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those of "well" elderly. Little is known about the
diversity of well-being among rural elderly, and even less
is known about service use by specific elderly subgroups
(Windley & Scheidt, 1983). Possible interrelationships
between physiological and psychosocial health status needs
further investigation (DeFriese et al., 1985).

Windley and Scheidt (1983) attempted further refinement
of a psychological variable with the use of "psychological
well being," measured by responses to three tools.of
psychological a§sessment. The combinations of scores on the
three items reportedly determined whether a respondent was
psychologically or somatiéally vulnerable/at risk or was
well. There were few significant differeﬁces between the
vulnerable group and the well group in frequency of service
use; but the well group participated in several activities
more often.

Later studies have included a variety of psychological
indicators. Bass and Noelker (1987) identified the variable
"diagnosed mental'impairment," as determined by a physician
or other professional. Wan’s (1987) research included a
tool designed to elicit responses regarding "psychological
symptoms." Branch and Stuart (1984) used an index of morale
(undefined in the report) aé a dichotomous independent

variable. Morale was significantly predictive for use of
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homemaker services in a 1976 sample of elderly. Br;nch et
al. (1988) incorporated a "depression" variable in their
study. Two indices of mental status, as measured by the
"mental status questionnaire score," a standardized
assessment of patient mental status, were identified.

Studies incorporating a psychological component as a
determinant of health services utilization by the elderly
are scarce in the research. Definitions and measurements of
such psychological variables are inconsistent. This was not
clearly identified by developers of the framework used in
the current study (Aday & Andersen, 1974; Andersen, 1973;
Andersen & Aday, 1978; Andersen & Newman, 1973). To include
a psychological variable, per se, provides an opportunity to
define the concept more clearly, and thus, to broaden the
model and its explanatory value.

Need variables are the focus of most of the later
studies regarding service use. There is a tremendously wide
variety of definitions for these need variables. Much could
be gained by creating reliability in measurement of these
variables, and in identifying their contribution to the
decisions made by select population groups in seeking health
and illness care. Need has been identified in several

populations, from child through adult.
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This literature review has provided an overview of
definitions and measures of need in a variety of samples,
with special attention to studies that focus on elderly
populations. Although fewer studies have been done on the
elderly population than on the general population, research
has found that need or illness variables account for more of
the variance in use of medical care than do social,
psychological, or structural factors (Keith, 1987). The
current study incorporates the need variables of perceived
health status, functional'limipations, identified illness,
and psychological vulnerability in the analysis of the elder
person’s use of ﬁhysicians.

Dependent Variable

"Utilization behavior is determined by a complex
relationship between a pathological condition and a vafiety
of social, demographic, psychologiéal, and environmental
factors," (Wan, 1987, p. 64). Based on this assumption,
systematic studies have been conducted in efforts to explain
the complicated relationships among various factors which
impact on the use of services, and between various
determinants and utilization of health-related services.
This study looks at the complex relationships between

contacts with physicians and several predisposing, enabling,
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and need variables, and between contacts with ancillary
health services and the selected variables.

Contacts with Physicians

Use of services provided by physicians has been a
widely examined service (Andersen, 1978; Andersen & Newman,
1973; Andersen & Aday, 1974;.Branch et al., 1981; Branch &
Stuart, 1984; Shapiro & Roos, 1982, 1984; Sharp et al.,
1983; Wan, 1982, 1987; Wolinsky et al., 1986). Predisposing
factors identified as predictor variables were'ége (Andersen
& Aday, 1978; Branch & Stuart, 1984; Shapiro & Roos, 1984;
Wolinsky et al., 1986) and sex, education, and marital
status (Shapiro & Roos, '1984).

Need factors have been shown to be predictiye in most
studies that have included the factors in their models.
Need factors previously included were self-perceived health
status, illness level (number of illness episodes, chronic
illness), functional disability/limitation, use of
assistance, dependency in activities, and emotional health.

Self-perceived health status, which usually implies
physical health, was identified as predictive of physician
contact by Andersen (1978) and Branch et al. (1981), and was
highly correlated with physician contact in studies by
Chappell (1985) and Shapiro and Roos (1982). Some form of

evaluated illness variable was also predictive in studies of
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physician contact (Andersen & Aday, 1978; Coulton & Frost,
1982). Functional disability or limitations, use of
assistance, and dependency in activities were predictive in
studies by Branch, Jette et al. (1981), Branch, Wetle et al.
(1988), Branch & Stuart (1984), and Wan (1982, 1987).

| Emotional health need (as measured by errors in a
mental status examination) and psychological distress (as
measured on a stress scale) were each predictive of
physician contact in studies by Coulton and Frost (1982) and
Wan (1987). Wan (1982) analyzed data gleaned from 1,987
low-income elderly persons, age 65 years and older, living
in urban areas. Enabling factors of health insurance
coverage, income, and usual source of care were predictive
of physician contact. Lack of involvement with social
jroups was reported by Wan (1987) as predictive of physician
contact for a sample of 694 noninstitutionalized Virginians.

In an early investigation using the proposed framework,

Andersen and Aday (1978) studied access to medical care. A
national sample of 7,787 noninstitutionalized adults and
children was used to identify determinants of health
services utilization, most specifically utilization of
physician services. Age and level of illness were
identified as the major determinants of use. Illness

variables were the prime determinants of the number of
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physician visits people sought, a finding which provided
some support to the assumption that equitable utilization of
physician éervices was primarily a function of the amount of
illness that people experienced and was "expected on the
basis of logic as well as previous evidence" (p. 545). A
number of enabling variables had direct effects on physician
visits, though'the effects were smaller than the direct

. effects of illness.

Branch et al. (1981) included six predisposing
variables, eight enabling factors,.énd six need variables in
a model to predict utilization of five separate health
services, including number of physician contacts.

Regression analysis was the method used to examine data from
1,625 noninstitutionalized respondents age 65 years and
older in Massachusetts in 1974. Results indicated that need
characteristics, in general, accounted for most of the
explained variance in the model. A greater number of
physician visits was identified for respondents who reported
the presence of a health problem, lower levels of perceived
health, and a restriction in physical activity. Using the
full model, the twenty variables explained only 27 percent
of the total variance for number of physician visits. Only
five of the variables (i.e., regular.source of care,

perceived health statﬁs, physical activity performance,
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ability to climb stairs, and health problem) were
statistically significant (Branch et al., 1981).

In a recent study of the use of ambulatory care
services by 1,182 elder persons in Baitimore County,
Maryland, Wan and Odell (1981) reported that need for
services, as evidenced by physical and psychological
functioning, was the most important predictor of use of
physician services. The order of importance for the five
predictors, ranked according to the increment thét each
variable contributed to the variation on the number of
physician contacts, was as follows: level of chronic
disability; number of episodic illnesses; usual soufce of
care; health insurance coverage; and annual family income.
Health status variables exefted more influence than did
access-to-care variables. There was a strong inverse
relationship between the level of health and physician use
among the elderly, irrespective of race, and the
differential access to care that existed in these low-income
urban areas. Only 9 percent of the total variance was
explained by the 18 variables included in the regression
analysis of physician visits. The statistically significant
variables were: perceived service needs; two subjective

measures of transportation barriers; and three health
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function measures (ADL, IADL, and psychological symptoms)
(Wan & Odell, 1981).

Wan and Odell (1981) reported that disproportionately
more persons used private physicians (47.9%) as their
regular source of cére. Persons who were more likely to use
private physicians were characterized as 80 years old or
older (50%), a white female (68.4%) having completed 13
years or more of education (69.5%) with an annual family
income of $15,000 or more (66.3%), sustaining no episodic
illness in the past year (49%) but suffering a minor chronic
disability (56.7%), and owning a voluntary insurance plan
(74%) in addition to Medicafe A and B coverages.

Coulton and Frost (1982) incorporated the Andersen and
Newman model (1973) of predisposing, enabling, and'need
variables to look at utilization of medical care services
(physician visits) and mental health, personal care, and
recreational services. Interviews were conducted with 1,834
residents of Cleveland, OH, age 65 years and older. A
follow-up interview of 1,519 of these respondents was done
one year later. Data were tested through a hierarchical
regression analysis. Level of impairment showed the
greatest predictive value for use of medical care.

Shapiro and Roos (1982) compared health care used by

employed and retired elderly living in Manitoba. A sample
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of 2,211 respondents was divided into cohorts of young-old
(65;74 years) and old-old (75 years and older). The purpose
of the study was to compare the demographic, social, and
health characteristics of elderly workers and retirees, and
to examine the actual health care utilization rates of both
groups.

