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This research sought to identify the determinants of nonuse 

and high use of physician services and assess whether or not 

patterns of nonuse and high use changed over time. The popula-

tion of interest was a group of elderly unmarried w o m e n who 

participated in the Longitudinal Retirement History Survey from 

1969 to 1979. Andersen and Newman's (2) health care services 

utilization model served as the conceptual framework for this 

research. 

Of specific interest was the relationship between age strata 

and health care behavior. Age proved to be a stratifying vari-

able within the health care delivery system. Over the ten year 

survey period, the health care behavior of preretirement and 

postretirement nonusers and high users differed significantly. 

A decline in nonuse was also associated with the transition 

years. This finding could be attributed to the "near poor" 

becoming eligible for Medicare. In any event, these data show 

that utilization of physician services is likely to increase 

among some unmarried women in their middle 60's. 

Although there was a notable relationship between lower 

income levels and nonuse, and a slight decrease in nonuse when 



satisfaction with their way of life, greater happiness levels, 

and better health status than high users. This suggests that for 

many, nonuse might not be a function of deprivation, but rather 

of good health, However, policymakers should be alert to that 

group of nonusers who are not seeking care because of access 

barriers to the medical system. 

The data from this study demonstrates that, on the whole, 

the elderly, unmarried female nonuser or high user had access to 

physician services. However, these data also show that those 

repondents who reported greater use of services possessed higher 

incomes and better insurance coverage than nonusers. 

High users reported more chronic conditions and disabili-

ties, lower happiness levels, and less satisfaction with their 

way of life than did nonusers. Policymakers concerned with 

rising health care costs might target this area as one in which 

innovative programs to treat chronic conditions and disabilities 

should be encouraged. With the projected increase in the propor-

tion of elderly in the future, this group of high users is likely 

to increase in size. 

S&IMJ 
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INTRODUCTION 

Despite the media attention given to all things youth-

ful, America is becoming a nation of older people. The 

proportion of elderly in the population is increasing dis-

proportionately to other age strata in society. By the year 

2011, when the post-war "baby boom" generation reaches age 

60, it is estimated that 18 percent of the population will 

be over 60 years of age. 

This proportional shift in the age strata is produ-

cing numerous societal consequences. The health care deli-

very system clearly reflects these demographic changes. For 

example, while the elderly now constitute 11 percent of the 

population, they fill one-third of the hospital beds, and 

account for one-fourth of the nation's health care expendi-

tures (3, p. 10). 

Legislators and policymakers who have become aware of 

these trends are beginning to look for new service delivery 

approaches that will be able to provide comprehensive health 

care services more cost-effectively. Facilitation of this 

effort, however, will require increased awareness of the 

factors associated with utilization patterns among the 

elderly. More specifically, planners need to know what 

characterizes people's use of different kinds and amounts of 



medical services. In other words, what are the characteris-

tics that distinguish the various utilizers of health care 

services? 

While there has been considerable research on the indi-

vidual and organizational determinants of medical care uti-

lization in the general population, relatively little has 

been reported on the aged. Of those studies that have 

looked into the medical care practices of the elderly, only 

one was found that was longitudinal in design (4). This 

dearth of information is noteworthy, considering the fact 

that the elderly make up such a large component of the 

health care populous. 

The primary focus of this research is to examine the 

health care utilization practices of elderly, unmarried 

American women. Specifically, attention will be directed 

toward the investigation of two usage extremes: high utili-

zation and nonutilization of physician services. Only a few 

studies have been devoted to the examination of these 

extremes; most health care utilization research has concen-

trated on the utilization patterns of the population as a 

whole (2, 4, 6). 

Two conceptual frameworks will guide this research, 

Andersen and Newman's (1) behavioral model of health 

services usage and Riley's sociology of age stratification 

(5). Andersen's model will serve to identify those indivi-

dual factors that potentially influence health behavior. 



Riley's work in age stratification will provide a theoreti-

cal basis for postulating changes in utilization behavior. 

Applied in tandem, these conceptual schemes will broaden 

the perspective typically brought to studies of the health 

care system. 

Chapter I is devoted to a review of the relevent liter-

ature, and directs attention to those areas within the 

sociology of age stratification that add insight to this 

study. Chapter II focuses upon the research methodology: 

the sample, research design, questionnaire, and statistical 

techniques. Chapter III presents the findings from this 

study, followed by a discussion of the work and pertinent 

conclusions in Chapter IV. 
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CHAPTER I 

LITERATURE REVIEW AND THEORETICAL DEVELOPMENT 

Unfortunately, a comprehensive theory of health care 

utilization practices has not been formulated. However, a 

variety of models have been proposed which attempt to 

explain the complex interrelationships between the indivi-

dual and the health care system (4, 105, 108). Wan and 

Soifer (105) suggest that three major approaches can be 

gleaned from the models that have been postulated. 

