, of the potential influence 

which individual differences in psychological variables such as depressed mood may 

have upon health care use. Although the original model considers, in its most complete 

form, factors of health care utilization on a societal, organizational, and individual

behavioral level, use of only a few of its determinants is often found to be more practical. 
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Model of Health Service Utilization 

Predisposing Enabling Factors Need-Related Utilization 
f-----. f---+ . 

Factors Factors 
.. 

Demographic Individual Perceptions 

Age 
Gender 

Facilities 
Services 

Practitioners 

Perceived and 
Actual Health 

Needs 

Current and Past 
Patterns of Use 

Figure 1. Conceptual Framework: Health Service Utilization Among Depressed 

and Non-Depressed Older Adults (Adapted from Aday and Andersen, 

1975). 

For purposes of this study, depression was hypothesized to be predictive of health 

service utilization in older adults, as described in previous research (Waxman, Carner, & 

Blum, 1983; Badger, 1998; Koenig & Kuchibhatla, 1998). In addition, gender was 

presumed to be a significant predictor of patterns of health care service utilization in 

those studied (Andersen & Newman, 1973). Finally, perceptions of participants' own 

health status and need for health care were hypothesized to be significantly related to 

service use and thus predictive of utilization patterns in those studied. 
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The conceptual framework for this study is depicted in Figure 1 and represents a 

graphical representation for the exploration of variations found among groups of older 

adults in patterns of health service use. 

Summary 

In summary, based upon the conceptual framework, it is theorized that depression 

is predictive of the need for health-related services among older adults and that 

depression affects patterns of health service use among older men and women. The use 

of health care services by older adults is also related to other specific variables such as 

age, gender, perceptions of health status and health-related needs, and the availability and 

accessibility of health services. Lack of alternative health care services for the care of 

older men and women leads to the use of costly emergency services as a primary source 

of meeting the health care needs of members in this group (Gagan & Badger, 1997). An 

understanding of the interaction between specific factors believed to be predictive of 

health service use among older adults will provide professional nurses and other health 

care providers valuable direction for use in the evaluation of the health service needs of 

older persons. This knowledge will aid in the development of more cost effective and 

efficient services for use in meeting the health care needs of older persons. 
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A review of the literature suggests that the presence of depressive symptoms may 

influence patterns of health service use among older adults. In addition, differences 

among older adult men and women in patterns of health service use are influenced by the 

experience of depression by members of these groups. This chapter reviews existing 

literature related to depression and health service utilization in older adults and examines 

relationships that may exist between gender, depressive symptoms and health service 

utilization among older men and women. 

Gender and Health Service Utilization 

While men experience higher mortality rates than women, rates associated with 

morbidity are generally higher for females in terms of both physical and psychological 

illness (Sayer & Britt, 1996). Health risks increase when an older person is female; in 

spite of this fact, men are more likely to utilize acute hospital-based medical care services 

(Wolinsky et al., 1994). Variations between men and women in patterns of health service 

use may be attributed to differences in reporting symptoms and health-related attitudes. 

Although positive outcomes have been documented as the result of health promotion 

programs for older adults, health care services utilized by older men and women are 

generally disease-related and medical (Ruffing-Rahal, 1991). 

Barriers to appropriate healthcare services and differences in the relative 

experience of physical and psychological illnesses are believed to contribute to 
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differences seen between older men and women in patterns of health service utilization 

(Cronan et al., 1995). There is currently a lack of agreement in the literature as to the 

predictive value of gender as an indicator of health service use among older adults. 

While female patients may be less likely to engage in and follow-up with treatment than 

their male counterparts (Lewin-Epstein, 1991), women have been found to seek health 

care though primary care providers more frequently than men (Hauenstein, 1996). 

Sayer and Britt (1996) examined factors that influence gender differences in 

morbidity and health service utilization rates. A secondary data analysis was conducted 

of data collected as part of the Australian Morbidity and Treatment Survey (AMTS) 

(Bridges-Webb, Britt, Miles, Neary, Charles & Traynor, 1991). A total of 495 general 

practitioners were surveyed regarding aspects of practice such as reasons given by 

patients for seeking treatment and various problems identified and treated by the 

practitioner. Each provider had recorded at least fifteen hundred separate service items in 

the past year. Results indicated that female patients seemed more sensitive to symptoms 

and appeared better able to express symptoms than were male patients. In addition, 

women were more likely to report and seek treatment for psychological and other 

illnesses, and to engage in health maintenance and illness prevention behaviors. 

In a study conducted by Murphy and Hepworth (1996), patterns of health service 

utilization in a random sample of 759 older adults ranging in age from 66 to 99 years 

were examined. Participants in the study were enrolled in an urban Health Maintenance 

Organization (HMO) which provided a wide range of health care services to its 



beneficiaries. Data was collected from participants' medical records regarding age, 

gender, and patterns of health service utilization. Results showed utilization rates for 

more expensive and acute care services such as hospital based, home health and 

emergency care increased with age. Participants in the study tended to utilize less 

restrictive care such as that provided by primary care physicians and nurse practitioners 

less frequently as age increased. Results of the study failed to support differences in 

health service utilization based upon gender, which contradicts previous research 

indicating that women tend to make greater use of health care services (Sayer & Britt, 

1996; Hauenstein, 1996). 
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Semke and Jensen (1997) conducted a study of computer database information 

related to psychiatric service use by residents of Washington State. Information 

regarding the general characteristics and service use patterns of older adult mental health 

patients in the state was gathered through databases from the Washington State Mental 

Health Division. The High Utilization Database identifies residents who have required at 

least three acute psychiatric inpatient hospitalizations, or at least one lengthy psychiatric 

inpatient admission ( described as 30 days or more), within a period of two years. The 

Western State Hospital Quality Assurance Database was used as a measure of validity 

and to supplement information held in the other database. 

Results found that older adults in the study who had been identified as high 

utilizers of mental health services were mostly male (54 percent). Older adults in the 

study who were high utilizers of acute services spent significantly more days in an 



inpatient acute care setting than did younger adults (average of 236 days for those over 

age 60, compared to an average of 190 days for those younger). Differences in patterns 

of use also showed older adults had fewer but longer hospital admissions than younger 

adults. 
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A trend was found toward higher numbers of older adults receiving acute 

psychiatric care services within the population studied. Although this and other findings 

were not clearly identified as being influenced by gender, the fact that most of those 

studied were male may indicate a possible relationship. Results were also not available 

regarding specific diagnoses attributed to older adults in the study who received treatment 

in community mental health settings, thus the frequency of depression among those 

studied is not known. 

In a 1998 study of 298 community residents with major depression, Rost and 

others examined costs associated with various types of services utilized by subjects in a 

one-year period. Information related to heath care costs and the utilization of treatment 

services was taken from complete medical and insurance records provided for each 

subject. Records were determined to be complete prior to analysis and reliability was 

assured through careful investigator control. Information obtained included that for both 

inpatient and various types of outpatient services. Eligibility for the study was 

determined through the measurement of depressive symptoms using the National Institute 

of Mental Health Diagnostic Interview Schedule (DIS) and the Inventory to Diagnose 

Depression. Results showed the presence of major depression, past history of psychiatric 



illness, age, and female gender to all be significant predictors for the use of outpatient 

mental health services among participants in the study. 
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Cronan and others (1995) conducted a study of three thousand randomly selected 

members of a Health Maintenance Organization (HMO) to determine factors predictive of 

health service use. All participants in the study had a medical diagnosis of osteoarthritis 

(OA) and were over 60 years of age. Medical histories were used to determine 

demographic characteristics of participants. Measures of health status, well-being, social 

support, perceived self-efficacy and helplessness were used to determine the impact of 

illness on various areas of functioning. Depressive symptoms were measured using the 

Center for Epidemiological Studies-Depression (CES-D) scale. Results of the study 

failed to identify gender as a significant predictor of health service utilization in those 

studied. Findings showed prior use of the health care system, increased age, impaired 

sense of well-being, physical impairment, and depression to all be predictive of health 

service use. 

Depression and Gender 

The assessment of depression in community studies has found the highest 

prevalence of symptoms among persons with an average age of 65 (Grau, 1989), with 

older women being twice as likely as men to develop depression (Kaplan, Sadock, & 

Grebb, 1994). Depression has been defined as unresolved sadness and is often 

accompanied by feelings of worthlessness, hopelessness, and helplessness. The 

occurrence of severe depressive disorders in older adults is significant in light of the 
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impact which depression has on quality of life, functional ability, and sense of well-being 

(Reed, 1989). Untreated depression is considered to be a major risk factor for suicide 

among older adults, significantly contributing to higher rates of suicide for older persons 

than for other age groups (Krach, 1995). Among older adult men and women, suicide 

rates for males are as much as 13 times higher than for same age females (Meehan, 

Saltzman, & Sartin, 1991). 

