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My independent study project was stipulated based on an internship experience at
Johns Hopkins School of Public Health, which was entitled the Minority Summer
Internship Program. Because Johns Hopkins is a world renowned institution, rich
opportunities were available which encompassed: a community-based project, a research
analysis opportunity and a preceptorship. In the research analysis opportunity, I was
placed with a health economist, Darrell Gaskin, and created what is now known as my
senior thesis.
This study examines disparities in site of usual source of care by race and
ethnicity, and explains why site of usual source care is important. Observed differences
were determined in where people obtain health care persisted after controlling for other
factors, such as other demographic, socioeconomic status, and individuals' values and
beliefs about health care. Racial and ethnic subgroups identified which factors were
important determinants of site of care for each subgroup. The data indicated that the site
of usual source of care is correlated with use of health care services and access to care.

Introduction
Currently, well documented disparities in health exist among members of racial
and ethnic groups (Brown et aI. 2000). For example, stroke and cancer remain higher for
African Americans than Whites (Keppel, Pearay & Wagener 2002). Compared to nonHispanics Whites, diabetes health rates were 2.5 times higher for black people and 1.7
times higher for Hispanics (National Center for Health Statistics 2002). Today, the main
social problems that exist in health care industry are access, cost and quality. More
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specifically policymakers are troubled by the problems with access to medical care that
appear among minority groups, despite the marked improvements in the nation's health.
Some of these disparities include using lower entry to preventive care services, being less
likely to have a usual source of care and being more likely to lack health insurance.
Because the nation's health is intertwined with the well-being of all Americans,
policymakers, researchers and health care providers have set a goal to eliminate racial
and ethnic disparities in health. This goal was the central idea of the Healthy People
2010 initiative.
The reasons for racial and ethnic disparities in access and health care use are not
fully understood, but recent studies indicate the following: In comparison to Whites,
Afiican Americans, and Hispanics have less of an opportunity to report that their usual
source of care is a doctor's office; minorities have a higher propensity to depend on
community health centers and hospital outpatient departments. In addition, minorities are
more likely to report that they use the emergency room or do not have a usual source of
care (Collins et.al2002). Little is known about the cause of this disparity in site of usual
source of care, but fellow researchers' assert the following information.
Using data trom the 1996Medical Expenditure Panel, Lillie-Blanton and follow
researchers assessed whether race and ethnicity had an independent effect on where
obtained medical care. They found that after controlling for type of insurance coverage,
family income, and geographic region, African Americans and Hispanics were still more
likely than White non-Hispanics to rely on hospital outpatient departments, clinics and
emergency rooms for their usual source of care (2001).
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Weinick and colleagues reported that differences in health insurance coverage and
income account for less than half of the observed disparity in usual source of care
between Whites and Aftican Americans and Whites and Hispanics (2000). In another
study, Weinick and Krauss present evidence that the differences between Hispanic and
White children may be explained by their parents' ability to speak English (2000).
There are racial and ethnic differences in the trend in the proportion of the
population without a usual source of care. Moy and colleagues report that ITom1987 to
1992 the proportion of adults without a usual source of care increased ITom17 to 21
percent (1998). They report that while likelihood of no having a usual source of care
increased by 33 percent for the general population; it increased by 68 percent for
Hispanics. Weinick and colleagues report a difference pattern when children are
included in the analysis and the time period is extended to 1996 (2000). The proportion
of persons without a usual source of care declined for Whites (17 to 15.1) and for Aftican
Americans (23 to 19.2) ITom1987 to 1996 while for Hispanics the proportion increased
ITom28 to 29.5 percent. This racial and ethnic disparity not only exists, but also appears
to be growing causing serious concern.
This analysis seeks to further evaluate why site of usual source care may be
important. This objective is obtained through observing differences in where people
obtain health care persisted after controlling for other factors, such as other demographic,
socioeconomic status, and individuals' values and beliefs about health care. For each
subgroup, the variation is studied to see which factors were important determinants of site
of care. There is no quick solution to this complex problem, but through a better
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understanding of health disparities directly concerned with site of care, opportunities can
be allocated to effectively target this problem.