The first is characterized by the Health Belief Model, 

proposed by Rosenstock (42). This model focuses on the 

social and behavioral variables that influence an indivi-

dual's decision to seek health-related services. The basic 

hypothesis states that the perceived consequences of an 

illness and the probability of it's occurence, are the two 

factors that have the greatest impact on an individual's 

decision-making process. The Health Belief Model postulates 

that action will be guided by those behaviors which are the 

most salient and valuable. This model's shortcoming is its 

inability to predict acute care utilization patterns (38). 

The structural model-type is employed by planners and 

public health organizations, and explores the relationship 

between utilization and economic, organizational, and eco-



logical factors. Specifically, it addresses the issues of 

service availability, accessibility, and the financing of 

health care services. 

The third approach is a combination of the first two 

models. This approach encompasses both individual attri-

butes and organizational factors, and examines their joint 

influence on utilization. Many medical sociologists (4, 15, 

68, 108) have employed this eclectic orientation. Most 

notably, Andersen and Newman (4) developed a model that has 

been extensively applied, due primarily to the multi-

dimensional bases upon which it was conceived. 

In this chapter, the literature dealing with health 

care services utilization was reviewed, employing the frame-

work of Andersen's model. In this endeavor, age stratifica-

tion theory (83) was also addressed. 

First, however, the relationship between this research 

and sociological theory will be discussed. Medical socio-

logy has been cited as a conservative subfield within socio-

logy (17). Indeed, it has been criticized by some for being 

atheortical, and an agent for addressing the problems of the 

medical profession, while adding little to sociological 

theory (90). Recent discussions recommending the develop-

ment of a sociology of medicine, to the exclusion of socio-

logy in medicine, exemplifies this concern (90). 

Parsons is often cited as one of the founders of medi-

cal sociology, so it is not surprising that his structural 



functional perspective is pervasive throughout the disci-

pline (78). Andersen and Newman's model is partially a 

reflection of Parsons' influence. Although the model is 

often viewed as simply an empirical representation of utili-

zation behavior, its underlying foundation is an example of 

structural functional thought. In fact, Andersen's model is 

an empirical description of a basic tenet of structural 

functionalism. 

To Parsons, the human being was a decision-making 

actor, constrained by normative and situational factors. 

Parsons postulated that illness is not just a biological 

and/or physiological condition, but also comprised a social 

component; that is, it was a social role. This role was 

adopted, and health care services were sought, when the 

appropriate sequence of normative and situational factors 

interacted. The individual's set of role-statuses, and 

position within the social system, influenced not only 

access to the system, but also the definition of need. In 

Andersen's terminology, the propensity to seek care is based 

on the social structural conditions, beliefs and attitudes 

of an individual, and the degree to which the relationship 

between the doctor and patient is seen as viable. 

Andersen's Behavioral Model of Health Services Use 

Andersen's (4) conceptualization of the health care 

system is presented schematically in Figure 1. This frame-
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work, unlike most others, accounts for both societal and 

individual determinants of health service utilization. As 

the figure depicts, societal variables, notably technology 

and norms, affect both the health services system and the 

individual determinants of utilization. The health services 

system also influences individual determinants, and all 

three function to influence the services used by the indivi-

dual . 

Societal Determinants 

According to Andersen (4), technology and norms are the 

primary determinants of health service utilization on the 

societal level. Andersen illustrates how technological 

advances in medicine are usually concomitant with change in 

utilization patterns. In some cases, more preventive care 

is sought as new diagnostic tools are introduced, while in 

others, fewer facilities and personnel are needed to treat 

diseases that have been greatly reduced due to technological 

innovations. In yet other cases, the development of a new 

technology has created an entirely new complex of equipment 

and specialized personnel. These developments potentially 

influence utilization by limiting the care available to 

some, due to financial constraints, and expanding the 

services available to others. 

Equally influential is the effect of societal norms on 

the impact of the health services system. Andersen cites 

the increased acceptance of the "hospital-as-care-facility" 
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as one of the most dramatic examples of how changing social 

norms have had a major impact. An even greater change is 

effected by the societal norms concerned with the financing 

of medical care. In the 1930's and 40's, the prevalent view 

was that medical care was an individual's own responsi-

bility. Since that time, numerous federal programs have 

been instituted to provide health care services to those in 

need. Health care is now accepted as a national right, a 

direct result of this normative change. 