The experience of depression may also cause or otherwise contribute to the 

likelihood of the development of medical illnesses in late life (Lyness et al., 1996) and 

thus impact differences in health service use by older men and women. Depression in 

older adults may develop in response to cumulative and intense losses occurring in late 

life, with gender differences again being significant (Nelson, 1990). Other biological, 

social and behavioral factors, as well as gender-specific differences in developed social 

roles, available resources and supports, and age-associated losses ( e.g. financial, 

occupational, etc.) are also believed to contribute to differences seen in the development 

of depression in older adult men and women (Heidrich, 1993; Sayer & Britt, 1996). 

Myers and others ( 1984) examined the 6-month prevalence rates of psychiatric 

disorders among more than 9000 adults questioned as part of the Epidemiologic 

Catchment Area (ECA) project. The National Institute of Mental Health Diagnostic 

Interview Schedule (DIS) was used to gather information relative to the determination of 

mental health diagnoses of study participants. The authors found that for adults 65 years 

of age and older in the study, occurrence rates for dysthymia and depressive disorder 
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were significantly higher for women than for men. Additional data gathered as part of the 

ECA project found that I-month prevalence rates for major depression and dysthymia 

among adults aged 65 years or more was twice the rate in women than in men (Regier, 

Boyd, & Burke, 1988). 

Other research has failed to find significant differences among older adult men 

and women on measures of depressive symptoms. Mosher-Ashley (1994) examined the 

case records of 298 clients aged 60 to 98 years old who were seen by providers in a 

community mental health center. Data was collected through case records kept by 

therapists working at the center. An examination of the diagnoses assigned to clients in 

the study group failed to find significant differences in the rate of depressive symptoms 

between groups based on gender. Milacek (1995) conducted a secondary data analysis of 

Reed's (1992) study of spirituality and depression to determine if differences existed 

between men and women on measures of mental health indicators. Depressive symptoms 

were measured by using the Center for Epidemiological Studies-Depression (CES-D) 

scale. Participants in the study ranged in age from 70 to 95 years. Although the sample 

size was small (7 men and 18 women), findings indicated that gender-based differences 

on measures of depression were not significant. 

Depression and Health Service Utilization 

While the presence of depression in older adults has been associated with the over 

utilization of health care services and a decrease in health functioning in older adults 

(Badger, 1998; Koenig & Kuchibhatla, 1998), related literature has been notable for a 



lack of generalizable findings or a consensus on patterns of health service use in this 

population. Most important is the relative absence of discussions describing the 

importance of depression and related perceptions of health status and need as possible 

predictors of health service use among older adults (Cronan et al., 1995). 
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Persons 65 years of age and older accounted for more than 10 million 

hospitalizations and more than 150 million physician office visits in 1989 (Merck, 1995). 

Treatment of older adults represented approximately 1/3 of all hospitalizations, more than 

90 million days in the hospital, and approximately 22% of all outpatient physician visits 

during this period (Merck, 1995). While depression is one of the most common and 

distressing conditions affecting older adults, only 4% of community mental health clients 

are over 65 years of age ( Ruffing-Rahal, 1991 ). The study of health service use in 

depressed persons of all ages has shown that less than one-half of those experiencing 

depression receive treatment for their disorder (Parikh et al., 1996). Of those over age 65 

receiving mental health services, it is estimated that approximately 85 percent are treated 

in hospital-based crisis settings rather than receiving care in less restrictive and less costly 

community settings (Buckwalter & Stolley, 1991). High utilization of inpatient 

psychiatric services by older adults is believed to be due to restricted access to 

appropriate services at the community outpatient level (Semke & Jensen, 1997). 

Waxman, Carner, and Blum (1983) examined the relationship between depressive 

symptoms, complaints of physical illness, and the frequency of health service utilization 

among a sample of 88 older adult community volunteers. Subjects were administered 
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questionnaires to assess attitudes and preferences in seeking treatment for mental health 

problems. Symptoms of depression were measured using a 20-item self-rating depression 

scale. Patterns of health care utilization were measured by asking whether and how often 

subjects had used services through various health care professionals (e.g., psychiatrist, 

social worker, general practitioner, etc.) during the previous year. Results of the study 

indicated that older adult subjects with the highest rates of depressive symptoms averaged 

nearly four times as many visits to a physician during the past year when compared to 

subjects reporting the fewest depressive symptoms (Waxman, Carner, & Blum, 1983). 

Those with higher rates of depressive symptoms also reported more somatic complaints 

and feelings of poorer physical health than did other study participants. The authors also 

noted that subjects with higher scores on measures of depressive symptoms tended to 

utilize services provided by general practitioners rather than mental health professionals. 

Other studies have confirmed that depressed older adults prefer treatment from primary 

care physicians and tend not to use traditional mental health services (Badger, 1994). 

Callahan, Hui, Nienaber, Musick, and Tierney (1994) examined the prevalence of 

depression among a sample of 1711 older adult primary care patients seen in an urban 

ambulatory care clinic and sought to identify whether patterns of health service use were 

related to patterns of depressive symptomatology. Subjects aged 60 and older were 

screened for depressive symptoms using the Center for Epidemiologic Studies 

Depression (CES-D) scale. Health service use by study participants was measured 

through an electronic medical record system. Findings showed a high incidence of 
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depressive symptoms among those in the study. Additionally, subjects with increased 

depressive symptoms had greater rates of health service use, with significant differences 

found among groups in the number of physician visits, frequency of emergency 

department usage, and total health care costs. 

Badger (1998) examined the influence of depression on the use of, and need for, 

health services among 80 community dwelling older adults. Depressive symptoms 

among study participants were measured using the Center for Epidemiological Studies

Depression (CES-D) scale. Assessment of objective as well as subjective indicators of 

health status were measured using the physical health sub-scale of the Older Americans 

Resources and Services (OARS) Multidimensional Functional Assessment Questionnaire 

(OARS-MFAQ, Part A). Finally, patterns of service use among study participants were 

measured using the OARS-MF AQ Part B, the OARS Services Assessment Questionnaire 

(OARS-SAQ). Findings indicated that older adults in the study who suffered from 

depression used more health care services and reported a greater need for care than did 

those who were not depressed. Depression was also found to adversely affect the 

perception of health status among this group and to contribute to social isolation. 

Other authors have noted similar findings. Koenig and Kuchibhatla (1998) 

examined the association between depression and the use of outpatient and inpatient 

health services among 542 patients aged 60 or over before and during a short stay 

medical hospitalization. Depressive symptoms were measured by using the Center for 

Epidemiological Studies-Depression (CES-D) scale, the Hamilton Depression Rating 
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Scale, and the depressive disorders section of the National Institute of Mental Health 

Diagnostic Interview Schedule (DIS). Information on health service use was collected by 

research assistants and included information on hospitalization and nursing home use, 

visits to physicians, visits to mental health providers, and visits by home health 

personnel. An examination of the association between depressive symptoms and the use 

of health care services found that depression significantly predicted a greater use of both 

outpatient and inpatient services in the months prior to patients' most recent 

hospitalization. 

Although depression was not found to contribute to the length of current hospital 

stay in those studied, patients with major depression spent twice as many days in the 

hospital during the prior year than did those patients without major depression. The 

authors also found that depressed patients in the study had seen their physicians an 

average of 70% more frequently as outpatients during the past three months than had their 

non-depressed counterparts. Additionally, it was noted that depressed patients in the 

study had nearly the same frequency of visits to mental health professionals during the 

months prior to hospitalization as those who were not depressed (an average of only 0.2 

visits per month). This finding supports earlier research which has found that depressed 

older adults tend to overutilize medical services while inadequately using traditional 

mental health services (Grau, 1989; Badger, 1994). 
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Summary 

The literature review examined existing research addressing the incidence of 

depression in older adult men and women and possible differences between older men 

and women on measures of depressive symptoms and patterns of health care service 

utilization. The present review found little agreement among researchers on matters 

related to the study topics. Rather, the need for additional study of predictors of health 

care use in older adults was frequently stressed by authors in the literature (Callahan et 

al., 1994; Hauenstein, 1996; Sayer & Britt, 1996; Semke & Jensen, 1997; Koenig & 

Kuchibhatla, 1998). Existing research points to the need for development and 

implementation of alternative services to meet the mental health needs of older adults 

(Waxman et al., 1983; Badger, 1994; Semke & Jensen, 1997). If health care services are 

utilized disproportionately by certain groups of older adults, the predictive value of 

depressive illness and gender may be vital in controlling increasing health care costs. 

Based upon review of the literature, the containment of health-related costs may be 

accomplished through the development of accessible and more appropriate outpatient and 

other non-acute community-based services. 
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The present study utilized data from a larger study (Gagan & Badger, 1997) to 

identify health service needs and factors which are predictive of health service use among 

older, under served groups of community adults and mentally ill individuals in Arizona. 