A number of independent variables were examined to help
explain health care utilization, including the number of
physician visits. Results of the analyses indicated that a
serious illness diagnosis and poorer perception of health
were both associated with more visits to the physician.
Wolinsky and Coe (1984) recently estimated that nearly
two-thirds of the variance in the use of physician éervices
could be attributed to the "need" variables.

Using data from the Manitoba Study, a subsample of
3,628 elderly (1.348 urban and 1,920 rural) living in their
own homes, ages 65 years or more, were studied by Shapiro
and Roos (1984). The investigators reported statistically
significant differences in the number of physician visits
between the rural and urban groups.

Recently released data from the National Health Care
Expenditures Study (NHCES) showed that, among the elderly 65
yéars of age and over, persons with limitations in usual

activity were considerably more likely than those not
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limited in activity to have experienced at least one
hospital admission or physician contact in the iz preceding
months (Soldo & Manton, 1985).

Based on results from three studies in which he was
involved (i.e., Bfanch et al., 1981; Wan & Odell, 1981; and
Wan & Arling, 1983), Wan (1987) concluded that the need for
care dimension was the most important determinant of the use
of services. Wan related need to several factors,
including, but not limited to, subjective (self-assessed)
and objective (professionally evaluated) health status
measures, diagnostic categories of chronic conditions, and
abiliﬁy to engage in ADLs. He called for research to obtain
consistency in measures of need for care, saying that no
variables fully reflect the need for service (Wan, 1987).

In his study, Wan (1987) found that annual number of
physician contacts was directly influenced by three
self~reported health indicators: number éf illness episodes;
psychological symptoms; and perceived poor health.

Contacts with physicians has been used extensively, and
perhaps fairly exclusively, as a dependent variable in a
plethora of studies about utilization of health-related
services. Many researchers have included physician contacts
as one of many services explored in a singular study. In

many of those investigations, only a few potential
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predictors were analyzed, even though many were proposed.
This research field demands that many of the proposed
predictors need to be more carefully and discretely defined,
and that more careful research needs to be conducted which
will more cleérly identify the contributions made by this
bevy of independent variables. Some investigators
concentrated on physician contacts as the only service of
interest. This decision to focus on one service allows a
more thorough and indepth analysis of the predictors of the
service. This research approach which focuses on a singular
service allows a more skillful analysis of the relationships
between independent and dependent variables. The current
study follows this tradition for reasons already given, as
well as for other reasons. This particular sample is unique
in its geographic location. The elderly persons in the
sample utilized physicians, but did not use other services
frequently enough to allow credible investigation and
conclusions, at least with the methodology selected for this
study. The selected variables and their groupings are
unique to this study. These characteristics together
warrant the study of use of thsicians as a further

clarification of the model.
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Following a review of the previous research and its
applications to the theoretical model, the ensuing null

hypotheses are formulated:

1. Predisposing, enabling, and need factors will not
be predictive of contacts with physicians.

2. An individual’s place of residence will not be a
significant predictor of her/his contacts with
physicians.

3. An individual’s membership in an age group will not
be a significant predictor of her/his contact with
physicians.

In summary, this review of the literature has covered
two major sections. The first section discussed the
theoretical framework and model used in the current study.
The second section reviewed the studies relevant to the
concepts proposed for analysis in the current study.

Studies which incorporate the independent, or predisposing,
enabling, and need, variables, and studies which include the
dependent variable, were presented. Hypotheses were

developed which will be addressed in the analysis. Chapter

IIT will discuss the methodology used in the current study.
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CHAPTER III: METHODOLOGY
Data

This research examines data from a project, The Housing
Needs and Preferences of Elderly Iowans, partially supported
by the Iowa Department of Elder Affairs. The data were
gathered in the summer of 1986. A random sample of elderly
persons who live in Iowa was selected for the study.

The population for this study consists of all persons
60 years of age or older living in households in Iowa at the
time of the study. Eligible respondents were selected
through an elaborate random procedure utilizing a stratified
sample of households, and the Random Digit Dialing method.
No more than one person was selected from a given household.
The sample was stratified by age (60-74 years and 75 or more
[75+] years). Thé sample for this study consists of 277
elderly respondents, 156 females and 121 males.

The sample was also stratified by residence (rural and
urban). The urban zone was defined to include all cities
with populations of 20,000 or more and their associated
urbanized areas as defined by the U.S. Bureau of the Census.
Urbanized areas are incorporated towns and cities and
certain specified unincorporated areas in the environs of
cities with populations of 50,000 or more persons. All

other areas in the state are designated rural. There are a
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total 191 persons aged 60-74 years (91 rural and 100 urban),
and 86 per#ons aged 75 years and older (45 rural and 41
~urban).

Respondents were interviewed in their own homes by
trained interviewers. A questionnaire designed by the
researchers was used to gather data. 1Items in the
questionnaire focused on health services, support services,
hcusing needs and perceptions, acceptability of housing
alternatives, informatiéﬁ relevant to design of living

space, and relationships with children.

Variables
Predisposing Va;iabies
The predisposing variables used in the study are age,
gender; ﬁarital status, and living arrangement.

Age Women and men who were 60 years and older in
1986, living in a Midwestern state, were used in this study.
Respondents’ ages were calculated from a question which asks
their birth dates. Respondents were stratified into two
groups: young old (60-74 years) and old old (75 or more
years, also designated as 75+). Over two-thirds of the
sample are younger than 75 years (69.0%), and 31 percent are
75 years and older. For purposes of the analysis, age is a

dichotomous variable coded 0 (young old) and 1 (old old).
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Gender Gender of the respondents was observed and
recorded by the interviewer. The sample consists of 56.3
percent females and 43.7 percent males. For purposes of
analyéis, female is coded 0, and male is coded 1.

Marital Status Respondents were asked if they were
married, separated, divorced, widowed, or never married.
Responses were married (57.4%), divorced (2.5%), widowed
(35.0%) and never married (5.1%); no persons are separated.
Respondents were then categorized as either married (57.4%)
and not married (42.6%). For the analysis, this dichotomous
variable was coded 0 (not married) and 1 (married).

Living Arrangement Living arrangement is a
dichotomous variable operationalized by asking respondents
to identify those persons with whom they shared a household,
by relationship. The range is from one to seven persons in
a household, with about one-third (36.1%) of the sample
reportiﬁg living alone, and 63.9 percent living with at
least one other person. Respondents were then identified as
those who live alone and those who live with other(s), coded
0 and 1, respectively, for the analysis.

Enabling Variables
The enabling variables used in this study are income,

employment, insurance ownership, education, and residence.
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Income Respondents were asked if they received any
of 16 different types of income, how much income they
received from that particular source of income, and the
frequency with which that amount of income is received. The
income sources were: wages and salaries; farming; farm
rental; other rental properties; own private business;
roomers and boarders; dividends, interest and stock; social
security retirement; other retirement pensions; other social
security payments (such as SSI); unemployment or workmen’s
compgnsation; alimony; gifts; other sources; and one-time
lump sum.

A year;y income (variable label "YINCOME") was
calculated using all the pieces of data. If the respondent
was unable or unwilling to provide this information, the
respondent was asked for an §verall yearly income. The
income range is $150.00 to $323,812.00. YINCOME is a
categorical variable with low (Low through $11,040.00),
medium ($11,072 through $ $22,162.75), and high ($22,380
through high). Each category represents about 33 percent of
the sample. For the analysis, YINCOME was recoded to three
categories of low, medium, and high, coded 0, 1, and 2,
respectively.

Employment Status Respondents were asked if they

were employed full-time, part-time, unemployed (looking),
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unemployed (not looking), homemaker, retired, or disabled.
For the analysis, employment status is represented by six
categories to enable the clearest interpretation of the
data. The categories were assigned the code of 0 to
represent those who were unemployed, both those looking and
not looking (2.2%), while code 1 is assigned to homemaker
(13.0%), code 2 to the disabled persons iﬁ the sample
(3.2%), code 3 to identify retired persons, the largest
group (59.9%), code'4'to identify part-time employees
(8.3%), and code 5 to represent those employed full-time
(13.4%). This variable was maintained with a large number
of categories in order to'retain the most information
possible for the analysis.