Health Services System 

The second major component of Andersen's model is the 

health services system. On a societal level, the resources 

and organization of the health services system have a major 

impact on utilization. Andersen (4, p. 100) states that the 

"health care system structures the provision of formal 

health care goods and services in society." The two major 

components of the system are the resources (labor and capi-

tal), and the organization of these resources. Thus, a 

maldistribution of doctors and facilities deprives access to 

health care for some members of the population. Over-

specialization has the same consequence, in that it propa-

gates a potentially fragmented delivery system. McClure's 

(64) work illustrates the importance of examining the health 

services system when attempting to explain utilization of 

health care services. He observed that a very small per-
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centage of the variance in hospital utilization rates is 

accounted for by consumer demographics and demand, 

suggesting that such things as manpower, facilities, organi-

zation of the system, and local custom are more important 

determinants of utilization. 

Individual Determinants 

The individual determinants of health service utiliza-

tion specified in Andersen's model are the major focus of 

this study. As such, Andersen's conceptualization of this 

segment of his framework will be examined in detail. Figure 

2 outlines the subcomponents addressed within each of the 

three main individual determinants of health service utili-

zation. 

Predisposing Characteristics 

Predisposing characteristics are described as those 

which 

exist prior to the onset of specific episodes of 
illness. People with certain [predisposing] 
characteristics are more likely to use health 
services even though the characteristics are not 
directly responsible for health services use (4, 
p. 108). 

The characteristics referenced are demographic, social-

structural, and attitudinal-belief. 

Demographics 

Andersen identifies age, sex, marital status, and past 

illness as the important demographic attributes influencing 
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health service utilizatiton. Of these, research indicates 

that sex and age are the most significant determinants. 

A g e . — A g e is consistently reported to be a predictor of 

health services utilization (13, 105). Aggregate utiliza-

tion statistics suggest that among those in the over 60 age 

stratum, usage of health care services increases signifi-

cantly (36, 55, 70, 105). The elderly visit physicians more 

frequently, and are hospitalized more often than the rest of 

the population. Haug (42) attributed part of the increase 

in ambulatory visits to a greater utilization of physicians 

for preventive care. As age increases, the length of hospi-

tal stays also increase; those over 85 years of age used 

three times as many hospital days as those between 65 and 

69. 

Kasl and Cobb (50) noted, however, that the direct 

relationship observed between age and utilization is mis-

leading. They postulated that when aggregate statistics are 

examined, not only must the type of utilization, and the 

reasons for utilization be studied, but the proportion of 

the elderly using health care services must also be con-

sidered . 

Supporting this assumption, Roos and Shapiro (89) docu-

mented that 8.8 percent of the elderly were consuming 34.9 

percent of all ambulatory visits, and that 3 percent of the 

elderly used 47 percent of the hospital days. They con-

cluded (as had Kasl and Cobb) that the elderly, as an age 

stratum, were not generally excessive users of health care 
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services, but that a small portion of the elderly used a 

disproportionate amount of the available care. 

In Great Britain, Beland (9) concluded that the pattern 

of health care utilization among the elderly mirrored that 

of the general population. Heavier utilization of services 

by this group was attributed to a small subgroup of the 

population. 

Taylor (100) observed that the young were more apt to 

over-utilize services, whereas those over 65 were more like-

ly to under-utilize services. When morbidity levels were 

statistically controlled, Bice and White (15) noted that 

younger persons were more likely to visit physicians than 

the elderly. They suggested that this pattern might be a 

function of the generally easier access that the young have 

to the medical system. Others (7, 42) hypothesized that 

under-utilization may be attributed to assumptions by the 

elderly themselves that aging, by definition, means poor 

health. As a consequence, they judge their health with 

lowered expectations, and seek care less often (46). 

Haug (42) observed that older married couples were more 

likely to over-utilize services than were young marrieds. 

She postulated that older spouses, when consulted by their 

partners concerning a perceived illness, were more likely to 

recommend a visit to the doctor than were younger spouses. 

Studies of the health consequences of changes in mari-

tal status among the elderly indicate that the never-
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married appear to experience better health than the 

formerly-married (31). Others (18, 42) also report greater 

illness among widows and widowers. Living alone might only 

explain a part of the higher rates of illness among non-

married persons; another factor might be the relative 

inability of the elderly to adjust emotionally to the loss 

of a spouse. 

Sex.—Despite a greater life expectancy, females exhi-

bit higher morbidity and utilization rates than do males 

(72, 85). Of course, during the reproductive years, greater 

utilization of services would be expected. Yet, when preg-

nancy and child bearing conditions are excluded, women still 

have higher rates of reported illness, sick role behavior, 

and utilization than men. Stroller (97) found that women 

were more likely than men to consult a doctor, and that 

fewer women were classified as nonusers of physician 

services. 