Methods
This study used the Commonwealth Fund's Health Care Quality Survey
conducted by Princeton Survey Research Associates between April and November 2001.
The survey was a 25 minute interview administered randomly by telephone to adults
living in the continental United States. Persons residing in communities with high
proportions of African Americans, Hispanics and Asians were over-sampled. The data
was weighted appropriately to account for the sampling design. The overall response rate
was 54.3 percent. The data was representative of adults age 18 and over living in
households with telephones. The survey covered several domains including usual source
of care, health care utilization, unmet medical needs, satisfaction, health status,
socioeconomic status and demographic information, attitudes about value of medical care
and perceptions about the presence of raciaVethnicbias in medical treatment.

Study Variables
The primary variable of interest or dependent variable is the respondent's usual
source of health care. Survey respondents were asked where they usually go when they
are sick or in need of health care. Their responses were placed in four categories: 1)
doctor's office or private clinic, 2) community health center, public clinic or some other
place, 3) hospital outpatient department, and 4) hospital emergency room or no regular
place of care. Conceptually, the analysis is based on the Andersen and Aday model of
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health care utilization and access to care, i.e., site of care depends on predisposing,
enabling and health need factors (Anderson & Aday 1978).
The predisposing factors were race, ethnicity, age, gender, marital status, attitudes
about health care and perceptions about the presence of racial/ethnic discrimination in
medical treatment. Four race/ethnic subgroups were included: White non-Hispanics,
African Americans and Hispanics. For ease of exposition, White non-Hispanics are
referred to as Whites and the terms Aftican Americans and Blacks are used
interchangeably. Age was defined as a set of categorical variables using the age grouping
40 to 49 years old as the reference group. A set of categorical variables were preferred as
a continuous measure because persons of similar ages have similar health needs and may
seek care in similar place. Categorized respondents were noted in three ways: 1) married
or living as married, 2) widowed, divorced, and separated and 3) never been married
which was the reference group.
Respondents' attitudes about the value of health care were measured based on
their agreement or disagreement with the following four statements: 1) My health largely
depends on how well I take care of myself; 2) I think staying healthy is a matter of luck
more than anything else; 3) I leave it to my doctor to make the right decisions about my
health; and 4) It is generally better to take care of your own health than to go to the
doctor. The responds categories were: 1) strongly agree, 2) somewhat agree, 3) don't
know, 4) somewhat disagree and 5) strongly disagree. Neutral respondents that did not
know were placed under the category of neither agree nor disagree. Because of the low
correlation between the four variables, each response represented a separate variable. To
measure the respondents' perception of racial/ethnic bias in the delivery of medical

5
--~~

selVices,two questions were used: 1) Do you think there was ever a time when you
would have gotten better medical care if you had belonged to a different race or ethnic
group? 2) Over the last two years, has a family member or mend been treated unfairly
when seeking medical care specifically because of race or ethnic background? If the
respondent answered yes to either question than they were designated as a person who
believed there is racial/ethnic bias in the delivery of medical care.
The enabling factors were health insurance status, income, education and
geographic location. Health insurance status was a point in time indication of the
respondents' main source of coverage. Persons were placed into four categories:
uninsured, private, Medicare and Medicaid or other public coverage. Individuals were
asked to report their total household incomes from all sources before taxes in $5,000
inteIValSranging ITombelow $10,000 to more than $75,000. Persons below $10,000
were given the value of$5000. Persons above $75,000 were assigned 87,500. Persons
between $10,000 and $75,000 were assigned the midpoint of the range they indicated,
e.g., $30,000 to $35,000 were assigned $32,500. Because 13.7% of respondents did not
report household income, we imputed household income. This was performed using a
regression with age, age squared, race, ethnicity, education, employment status, and
numbers of adults and children in the household. The R2 for this model was 0.35
indicating a good fit. To measure educational attainment, we used categorical variables
indicating whether the respondent had less than.a high school education, a high school
diploma or the equivalent, some college business, technical or vocation school training
after high school, and a four-year college degree or more. Geographic location was
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measured two ways: type of residence, (i.e., urban, suburban or rural) and by region (i.e.,
Northeast, South, Midwest and West.) (See Table 1. for description of the study sample.)
To measure health need three variables were employed: self-reported health, the
presence of chronic conditions and the presence of a physical limitation. Respondents
were asked to rate their health status on a five-point scale from excellent to poor. An
indicating variable was created for those who reported that their health status was poor or
fair. Respondents were asked if in the past five years they were told by a doctor they had
high blood pressure, heart disease, cancer, diabetes, anxiety, depression, obesity or
asthma. We created a composite chronic condition indicator was designated for those
respondents who answered yes to any of these conditions. To measure functional status,
the respondents answer to the question that stated, "To what extent does a health problem
or disability prevent keep you from participating fully in work, school or other
activities?" Respondents were given a four-point scale to answer ranging from "a great
deal" to "not at alL" Those persons who indicated a fair amount or great deal were
identified as having some physical limitation.