Secondary data analysis was used in the present study to investigate relationships among 

depression and factors related to health service utilization in older adult men and women. 

Differences between older men and women on measures of depression, other study 

variables, and service use were also examined. 

This chapter outlines the research design, sample, setting, and data collection 

procedures for the present study. A description of instruments used for data collection 

and methods of data analysis are also included. Data analysis will be described in 

relation to research questions for the present study. 

Research Design 

The study design was descriptive and comparative. Data from the original study 

(Gagan & Badger, 1997) were analyzed to address research questions for secondary data 

analysis. t-tests were performed to determine if significant differences exist between 

depressed and non-depressed older men and women on measures of health status, health

related needs, and health service utilization. In addition, correlation analysis was 

conducted between groups in the study to determine if significant relationships exist 

between depression, gender, health status, health needs, and service use. 
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Sample and Setting 

A purposive sample of older adult men and women age 65 or older participating 

in the original study were selected for inclusion in the present secondary analysis. All 

participants were residents in a community high-rise apartment complex serving low

income adults. All residents of the complex fall below federally established poverty 

criteria, with the majority a full 50% below established poverty lines. All participants in 

the present study were English speaking and utilized local health care facilities for on

going treatment of chronic medical and/or mental health disorders. 

Procedure 

Potential participants were chosen based on their willingness to participate and 

ability to meet criteria for inclusion in the original study. Initially, meetings were held 

with community leaders and residents to describe study objectives and to solicit 

information regarding community needs prior to data collection. Flyers describing the 

study and encouraging study participation by residents were distributed to each household 

in the complex. 

An interview format was utilized to prevent problems related to poor vision, 

fatigue, reading difficulties, etc. The Survey of Health Status and Health Needs 

(Ferketich, Phillips, & Verran, 1990) was administered first, followed by the Center for 

Epidemiological Studies-Depression Scale (CES-D) (Radloff, 1977). Participants in the 

study completed questionnaires during a 45-minute semi-structured interview. 



35 

Information was gathered regarding predisposing factors such as age and gender; 

information believed to enable participants to utilize health care services was also 

gathered, and included data on specific types of health care services, facilities, and 

providers available for use. Finally, information related to the perceived health status and 

actual need for health care services among those studied was obtained. The goal of 

researchers was to obtain complete data on the health status and health needs of subjects 

during the first interview; however, a second interview was scheduled if residents 

expressed fatigue or could not continue for other reasons. 

Protection of Human Subjects 

Protection of human subjects was ensured throughout the procedure. Participants 

were verbally informed of study objectives prior to data collection. The privacy of 

participants was strictly maintained, and all participants were offered and asked to read a 

subject disclaimer form. The original study proposal (Gagan & Badger, 1997) was 

reviewed and approved by the Human Subjects Review Committee of the University of 

Arizona College of Nursing. The Human Subjects Committee was informed regarding 

conduction of the secondary data analysis and Human Subjects Committee approval was 

obtained. Appendix A contains copies of Human Subjects Committee approval. 

Instruments 

Instruments designed to elicit information from study participants on the variables 

of depression, health-related needs, and the use of health services were used. One 

instrument was used to measure frequency and severity of depression, and one instrument 
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was used to measure physical health status and health-related needs. Instruments used in 

the study were: The Center for Epidemiological Studies-Depression Scale (CES-D) 

(Radloff, 1977), and the Survey of Health Status and Health Needs (Ferketich, Phillips, & 

Verran, 1990). Instruments used in the study are listed in Appendix B. 

Center for Epidemiological Studies-Depression Scale (CES-D) 

The Center for Epidemiological Studies-Depression Scale (CES-D) measures the 

extent to which participants may experience depressive symptomatology (Radloff, 1977). 

The 20 item self-report scale consists of statements which describe ways in which 

participants may have felt or behaved in the past week prior to the interview. A four 

point Likert-type format is used for responses to the statements, which range from zero, 

referring to "rarely or none of the time" to three "most or all of the time." Responses 

were given a score of zero to 60, with those scores greater than 15 indicating clinical 

depression. The scale has been used in the past to study depression in older adults 

(Radloff & Terri, 1986; Reed, 1991; Badger, 1998) and offers adequate reliability as well 

as content and concurrent validity (Husaini, Neff, Harrington, Hughes, & Stone, 1979; 

Radloff & Terri, 1986; Reed, 1991; Badger, 1998). Reliability on the CES-D in the past 

has been found to be acceptable with a Cronbach's alpha coefficient of .93 (Badger, 

1994). 

Survey of Health Status and Health Needs 

The Survey for Health Status and Health Needs (Ferketich, Phillips, & Verran, 

1990) was used to gather information regarding various predictive factors of health 
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service use. Developed for use in cross-cultural research, the survey measures need for 

health-related services as well as access to, acceptability of, and availability of health care 

services. Designed to measure diverse populations, the survey instrument was developed 

based on the Anderson framework (Aday & Anderson, 1975). Items in the survey utilize 

simple questions related to each factor contained in the framework and provide 

information regarding participants' needs and perceptions of health care. Items in the 

survey are then categorized by concept and indexed based on their relationship to 

predisposing, enabling and/or need-related factors of health service use (Ferketich, 

Phillips, & Verran, 1993). 

Part 1 of the survey consists of nine questions pertaining to demographic and 

other household information. Questions range from age and "number of years in school," 

to ethnic background, occupation, marital status, and health status. Questions are also 

asked regarding level of community involvement. Part 2 of the survey contains questions 

about health service availability and reasons why services are used. Questions are 

categorized by type of facility, specific type of health care service, and by health care 

practitioner. Questions pertaining to perceptions of health and health-related needs are 

also included. Part 3 of the survey contains questions regarding the health service needs 

of respondents and the use of health-related services by respondents within the past year. 

For each health service listed, three responses are offered, ranging from "did not need 

service" and "needed service I used it," to "needed service I did not use it." When 

services were not used, respondents are asked to identify the reason for not using the 
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service. Part 4 of the survey contains ten questions related to health care acceptance. A 

five point Likert-type format is used for responses to the statements, which range from 

one, referring to "very happy" to five "very unhappy." The final part of the survey 

contains a series of questions regarding participants' subjective opinions about care 

received and personal health status. 

Feasibility of the instrument has been demonstrated through its use in previous 

studies of rural Mexican American and Euro American groups (Ferketich, Phillips, & 

Verran, 1990) as well as with groups of older adult low income community residents 

(Gagan & Badger, 1997). Traditional reliability measurements could not be obtained, 

though factor analysis of sub-components within the instrument indicates validity of the 

instrument's measures (Gagan & Badger, 1997). Administration of the survey instrument 

has shown inter-rater and intra-rater reliabilities of greater than 86% (Ferketich, Phillips, 

& Verran, 1993). 

Data Analysis 

The first research question addressed differences between depressed and non

depressed older men and women on measures of health status, health-related needs, and 

health service utilization. t-tests were performed on data collected in the original study to 

compare mean scores and to determine if significant differences exist between groups on 

measures of the study variables. 

Research question two addressed the question of whether significant relationships 

exist between depression, gender, and perceived health status, health-related needs, and 



39 

health service use among those studied. Correlational analysis was conducted between 

groups to identify the degree of relationship between study variables. Results of the data 

analysis are presented in Chapter 4. 
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Results of secondary data analysis are presented in this chapter. The level of 

significance was set at p .s .05 for this study. Characteristics of the sample are presented, 

as are mean scores of participants on measures of depression, health status, and health 

service utilization. Analysis related specifically to the two research questions is included, 

as is a discussion of additional findings. 

Characteristics of the Sample 

The demographic characteristics of the sample are presented in Table 1. There 

were no significant differences among groups of study participants on demographic 

measures. Seventy-six percent (n = 64) of participants in the study were female, while 

twenty-four percent were male (n = 20). The mean age for women in the study was 75.14 

years, with a range in years from 65 to 93 years. The mean age for male participants in 

the study was 73.58 years, ranging from 66 to 88 years. Sixty-seven percent of women in 

the study were Anglo-American, 12.5% were Mexican American, 12.5% were African 

American, less than 2% were Pacific Islander and Native American, respectively, while 

3% noted their ethnicity as "other." Males who participated in the study were primarily 

Anglo-American (70%), while 10% were Mexican American, 5% were African American 

and Pacific Islander, respectively, and 10% noted their ethnic origin as "other." 