In a more extensive examination of this phenomenon, the 

congruency between the number of physician visits for 

selected symptoms, and the physician's opinion of the valid-

ity of these visits, was studied (100). From these data, 

Taylor concluded that males were less likely to see a physi-

cian when it was medically advisable than were women. Berki 

(15) found sex to be significantly related to utilization, 

but of a much lower predictive power than the need vari-

ables . 
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In contrast to the statistics on ambulatory care, 

hospital discharge rates indicated that men are hospitalized 

more often than women. In 1975, 5.5 inpatient hospital days 

were reported for men, as opposed to 4.4 for women (73). 

The Manitoba Study confirmed this pattern of hospital utili-

zation among elderly men and women (89). 

Nathanson (74) posits three explanations for the over-

all differential use of services between the sexes: 

1. Women report more illness than men because it 
is culturally more acceptable for women to be 
sick, and assume the sick role than it is for 
men; 

2. The sick role is more compatible with the role 
that women hold in society than it is with the 
role that men hold; 

3. A woman's assigned role is more stressful 
than a man's, leading to more illness. 

After studying this phenomenon, Phillips (80) concluded 

that women were more culturally conditioned to ask for help, 

whereas men were stigmatized by seeking assistance. He 

documented this finding by demonstrating that identical 

mental health symptoms were more readily accepted by health 

professionals when presented by women than by men. Replica-

tion of this study, however, has produced inconsistent 

findings (74). 

The second explanation is based on the notion that 

women, in the traditional role of woman-as-homemaker, have 

more free time in which to be sick. Parsons and Fox (79) 
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noted just the opposite, and postulated that women's roles 

are less flexible, since her sickness is highly disruptive 

to the routine of the family. 

The third explanation is not supported when morbidity 

statistics for working and non-working women are compared. 

The data do not support the argument that working women 

experience more illness related to the physical and psycho-

logical stress of bearing two primary roles (homemaker and 

breadwinner). In fact, working women tend to exhibit less 

morbidity than non-working women. 

Mechanic (67) pondered these explanations, and con-

cluded that none provided a complete explanation for the 

observed differences in utilization. While each is probably 

partially accurate, he cautions that these interpretations 

are too simplistic, and do not adequately account for the 

observed phenomena. He concludes that women, for whatever 

reason, apparently feel or express more distress than men, 

and thus can be expected to utilize health care services 

more often. 

Social Structure 

The social structure variables provide an indication of 

the lifestyle of the individual, his or her physical and 

social environment, as well as the individual's position 

within the social system (4). These factors have been noted 

to be significant indicators of usage patterns. Education 
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and race were cited by Andersen as the best social struct-

ural predictors of utilization. 

Race.—The relationship between race and utilization of 

health services, is well documented. In general, the avail-

able data indicate that nonwhites do not utilize health 

services as frequently as whites (11, 29). 

Morbidity, mortality, and disability rates are higher 

among the nonwhite segment of the population than among the 

white population. According to the National Health Survey 

of 1975, elderly whites averaged 4.4 physician visits per 

year, whereas "all other races" averaged 3.3 visits per 

year. 

The type of utilization sought also differs by ethni-

city (103). In a study of the utilization practices of the 

low-income elderly, Wan discovered that whites were twice as 

likely as blacks to have a private physician as their regu-

lar source of care. Elderly blacks, on the other hand, were 

twice as likely to use hospital ambulatory care services as 

were elderly whites. This type of outpatient care is 

generally regarded as more fragmented, and thus less likely 

to be as comprehensive as a private physician's services 

(100, 103). 

Statistics indicate that the average hospital stay is 

shorter for blacks than for whites. Wan (103) cited three 

possible reasons: 
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1. Blacks may perceive the need for hospital care 
differently than whites, seeking this 
type of care less often; 

2. Disparities in insurance coverage may contribute 
to differential usage (23); 

3. Race discrimination may encourage shorter 
stays for blacks, regardless of need. 

Taylor (100), concurred with Wan's findings. He con-

cluded that nonwhites under-utilize the medical system, 

while whites, as a whole, receive care commensurate with 

their needs. In fact, Haug (42) reported that elderly 

whites were more likely to over-utilize health care services 

than were younger whites. 

Differences in ethnic group responses to illness were 

the topics of many early studies in medical sociology. In 

one classic study, Zborowski (109) observed the manner in 

which Jews, Italians, Irish, and other Americans responded 

to pain. He found that Jews and Italians responded in an 

emotional manner, tending to exaggerate painful experiences, 

while "old Americans" tended to be more stoic and objective. 

The Irish frequently denied their pain altogether. 

Croog (21), employing the Cornell Medical Index in a 

study of 2000 Army inductees, found that Italians and Jews 

reported the greatest number of symptoms of illness. Mecha-

nic (66) also found differences in the illness behavior of 

Jewish, Protestant, and Catholic students. 