Analytical Methods
Several research questions were addressed in the analysis. To what extent are
observed racial and ethnic differences in site of usual source of care due to other factors?
What are the primary determinants of usual source of care? Do the primary determinants
of usual source of care differ across the four subgroups? To answer the first question,
data was reviewed according to risk ratios for each minority group compared to Whites of
their use of a community health center, hospital outpatient department and hospital
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emergency room! no regular source of care respectively, relative to a private doctor's
office. Risks ratios were adjusted for age and gender only and compared them to relative
risk ratios adjusting for all of the predisposing, enabling and health factors.
To address the second question, a multinomial logistic regression model was
estimated where the dependent variable was the site of the respondents' usual source of
care using those who use a doctor's office as the reference group. This model rendered a
set of relative risk ratios for each of the site of care in comparison to doctor's office.
These estimates identified which factors are important determinants of where persons
seek care. To address our third question, the site of care model for each subgroup was
estimated separately. This allowed exploitation of the variation within a subgroup to
identify which factors were more important for that subgroup.

Results
Racial and Ethnic Disparities in Site of Usual Source of Care
In comparison to Whites, Aftican Americans were more likely to use all three
alternative sites instead of a private doctor's office. Similarly, Hispanics were more
likely to use community health centers, hospital emergency rooms or report they had no
regular source of care. (See table 2.) The multivariate analysis suggest that some of the
observed differences are due to variations in other factors such socioeconomics status,
location, health status attitudes towards health care and perceptions about raciaVethnic
bias in health care. (See table 3.) In the multinomial logistic analysis, we found: The
differential use of community health centers by African Americans was explained by the
variation in the other factors. However, after controlling for these factors Aftican
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Americans still 3.7 times more likely to use hospital outpatient department than were
Whites and were 1.8 times more likely to use emergency rooms or report no usual source
of care than were Whites. The observed differences between Hispanics and Whites were
no longer statistically significant after controlling the other demographic factors,
socioeconomics status, geographic location, health status, attitudes towards health care
and perceptions about racial/ethnic bias in the delivery in health care.
Other Determinants of Site of Usual Source Care
Predisposing Factors
The multivariate analysis identified several factors that are important
determinants of usual source of care (See table 4). Older persons were less likely to
report that their usual site of care is emergency room or that they do not have a usual
source of care. Similarly, women less likely to report that their usual source of care is a
hospital outpatient department, hospital emergency room or that they do not have a usual
source of care.
Person who tended to disagree with the statement, "I leave it to my doctor to
make the right decisions about my health," were more likely to hospital emergency rooms
or report they had no usual source of care. Persons who tended to disagree with the
statement, "It is generally better to take care of your own health than to go to the doctor,"
were less likely to use community health centers, hospital emergency rooms or report
they had no usual source of care. Whites who felt that health care providers practiced
discrimination against them or a family member were less likely to use community health
centers. However, minorities who felt the same way were more likely to use community
health centers.
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Enabling Factors
As expected, economic factors influence individual's selection of site of care.
People with fewer economic resources were less likely to use a private doctor's office.
As household income increased, people were less likely to report that they used
community health centers or hospital emergency rooms or say that they had no usual
source of care.
There was no statistically significant difference in usual source of care between
persons covered by Medicare and private health care insurance, but Medicaid enrollees
were more likely to use all three alternative sites of care rather than private doctors'
offices. They were 3 times more likely to use hospital outpatient departments and
community health center than the privately insured and almost twice as likely to use a
hospital emergency room or report they had no usual source of care. Uninsured persons
were almost five times more likely to use hospital emergency rooms or report they had no
usual source of care~3.8 times more likely to use community health centers and 1.9 times
more likely to use hospital outpatient departments, rather than doctors' offices.
Educational attainment and marital status playa strong role in determining
whether individuals used community health centers instead of a private doctor's office.
Persons with more education were less likely to use community health centers. Similarly,
persons who were married, widowed or divorced were less likely to use community
health centers.
Location was also an important factor. In comparison to suburban residents
person who lived in rural and urban areas were more likely to report they used
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community health centers. Also compared to persons residing in the Northeast, persons
living in the South, Midwest and West were all more likely to use community health
centers. Midwest residents were also more likely to use the other two alternative sites of
care while West residents were more likely to use hospital outpatient departments.