The mean number of years of education for female subjects was 11.04 years and 

for male subjects the mean number of years of education was 10.30. Of the sixty-four 
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Table 1. Sample Characteristics 

Women (n = 64) Men (n = 20) 

Age (years ± SD) 75.14 ± 7.09 73.58 ± 6.87 

Education (years± SD) 11.04 ± 3.68 10.30 ± 4.32 

Ethnicity N (%) N (%) 

Anglo American 43 67 14 70 
Mexican American 8 12.5 2 JO 
African American 8 12.5 1 5 
Pacific Islander 1 <2 1 5 
Native American 1 <2 
Other 2 3 2 JO 

Marital Status 

Married 7 11 6 30 
Not Married 7 11 4 20 
Widowed 34 53 4 20 
Divorced 15 23 6 30 
Separated 1 2 

Financial Status 

Not Enough 7 11 2 10 
Barely Enough 26 41 14 70 
Enough 29 45 4 20 
More Than Enough 2 3 

Work Status 

Full-Time 1 2 
Part-Time 2 3 
Retired 49 77 14 70 
Disabled 9 14 4 20 
Other 3 5 2 10 
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women who participated in the study, 53% were widowed, 23% were divorced, 11 % were 

married, and 13% were not married or were separated. Thirty-percent of male 

study participants stated they were married, 30% were divorced, 20% were widowed and 

20% were not married. 

Of the sixty-four female participants in the study, 41 % stated that they were 

"barely making ends meet" financially and 11 % stated they "did not have enough money 

to pay their bills." Forty-five percent of female participants stated they "had enough 

money to pay their bills," and 2% had "more than enough money to pay their bills" and 

could do "whatever they wanted to" based on financial status. The mean score for 

women in the study on measures of financial status was 2.41 on a 4-point scale. For male 

study participants, the mean score was 2.10. Note that the lower the mean score in 

relation to financial status, the higher the individual's perceived financial security. Of the 

twenty men in the study, 70% stated that they were "barely making ends meet" 

financially, 10% stated they "did not have enough money to pay their bills," while 20% 

stated they "had enough money to pay their bills." 

When asked about work or employment status, 77% of women in the study stated 

they were retired, 14% were disabled, 5% were employed part or full-time, and nearly 5% 

stated they were looking for work, were full or part-time students, or "semi-retired." 

Seventy-percent of men in the study stated they were retired when questioned about 

employment or work status. In addition, 20% stated they were disabled and 10% 

described themselves as looking for work, "semi-retired" or as full or part-time students. 
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On subjective measures of health status, 45% of female participants in the study 

described their health as "fair," 28% as "poor," and 20% described their state of health as 

"good." In addition, nearly 5% of women described their health as "very poor" while less 

than 2% stated that their health was "very good." The mean score on subjective measures 

of health for women in the study was 2.86 on a 5-point scale. The mean score for male 

participants in the study was 2.95 (lower mean scores in relation to health status represent 

poorer perceived health of the individual). Forty-five percent of male study participants 

described their health as "fair," 30% as "good," 15% as "poor," and 10% as "very poor." 

Table 2 lists characteristics of study participants in relation to the study variables of 

perceived health status and depression. Analysis of research questions is addressed next, 

and additional findings from analysis are discussed. 

Research Question One 

The first research question addressed differences between depressed and non-depressed 

older men and women on measures of health status, health-related needs, and patterns of 

health service utilization. The mean score for female participants on the Center for 

Epidemiological Studies-Depression Scale (CES-D) was 11.98 (range= 0-43) while the 

mean score for men on the scale was 15.21 (range= 0-51). Based on CES-D scores, 27% 

(n = 17) of women in the study had depression scores greater than 15, indicative of 

clinical depression. Seventy-three percent (n = 46) of women in the study were non

depressed based on CES-D results. Thirty-two percent (n = 6) of men in the study had 

CES-D scores indicative of clinical depression, while 68% (n = 13) were not clinically 
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depressed based upon scores. Table 3 lists group scores on the Survey of Health Status 

and Health Needs sub-scales for health-related needs, health care service use, and 

measures of health status for participants in the study with CES-D scores indicative of 

depressive symptoms. 

Table 2. Sample Characteristics: Study Variables 

Women (n = 64) Men (n = 20) 

Health Status N (%) N (%) 

Very Poor 3 5 2 10 
Poor 18 28 

,.., 15 ., 
Fair 29 45 9 45 
Good 13 20 6 30 
Very Good 1 2 

Depression 

Depressed (CES-D > 15) 17 27 6 32 
Non-Depressed 46 73 13 68 

(CES-D::: 15) 

Sub-scales of the Survey of Health Status and Health Needs include measures of 

service need based upon need for attention as perceived by respondent. Health need is 

rated as immediate, urgent, moderate, or low. Mean scores for female participants in the 

study with depression (n = 17) were 1. 70 for immediate need for attention; 3 .23 for 

urgent need for attention; 3.23 for moderate need for attention; and 2.88 for low need for 

attention. Mean scores for depressed men on the need-for-service sub-scale were 1.66 for 
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Table 3. t-test Analysis of Significance: Depressed Men and Women 

Variable Number Mean Standard Pooled Estimate 

of Cases Deviation t-value 1 2-tail Prob 

Health Status 
Male 6 2.50 1.05 2.15 .83 

Female 17 2.41 .80 

Health Service Needs: 

Immediate Attention 
Male 6 1.67 2.58 -.04 .97 
Female 17 1.71 1.90 

Urgent Attention 
Male 6 2.33 1.63 -1.53 .14 
Female 17 3.24 1.09 

Moderate Attention 
Male 6 2.50 1.97 -.98 .40 
Female 17 3.24 1.44 

Low Attention 
Male 6 2.67 1.75 -.21 .83 
Female 17 2.88 2.23 

Service Utilization: 

Services (Sum) 
Male 6 2.33 2.07 .91 .37 
Female 17 1.76 .97 

Providers (Sum) 
Male 6 2.83 2.64 -1.24 .23 
Female 17 4.24 2.31 

Facilities 
Male 6 2.17 1.83 -1.08 .29 
Female 17 2.88 1.22 
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immediate need for attention; 2.33 for urgent need for attention; 2.50 for moderate need 

for attention; and 2.66 for low need for attention. 

Sub-scales of the Survey of Health Status and Health Needs also include measures 

of service utilization. Use of health care resources is divided into categories based on 

general service use and use of services offered by various health care providers and types 

of facilities. The sum of scores for participants on questions related to each category 

provides a picture of patterns of health-related service use and health care resource 

consumption. For depressed female participants in the study, the mean score on the sum 

of measures of service utilization was 1.76. The mean score for provider utilization for 

depressed women was 4.23 and for facilities used it was 2.88. Mean scores for depressed 

men in the study on the same measures were 2.33 on the sum of services used, 2.83 for 

provider use, and 2.16 for facilities used. Finally, mean scores for depressed women and 

men in the study on subjective measures of health status were 2.41 and 2.50, respectively. 

A two-tailed t-test was performed to compare mean scores for the two groups of 

depressed subjects (men and women) on sub-scales measuring health-related needs and 

service use, and measures of health status. The level of significance for this analysis was 

set at p ,:S .05. The standard deviations for the two groups were not significantly different 

and thus the pooled-variance estimate was used (Munro & Page, 1993). Mean scores for 

the two groups were not significantly different on measures of immediate need for 

attention to health needs (t = -.04, p = .97), urgent need for attention to health needs (t = -

1.53, p = .14), moderate need for attention to health needs (t = -.98, p = .34) or low need 
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for attention to health needs (t = -.21, p = .83). In addition, mean scores for the two 

groups were not significantly different on measures of health status (t = .22, p = .83), sum 

of services used (t = .91, p = .37) or sums associated with provider utilization (t = -1.24, 

p = .23) and facility use (t = -1.08, p = .29). 

Mean scores for the CES-D and relevant sub-scales of the Survey of Health Status 

and Health Needs were also analyzed to determine if significant differences exist between 

groups of non-depressed men and women on measures of key study variables. Table 4 

lists relevant scores for non-depressed participants on the Survey of Health Status and 

Health Needs sub-scales. Mean scores for non-depressed women in the study 

(N = 46) were 2.53 for immediate need for attention; 3.33 for urgent need for attention; 

2.49 for moderate need for attention; and 2.62 for low need for attention. 

Mean scores for non-depressed men on the need-for-services sub-scales were 2.54 

for immediate need for attention; 2.85 for urgent need for attention; 3.08 for moderate 

need for attention; and 2.62 for low need for attention. 