Insurance Ownership Respondénts were asked if they
had health insurance. A large majority (97.1%) reported
having health insurance of some kind, but eight persons
(2.9%) did not have any-health insurance. Responses were
recorded as yes or no, and coded 1 and 0, respectively, for
purposes of the analysis.

Education Respondents were asked to report their
highest grade completed. Responses were then categorized as
less than high school, high school/GED, and more than high
school. The range reported was zero to 23 years, with 33.6

percent reporting less than high school, 35.4 percent
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reporting high school or GED equivalency, and the remainder
(31%) reporting years beyond high school. The categories
were coded 0 (less than high school), 1 (high school/GED),
and 2 (more than high school).

Residence Residents were asked if they lived in a
rural area, small town, large town, small city, suburb of a
city, or large city. Population figures for each category
were provided to the respondents. Responses were divided
into rural and urban groups, with the urban’ group
representing the small city,.suburb of city, and large city
areas, and the rural group representing the rural, small
town, and large‘town areas. With this breakdown, 47.3
percent of the sample live in rural areas, and 52.7 percent
live in urban areas. For the analysis, urban was coded 0
and rural was coded 1.

Need Variables

The need variables discussed in this study are
perceived health, identified illness, functional limitation,
and psychological vulnerability.

Perceived Health Perceived health is operationalized
by the respondents’ answers to the question, "How would you
rate your health? 1Is it...poor, fair, good, or excellent?"
In this group of 277 respondents, 5.4 percent rated their

health poor, 20.9 per cent rated their health fair, 57
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percent said they had good. health, and the remaining 16.6
percent said their health was excellent. Values ranged from

1 to 4, respectively, for the categories from poor through

excellent.
Identified Illness Identified illness was

operationalized by asking respondents if they had any of a
list of medical conditions. The following medical diagnoses
were reported: heart condition (26.7%), stroke (3.2%),
lung/respiratory condition (11.6%), arthritis (51.3%),
neuromuscﬁlar condition (2.5%), sight impairmeﬁt (10.8%),
hearing impairment (14.1%), amputation (1.1%), and other
major health condition (31.0%). Responses for each item Qere
recorded as "yes," coded 1, or "no," coded 0. Responses
were divided into three categories. Less than one~fourth of
the sample reported no illness (23.1%). One illness was
reported by 35.4 percent, and two to five illnesses were
reported by the remaining 41.6 percent of the sample. For

the analysis, these categories were coded 0, 1, and 2,

respectively.
Functional Limitation The variable functional

limitations is a scale of eleven items chosen from the
literature. The scale was developed through a principal
factor analysis procedure. Factor analysis is a technique

which permits the reduction of a large number of
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interrelated variables to a smaller number of hidden
dimensions. The goal of factor analysis, which in the
current study is an exploratory factor analysis, is to
achieve parsimony by using the smallest number of
explanatory concepts to explain the maximum amount of common
variance. The factors which are developed assist in the
interpretation of the consistency in the data set (Tinsley &
Tinsley, 1987).

Squared multiple éorrelations were used to support the
selection of the eleven variables included in the scale for
functional limitation. A varimax rotation was performed bn
all factors. The variable indicates a continuum in
limitation of elderly persons’ activities. The range is
from a low of 0, which indicates no functional limitations,
to a high of 11 reported limitations. Frequency counts for
the scale indicate that 87.7 percent reported no functional
limitations, 2.5 percent reported a singular limitation, 2.9
percent reported two limitations, and 6.9 percent reported 3
or more functional limitations. The Cronbach alpha
coefficient of reliability was .87. The additive scale
consists of eleven separate limitations represented by the
following items: 1) assistance for seven activities, 2)
assistance to walk inside, 3)Aassistance to walk outside, 4)

limitation in activities related to chronic bad health, and
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5) limitation in activities related to the presence of a
handicap. The items are described in more detail in the

paragraphs that follow.

Respondents were asked, "What kind of assistance, if
any, do you need to perform any of the following activities:
eating, dressing and grooming, using the toilet, bathing,
getting out of é chair, walking up or down stairs, getting
out of bed, preparing meals, shopping, and doing housework?"
Frequency counts, chi-square tests, and factor analysis
eliminated eating, preparing meals, and shopping from the
scale. The response selection offered to subjects for each
éctivity was, "no assistance," "assistance from a person,"
"special device," Yperson and device," and "can’t do it at
aii."

In two separate items, respondents were asked which
kind of assistance, if any, they used to get around inside
the house, but not up or down stairs; and what kind of
assistance, if any, they used to get around when they walked
outside. For both of these items, possible responses were
no help, ordinary cane, four-pronged cane, crutches, walker,
or wheelchair.

In two separate questions, respondents were asked how
often chronic bad health limits their activities, and how

often a handicap limits their activities. Possible



69

responses to both items were offered on a five-point scale,
from never (1) to all the time (5).

Psychological Vulnerability The variable
psychological vulnerability was measured by scaling four
items obtained through a principal factor'analysis.
Concepts were gleaned from the literature, and squared
multiple cofrelations were used as the initial commonality
estimates. A varimax rotation was performed on all factors.

Respondents indicated their levels of psychological
health by responding to four questions. Item one was
opefationalized by responses to the question, "How often do
you feel useful and needed?" Responses were scored on a
5-point scale, ranging frbm 1 (never) to 5 (all the time).
Responses for item 1 were coded 1 for never, arid 0 for all
other responses.

Items two, three, and four measured respondents’ levels
of satisfaction with their psychological health, physical
health, and level of physical health, respectively.
Respondents were asked, "How satisfied are you with your...
psychological health...physical health...level of physical
activity?" Responses were given on a 7-point scale, from

extremely dissatisfied (1) to extremely satisfied (7).
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Responses were then categorized into two groups: satisfied
responses (vélues 5-75 Gere coded 0; and dissatisfied
responses (valués 1-4) were coded 1.

The possible range for the psychological vulnerability
scale is from four, a low level of psychological health or
high vulnerability, to zero, a high level of psychological
health or low vulnerability. The Cronbach alpha coefficient
of reliability is .67. All respondents reported
experiencing at least one area of vulnerability. Three
categories of vulnerability were created.for the analysis.
The frequency distribution for the categéries identified
53.8 percent with low vulnerability, 32.5 percent with
middle-range vulnerability, and 13.7 percent with a high
level of vulnerability. The categories were coded 0-2,
respectively, from low to high.

Dependent Variable

This study examines the utilization of health-related
services. Respondents were asked if they had utilized any
of a selected list of health-related services in the last 12
months. Frequency of service contact and assessment data
reported by this sample indicates a high level of health in
the 277 respondents. The full study from which this data is
generated asks respondents about their use of several

health~related services. Only physicians were used by most
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of the sample, and other services were used infrequently and
sporadically. The sample is not large enough to provide a
credible analysis for use of services other than physicians.
For purposes of this study, then, the analysis is limited to
one dependent variable, the number of contacts with
physicians. L

Contacts with physicians The dependent variable
physician contacﬁs was operationalized by asking respondents
how often they had seen a physician in the last twelve
months. Response categories identified in the questionnaire
were none, once, several, 1-3 times per month, 1-6 times per
week, and daily. The distribution of the responses for
number of contacts with physicians in the past twelve months
was none (14.8%), once (21.7%), several (54.5%), and 1-3
times per month (9%), with no one giving the latter two
responses. These four categories were maintained for the
analysis, with the codes 0 to 3, respectively.

Analysis of Data

Data are analyzed using both descriptive and
multivariate methods. Descriptive statistics include
frequency distributions, averages, such as means, medians,
and modes, and measures of dispersion, such as range,

standard deviation, and variance.
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Multivariate analysis is utilized to examine the
relationship between the dependent vafiable, contacts with
physicians, and the independent variables. Independent
variables were selected and classified to reflect the body
of work to date regarding utilization of health-related
services. Andersen’s (1975, 1976) model of predisposing,
énabling, and need factors is the classic structure used for
the model.

Predispoéing,variables are seen as affecting thé
propensity of an individual or family to use services.
Predisposing variébles used in this research include age,
gender, marital status, and 1living arrangement. Enabling
factors facilitate or inhibit the utilization of services
should one be predisposed to use them. The following
variables are used in this analysis as reflecting enabling
factors: income; employment status; insurance ownership;
education; and residence. The need variables indicate a
level of physical and/or mental status experienced by
individuals and are operationalized in this research by the
variables perceived health status, functional limitations,
identified illness, and psychological vulnerability.