Need Factors

Health status influences individual's choice of site of source of care. People who
say they are in poor/fair health are more likely to use community health centers relative
to private doctor's offices. In addition, they may be more likely to use hospital outpatient
department, hospital emergency rooms or to report they do not have a usual source of
care. People who report that their activity is limited by health problem or disability are
more likely to use hospital outpatient departments are a usual source of care. However,
people who reported that they have a chronic condition are less likely to use community
health centers than to use doctor's offices.

Relatiye Importance of Determinants of Usual Source of Care within Racial and
Ethnic SubgrQYR.s

To explain the variation in usual source of care within the four racial and ethnic
subgroups, we estimated separate multinomial logistic models for each group. (See
appendix 1.) The results suggest that some factors are more important for some
subgroups than for others. (See figure 1.) For Whites, demographics factors (age and
gender) and insurance status are the most important factors. For Afiican Americans and
Hispanics income, education and insurance status are the dominant factors. Other
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notable differences were: health need factors were a more important predictor for Whites.
Values and beliefs about health were least predictive for Amcan Americans. In turn,
geographic location was more important to Amcan American and least important to
Hispanics.
An examination of the relative risk ratios for each subgroup reveals few
similarities and many differences. Financial factors (Le., income, Medicaid coverage,
and lacking health insurance) had similar effects of the site of usual source care for all
four subgroups. Demographic factors were important predictors for minority groups.
Relative to 40-49 year oIds, older Amcan Americans were less likely to use community
health centers hospital outpatient departments, emergency rooms or have no regular
source of care while younger Hispanics were more likely to use these three alternatives
sites to a private doctors. Attitudes and values about health and perceptions of racial bias
in health care were also strong predictors of Whites' use of community health centers.
Low educational attainment was associated with Whites' use of community health
centers, and Hispanics' use of emergency rooms or lack of a usual source of care.
Geography was very important for Whites. Those who lived in the rural areas, the
Midwest, South or West were more likely to use the three alternate sites of care. Amcan
Americans in urban areas were more likely to use community health centers and hospital
outpatient departments. In addition, Afiican Americans residing in the Midwest or South
were more likely to use hospital outpatient departments. Health status and functional
limitation were strong predictors for Whites. Conversely, Whites who reported a
disability were more likely to indicate they used hospital outpatient departments,
emergency rooms or had no usual source of care.
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Does the Site of Usual Source of Care Matter
Data presented in table 5 suggest that the site of usual source of care does matter.
Persons who use a private physician's office are more likely to have a doctor's visit in the
last 12 months, less likely to have a hospital stay, less likely to delay seeking care and
less likely to feel they very little or no choice in where they seek health care services.
With respect to delaying or not seeking care, persons who use community health centers
respond more like persons who use the Emergency Room or have no regular source of
care. With respect to hospitalizations, persons who rely on hospital outpatient
departments respond more like persons who use the Emergency Room or have no regular
source of care. Persons relying on the three alternative sites of care are 2 to 3 times more
likely to feel they have little choice in where they obtain medical care.