The mean score for non-depressed women in the study on the sum measurement 

of service utilization was 2.51. The mean score for provider utilization for non-depressed 

women was 4.44 and for facilities used it was 2.46. Mean scores for non-depressed men 

in the study on the same measures were 2.23 on the sum of services used, 3.69 for 

provider use, and 2.69 for facilities used. Additionally, mean scores for non-depressed 

women and men in the study on subjective measures of health status were 3.02 and 3.15, 

respectively. A two-tailed t-test was performed to compare mean scores for the 
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Table 4. t-test Analysis of Significance: Non-Depressed Men and Women 

Variable Number Mean Standard Pooled Estimate 
of Cases Deviation t-value 2-tail Prob 

Health Status 
Male 13 3.15 .90 .501 .62 
Female 46 3.02 .83 

Health Service Needs: 

Immediate Attention 
Male 13 2.54 2.37 .01 2 .99 
Female 45 2.53 2.04 

Urgent Attention 
Male 13 2.85 1.41 -1 .332 .19 
Female 45 3.33 1.09 

Moderate Attention 
Male 13 3.08 1.55 1.282 .21 
Female 45 2.49 1.44 

Low Attention 
Male 13 2.62 2.10 -.012 .99 
Female 45 2.62 2.25 

Service Utilization: 

Services (Sum) 
Male 13 2.23 1.88 -.422 .68 
Female 45 2.51 2.17 

Providers (Sum) 
Male 13 3.69 2.63 -.722 .48 
Female 45 4.44 3.49 

Facilities 
Male 13 2.69 .85 .68 1 .50 
Female 46 2.46 1.17 

I df= 56 
2 df= 57 
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two groups of non-depressed subjects (men and women) on sub-scales measuring health

related needs and service use, and measures of health status. The level of significance for 

this analysis was also set at p :S .05. 

Mean scores for the two groups were not significantly different on measures of 

immediate need for attention to health needs (t = .01, p = .99), urgent need for attention to 

health needs (t = -1.33, p = .19), moderate need for attention to health needs (t = 1.28, p 

= .21) or low need for attention to health needs (t = -.01, p = .99). In addition, mean 

scores for the two groups of non-depressed study participants were not significantly 

different on measures of health status (t = .50, p = .62), sum of services used 

(t = -.42, p = .68) or sums associated with the use of health care providers (t = -.72, p = 

.48) and facility use (t = .68, p = .50). 

Research Question Two 

The second research question examined relationships among depression, gender, 

and perceived health status, health-related needs, and health service use between older 

adult men and women. Correlational analysis between study variables indicates 

significant relationships exist. Table 5 contains the results of correlational analysis. 
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Table 5. Correlational Analysis: Gender, Depression and Measures of Study Variables 

Gender Total Depression Score 

Health Status -.05 

Health Need (Immediate) -.03 

Health Need (Urgent) .23* 

Health Need (Moderate) -.06 

Service Use (Sum) -.01 

Provider Use (Sum) -.10 

Facility Use (Sum) .06 

* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 

-.37** 

-.20 

-.11 

.06 

-.13 

-.13 

.03 

Gender was found to be positively related to the need for urgent attention to 

health-related needs among participants in the study (r = .23, p = <.05) with female 

participants reporting a greater need for urgent attention to health needs. In addition, total 

depression score on the CES-D was found to be negatively related to subjective 

ratings of health status in those studied (r = -.34, p = < .01). Participants in the present 

study experienced lower perceptions of personal health status as levels of depression 

increased. There were no additional significant relationships between study variables 

noted. 
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Additional Findings 

When depressed and non-depressed older adults in the study were not grouped by 

gender and t-tests were conducted to identify differences between groups, significant 

differences among the two groups were noted on measures of health status (t = 3.06, 

p = .003). Perceptions of health status among participants in the study who were 

depressed differed significantly from those of non-depressed study participants. Table 6 

lists scores for depressed and non-depressed study participants on the Survey of Health 

Status and Health Needs sub-scales. In addition, when scores for study participants were 

analyzed by gender only ( e.g., subjects were not grouped by depression scores), a 

significant difference was noted on measures of the need for urgent health care attention 

(t = -2.11, p = .038). Men and women in the present study differed significantly in their 

perceived need for urgent care, with women in the study indicating a greater need for 

urgent attention. 

A strong negative relationship that did not attain significance was noted between 

total depression scores (CES-D) and mean scores for participants on the need for 

immediate health care attention (r = -.20). Thus for men and women in the present study, 

increased levels of depression led to a decrease in the need for immediate health care 

attention. Table 7 lists scores for male and female study participants on the Survey of 

Health Status and Health Needs sub-scales. 



Table 6. t-test Analysis of Significance: Depressed and Non-Depressed Older Adults 

Variable Number Mean Standard Pooled Estimate 
of Cases Deviation t-value 2-tail Pro~ 

Health Status 
Depressed 23 2.43 .84 3.062 .003* 

Non-Depressed 60 3.07 .84 

Health Service Needs: 

Immediate Attention 
Depressed 23 1.70 2.03 1.553 .12 
Non-Depressed 59 2.50 2.10 

Urgent Attention 
Depressed 23 3.00 1.28 .753 .46 
Non-Depressed 59 3.22 1.16 

Moderate Attention 
Depressed 23 3.04 1.58 -1.133 .26 
Non-Depressed 59 2.63 1.46 

Low Attention 
Depressed 23 2.83 2.08 -.443 .66 
Non-Depressed 59 2.60 2.19 

Service Utilization: 

Services (Sum) 
Depressed 23 1.91 1.31 1.133 .26 
Non-Depressed 59 2.44 2.08 

Providers (Sum) 
Depressed 23 3.87 2.42 .533 .40 
Non-Depressed 59 4.27 3.28 

Facilities 
Depressed 23 2.70 1.40 -.622 -.18 
Non-Depressed 60 2.52 1.10 

I p :'.:: .05 2 df= 81 3 df= 80 
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Table 7. t-test Analysis of Significance: Older Adult Men and Women 

Variable Number Mean Standard Pooled Estimate 

of Cases Deviation t-value 2-tail Prob 

Health Status 
Male 20 2.95 .94 .41 2 .69 

Female 64 2.86 .85 

Health Service Needs: 

Immediate Attention 
Male 20 2.40 2.41 .243 .81 

Female 63 2.27 2.03 

Urgent Attention 
Male 20 2.65 1.42 -2.11 3 .038* 

Female 63 3.29 1.08 

Moderate Attention 
Male 20 2.90 1.62 .573 .57 
Female 63 2.68 1.46 

Low Attention 
Male 20 2.50 1.99 -.273 .79 
Female 63 2.65 2.24 

Service Utilization: 

Services (Sum) 
Male 20 2.35 1.87 .103 .92 
Female 63 2.30 1.92 

Providers (Sum) 
Male 20 3.70 2.81 -.903 .37 
Female 63 4.41 3.18 

Facilities 
Male 20 2.40 1.31 -.522 .60 
Female 64 2.56 1.18 

I p .'.:: .05 2 df = 82 3 df = 81 
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Summary 

In summary, a significant difference was noted between depressed older adults in 

the study and non-depressed older adults on measures of perceived health status. When 

grouped by gender, however, no significant differences were noted between men and 

women on measures of health status, need for health-related services, or health care 

service utilization. Gender was found to be positively related to the need for urgent 

attention to health-related needs among participants in the study, with female participants 

reporting a greater need for urgent attention to health needs. In addition, a negative 

relationship was found between total depression scores on the CES-D and subjective 

ratings of health status among study participants, with study participants experiencing 

lower perceptions of personal health status as levels of depression increased. Finally, the 

relationship between gender and urgent need for attention to health problems was 

supported by findings of a significant difference between mean scores for men and 

women in the study on measures of urgent care need. Female participants in the study, 

then, reported a greater need for urgent care services than their male counterparts. 
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A descriptive comparative design was used to explore relationships among health 

status, health-related needs, and utilization of health-related services in depressed and 

non-depressed older adult men and women. The conceptual framework for the study was 

based on the theoretical framework developed by Aday and Anderson (1975) which 

conceptualizes health service utilization behavior to be the result of interactions between 

predisposing, enabling, and need-related factors. Gender status is presumed to be a 

predisposing factor affecting health service use and need in older individuals. 

Availability and accessibility of various health services, health service providers and 

facilities is theorized to also impact health care service utilization, as are perceived and 

actual need for health care. Finally, for purposes of the present study, depression was 

considered to be influential in patterns of health care service use in the study population. 

Gender and Health Service Utilization 

The first research question sought to describe gender-based differences on 

patterns of health service use among participants in the study. Past research findings 

have noted differences between older adult men and women in patterns of health care 

service utilization, with women scoring higher on measures of service use (Bridges

Webb et al., 1991; Sayer & Britt, 1996; Hauenstein, 1996). Findings from the present 

study failed to find statistically significant differences between men and women on 

measures of study variables associated with health care service utilization. The absence 



56 

of significant differences in patterns of health-related service use between men and 

women in the present study supports previous research which has failed to note gender

based differences in patterns of health care service use (Murphy & Hepworth, 1996). 

Other authors, however, have noted significant differences between older men and 

women on measures of health service utilization (Sayer & Britt, 1996; Hauenstein, 1996). 

The present findings thus add to documented disagreement on whether significant 

differences in health service utilization between men and women exist, and further bring 

into question the predictive value of gender as an indicator of health service use among 

older adults. 