Method of Analysis
The data are analyzed in two stages. Descriptive

statistics are used to examine contacts with physicians by
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rural and urban elderly and to examine the influence of
selected predisposing, enabling, and need variables on
utilization of this selected health-related service.

The SPSSx statistical packagé is used to analyze the
data. The frequency distributions for all variables have
been examined for missing data and coding errors.

Frequency distributions produced the descriptive
statistics used in the first stage of the analysis to
examine the characteristics of the sample and the behaviors.
These results were presented in the previous discussion of
the variables.

contingency tables were analyzed prior to the
regression analysis, to detect curvilinear relationships
that would not be identified in the regression analysis.
The chi-square statistic was used to assess if the predictor
variables in the model were statistically independent of
each other. 'The chi-square is based on a comparison between
the observed cell frequencies of a crosstabulation table
with the frequencies that would be expected if the null
hypothesis of no relationship between the variables were
indeed true (Bohrnstedt & Knoke, 1982, p.106). No
curvilinear relationships were detected. Results of the
crosstabulation procedure indicate that the predictor

variables are statistically independent of each other.
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Pearson product-moment correlations of all pairs of
variables used in the analysis were calculated. The
correlations are offered in Table 1. High correlations
between exogenous or independent variables are one
indication that multicollinearity exists. There is no
evidence of multicollinearity in the variables. Pearson
correlations also indicate the direction of a relationship
between two variables and the strength of that relationship.
a1 relationships among the variables were in directions
predictable based on former resgarch.

The highest correlation between the dependent variable,
physician contacts, and any independent variable (identified
illness, a need variable) is +.41 (p<.001), indicating, as
expected, that persons with a greater number of illnesses
seek the care of physicians more frequently. The |
correlation between physician contacts and health rating,
another need variable, is -.33 (p<.00l1), indicating, also as
expected, that persons who perceive their health to be worse
contact physicians more frequently. '

Results of the zero-order correlations calculations
indicate that psychological vulnerability is positively and
significantly related to physician contacts (r=+.17) at the
p<.01 level, and functional limitation is positively

significant (r=+.13) at the p<.05 level. Therefore, there
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are more doctor contacts with higher levels of functional
limitations and psychological vulnerability.

Perceived health status, psychological vulnerability,
functional limitations, and age are significantly related to
identified illness at the p<.001 level; and income is
related to illness at the p<.0l level. Health status and
income are negatively related to illness; and psychological
vulnerability, functional limits, and age are positively
related to illness. .

Income and education are positively related to
perceived health status, and psychological vulnerability,
functional limits, and age are negatively related to
perceived health status. All are related at the p<.001
level, except age. Persons who are more vulnerable
psychologically have more functional limitations, are older,
and have lower incomes rate their health lower.
Psychological vulnerability is also positively and -
significantly (p<.01) related to functional limits,
indiczating that persons with more functional limits are more
likely to be more vulnerable psychologically.

Income and education are negatively and significantly
related to functional limits at the p<.001 level. Marital
status is significantly related to functional limits at the

p<.0l level; unmarried persons report significantly more
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functional limits. Age, as expected, is positively related
to functional limits (p<.001).

Among the enabling variables in the analysis, income is
significantly related to the largest number of the other
variables in this block. Correlations for income are
significant for males who are older, married, live with
other(s), and have higher levels of education (p<.00l1). The
relationship is negative between income and age, and
positive between income and marital status, living
arrangement, and education. Insurance ownership is
significantly related positively to employment (p<.00l1) and
education (p<.01). Residence is not related to any variable
at the p<.001 or p<.0l1l level. It is related to
psychological vulnerability at the p<.05 significance level,
and in this study this result indicates that urban persons
experience higher psychological vulnerability.

In perusing the predisposing variables, it is noted
that age is significantly correlated with being female
(p<.0l1), unmarried, and living alone (p<.001). All these
correlations are in the negative direction, an indication of
the assigned codes for these categories.

Correlations between the dependent variable, physician
contacts, and the independent variables (Table 1) range from

a low of +0.01 with sex (not significant) to a high of +0.41
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(p<.001) with identified illness. Increases in the numbers
of identified illnesses are associated with increases in
contacts with physicians. The correlation between physician
contacts and health status is -0.33, indicating that persons
who rate their heal#h lower tend to have more physician
contacts. The strongest correlation, 0.87 (§<.001), is
between maritalistatus and household size; and the next
largest, 0.48, is between sex and marital status.

Multiple regression is used to test the model. Both a
hierarchical regression and stepwise regression are utilized
in the analysis. Multiple regression analysis is applicable
in designs consisting of a single dependent variable and two
or more independent variables. The interest is in studying
the effects of independent variables on more than one
dependent variable simultaneously, or in studying relations
between sets of independent and dependent variables. Under
such circumstances, multivariate analysis has to be applied

(Pedhazur, 1973).
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CHAPTER IV: ANALYSTS

The analyses of the health service utilization model
are presented in this chapter. Results of the hierarchical
and stepwise regression analyses are presented.

The model shown earlier in Figure ‘3 was teeted using
hierarchical regression analysis. Results of this
regression procedure are shown in Table 2. Based on the
theory, the dependent variable, contacts with physicians,
was regressed on the independent, or predictor, vafiables
in three blocks of variables. The need (Block 1), enabling
(Block 2), and predisposing (Block 3) variables were entered
sequentially. This procedure made possible the examination
of the effects of enabling characteristics after need had
been taken into account. Additionally, it was also possible
to assess the effects of the predisposing characteristics
after considering both need and enabling characteristics
(Cohen & Cohen, 1975; Coulton & Frost, 1982). Contacts with
physicians was regressed first on the need variables (Block
1) of perceived health status, functional limits, identified
illness, and psychological vulnerability. Next, the
enabling variables (Block 2) of income level, education

level, residence, insurance ownership, and employment, were

~entered into the equation. Finally, the predisposing

variables (Block 3) of age, gender, living arrangement, and
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marital status were entered. Using this hierarchical
approach, the analysis identifies whether the independent,
or predictor, variables have a significant impact on the
dependent variable.

Also according to theory, the hierarchical model
examines the partial effect of Block 2 after controlling for
the effect of Block 1. Likewise, the partial effect of
Block 3 is examined after controlling for both Blocks 1 and
2. Standardized regression coefficients (Beta values) were
used in the analysisl Partial F-tests were calculated to
determine whether the addition of each Block to the previous
Block(s) in the model is statistically significant.

Physician contacts was regressed first on the need
variables. As seen in Table 2 the need variables explain
about 19 percent (p<.000) of physician contacts. Identified
illness (Beta=.33, F=15.93, p<.000) and perceived health
status (Beta=-.17, p<.01) have significant effects on the
use of physicians. Identified illness explained 17 percent
of contacts with physicians (p<.000), and health status
contributed the remaining 2 percent (p<.0l1) of the
explanation regarding prediction of physician contacts.

Contrary to expectations, psychological vulnerability
and functional limits were not significant predictors of

physician contacts. The 19 percent figure associated with
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the need variables supported the hypothesis proposed earlier
that need variables will have the highest predictive value
for determining contact with physicians. The results of
entering Blocks 2 and 3 further supported this finding.

Consistent with findings in previous research, enabling
factors have a much smaller effect on contacts with
physicians than do predisposing variablés. Table 2
illustrates the contribution of the block of enabling
variables when it was entered into the equation. An
additional 4 percent (BE change=.04, F change=2.84,
significant F change=.016) of fhe variation in physician
contacts was accounted for by enabling factors. Only
income, which explained 2 percent (Beta=.16, g<.001); was a
significant factor in predicting contacts with physicians.
Residence, employment status, and educational status were
not significant predictors of physician contacts. This
finding supported the proposed hypothesis that enabling
variables will have an intermediate predictive value for
determining contact with physicians (Table 2). This finding
was further supported by the results obtained from entering
Block 3 into the equation.

The combined contribution of predisposing variables to
the prediction equation is also shown in Table 2. Although

they did not make a large contribution to the explained



81

variance, predisposing characteristics explained an
~additional 1 percent (BE change=.01, F change=.94;
significant F change=.44) of the variance in elder persons’
contacts with physicians. Marital status approaches
significance at the..os level (Beta=.218, p<.06) as having
impact on predicting contacts with physicians. The research
hypothesis proposed for this study that predisposing
variables will héve the lowest predictive value for
determining contacts with physicians was supported by this
finding (Table 2).