Recent attempts to replicate these findings have had 
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little success (88). Ware (107) postulated that the rela-

tive homogeneity of beliefs among the American population 

might explain an inability to predict utilization practices 

based on ethnic group differences. Both Robinson (86) and 

Roghmann and Haggerty (88) argue that, in the case of acute 

care, utilization practices are highly impulsive and situa-

tional. In this instance, beliefs and attitudes would not 

significantly impact acute care utilization decisions. 

Education.—Numerous studies have reported a signifi-

cant direct relationship between the use of health care 

services, and level of formal education (1, 3, 65, 106). In 

concert with the recent literature, Stroller (99) observed 

that a highly educated elderly respondent was more likely to 

consult a physician than the less educated respondent. In 

fact, he found education to be the most important of all the 

predisposing variables in explaining physician contact. 

Hersey (44) found education to be important in predicting 

only one specific type of utilization, i.e., medical 

checkups. 

In a study of the use of health services by the elderly 

in low-income communities, it was discovered that as educa-

tional level rose, so rose the probability that the user 

would have a private physician as a regular source of care 

(103). Andersen (4) found no relationship between education 

and hospital admission rates. This finding is incongruent 

with others, who found education to be positively associated 
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with admission rates (23, 93). 

Beliefs.—Health and illness are socially defined phe-

nomena; social groups define what it means to be either 

"sick" or "well." Like any other component of culture, the 

concept of health and illness includes social roles, atti-

tudes, norms, behavior, and relationships that provide 

guidelines for understanding different health conditions, 

and for responding to them with appropriate behavior. The 

culture prescribes not only what it means to be sick, but 

also the process of defining oneself as ill, as well as the 

procedures to follow when one has been so defined. 

Numerous studies have examined the relationship 

between socio-cultural variables and health care utilization 

practices. However, the findings from these studies have 

generally been ambiguous (26, 38, 65). It has been 

suggested that beliefs might be a more important indicator 

of behavior for discretionary health care practices, such as 

prevention, for some subgroups (8). 

Suchman (99) proposed, as did Freidson (34) and 

Gouldner (37), that variations in social group background 

can be viewed in terms of a cosmopolitan-parochial conti-

nuum. Those on the parochial end of the continuum are "less 

scientific" in their health care orientation, possess less 

health care knowledge, are more skeptical of medical care, 

and are less likely to consult a physician. Phillips (80) 

postulates that older people are likely to fall within this 
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latter classification, due to their socio-historical heri-

tage. 

Lay-Referral System,—The "lay-referral system" is a 

term Freidson coined to describe the mechanism whereby 

social groups influence an individual's utilization 

patterns. The structure of an individual's primary and 

secondary group may influence the types of health pro-

fesional he/she chooses, and as a consequence, the type of 

health care they are likely to receive (52). According to 

Freidson (34), a pervasive and intense lay-referral system 

is likely to develop within a close-knit, cohesive group 

that is dependent upon on one another for assistance. The 

elderly are likely to constitute such a group. A recent 

study by Berkanovic (10) found that older people, and those 

who were unmarried, were highly responsive to the advice 

they received from their lay—referral network. 

Knowledge of Illness.—Knowledge of illness and 

disease has been hypothesized to be another determinant of 

health care utilization practices. Suchman (98) postulated 

that under-utilization was, in part, the result of a lack 

of understanding that certain conditions require medical 

care. However appealing this hypothesis may be, it has not 

been supported by recent research (4, 42, 88). It appears 

that people seek the help of physicians to explain condi-

tions they either do not understand, or that need attention 
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according to others in their lay-referral system (66). In 

confirmation of this finding, Haug (42) observed that those 

elderly who possess a low to moderate level of health care 

knowledge are likely to be over-utilizers of health 

services. 

Skepticism.—In conjunction with knowledge of illness, 

skepticism of health care practices has been examined as an 

indicator of utilization behavior. Narrowly defined, skep-

ticism measures distrust or disbelief in the adequacy of 

the health care system. It might also be a measure of a 

broader alienation or disaffection from societal institu-

tions. Inverse relationships have been reported in the 

literature between physician visits and skepticism of medi-

cal care (98). Older Americans may be more skeptical than 

the young of the medical profession's ability to treat what 

they perceive to be age-related illness, and therefore 

might avoid utilizing health care services (85). This 

assumption was supported in a more recent study by Stroller 

(97). Elderly people who doubted "some of the things 

doctors say they can do for you," were less likely to 

consult doctors than were those who did not share this 

skepticism. Riley and Foner (85) postulated that cautious-

ness and fatalism increase with age, and may affect the 

elderly's predisposition toward the use of health services. 

Patient-Physician Relations.—Maintenance and conti-

nuation of the doctor/patient relationship, once medical 
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care is sought, is also influenced by socio-cultural 

beliefs and attitudes (6, 12, 34). The success of medical 

treatment depends largely on the extent to which the doctor 

and patient share a common frame of reference (22). 