Depression and Gender 

The first research question also addressed differences between older men and 

women in the study on measures of depression. Previous researchers have found 

prevalence rates for depression in older women to be as much as twice that of same age 

men (Myers et al., 1984). Findings from the present analysis failed to find significant 

differences between older male and older female participants on measures of depression. 

This finding supports previous research findings that have failed to show significant 

differences between older men and women on measures of depression (Mosher-Ashley, 

1994; Milacek, 1995). 

While mean scores for men and women in the present study were not significantly 

different on measures of depression, mean scores for male study participants on measures 

of depression (CES-D) were found to be higher (M = 15.21) than mean scores for female 
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participants (M = 11.98). This finding is important in that it differs from literature which 

generally suggests women experience greater levels of depression than do same-aged men 

(Kaplan, Sadock, & Grebb, 1994) and literature describing female gender as a major risk 

factor associated with the development of depression (USDHHS, 1993). 

One possible explanation for this finding is that older adult women may be more 

receptive to interventions by others as a result of an increased tendency to communicate 

complaints and feelings and to accept care giving (Bridges-Webb et al., 1991; Crose, 

Nicholas, Gobble, & Frank, 1992). The tendency of older women to connect with others 

may thus promote personal expression and acceptance of help and lead to the alleviation 

of depressive symptoms to some extent. Older men, however, are less likely to develop 

the type of intimate and supportive relationships that would provide necessary contacts 

and connections with others and may therefore endure precipitants of depression such as 

stress, grief, pain, and illness while avoiding care (Crose et al., 1992). 

Depression and Health Service Utilization 

Finally, the first research question also addressed differences between depressed 

and non-depressed older men and women on measures of health status, health-related 

needs, and patterns of health service utilization. Depression in older adults has been 

associated with increased use of health care services and decreased health status in older 

adults (Callahan et al., 1994; Badger, 1998; Koenig & Kuchibhatla, 1998), though 

depression's role as a predictive factor associated with health service use in older adults 

has been less well described. Findings from past research have demonstrated that older 



adults with depression spend twice as many days in the hospital and utilize outpatient 

providers an average of 70% more frequently than do non-depressed peers (Koenig & 

Kuchibhatla, 1998). 
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Findings from secondary data analysis failed to find significant differences on 

measures of health status, need for health care services and health service utilization 

among groups of depressed and non-depressed older adults in the study when participants 

were grouped by gender. However, older adults with depression reported significantly 

lower perceptions of health status than did non-depressed peers when possible gender

based differences were not accounted for. This finding supports previous research 

findings that older adults with depression report poorer perceptions of personal health 

status than do non-depressed older adults (Badger, 1998). 

Additional Findings and Limitations 

The second research question examined relationships between depression, gender, 

and perceived health status, health-related needs, and health service utilization among 

older adult men and women. While results of secondary data analysis failed to find 

significant relationships between most study variables, a significant positive relationship 

between female gender and perceived need for urgent attention to health-related needs 

was found. In addition, a significant difference was found between mean scores for men 

and women in the study on measures of perceived urgent care need. 

Based upon this set of findings, female participants in the present study perceived 

a greater need for urgent care than did male study participants. These findings may 
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suggest, as past research has, that older adult women are more sensitive to symptoms and 

are better able to express the experience of symptoms while being more likely to report 

and seek treatment for illnesses (Sayer & Britt, 1996). Indeed, women in the present 

study may have been more aware of the urgency associated with illness and the need for 

prompt treatment, but failed to seek care for other reasons while male participants may 

have simply minimized health-related needs. 

Results of correlational analysis also found a significant negative relationship 

between depression scores (CES-D) and subjective ratings of health status. For 

participants in this study, then, perceptions of health status declined as levels of 

depression rose. This finding is supportive of previous research that has shown 

depression to adversely affect perceptions of health status and well-being in older men 

and women (Waxman, Carner, & Blum, 1983; Badger, 1998). 

Finally, a strong negative relationship that failed to reach significance was found 

between levels of depression and mean scores for participants on measures of perceived 

need for immediate health care attention. The negative correlation between depression 

scores and need for immediate attention to health-related needs is important and provides 

some evidence that older adults experiencing greater levels of depression express less

immediate concern for treatment. Indeed, symptoms of depression frequently go 

unmentioned by the individual (Mezey, Rauckhorst, & Stokes, 1993 ), with only one-third 

of older adult men and women with depression receiving accurate diagnoses (Davis & 

Mathew, 1998). 



60 

This finding may also be relevant to literature on depressive symptomatology that 

shows increased lethargy, hopelessness, isolation and withdrawal from personal contacts 

as a result of depression (Kaplan, Sadock, & Greb, 1994 ). In addition, literature suggests 

that older adults with depression seek treatment for mental health needs primarily from 

primary care providers (Harper, 1995). This fact suggests that older adults may perceive 

depressive symptoms as less serious and thus not indicative of immediate need for 

attention and supports claims by previous authors that education about mental health 

disorders and alternative mental health care sources are needed (Badger, 1994). 

Results of this secondary data analysis are limited in scope due to decreased 

generalizability related to relatively small sample sizes (n = 64 females and n = 20 

males). Larger sample sizes would increase the power needed to attain significance in 

differences between groups and in correlations between study variables. In addition, 

results may not be reflective of older adults belonging to various other sociocultural or 

economic groups. 

Recommendations for Further Research 

Several recommendations for further research can be made. First, the study 

should be repeated in other groups of older adults of varying sociocultural and economic 

status, and in older adults from varying geopolitical groups. Further study of this nature 

would increase the generalizability of study findings and eliminate bias related to 

demographic variables. In addition, the study of other groups of older adults would 

provide researchers with a broader view of the phenomena of health service utilization 



and the impact factors such as depression, gender, and perceptions of health status and 

need for care have upon patterns of service use in older adults. 
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The present study should also be replicated on a larger scale, utilizing greater 

numbers of participants. Increasing the scale of the study would lend more power to the 

resultant statistical analysis and provide for more accurate reliability estimates. In 

addition, a more equal distribution of men and women should be sought. A more equal 

distribution of subjects by gender may increase variability in scores on instruments used 

in the study and result in stronger correlations among study variables. 

Finally, additional research is needed in light of findings from the present study 

and the relative disagreement that exists in the literature as to the predictive value of 

gender, depression, perceived health status and perceived need for health care in relation 

to service utilization in older men and women. Further research should be done to 

provide additional information regarding possible relationships among these variables 

and to help guide the development of nursing interventions targeting groups of older 

adults. 

Implications for Nursing 

Past research examining patterns of health care service utilization in older adult 

men and women has shown various factors to be contributory to rates and patterns of 

health service use in this population. Factors such as age and gender are believed to 

predispose older adults to service use (Walsh & Bernard, 1998). Older women are 

believed to be at greater risk for the development of physical illness and depression 



(Sayer & Britt, 1996), with older adults in general tending to seek services which are 

illness-related and medical in nature (Ruffing-Rahal, 1991). 
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Though older women are at greater risk for physical and psychological morbidity, 

past research has shown that older men utilize a greater number of acute hospital-based 

medical services (Wolinsky et al., 1994). While results of the present study failed to find 

significant differences between older male and female participants on measures of health 

service utilization, the finding that female participants perceived a significantly greater 

need for urgent attention to health-related concerns is important to professional nursing 

practice. Professional community and mental health nurses and nurse practitioners must 

recognize the existence of possible differences in patterns associated with service use in 

older male and female clients. Knowledge of how and why older men and women seek 

health care is necessary for nurses to offer appropriate options for health promotion and 

illness prevention. Providing better care for clients will become more necessary as health 

care resources become scarce in the face of a growing older adult population. 

The availability and accessibility of various services, facilities, and professional 

providers is believed to affect health care service utilization by enabling or disabling 

individuals to access necessary treatment for health-related needs (Anderson & Newman, 

1973; Branch et al., 1981; Cronan et al., 1995). Barriers to treatment in older adults often 

include the lack of acceptable sources of care and may result in the inappropriate 

utilization of more costly emergent and hospital-based services (Waxman, Carner, & 

Blum, 1983; Badger, 1994). 
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While significant differences were not found between groups of depressed and 

non-depressed older men and women on measures of health service utilization in this 

study, nurses must recognize the need for acceptable, available, and accessible sources of 

health care for older adult men and women. Nurses must advocate for the development 

of appropriate community-based programs aimed at providing sources of care for older 

adults that will meet the unique needs of this population. In addition, care planning 

activities conducted by nurses must take into account the need for prevention education 

and wellness-related activities while also understanding perceptions of older adults 

relative to barriers frequently associated with health care. The old saying "build it, and 

they will come" may not be relevant when considering how best to provide care for 

groups of older adult men and women. 