Once need was taken into account, enabling and
predispbsing traits explained little variance in physician
contacts. To determine the viability of the model, a
stepwise regression was also used. More parsimonious
results are obtained through this analysis because only the
statistically significant variables are retained in the
stepwise model. With a large number of predictors and
adequate sample size, the stepwise regression analysis can
validate results of the hierarchical regression analysis.
Results are shown in Table 3.

This analysis allows the researcher to identify the
relative importance of each variable and assess the combined

effects of the model on explaining elder persons’ use of
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physicians. The stepwise regression procedure helps clarify
the significant predictor variables.

only three variables entered the stepwise model when
the criterion for inclusion was set to p<.05. Identified
illness (Beta=.518, p<.001), income (Beta=.15, p<.001), and
perceived health status (Beta=-.222, p<.005) were
significant predictors of contacts with physicians. The
coefficients were positive for identified illness and
income, and negative for perceived health status. When the
more stringent criterion of p<.0l1 was set for the
significance level, only identified illness and health
rating remain as significant predictors of contacts with
| physicians. The BE value for the stepwise model was .24,
which supported the results obtained from the hierarchical
regression procedure.

The amount of variance in this elderly sample’s
utilization of physicians explained by the total model was
24 percent. The need characteristics were the major factors
contributing to the expianation of the volume of physician
contacts. Identified illness explained about 17 percent
(p<.000) of the variance in physician contacts. Perceived
health status explained 2 percent (p<.000) of the variance
in physician contacts. These results compare favorably with

those found in previous studies.
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Psychological vulnerability explained very little about
respondents’ use of physicians, which deviates somewhat from
some other studies. It should be remembered, however, that
this sample was deemed quite healthy, both physically and
psychologically, as reported by the respondents themselves.
It would be difficult to say with these results whether
these reports are influenced by factors of age, history of
independence, deprivation, gratitude, culture, and/or other
factors that are part of the heritage of these elderly
midwesterners._ Coulton and Frost (1982) useq psychological
distress as a bredisposing variable, and psychological
vulnerability is used as a need variable in the current
model, which conceivably alters the impact of the blocks of
the independent variables.

The presence of functional limitations explained very
little about persons’ contacts with physicians. This
finding was also somewhat unexpected in light of previous
research. It would seem that the elderly do not find
limitations in their daily activities as cause enough to
seek medical care. It might also mean that certain
limitations are expected with aging, or that seeking care is
a relinquishment of independence, and, therefore, such

limitations are to be endured and coped with rather than
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addressed in a professional setting with medical or social
service intervention.

Income explained about 3 percent (p<.000) of physician
contacts. As income increases, persons seek out physicians
more frequently. Undoubtedly, persons who have the
resources to pay for care seek that care when they identify
an illness or troublesome health concern. Education,
frequently highly correlated with income and employment in
studies, was not a significant predictor of physician
contacts, and offered little explanation of the variance in
the dependent variable.

Employment status explained very little in the way of
physician contacts, and was also not a significant predictor
of the dependent variable. A large majority of the sample
have some type of insurance, and, indeed, this lack of
variance within the sample was reflected in the regression
results, where insurance ownership was not significantly
predictive of physician use. The inclusion of insurance as
a variable of attention may have been more important in
determining inequity prior to the advent of Medicare and
Medicaid programs which have equalized citizen access to
medical care.

Whether persons live in an urban or rural setting was

also not significantly predictive of their use of physician
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services (Table 2). This finding supported the hypothesis
that an individual’s place of residence will not be a
significant predictor of her/his contacts with physicians.
This result may be based on a definition of residence which
still does not most helpfully define the variable. The
result could also reflect the more rural nature of the
entire state in which this sample resides, or the general
access to services.

None of the predispasing variables, age, sex, marital
status, or living arranqement, added significantly to the
explanation of physician contacts when they were entered
singly into the regression equation. The hypothesis that an
individual’s membership in an age group will not be a
significant predictor of her/his contact with physicians was
also supported in this study where age was defined by the
groups youndg old and old old.

Most of the explained variance in reported contacts
with physicians was accounted for in the current study by
the need characteristics, with smaller contributions from
the enabling and predisposing characteristics. Those with
greater need, particularly those having identified illness
and lower perceived health status, were reporting higher
levels of physician contacts. This finding affirms findings

in previous studies using the theoretical model. Branch et
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al. (1981) reported that 20 percent of the physician visits
were explained by six need variables (perceived health
status, activities of daily living, physical activity
performénce, ability to climb stairs, ability to walk half a
mile, and health problem). They further reported that
perceived health status, physical activity, and health
problem were significant predictors. Branch et al. (1981)
reported that the combined contribution of income,
occupation, insurance (Medicaid, V.A., and private), having
a regular physician, and transportation problems explained
10.2 percent of the variance in physician visits. Having a
regular physician and transportation variables were the
significant and largest contributors to the Branch et al.
explanation; these variables were not included in the
current study. In the same study (Branch et al., 1981), it
was reported that 1.3 percent of the variance could be
explained by a combined contribution of predisposing
variables, including age, gender, race, education, household
composition, and marital status.

Coulton and Frost (1982) reported need variables
(perceived service need and level of impairment) as having
the most impact of use of physicians, with enabling factors
having smaller effect, and predisposing factors having

negligible effect. Their study incorporated psycholdgical
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distress, which is not found to be significantly predictive
of physician use. Psychological distress appeared to affect
medical care utilization in small, qualitative studies
(Coulton & Frost, 1982). The current study did not show
psychological vulnerability, a much more comprehensive
variable than psychological distress, to be a significant
contributor to the explanation of physician contact. It is
interesting to note, however, that elder perséns who
experienced psychological vulnerability were more apt to
have a lower health rating, a higher number of functional
limit;, and a higher number of physician contacts (p<.003).
Readiness to seek physician care may be related to increased
readiness toiconclude that care is needed, but persons who
are psychologically vulnerable may be reluctant to seek that
care. |

Sharp et al. (1983) reported that nine variables, only
one of which can be identified as a need variable
(symptoms), explained 17 percent of the variance in
physician visits. Without the inclusion of several need
variaples, which have been shown to be significantly
predictive in other studies, it is difficult to estimate hoﬁ
‘consistent the results from analyses would be in predicting

physician contacts.
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Wan (1982) reported that 15 percent of the variance in
physician visits is explained by five variables, namely
health insurance coverage, usual source of care, annual
family income, number of illnesses, and level of disability.
As in other studies, few need variables were included in the
analysis.

Predisposing and enabling variables had little
influence on elder persons’ use of physician services.
Predisposing characteristics as entities are generally
changed by personal choice or developmental processes.
Enabling characteristics are often those affected by policy
and/or opportunity through policy. That the enabling
variables in this current investigation did explain a
significant proportion of the contacts of physicians is a
signal that equitable access to health services, at least to
physicians, is not a reality. If one’s income determines in
some way whether or not persons seek the care they need,
then it behooves policy makers to eliminate the inequity to
provide for illness care aﬁd health maintenance. In this
particular sample, characteristics, other than income, that
can be readily influenced by health policy were not primary
factors which affect elder persons’ contacts with
physicians. In the case of insurance ownership, the absence

" of an effect was probably due to almost total coverage in
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this population. Elder persons with greater need for
services are reporting higher levels of utilization. Need
is, as if should be if access is equitable, the major
determinant of utilization of a health service.

In summary, all thirteen independent variables included
in the current study explained about 24 percent of the
dependent variable, contacts with physicians. Most of the
variance was explained by the presence of one or more
illnesses in the respondent, how the respondent perceived
her/his health, and the respondent’s income level. These
findings, particularly that need variables have the largest
influence on the amount of variation in service use, are
fairly consistent with the results found in previous studies
using the theoretical framework presented in chapter one.