Discussion
Prior research have focused on whether individuals have on usual source of care
rather than where persons receive their care. Researchers have demonstrated the
importance of having usual source of care. Having a usual source of care is a strong
predictor of access to care and use of health care services (Sox et al. 1998). Several
studies have shown that having a usual source of care improves access to needed and
appropriate care. Persons with a regular doctor are more likely to have physician visit in
the prior year, seek care in a timely manner and use preventive services (Sox et al1998,
Lambrew et al1996 & Ettner 1996). In addition, having a usual source of care promotes
continuity of care and reduces other barriers to care such as waiting times (Forrest &
Starfield 1998). There is also evidence that having a usual source of care is associated
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with better management of chronic conditions (Ansell et al. 2002). Ansell and colleagues
show that for diabetics having a regular primary care source increase patient use of
diabetes related services such as a blood glucose test, an eye exam, a foot exams and
being offered a flu shoot. There is some evidence that having a regular doctor at one's
usual source of care is important. Persons with a regular doctor compared to those with
just a regular site of care have better access to primary care and are more likely to use
discretionary preventive services such as blood pressure and cholesterol check-up ( Sox
et al1998, Lambrew 1996 & Ansell et al. 2002).
Prior research has shown that having a usual source of care attenuates racial and
ethnic disparities in the receipt of preventative services (Corbie-Smith et al. 2002 &
Newacheck et al. 2002). These studies have focused on the raciaJ/ethnic differences in
whether individuals have a usual source of care. No studies have investigated effects of
the site of usual source of care on the use of preventive services care.
This study began this line of analysis by examining racial and ethnic disparities in
where people usually obtain their health care. We find that while financial factors such
as income and insurance status are important determinants for each racial and ethnic
subgroup, other factors such as geography, health status, and age are also important
predictors of where people receive their health care. The relative importance of these
factors varies across racial and ethnic groups. Policy makers should consider these
factors in attempting to improve access to care for wlnerable populations.
This analysis suggested that just having a usual source of care may not completely
eliminate race and ethnic disparities in access to care. Sometimes persons who rely on
community health centers and hospital outpatient departments for care face similar access
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problems as persons who use the emergency room or have no usual source of care. A
public policy goal merely promoting a usual source of care regardless of the site may be
inadequate to address disparities in access. This study serves the purpose of aligning
future studies to find effective policy changes to later help eliminate health disparities.
With this said, the most important finding in this study was that health insurance,
income and education was an important determinant for all races and ethnicities. Clearly
health insurance is important due to fact that it can assure timely access to medical care
(Monheit & Vistnes 2000). So initially improving access to health insurance would be a
viable option. Using data trom the 1996-1999 Medical Expenditures Panel Survey,
Zuvekas and colleagues examine the role that insurance coverage plays in explaining
persistent disparities in access among racial and ethnic groups. In the Zuvekas and
research study, they found that differences in insurance coverage explained up to onethird of Hispanic-white disparities and two-fifths of black-white disparities in having a
usual source of care (2003). This study projected the idea that increasing health
insurance coverage would increase access for all Americans; however, this would be a
challenge for policymakers. Their analysis suggested that disparities in access to
employment-related coverage for blacks can be traced to lower employment among
single blacks and lower marriage rates. For Hispanics, lower levels of employment
among singles also reduce access to employment-related coverage. Hence, incremental
reforms in context of a predominately employer-based system are unlikely to have a
direct impact of these factors. In addition, policymakers can not change the types of jobs
that Hispanics and Blacks hold, but might try to increase offers of coverage through
existing jobs. Although this is a very complex direction, an applicable option would be
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offering health insurance subsidies to increase minority use of care in private doctor's
offices. While health insurance matters, it can not eliminate disparities without the factor
of income.
Income and education playa very important part in improving access to care.
Deaton, a well-known health economist, asserts that understanding the link between
income and health will result in the desired outcome of improving health opportunities
for those who are economically disadvantaged (2002). With this said, addressing
income-related inequalities should be an urgent task of health policy. In the paper
entitled, "Policy Implications of the Gradient of Health and Wealth," Deaton reviews
some evidence of the gradient and states his access argument. This argument charges
~hat"If better-educated, richer, or lighter-skinned people have better access to health
care, and if health care has a major effect on mortality and morbidity, then education,
income or race will predict health outcome" (2002, p. 17). This observation confirms
that if access to care, i.e. usual source of care, is the major cause of the gradient, then an
appropriate policy would address the structure of the health industry.
More importantly individual utility is neither defined by the site of care, nor
income; rather this gradient establishes that people who are categorized in terms of
income are also deprived in terms of limited access to care. If the urgency of
redistribution depends on the degree of deprivation of the poor, as it surely must, the
gradient strengthens the case for redistribution. When thinking of such redistribution, we
need to think about improving well-being at the bottom, not just improving site of care or
income. While improvements concerning this topic are clearly a good thing, we must be
careful about not improving site of care at the cost of income or improving income at the
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expense of site of care. A policy that does not involve such a conflict is one that
improves the quality or quantity of education. Furthermore, education improves both
earnings and site of care making it beneficial on both sides of the spectrum. Although
this is a long-term option, it is the best due to it's ripple effect to improve site of usual
source of care.
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Appendices:

Table 1. Characteristics of the Study Sample Population

Total

African
Americans

Asians

Hispanics

Whites

20.2
20.5
21.8
20.8
16.8
55.0
96.9

25.3
22.9
18.9
20.2
12.7

24.3
29.9
21.3
16.2
8.3

33.5
23.8
19.5
14.6
8.6

17.2
19.1
22.6
22.1
19.1

95.7

96.2

96.1

97.2

130.1

36.6

36.2

41.6

27.2

I 73.9

72.8

70.8

74.2

74.2

145.3

33.1

66.1

51.8

45.2

14.6
7.3
13.4
32.2
27.5
25.3
61.8
19.0

12.3
13.7
19.5
36.2
27.9
16.3
41.0
26.2

5.5
6.3
12.7
17.0
22.1
51.9
66.1
9.3

11.5
13.3
32.1
28.8
21.3
10.5
61.3
13.8

15.9
5.8
9.7
32.8
28.4
27.5
64.9
19.2

115.5

17.2

12.5

22.0

14.4

45.8
20.8
6234

21.0
1031

21.8
614

23.6
1142

20.3
3447

I

Predisposing Factors
Age 18-29
Age 30-39
Age 40-49
Age 50-64
Age 65+
Female
My health depends on how well I
take care of myself
Staying healthy is a matter of
luck
I leave decision about my health
to my doctor.
It's better to take care of your
own health than to go to the
doctor
Perceive of Racial or Ethnic Bias
in Delivery of Medical
Treatment
Enabling Factors
Below 20K
Between 20K and 40K
Medicare
Medicaid and other government
Uninsured
High School Graduate
Some College
College Degree
Married
Widow/Divorce
Health Needs
Self Reported Health Status of
Fair or Poor
Any Chronic Condition
Limited Activities
Number of Observations

Source: Calculation ITom the Commonwealth Fund Survey of Disparities in Quality of
Health Care: 200 1.
Note: The four raciallethnic subgroups arc mutually exclusive. Hispanics who are also White, Aftican American or Asian are counted
in the Hispanic category. The percentages were calculated using the probability sample weights.

Table 2. Percent of Respondents Receiving Care in Various Site By RacelEthnic Group
Total
Doctor's Office or
Private Clinic
Community Health
Center or other public
clinic
Hospital Outpatient
Department
Hospital Emergency
Room or No Regular
Place of Care
Number or
Respondents

Asians

Hispanics

Whites

76.8

African
Americans
66.4

74.2

59.7

81.1

11.2

12.1

11.6

23.4

9.3

3.8

8.9

7.1

3.2

3.0

8.1

12.6

7.1

13.7

6.6

6234

1031

614

1142

3447

Source: Calculation from the Commonwealth Fund Survey of Disparities in Quality of
Health Care: 2001.
Note: The four racial/ethnic subgroups are mutually exclusive. Hispanics who are also White, Aftican American or Asian are counted
in the Hispanic category. The percentages were calculated using the probability sample weights.

ii

--~-

Table 3. Relative Risk Ratios of Using a CHC, Hospital OPD, Hospital ER or Having No
Usual Source of Health Care Relative to a Private Doctor's Office, Comparing Whites
with African Americans, Asians and Hispanics
Community Health Hospital Outpatient
Centers
Departments
I