Factors associated with a need for services such as perceived health status and 

need for attention to health concerns are believed to be predictive of health service use in 

older adult men and women (Chen & Cornelius, 1987). Perceptions of poor health and 

the need for health care based upon the presence of actual or perceived symptoms are 

likely to contribute to patterns of health service utilization in older adults by leading 

individuals to seek and use available sources of care. While the present study failed to 

find significant relationships between perceived need for care, personal health status, and 

service use in study participants, professional nurses must seek to understand the 

predictive value and possible relationships between these factors. Indeed, the impact of 

self-evaluation on health care consumption in older clients may be significant. 
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With this in mind, nurses providing care to older adults in the community must 

recognize the need for appropriate assessment and referral of older patients. The actions 

of professional nurses must include education of geriatric patients regarding physical and 

other changes commonly associated with aging. In addition, outcome assessments are 

needed to identify successful methods of care based on changes in subjective assessments 

of health status and health needs in older individuals. 

Finally, the impact of depression on perceptions of health status and need for 

health-related services must be understood by nurses providing care to groups of older 

adult men and women. Past research has shown depression to significantly impact the 

perceived need for health care, perceptions of health status, and patterns of service 

utilization among groups of older adults (Waxman, Carner & Blum, 1983; Callahan 

et al., 1994; Badger, 1998; Koenig & Kuchibhatla, 1998). In addition, past research has 

shown depression to be significantly more prevalent in older women than men (Regier, 

Boyd, & Burke, 1988). 

The fact that significant relationships between levels of depression, patterns of 

health service use, and perceived need for health care services were not found in the 

present study is significant to nursing. In addition, the absence of significant differences 

between men and women in the present study on measures of depression is important. 

The relative influence of depression on health-related decisions in older adults must be 

recognized and reasons for variations in study outcomes understood. Additionally, 

factors associated with the development of depression in older adults must be reviewed to 
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aid professional nurses in developing parameters for predicting depression in older adult 

populations. Groups of older adults appear to lack the homogeneity necessary for easy 

generalizability of study findings, indicating that further nursing research by way of more 

comprehensive needs assessments and systematic data collection are required (Reece, 

1998). 

Findings from the present study also provide evidence that the presence of 

depression adversely affects perceptions of individual health status in older adults and 

suggests the need for more thorough psychiatric assessments of community dwelling 

elders. Treatment efforts aimed at early detection and resolution of depressive symptoms 

in older adults will result in improved perceptions of health status among members of this 

population and may ultimately lead to more appropriate utilization of health care 

resources. 

Summary 

In sum, findings from secondary data analysis support the need for further study 

of predictive factors associated with health service use in older adults. Professional 

nurses and nurse practitioners will play an increasingly important role in future planning 

and provision of care to older adult men and women (Reece, 1998). With this in mind, 

care must be taken to recognize the unique health needs of older adults and to develop 

creative treatment strategies and professional nursing practices based upon scholarly 

research and resultant nursing knowledge. 
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HUMAN SUBJECTS APPROVAL 



Hurn::rn Subjects Commiuce 

24 February 1997 

Terry A. Badger, Ph.D. 
Mary Jo Gagan, Ph.D. 
College of Nursing 
PO BOX 210203 

THE UNIVERSITY OF 

ARIZONA® 
HEALTI-i SCIENCES CENTER 

RE: TUCSON HOUSE HEALTH NEEDS ASSESSMENT PROJECT 

Dear Drs. Badger and Gagan: 
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1622 E. Mabel St. 
P.O. Box H5137 
Tucson. Arizona 8572-+ -5137 
(520) 626-6721 

We have received documents concerning your above referenced 
project. Regulations published by the U.S. Department of Health and 
Human Services (45 CFR Part 46 .101 (b) (2)] exempt this type of 
research from review by our Committee. 

Please be advised that clearance from official authorities for site 
where proposed research is to be conducted must be obtained prior 
to performance of this study. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely, 

k}~~~+-
William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD: j s 
cc: Department/College Review Committee 



College of Nursing 

September 30, 1998 

Mr. James Milacek 
College of Nursing 
University of Arizona 
1305 N. Martin 
Tucson, AZ 85721 

Dear Mr. Milacek: 

THE UNIVERSITY OF 

ARIZONA® 
HEALTI-1 SCIENCES CENTER 

68 

1305 N. Martin 
P.O. Box 210203 
Tucson, AZ 85721-0203 
(520) 626-6154 

Your request to complete a secondary analysis of data originally collected by Terry Badger has been approved by the Office of Nursing Research. It is understood that this data will be used for your Master's thesis . 

We wish you success with your research. 

Sincerely, 

~0 "LA [y ·· 
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Terry A.ldger, PhD, R · 
Associate Professor 
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Tucson House Health Needs Assessment Project 
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University of Arizona 
Dr. Terry Badger 
College ofNursing 
Tucson, AZ 85721 
520-626-6058 

SURVEY OF HEALTH STATUS AND HEALTH NEEDS 

OF 

TUCSON HOUSE COMMUNITY 

ID# 
Interviewer Name 

Date 

Language of Interview 
English 
Spanish 

Both 

Survey used with permission of Dr. Verran 
University of Arizona College of Nursing (CMLNP Grant) 
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PART 1: Household Information ID# ____ _ 

Instructions: Please fill in the blanks for these columns. 

OTHERS IN HOUSEHOLD 

Person 1 2 3 4 

Answering 

M F M F M F M F M F 

Relationship to person 
answering (i.e., wife, 
husband, aunt, child, 
etc.) 

Age (years) 

Number of years of 
school 

Level of education 
completed 

Able to read local 
newspaper 

Ethnic background 

Work status 

Principal occupation 

Actual occupation 

Marital status 

Health status 

Language( s) spoken at 
home 

Language(s) you read 
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PART 1: Household Information (Continued) ID# ____ _ 

OTHERS IN HOUSEHOLD 

Person 5 6 7 8 
Answering 

M F M F M F M F M F 

Age (years) 

Number of years of 
school 

Level of education 
completed 

Able to read local 
newspaper 

Ethnic background 

Work status 

Principal occupation 

Actual occupation 

Marital status 

Health status 

Language( s) spoken at 
home 

Language( s) you read 
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ID# _____ _ 

Instructions: For the next 4 questions, please check the best answer or fill in the blank. 

I. Financially your household: 
___ Does not have enough money to pay bills 
___ Barely making ends meet 
___ Has enough money to pay bills, with a little extra 
___ Has enough money to do whatever we want 

2. For the people mentioned before, circle yes or no for health insurance coverage 
and write the type of insurance. 

Person 1 2 3 4 

Answering 
y N y N y N y N y N 

Type? 

Don't know 

5 6 7 

y N y N y 

Type? 

Don't know 

3. Do you feel you are part of a town/community? 
___ Yes 

No 

N 

4. Please name the community of which you feel a part. 

y 

5. Are you currently involved in any community activities? 
____ Yes 

No 

6. What kind? 

8 9 

N y N 
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ID# _____ _ 

Part 2.: Household Health Service Availability 

Instructions: The next 5 questions are about health service availability and reasons to use 
those services. You may check more than one answer for the questions. 

1. In your opinion, the following health care facilities are easily available for your 
household's use if needed: 

___ Private clinic 
___ Hospital 
___ School Clinic 
__ Pima County Health 

__ Urgent Care 
__ Hospital Outpatient 

Counseling Agency 
__ Church 

__ Other, please specify: ------------------

2. In your opinion, the following health care services are easily available for your 
household's use if needed. 

___ Accupressure 
___ Acupuncture 
__ Biofeedback 
___ Diet program 
___ Exercise program 
___ Marriage/Family counseling 
___ Addiction counseling 

___ Therapeutic massage 
__ Health foods 
___ Ambulance 
___ AirEvac 
__ Pharmacy 
___ Crisis counseling 
__ Other _______ _ 

3. In your opinion, the following health care practitioners are easily available for 
your household's use if needed. 

__ Audiologist (hearing specialist) 
___ Dentist 
___ Family physician 
___ Homeopathic physician 
___ Lay midwife 
___ Herbalist 
___ Nurse 
___ Nurse practitioner 
___ Paramedic 

__ Occu. Therapist 
__ Optometrist (eyes) 
___ Pediatrician 
___ Pharmacist 
__ Podiatrist (feet) 
___ Chiropractor 
___ Psychologist/counselor 
___ Social worker/(case manager) 
___ Spiritual healer 

__ Other, please specify __________________ _ 
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ID# _____ _ 

4. In what community do you and your household members receive the majority of 
the health care? 

Person Answering 1 2 3 4 

Community 

Person Answering 5 6 7 8 

Community 

5. In your opinion, the conditions that would need prompt health care service for 
yourself or others in your household are: 

___ Severe bleeding 
___ Bum 
___ Chest pain 
__ Difficulty breathing 
__ Blood sputum ( coughing up blood) 
___ Ear pain 
___ Back pain 
___ Diarrhea 
__ Flu 
__ Cold 
__ Childbirth 
___ Broken bone 
___ Pregnancy 
___ Prolonged vomiting 
___ Stomach pain 
___ Severe dizziness 
___ Severe headache/migraine 
___ Fever 

___ Suicide threat 
___ Family violence or abuse 
___ Alcohol or drug overdose 
___ Discharge from vagina or penis 

___ Other, please specify: ------------------
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ID# _____ _ 

Instructions: For questions 6 and 7, please check the best answer. 