A regression analysis was done with the dependent
variable, contact with physicians, and only those
independent variables that were significant in the two
previous analyses, namely identified illness, perceived
health rating, and income. Results of this procedure
generally support the previous findings. Identified illness
‘(Beta+.34, p<.000), perceived health rating (Beta-.20,
p<.001), and income (Beta+.17, p<.001) account for 21

percent of the variance in contacts with physicians.
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This chapter has presented the results of multiple
regression procedures used to analyze the data regarding
contacts with physicians. A hierarchical regression
procedure was completed first, followed by a stepwise
procedure to verify the results of the hierarchical
regression procedure. A regression was done using only
those independent variables which had been shown to be
significant predictors of contacts with physicians in the
hierarchical and stepwise analyses, in an effort to produce
the “ultiméte model." The results of this third procedure
generally supported the results of the previous two
regression models. The last chapter will present a summary
of the current study, identify limitations to the study, and

generate areas for further research.
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CHAPTER V: SUMMARY AND CONCLUSIONS

The purpose of this study has been to explain elderly
persons’ contacts with physicians. The influence of
predisposing, enabling, and need variables in explaining the
variance in use of physician services has been addressed. A
theoretical framework has provided the basis for the
investigation. The theoretical framework suggests that
utilization of health-related services is viewed as a
function of predisposing; enabling, and need characteristics
of the population.

The literature review established connections between
contacts with physicians aﬁd individual characteristics.
This research has attempted to improve the utility of the
Andersen (1978) model for explaining elderly persons’ use of
physicians by conceptually expanding and refining the model.
The conceptualization of the outcome variable was refined by
limiting it to a specific type of service provider. This is
based on the proposition that predictions of service use
will vary according to the type of service investigated and
the measurement of that service (Andersen & Newman, 1973;
Bass & Noelker, 1987). The service providers of interest in
this study are physicians. Contacts with physicians was
selected because they are the most commonly used sources of

care for this elderly sample.
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The conceptualizations of the independent'variables
were refined by using more discrete definitions based on
recommendations of previous researchers and the tenets of
research (Aday & Andersen, 1974; Andersen & Aday, 1978;
Beland, 1987; Branch et al., 1988; Krout, 1983 ka) and (b):
Pedhazur, 1982; Soldo & Manton, 1985; Tinsley & Tinsley,
1987). Attempts were made to improve the operational
definitions of the variables, and the manner‘in which the
data were.grouped. The model was expanded by including a
more comprehensive variable of psychological need on the
basis that the psychological component may influence
health-related behavior. Psychological factors were
included in addition to the more extensively and typically
used need measures of perceived health status, and those
related more to physical health, including illness, and
functional limitations.

The findings in the study provide support for the use
of the theoretical model for the study of health-related
services, and extend research already done in the area of
health-related service use. Need variables, as demonstrated
in previous research, have the most influence on contacts
with physicians. Enabling factors have a lesser influence
on contacts with physicians; and predisposing factors have

the least influence on this health service use. The
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findings from the analysis of the framework (Andersen &
Aday, 1978; Andersen & Newman, 1973) suggested that the

- model, as used in this investigation, makes only a modest
contribution to the understanding of elder persons’ use of
physicians as a source of care. Age and reéidence, or
whether persons live in rural or urban areas, were not
significant féctors in explaining contacts with physicians,
as has been shown in other studies.

Anmong the well elderly residing in a community, there
is minimal use of health services other than physicians.
More'than 85 percent of the respondents have seen a
physician during the past twelve months. Data were analyzed
for both rural and urban afeas, and utilization is fairly
uniform across geographical area.

Several hypotheses were addressed in this study.
Hypothesis 1 stated "Predisposing, enabling, and need
factors will not be predictive of contacts with physicians."
This hypothesis was not supported by the results of the
analysis. Analysis of-fhe data showed that 24 percént of
the variance of contact with physicians is explained by the
three blocks of variables. The predisposing variables,
which had the lowest prédictive value, were assessed as
explaining 1 percent of the variance in the dependent

variable. The enabling vériables, which had the
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intermediate bredictive value, explained 4 percent of the
dependent variable. Thé need variables explained 19 percent
of the variance in contacts with physicians, which indicates
the highest predictive value of the three blocks of
variables. These findings are supported by the results of
both the hierarchical and stepwise regression procedures.

" Within the block of need variables, identified illness
explained 17 percent of contacts with physicians (p<.000)
and health rating explained the other 2 percent (p<.0l1l) of
variance in the dependent variable. The variables
functional limits and psychological vulnefability were not
responsible for significant explanation of contacts with
physicians, and therefore, contributed little to the
equation.

Within the block of enabling variables, income
explained 2 percent (p<.001) of the variance in contacts
with physicians. The remaining enabling variables did not
contribute significantly to the equation.

None of the block of predisposing variables explains a
significant amount of variance in the dependent variable.
Marital status approaches a significant contribution (p<.06)
to the equation, but the percentage of variance explained is

negligible.
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Hypothesis 2 read, "An individual’s place of residence
will not be a significant predictor of her/his contacts with
physicians." This hypothesis was supported by the analysis.
Residence, defined as whether the respondent lived in an
urban or rural area, was not significantly predictive in its
effect on the dependent variable, contact with physicians.

Hypbthesis 3 was identified as, "An individual’s
membership in an age group will not be a significant
predictor of her/his contact with phyéicians." This
hypothesis was supported by the analysis, in that age, as
defined by the groups young old and old old, was not a
significant predictor of contacts with physicians for this
sample.

The modest findings may be related to a number of
issues. The analysis, quite obviously, uses only part of
the model. The predisposing and enabling factors included
in the study were those which previously had been identified
as significant predictors of service use. Measures of need
focused on more stable or chronic aspects of need, which are
those most closely associated with elder persons, and did
not include more acute measures such as symptoms or episodic
illness, which are associated with younger populations. 1In
addition to acute needs, beliefs, attitudes, perceptions of

barriers and benefits to treatment, satisfaction with
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treatment or previous contacts, and cha;acteristics of the
health delivery system were not included in the current
investigation, and would be expected to explain some
variance in the dependent variable. As suggested by Branch
et al. (1981), this theoretical framework may not actually
explain the greater share of variance in health service
utilization, including contacts with physicians. A more
complete understanding of utilization behavior is enhapced
by use of the framework presented, expanded, and utilized in
this study. The final decision on the full value of the
framework cannot be made until additional variables have
been introduced to the model and tested in terms of their
contributions and significance. .

Some tentative conclusions can be drawn from the
analysis in this study. First, contacts with physicians
among the elderly are primarily related to assessed and
perceived need. This conclusion is consistent with previous
research findings. Utilization can be expected to increase
as long as needs increase, and accessibility to services
remains the same. Attempts by policy makers to influence
predisposing and enabling characteristics may have only
minimal success in influencing how the elderly use

physicians.



97

A second issue, drawn from previous studies, but nqt
from the data in this study, is that expectations of the
physicians themselves, the referrals they initiate, and the
utilization patterns that are subsequently established may
also influence how the elderly use their primary and other
physicians. These concepts were not included in this study.

Third, the findings suggest that planning services for
the elderly based on demographic and structural factors will
produce a less accurate assessment of the volume and types
of services needed by the elderly than will estimates based
on measures of older persons’ health and functional status.
"Certainly at both the local and regional as well as
national levels informed planning for improved access to
medical care requires a health status component" (Andersen,
1978, p. 462). Health policy models based on assessments of
predisposing and enabling factors will be questionably
reliable. Increased efforts must be made to enhance the
equitability of access for persons of varying social,
economic, educational, employmént, and benefit statuses.

The decisions regarding how health care resources will be
made available to those most in need is likely to become
increasingly important to the public as eligibility criteria
for program participation and service use are reviewed in

terms of cost containment.
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Limitations of the Study

This study includes only elderly in a mostly rural
midwestern state. Generalization to other age groups,
predominantly urban populations, and across all ethnic,
racial, and cultural strata would be compromised.

The independent variables used in the investigation
explain only 24 percent of the variation in contacts with
physicians. Such findings indicate that many relevant
. Qariables have been omitted from the equation to explain use
of this service.

The current study only investigated contacts of elderly
persons with physicians. Generalization to other
health~related services would be severely limited,
particularly when other research indicates there are
definite differences in predictors of other services;

Some measures of variables are changed from measures
found in previous research, and represent conceptualization
based on previous reéearch, and a review of the literature.
Further refinement of the variables might produce much
different results.

The data do not take into account the availability of
and access to services actually located in the geographic

areas of this elderly population.




99

Recommendations for Further Study

Further explorations of alternative scaling and
transformations of the variables used in the model would
enhance current efforts to define more clearly and expand
the theoretical framework and model. The inclusion of
additional independent variables might add to the number of
significant predictors of utilization. Additional variables
might include measures of patient waiting time, a more
sensitive measure of the comprehensiveness of health
insurance coverage, measures of various types of physicians
in the community, and measures of the seriousness of illness
from the perspective of the provider, types of visits,
nature of treatment, and levels of compliance and
satisfaction. More sensitive measures of both chronic and
acute, physical, social, and psychological factors could be
informative, and particularly helpful in clarifying needs of

elderly persons.