1.00
1.54
1.26
3.01

ics

1.00
1.03
1.18
1.32

Hospital ER or No
I

UsualCare
Source of
P>lz

0.006
0.293
0.000

1.00
3.76 0.000
2.68 0.000
1.47 0.182

1.00
2.39
1.12
2.62

0.000
0.685
0.0001

0.877
0.527
0.127

1.00
3.66 0.000
2.92 0.001
1.23 0.5221

1.00
1.84
1.33
1.35

0.0051
0.3791
0.1721

Source: Calculation from the Commonwealth Fund Survey of Disparities in Quality of
Health Care: 2001.
Modell controls for age and gender. Model 2 controls for age, gender, SES, geographic
locations, attitudes about health care and perceptions of racial bias in health care. (See
table 4 for exact specification)
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Table 4. Other Determinants of Usual Source of Care Use of CHC Hospital OPD,
Dos ital ER or Davin No Usual of Care Relative to a Private Doctor's Office
Hospital
HospitalER or No
Community Health
Outpatient
UsualSourceof
Center
Department
HealthCare
RRR
P>lzl
RRR
P>lzl
RRR
P>lzl
Other Predisposing Factors
Age 18 to 29
age 30 to 39
Age 40-50 (reference)
Age 50 to 64
Age 65 and over
Male (reference)
Female
Single (reference)
Married
Widowed or Divorced
My Health Depends on Me
Health Depends More on Luck
Leave Health Decisions to My Doctor
It's Better to Take Care of Yourself
Reported Racial Bias
Reported Racial Bias . Minority Status
Enabling Factors
Income in (10,000)
Privately Insured (reference)
Medicare
Medicaid
Uninsured
Less than High School
High School
Some College
College Degree
Suburban (reference)
Urban
Rural
Northeast (reference)
Midwest
South
West
Need Factors
Poor or Fair Health
Any Chronic Condition
Disability that Limits Activities

1.95
1.56
1.00
1.69
1.75
1.00
0.47
1.00
0.88
1.22
1.22
1.10
0.98
0.96
0.92
1.18

0.060
0.140

0.287

0.017
0.030
0.001

0.95
1.00
1.28
3.13
1.88
1.00
0.97
1.21
0.99
1.00
0.94
1.35
1.00
1.91
1.50
2.45

0.023
0.041
0.389

1.60
0.80
1.56

0.98
0.90
1.00
0.77
0.73
1.00
0.80
1.00
0.70
0.52
1.14
1.05
1.03
0.92
0.25
4.18

0.922
0.621

0.89
1.00
0.82
3.06
3.77
1.00
0.55
0.59
0.45
1.00
1.34
1.68
1.00
1.82
1.61
2.15

0.001

1.49
0.74
1.16

0.229
0.292
0.109
0.032
0,003
0.162
0.290
0.526
0.048
0.028
0.032

0.506
0.000
0.000
0.001
0.011
0.001
0.051
0.006

1.09
0.76
1.00

0.096
0.178

0.54
0.45

0.655
0.556
0.130
0.126
0.756
0.514
0.889
0.807

0.38
1.00
1.09

0.000

1.93

0.706
0.193
0.509
0.382
0.020
0.032
0.286
0.360

0.85

0.000

1.40
1.07
0.96
1.15
0.90
0.49

1.00

0.496
0.001
0.025

1.41
1.99
4.96

0.354
0.015
0.000

1.00

0.930
0.558
0.976
0.755
0.289

0.77
0.64
0.55
1.00
0.93
1.12

0.222
0.059
0.036
0.690
0.626

1.00

0.040
0.157
0.003
0.055
0.260
0.035

1.93
1.49
1.51
1.47
0.81
1.32

iv

----

0.026
0.042

1.00

0.000

Log likelihood = .3903.0S26, Pseudo R2 = 0.1363
Note: Attitudes about heahh care were measured on a scale ranging &om 1 (strongly agree) to S (strongly disagree)

---

0.749
0.246

0.012
0.093
0.094
0.081
0.209
0.175

Table 5. The Association Between Site of Usual Source of Care and Measures of Use
and Access to Care.
Visited the
doctor or a
medical clillic
ill last 12
mollths
Doctor's

OffiCel78.1

or Private
Clinic
169.4
Community
Health Center
or other public
clinic
175.1
Hospital
Outpatient
Department
152.1
Hospital
Emergency
Room or No
Regular Place
of Care
I
P

= 0.000

Had a hospital
stay ill the last
12 mollths

12.0

Delayed
Felt they have
Seekillg or Did 110choice ill
lIot Seek
where they
Needed Care ill obtailled care
the last 12
months
18.4
13.9

12.5

24.2

31.0

20.9

18.2

25.8

18.8

23.8

34.5

P=O.002

P=O.023

P=O.OOO

v

---
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