Cultural barriers to utilization may occur when the doctor 

and patient have misfitting expectations and a differential 

ordering of problems and priorities (12). 

One of the doctor's primary objectives is to motivate 

the patient to follow the course of treatment that has been 

prescribed (95). As Leighton (56) observed, framing a 

medical explanation in a manner consistent with a patient's 

culture, makes the individual more susceptible to the 

doctor's plans. Freidson and Davis (35) observed that when 

a similar frame of reference was not shared, difficulty 

arose in maintaining the doctor/patient relationship. In 

particular, they noticed that lower socio-economic groups 

had more difficulty establishing a comfortable relationship 

with medical doctors, and were more suspicious of medical 

care, than were the upper and middle class. 

Not only do sociocultural factors affect the mainte-

nance and continuation of doctor/patient relations, but 

they also greatly influence the types of medical treatment 

and medical evaluations received (48). 

Zola's (110) study utilizing pseudo-patients, illus-

trates this point. His goal was to determine if persons 

with different cultural backgrounds would be diagnosed and 
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treated the same way, assuming similar physical conditions. 

He found that due to cultural modes of expression, 

Italians, who were more emotional in the presentation of 

their symptoms and gave more attention and expression to 

pain, were diagnosed differently than those of other cul-

tural backgrounds. Specifically, 9 out of 10 Italians were 

diagnosed to be psychogenic. 

The doctor or healer uses two types of information to 

evaluate and treat the patient: 1) the biological state, 

and 2) the patient's reaction to his/her condition, i.e., 

the way he/she expresses symptoms. The latter is influ-

enced by sociocultural factors, which can result in 

different treatments or diagnoses for the same objective 

physical condition. 

Sociopsychological Determinants.—Discussions of the 

sociopsychological determinants of utilization have focused 

on stress, or what Tessler (101) calls psychological dis-

tress. Recent studies have lent support to the hypothesis 

that psychologically distressed persons tend to utilize 

physician services at a higher rate than the populous as a 

whole. In fact, psychologically distressed persons might 

constitute a disproportionate number of the chronically 

high users of medical care. Both Korgan (54) and Densen 

(25) found that persons who were also being treated for 

mental health problems tended to be high volume utilizers 

of services. 
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Why would distress be related to higher rates of 

utilization? Greater sensitivity to illness symptoms 

during stressful periods may partially explain increased 

utilization (110). Tessler (100) found that, even when 

controlling for morbidity, the psychologically distressed 

used more services than expected. Some studies postulate 

that the increased use of services may be a function of 

help-seeking behavior (39). Distressed people, either 

overtly or covertly, may have greater tendencies to seek 

professionals for guidance or aid. 

Greenley (38) postulated that the physician's response 

to distress may influence the volume and pattern of patient 

utilization practices. If a physician ignores a psycho-

logical problem or prescribes drugs to the exclusion of 

other therapies, this type of inappropriate care might lead 

to "doctor shopping" (52), or to the pursuit of alternative 

sources of care, such as chiropractors, faith healers, and 

so forth. In support, Tessler (101) found some evidence to 

suggest that responsive treatment might bring greater 

patient satisfaction and lower levels of utilization. 

Research into the relationship between stress, the 

retirement process, and health, has produced contradictory 

findings. Martin and Dorna (63) noted the following 

pattern, particularly among blue-collar workers: illness 

increased in the two years prior to retirement, then 

dropped significantly after retirement. This increase in 
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illness before retirement has been attributed to a typi-

cally problematic anticipatory phase just prior to compul-

sory retirement. Others (16, 43) did not observe this peak 

before retirement, but did confirm increased mortality 

rates in the post-retirement period. Palmore (71) 

suggested that retirement often means the relinquishing of 

a person's social network, and concomitant diminished 

involvement with the outside world, which may contribute to 

a decreased life expectency. 

By contrast, a handful of studies hypothesize that 

retirement may have a positive effect on health status 

(94, 96, 102). Methodologically, problems with these 

studies, such as those mentioned above, suggest the need 

for more research before conclusions can be drawn about the 

relationship between health status and the retirement 

process (69). 

On the whole, the predisposing characteristics do not 

account for a large portion of the predicted variance in 

the health services model (65, 68). In fact, Wolinsky 

(108) found that the predisposing variables were substan-

tially unrelated to utilization behavior. He postulated 

that a possible explanation for this finding is that Ander-

sen's model is not additive, but statistically interactive. 

Mechanic (68), in an article entitled "Correlates of Physi-

cian Utilization: Why Do Major Multivariate Studies of 

Physician Utilization Find Trivial Psychological and 
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Organizational Effects?" suggests that the phenomena under 

study are consequential to illness behavior, but that 

multivariate studies are relatively insensitive to 

capturing "the link between events, perceptions, and utili-

zation within a single behavioral sequence." In contrast, 

Stroller (97) found "predisposing factors to contribute 

almost one-half of the explained variance in initial 

contact with doctors, even after the effects of need and 

enabling factors had been controlled." 