100
BIBLIOGRAPHY

Aday, L.A. & R. Andersen. (1974). A framework for the
study of access to medical care. Health Services
Research, Fall, 208-220.

Andersen, R. (1978). Health status indices and access to

medical care. American Journal of Public Health,
68(5), 458-463.

Andersen, R. & L.A. Aday. (1978). Access_to medical care
in the U.S. Medical Care, XVI(7)(July), 535-546.

Andersen, R. & J.F. Newman. (1973). Societal and
individual determinants of medical care utilization in the

United States. Milbank Memorial Fund Quarterly, 51,

95-124.

Avant, W.R. & P.L. Dressel. (1980). Perceiving needs by
staff and elderly clients: The impact of training and

client contact. The Gerontologist, 20(1), 71-77.

Barer, M.S., R.G. Evans, C. Hertzman, & J. Lomas. (1987).
Aging and health care utilization: new evidence on old

fallacies. Social Science Medicine, 24(10), 851-862.




101

Bass, D.M. & L.S. Noelker. (1987). The influence of family
caregivers on elder’s use of in-home services: An expanded
conceptual framework. Journal of Health and Social
Behavior, 28(June), 184-196.

Beland, F. (1987). Identifying profiles of service
requirements in a non-institutionalized elderly

population. Journal of Chronic Disease, 40(1), 51-64.

Beland, F. (1988). Utilization of health services as events:

An exploratory study. Health Services Research, 23(2)

(June), 295-310.

Bohrnstedt, G.W. & D. Knoke. (1982). Statistics for social
data analysis. Itasca, IL: F.E. Peacock Publishers, Inc.

Branch, L., A. Jette, C. Evashwick, M. Polansky, G. Rowe,

& P. Diehr. (1981). Toward understanding elders’ health

service utilization. Journal of Community Health, 7(2)
(Winter), 80-92.

Branch, L., & N.E. Stuart. (1984). A five-~year history of

targeting home care services to prevent utilization. The

Gerontologist, 24(4), 387-391.



102

Branch, L.G., T.T. Wetle, P.A. Scherr, N.R. Cook, D.A.
Evans, L.E. Hebert, E Nesbitt Masland, M.E. Keough, &
J.O0. Taylor. (1988). A prospective study of incident

comprehensive medical home care use among the elderly.

American Journal of Public Health, 78(3), 255-259.

cafferata, G.L. (1987). Marital status, living arrangements,

and the use of health services by elderly persons.

Journal of Gerontology, 42(November), 613-618.

Chappell, N.L. (1985). Social support and the receipt of

home care services. The Gerontologist, 25(1), 47-54.

Cohen, J. & P. Cohen. (1975). Applied multiple
regression/correlational analysis for the behavioral

sciences. Hillsdale, N.J.: Lawrence Erlbaum Associates,

Inc.

Coulton, C. & A.K. Frost. (1982). Use of social and health

services by the elderly. Journal of Health and Social

Behavior, 23(December), 330-339.

Daatland, S.0. (1983). Use of public services for the aged
and the role of the family. The Gerontologist, 23(6),

650-656.



103

Dawson, D., G. Hendershot, & J. Fulton. (1987). Aging in
the eighties. Functional limitations of individuals age 65

years and over. advancedata, number 133 (June 10), 1-12.

DeFriese, G.H., A.S. Hersh, & M.A. McManus. (1985). A
proposed research agenda for health promotion and disease
prevention for children and the elderly. Health Services

Research, 19(6)(February), 1033-1041.

Ferraro, K. (1980). Self ratings of health among the old and
thé old-old. Journal of Health and Social Behavior, 21,

377-383.

Fillenbaum, G.G. (1979). Social context and self-assessments

of health among the elderly. Journal of Health and Social
Behavior, 20(March), 45-51.

Gibson, D.M. (1986). Interaction and well-being in old age:

Is it quantity or quality that counts? International

Journal on Aging and Human Development, 24(1), 29-40.

Green, L.W. (1985). Some challenges to health services
research on children and the elderly. Health Services
Research, 19(6)(February), 793-815.



104

Jette, A.M., L.G. Branch, & J. Berlin. (1990).

Musculoskeletal impairments and physical disablement among

the aged. Journals of Gerontoloqy, 45(November), 203-208.

Joseph, A.E. & D.S. Cloutier. (1990). A framework for

modeling the consumption of health services by the rural

elderly. Social Science & Medicine, 30(1), 45-52.

Keith, P.M. (1987). Postponement of health care by unmarried

older women. Women and Health, 12(1), 47-59.

Krause, N. (1987). Stress in racial differences in

- self-reported health among the elderly. The
Gerontologist,

Krout, J.A. (1983a). Correlates of service utilization among
the rural elderly. The Gerontologist, 23(5), 500-504.

27(1), 72-76.

Krout, J.A. (1983b). Knowledge and use of services by the

elderly: A critical review of the literature.

International Journal of Aging and Human Development,

17(3) 153-167.



105

Lusky, R.A. (1986). Anticipating the needs of the U.S. aged
in the 21st century: Dilemmas in epidemiology,
gerontology, and public policy. Social Science Medicine,

23(12), 1217-1227.

Macken, C.L. (1986). A profile of functionally impaired
elderly persons living in the community. Health care

fipanci eview, 7(4)(summer), 33-49.

McAuley, W.J. & R. Blieszner. (1985). Selection of

long-term care arrangements by older community residents.

The Gerontologist, 25(1), 188-193,

Mercier, J.M., E.W. Morris, L. Paulson, M. Jakﬁbczak, C.G.
Gooch-Peterson, M.dL. Rubio, & P.C. Whiteford. (1987).
The housing needs and preferences of elderly Iowans. Ames,
IA: Iowa State University Department of Family

Environment, (May).

Mercier, J.M. & E.A. Powers. (1984). The family and

friends of rural aged as a natural support system.

Journal of Community Psychology, 12(October), 334-346.

Minnaker, K.L. & J. Rowe. (1985). Health and disease among

the oldest old: A clinical perspective. Milbank Memorial
Fund Quarterly/Health and Society, 63(2), 324-349.



1056

Morris, J.N., S. Sherwood, & V. Mor. (1984). An assessment
tool for use in identifying functionally wvulnerable
persons in the community. The Gerontologist, 24(4),
373-379.

-

Muller, C. (1986). Review of twenty years of research on

medical care utilization. Health Services Research, 21
(2)(June), 129-144.

Pearlman, R.A. & S.C. Hedrick. (1987). A health services
research agenda for geriatric care. Research on Aging,

9 (1)(March), 101-113.

Pedhazur, E.J. (1982). Multiple regression in behavioral
research. Explanation and prediction. New York, NY:

Holt, Rinehart and Winston.

Rosenwaike, I. (1985). A demographic portrait of the oldest

old. Milbank Memorial Fund Quarterly/Health and Society,

63(2), 187-205.

Rosenstock, I. (1966). Why people use health services.
Milbank Memorial Fund Quarterly, 44, 128-162.

Scott, J.P. & K.A. Roberto. (1985). Use of informal and

formal support networks by rural elderly poor. The

Gerontologist, 25(6), 624-630.




107

Shapiro, E. & N.P. Roos. (1982). Retired and employed
elderly persons: Their utilization of health care

services. The_ Gerontologist, 22(2), 187-193.

Shapiro, E. & L.L. Roos. (1984). Using health care:

Rural/Urban differences among the Manitoba elderly. The

Gerontologist, 24(3), 270-274.

Sharp, K., C.E. Ross, & W.C. Cockerham. (1983). Symptoms,
beliefs, and the use of physician services among the
disadvantaged. Journal of Health and Social Behavior,

24 (September), 255-263.

Soldo, B.J. (1985). In-home services for the dependent
elderly. Determinants of current use and implications for

future demand. Research on Agi 7(2)(June), 281-304.

Soldo, B.J. & E.M. Agree. (1988). America’s elderly.

Population Bulletin, 43(September), 3-51.

Soldo, B.J. & K.G. Manton. (1985). Health status and
service needs of the oldest old: Current patterns and

future trends. ilban emorial Fund Quarterly/Health

and Society, 63(2), 286-317.