6. In your opinion, getting transportation to obtain health care for yourself or others 
in your household is: 

___ Very easy 
__ Easy 
__ No problem 
___ Somewhat difficult 
__ Very difficult 

7. In your opinion, professional health care is sought only when family and friends 
can't provide the health needed: 

___ Yes 
__ No 
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ID# ______ _ 

Part 3: Household Health Service Needs 

*SECTION A Instructions: Please tell us whether or not anyone in your household needed or 

used any of the health services listed below, in the last year. For each health service listed, 

check the column that best describes your situation. If you needed, but did not use a service, 

write the reason. 

1 . Emergency 
medical care 

2. Overnight 
hospital stay 

3. Service at 
home, visiting 
nurse, doctor, 
health aide, 
nurse pract.) 

4. Counseling 

5. Routine 
illness care 

6. Treatment of 
drug or drinking 
problem 

7. Family 
planning 
services or birth 
control 

8. Service of a 
pharmacy or 
drug store 

9. Care in a 
nursing home 

10. Service of a 
pediatrician 
(children's 
doctor) 

11. Care for 
pregnant family 
member 

12. Addiction 
screening 

13. Childhood 
development 

14. Routine 

health care 

Did not 
need service 

Needed 
service/ 
used it 

Needed 
service/ 
did not use it 

Reason for not using 
service 
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ID# _____ _ 

SECTION B. Instructions: Please circle yes, not applicable, no or unsure if anyone in 

your household (including yourself) had the following screening tests in the last year. 
OTHERS IN HOUSEHOLD 

Person 1 2 3 
Answering 

1. Mammogram y N y N y N y N y 

NA u NA u NA u NA u NA 

2. Colorectal exam y N y N y N y N y 

NA u NA u NA u NA u NA 

3. Pap smear y N y N y N y N y 

NA u NA u NA u NA u NA 

4. Blood pressure check y N y N y N y N y 

NA u NA u NA u NA u NA 

5. Routine physical y N y N y N y N y 

exam (blood test) NA u NA u NA u NA u NA 

6. Cholesterol y N y N y N y N y 

NA u NA u NA u NA u NA 

7. Eye exam y N y N y N y N y 

NA u NA u NA u NA u NA 

8. Urine check y N y N y N y N y 

NA u NA u NA u NA u NA 

9. Dental checkup y N y N y N y N y 

NA u NA u NA u NA u NA 

10. Vaccination/ y N y N y N y N y 

immunization NA u NA u NA u NA u NA 

11. Hearing exam y N y N y N y N y 

NA u NA u NA u NA u NA 

12. Testicular exam y N y N y N y N y 

NA u NA u NA u NA u NA 

13. Other (specify) y N y N y N y N y 

NA u NA u NA u NA u NA 

14. Other (specify) y N y N y N y N y 

NA u NA u NA u NA u NA 

4 

N 
u 
N 
u 

N 
u 

N 
u 

N 
u 

N 
u 

N 
u 

N 
u 
N 
u 

N 
u 
N 
u 

N 
u 

N 
u 
N 
u 
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Person 1 2 3 4 

Answering 

14. Other (specify) y N y N y N y N y N 

NA u NA u NA u NA u NA u 

ID# _____ _ 

SECTION B. CONTINUATION 
OTHERS IN HOUSEHOLD 

Person 5 6 7 8 
Answering 

1. Mammogram y N y N y N y N y N 

NA u NA u NA u NA u NA u 

2. Colorectal exam y N y N y N y N y N 

NA u NA u NA u NA u NA u 

3. Pap smear y N y N y N y N y N 

NA u NA u NA u NA u NA u 

4. Blood pressure check y N y N y N y N y N 

NA u NA u NA u NA u NA u 

5. Routine physical y N y N y N y N y N 

exam (blood test) NA u NA u NA u NA u NA u 

6. Cholesterol y N y N y N y N y N 

NA u NA u NA u NA u NA u 
7. Eye exam y N y N y N y N y N 

NA u NA u NA u NA u NA u 
8. Urine check y N y N y N y N y N 

NA u NA u NA u NA u NA u 
9. Dental checkup y N y N y N y N y N 

NA u NA u NA u NA u NA u 
10. Vaccination/ y N y N y N y N y N 
immunization NA u NA u NA u NA u NA u 
11. Hearing exam y N y N y N y N y N 

NA u NA u NA u NA u NA u 

12. Testicular exam y N y N y N y N y N 

NA u NA u NA u NA u NA u 
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Person 5 6 7 8 
Answering 

13. Other (specify) y N y N y N y N y N 

NA u NA u NA u NA u NA u 

14. Other (specify) y N y N y N y N y N 
NA u NA u NA u NA u NA u 



81 

ID# ____ _ 

Part 4: Household Health Care Acceptance 

Instructions: The next 10 questions are about our last visit with a health care provider. 
The visit could have been for anyone from your household (including yourself). Please 
tell us how you felt ("Very Happy" to "Very Unhappy") about the visit by choosing the 
best number and writing it in the column to the right. 

Very 
Happy 

1 

Somewhat 
Happy 

2 

Not Sure/ 
Don't know 

3 

1. The amount of time it took to get an appointment 

2. The amount of time it took to get there 

Somewhat 
Unhappy 

4 

3. The amount of time you had to wait to see the health care provider 

4. The amount of time the health care provider spent with you 

5. The amount of time the health care provider listened to you 

6. The explanation given to you about your health concerns 

7. The cost not paid by your insurance 

8. The respect shown to you during the visit 

9. The quality of the care provided 

10. The amount of time the health provider listened to your 
complaints and fears 

11. The visit to the health care provider, over all 

Very 
Unhappy 

5 



82 

ID# _____ _ 

Instructions: The next ten questions refer to how you feel about general health care 
services received by members of your household. Please write in the number that best 
reflects your feelings. 

Very 
Happy 

1 

12. Cost 

13. Quality 

Somewhat 
Happy 

2 

14. Availability 

15. Convenience 

16. Helpfulness 

1 7. Friendliness 

18. Individual attention 

19. Patience/Not feeling rushed 

Not Sure/ 
Don't know 

3 

20. Genuine interest shown for you 

21. Cultural sensitivity 

Somewhat 
Unhappy 

4 

Very 
Unhappy 

5 
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ID# ____ _ 

Part 6: Other Information 

1. What, if anything, would you change about the health care you are receiving now? 

2. Is there anything else you care to tell us about the health care of household 
members of the services needed or available to you. 

3. In your opinion, is professional health care sought only when family and friends 
can't resolve or care for your health needs? 

Yes 
No 

4. How healthy would you say you are right now? 

A. Extremely 
B. Very 
C. Moderately 
D. Somewhat 
E. Not at all 

5. What do you mean by (eg. Extremely) health? 

6. How healthy are the members of your household right now? 
a. Extremely b. Very 
C. Moderately d. Somewhat e. Not at all 

11 

1 2 I 3 4 5 6 7 8 

I I 
7. Have you seen a health provider in the last year? 

Yes No 
CONTINUE WITH EVALUATION OF LA CLINICA DE LOS PUEBLOS 
bft 3/3/95 

9 jl 
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DEPRESSION SCALE 

Directions: Read the following statements to let me know how often you have felt this way 

during the past week. 

During the past week: 

1. I was bother by things 

that usually don't' bother 
me 

2. I did not feel like eating; 
my appetite was poor 

3. I felt that I could not 

shake off the blues even 
with help from my family 

or friends 

4. I felt that I was just as 

good as other people 

5. I had trouble keeping 

my mind on what I was 
doing 

6. I felt depressed 

7. I felt that everything I 
did was an effort 

8. I felt hopeful about the 

future 

9. I thought my life had 
been a failure 

10. I feel fearful 

11. My sleep was restless 

12. I was happy 

13. I talked less than usual 

14. I felt lonely 

15. People were unfriendly 

16. I enjoyed life 

17. I had crying spells 

18. I felt sad 

19. I felt that people dislike 

me 

20. I could not get "going" 

NONE A LITTLE 
(Less then 1 day) (1-2 days) 

MODERATELY 
(3-4 days) 

ALOT 
(5-7 days) 
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