Enabling Conditions 

Those conditions that permit an individual to satisfy 

a health care need or desire, are what Andersen entitles 

"enabling variables." Obviously, the predisposition to 

employ health care services will only culminate in utiliza-

tion if the health care system is accessible. Enabling 

conditions may include resources such as regular source of 

care, income, insurance, or other third-party payment 

sources. Community attributes are also components of 

Andersen's conception of enabling variables. Specifically, 

availability of personnel, medical facilities, price 

factors, and urban-rural location are hypothesized to con-

stitute community variables that influence utilization 

practices. 

Income and Utilization 

Recent research findings show that most income-related 
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inequalities in access to the health care delivery system 

have narrowed or disappeared for the majority of Americans 

(103). After reviewing several nationwide surveys, Bice 

(14) concluded that the relationship between income and use 

of physician services has diminished over the past 40 

years. In concurrence with Bice, Andersen and Aday (2) 

concluded that the "system is reasonably equitable since 

age, and level of illness, appeared to be the main determi-

nants of health services people receive." Freeman and 

Richardson (33) studied changes in utilization practices 

among the elderly who become eligible for the Medicare and 

Medicaid programs. They observed that one-half of the 

respondents who had not received hospital or ambulatory 

care prior to the program, received one or both of these 

types of care after enrollment. 

Hersey (44), however, found that health care involving 

patient discretion, notably preventive care and voluntary 

doctor visits, displayed a direct relationship to income. 

Richardson (82) observed that income was a significant 

predictor of patient initiated visits, but not of other 

types of visits. 

Research indicates that for certain populations, 

inequalities due to inadequate financial resources still 

occur. A study of Medicare recipients suggests that 

elderly blacks are often deprived of care on the basis of 

income (24). Southern blacks utilized services only one-
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half as often as would have been expected. Medicare bene-

fits for blacks, southerners, midwesterners, and those in 

rural areas were also proportionally less than for others. 

Davis (22) suggests that while the subsidized poor have 

made gains in services, the quality and convenience of care 

is not equal to that received by higher income groups. 

Under-utilization may be a function of financial limita-

tions for some low income persons who are not covered by 

private or public insurance plans (14, 44). Unaffordable 

insurance copayments may also limit usage of services for 

some (45, 87). 

Mechanic (68, p. 106) summarizes the underlying theme 

of these studies when he states that "existing theory would 

argue that what must be understood is the magnitude of 

economic barriers as measured by the requirement of out-of-

pocket expenditures." 

In addition to financial barriers, Dutton (28) con-

curred with Davis (22) and others, that usage differentials 

still exist among the poor. These differentials are only 

partially explained by financial considerations and attitu-

dinal variations. Another explanation is necessary, accor-

ding to Dutton, one that examines the structural barriers 

that exist in the health care system. Some examples of 

these barriers are cited: physician scarcity in poverty 

areas, both rural and urban; the necessity for long dis-

tance travel to obtain quality care, and long waits after 
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arrival at the doctor's office. 

Another factor is that a disproportionate number of 

the elderly live in rural areas. When rural areas experi-

ence an out-migration of young over a period of several 

years, they tend to be left with older, more poorly edu-

cated low income populations, a trend which is usually 

followed by a lower level of health service availability 

(72) . 

Studies show that, among the enabling variables, a 

regular source of medical care is one of the best determi-

nants of utilization behavior. Those persons without a 

regular source of care often do not see a doctor as fre-

quently as they should (100). This is particularly true of 

the elderly, who may have difficulty dealing with the 

bureaucratic structure of clinics and hospital outpatient 

units. Chen (20) studied utilization patterns in rural 

areas, and concluded that having a regular source of care, 

and better access to the system, would result in improved 

utilization. 

The positive relationship between utilization and 

access to a regular source of care, supports the assumption 

that a fragmented delivery system is a hindrance to provi-

ding adequate care. Leveson's (57) research led him to 

conclude that if a person is poor, aged, inadequately 

covered by insurance, or in ill health, he/she faced just 

such a fragmented medical care delivery system. Hyman (47) 
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expanded upon this notion, conducting a secondary data 

analysis of utilization studies of lower socio-economic 

status (SES) groups to test the hypothesis that discontent 

constitutes an intervening variable, which mediates between 

SES and utilization behavior. Hyman hypothesized that 

discontent results in "shopping around" for medical care, 

and thus prevents the patient from establishing a permanent 

relationship with a health care professional. This lack of 

a personal physician is likely to result in untreated or 

inadequately treated illness episodes. 