108

Soldo, B.J., D.A. Wolf, & E.M. Agree. (1990). Family,
household, and care arrangements of frail older women: a

structural analysis. Journals of Gerontology,
45(November), 238-249.

Stoller, E. Palo & L.L. Earl. (1983). Help with activities
of everyday life: Sources of support for the elderly.

The Gerontologist, 23(1), 64-70.

Stone, R. (1986). Aging in the eighties, age 65 years and
over - use of community services. advancedata, number

124 (September 30), 1-8.

Swan, J. H., P.J. Fox, & C.L. Estes. (1986). Community
mental health services and the elderly: Retrenchment or

expansion? Community Mental Health Journal, 22(4),
275-285. '

Thomas, C. & H.R. Kelman. (1990). Health services use

among the elderly under alternative health service

delivery systems. Journal of Community Health,
15(April), 77-92.

Tinsley, H.E.A. & D.J. Tinsley. (1987). Uses of factor

analysis in counseling psychology research. Journal of
Counseling Psychology, 34(4), 414-424.



109

Wan, T.T.H. (1987). Functionally disabled elderly. Health

status, social support, and use of health services.

Research on Aging, 9(1)(March), 61-78.

Wan, T.T.H. (1982). Use of health services by the elderly in
low-income communities. Milbank Memorial Fund
Quarterly/Health and Society, 60(1), 82-107.

Wan, T.T.H. & B.G. Arling. (1983). Differential use of

health services among functionally disabled elders.

Research on Aging, 5, 411-431.

Wan, T.T.H. & B.G. Odell. (1981). Factors affecting use of
social and health services among the elderly. Aging and

Society, 1, 95-115.

Ward, R.A. (1985). Informal networks and well-being in later
life: A research agenda. The Gerontologist, 25(1),

55-61.

Ward, R.A. (1977). Services for older people: An integrated
framework for research. Journal of Health and Social
Behavior, 18(March), 61-70.

Windley, P.G. (1983). Community services in small rural

towns: Patterns of use by older residents. The

Gerontologist, 23(2), 180-184.



110

Windley, P.G. & R.J. Scheidt. (1983). Service utilization
and activity participation among psychological vulnerable
and well elderly in rural small towns. The

Gexrontologist, 23(3), 283-287.

Wolinsky, F.D., R.R. Mosely II, & R.M. Coe. (1986). A
cohort analysis of the use of health services by elderly
Americans. Journal of Health and Social Behavior, 27

(September), 209-219.



111

ACKNOWLEDGEMENTS

It is with great pleasure that at the end of this
journey I can take the opportunity to acknowledge persons
who have guided and accompanied my steps here. To Dr. Joyce
M. Mercier, my major professor, I am so very grateful for
the time, accessibility, energy, interest, and caring you
demonstrated during this process. Your own expertise,
belief in my skill, and artful nudges are a large measure of
any success reflected in this project. Thank you. To my
cqmmittee, present, Dr. Norm Scott, Dr. Mack Shelley, Dr.
Linda Enders, and Dr. Dee (Dianne) Draper, and past, Dr. Ed
Powers, Dr. Gordon Bivens, and Dr. Rosalie Norem, my
heartfelt thanks for your characteristic interest and
valuable skills and support.

The excursions and labors of my journey were cheered
and championed by the family, friends, and colleagues who
shared the challenges of coping with transitions, managing
workload, traversing emotional tides, and celebrating even
small victories. To my family of origin, Laurence E. Gooch,
Dolores Gossweiler Hudson, Laura Gooch Herro, and David L.
Gooch, and to Jim Hudson, John and Amanda Herro, and nmy
other extended family, you were there, I am here, you loved
me, and I love you all. Bless you for being where you were

for me. I am truly honored by your gifts of selves and

——— e



112

resources. To Dr. Sue Carney Daniewicz, Dr. Delores Brick
Dunagan, and Dr. Noel Lund, my cherished friends and
colleagues from my beginning steps, thank you for the love
and support you have graciously and elegantly extended to
me, and the inspiration you provided when my oﬁn resolve,
strength and vision wavered. I joyously anticipate the
sharing of our ongoing journeys together. A.warm and
affectionate thank you, Lois Braverman, for your eloquent
nurturance, support, an&isincere belief in my ability to
know, trust, challenge, and express myself. To my Honor
Roll for the blessing of your tangible contributions and
energizing interactions of continuing regard, medical care,
shelter, transfer, technical expertise and extended time
which enrich both my professional and personal life: Kathy
Schmitz, Donna Bennett, JorgeAnn Swinford, Ron Schmitz, Judi
Lodden, Ted Lund, M.D., Jim and Carolyn Cornette, Clete
Mercier, Jim Merideth, Regina Love, Mona Young and Robert
Eng Chin, Lynn and Marcia Prior-Miller, Ann Russey, Jim
Hoekstra, David Koehler, Laurie Vold, Laurie Bishop and Paul
Maakestad, Rich Daumueller and Jan Hill, Dr. Mary and Ralph
Pickett, Dr. Joyce Davidson, and Dr. Ed Lewis; to my
friendship and work networks in these years and to my
project cohorts, my sincere thanks. Your spirited |

generosity has buoyed my spirit.



113

In Memory and Dedication
to my grandparents
Charles Benjamin Gooch, Sr.
Viola Blanche Richardson Gooch
Albert Emil Frederick Gossweiler, Sr.
Louisa Maria Forster Gossweiler
and to the 277 elderly Iowans
who gracefully and generously gave time, energy, knowledge,

and their own distinctive stories to this project.

To my éon, Robert James Chfistopher Gooch Peterson,
The Kid, whom I name last, only because the thoughts and
feelings I have about you, and our relationship are so
poignant, complex, and replete, that I am challenged to
articulate them in any comprehensive way. You have been a
light in my life, an invitation to be my very best, a voice
of humor, é reminder that I am human, a challenge to keep my
priorities ordered, a spirited comfort, an echo of self, a
creative view to an emerging world, a surprise in so many
ways. For what it is worth, I do believe you really will be
a wonderful (older) adult. I offer blessings for your own
developmental, spiritual, intellectual, and relational
journeys on your own path to serenity. You are a special
life song.‘ Your spirit resonates through my life.

Peace and Love, The Mom.



114

APPENDIX: TABLES

Table 1: Pearson product moment correlations

of all variables

‘Table 2: Hierarchical regression of contacts with

physicians on blocks 1,2,3

Table 3: Stepwise regression of contacts with physicians

on the independent variables



' - | 115

Table 1. Pearson product moment correlations of all

variables
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Table 2. Hierarchical regression of contacts with physicians on blocks 1,2,3

Variables Regression | Regression 2 Regression 3
Beta T-score Beta T-score Beta T-score

1. Health rating 3 -17 257 ** -21 -3.14 Hokk -22 =3276 *4*
2. Functional limits -009 -16 036 617 03 598
3. Psychological vulnerability -01 -24 -01 -709 -017 =21
4. Identified illness .33 5.2]1 #ak 33 5.245 swxk 318 4.951 *x*
5. Health insurance ownership o1 -20 -.009 -15
6. Residence .08 148 076 1.369
7. Employment status -03 -56 -02 -345
8. Educational level 049 1.32 .08 1.365
9. Incomelevel .16 2.69 #x 15 226 *
10. Household size -139 -1237
11. Age 038 600
12. Gender -0.046 0.683
13. Marital status 0.218 1.869

DF 4 9 13

2
R .19 23 24
2

ADI.R .18 20 . 20

F 15.925 Hokok 0.848 sowx 6.445 Hoax
* <.05
¥ <0l

skt

<.001

911



Table 3. Stepwise regression of contacts

with physicians on the independent

variables
Variables Step 1 Step2 ..1 Step 13
Beta T-score Beta T-score Beta T-score

1. Identified illness 41 T7.47 dx 33 5.314 d*x 318 4.961 *k
2. Health rating -17 2,659 Aok -222 -3.276 Aok
3. Psychological vulnerability ' -016 =21
4. Functional limits 037 0.598
5. Incomelevel 1496 2262 *
6. Employment status -021 =345
7. Residence 0757 1.369
8.  Health insurance ownership -0088 -152
9. Education level 082 1.365
10. Age 038 600
11. Marital Status 218 1.869
12. Household size -.1387 -1237
13. Gender -046 -.683

DF ) 1 2 13

5 .
R .16858 .18949 2416
2

ADI.R 16555 .18358 204

F 55.76 32.03 6.445
* <05
** <01

ko <003
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