Suchman (98) was one of the first to study the rela-

tionship between under-utilization and the "general 

estrangement [of the poor] from the mainstream of middle-

class American society." Suchman also stated that the 

"medical disorganization among these groups becomes another 

form of social disorganization." 

The availability of, and access to, health care facil-

ities is a critical enabling variable (4) This statement 

is supported by research which shows that the supply of 

hospital beds is a major determinant of hospital utiliza-

tion. A change in supply influences both demand and 

average length of stay. Socio-economic status factors seem 

to have little effect on the use of hospital facilities, 

primarily due to the support provided by government cover-

age via Medicare/Medicaid. 
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Illness or Need Level 

Andersen conceives of the third condition, illness or 

need level, in the following way: 

Assuming the presence of predisposing and enabling 
conditions, the individual or his family must per-
ceive illness or the probability of its occurrence 
for the use of health services to take place. Ill-
ness level represents the most immediate cause of 
health service use (4, p. 109). 

With few exceptions, health status has been consis-

tently reported as a primary predictor of physician and 

hospital utilization among the elderly, even after other 

sociodemographic and health resource factors have been 

taken into account (3, 23, 55, 62, 105). Wan and Odell 

(104) observed that the use of ambulatory care services by 

the elderly was primarily predicated upon the physical and 

psychological need of the respondent. Wan (103) noted that 

the best predictor of the number of doctor contacts was the 

level of chronic disability and number of episodic ill-

nesses reported. Wolinsky (108) observed that illness-

morbidity characteristics accounted for almost all of the 

explained variance in hospital utilization and the majority 

of doctor utilization. 

While common sense might suggest that persons dis-

playing illness symptoms would exhibit increased rates of 

utilization, many more people report symptomatic conditions 

than seek treatment for them (40, 47). Part of the expla-

nation for this phenomenon may lie in the intervening 
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variables proposed by Andersen. For example, Ludwig and 

Gibson (60) discovered that among those who perceived their 

health to be poor, the decision to seek services was most 

dependent upon income and welfare experience, i.e., 

enabling and predisposing variables. 

Hunt points out that a complex connection exists 

between the presence of symptoms, their perception, assess-

ment of health status, and the seeking of help. Greenley 

(38) states that there are three components involved in 

illness perception: awareness of abnormal bodily states, 

illness attribution, and assessment of symptoms. 

Awareness of Abnormal Bodily States 

A social group defines health and illness in terms of 

"normality" and "abnormality" based upon its own distinct 

cultural patterns (67). The recognition that something is 

physically wrong is based on the detection of an "abnormal" 

state. Health/illness evaluation, the basis upon which 

someone decides that something is wrong, depends primarily 

on the value orientation and life situations of the social 

group. Thus, need may be seen as partially a function of 

the predisposing variables. 

Parsons (78), in Definitions of Health and Illness in 

the Light of American Values and Social Structure, illus-

trates how those qualities and actions that a culture 

values, or views as essential, are seen as normal and 
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consequently healthy. He hypothesizes that since the 

majority of American culture values activism, instrumental-

ism, and worldliness, many Americans will define illness as 

the lack of those qualities and corresponding actions. 

Minor chronic conditions are often not viewed as 

abnormal body states because they tend to become part of 

everyday life, and thus are not unusual (86). The integra-

tion of these states into everyday life is one possible 

explanation for under-utilization among the chronically 

ill. Others suggest that the elderly under-utilize 

services because they change their evaluation frame of 

reference, and attribute abnormal conditions to the aging 

process, or to an earlier condition, and therefore do not 

seek care (49, 59, 85, 96). Riley and Foner (85) have 

hypothesized that the elderly frequently deny their 

advanced age, and are thus reluctant to admit age-related 

difficulties (41). 

Illness Attribution 

If an abnormal state is judged negatively, it is more 

likely to be classified as an illness (30). McKinley (65) 

and Dutton (27) noted that those who value well-being 

highly are more likely to attribute an abnormal state to 

illness. This assessment is confirmed among studies of 

those who under-utilize services. As a group, under-

utilizers tend to see themselves as healthier than the 
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remainder of the population. 

Assessment of Symptoms 

The seriousness of the symptoms, as perceived by an 

individual, are predictive of the utilization of physician 

services (45, 91, 99). Andersen and Sheatsley (5) 

observed that 79 percent of the people who displayed symp-

toms delayed seeking care due to the lack of seriousness 

attributed to them. Other variables associated with the 

use of health care services are the duration of the symp-

toms, the individual's familiarity with the symptoms, and 

the level of worry associated with the symptoms. An 

inability to perform "usual" activities will also often 

lead to the decision that something is wrong. Apple (6) 

found that laymen recognize that something is amiss when a 

recent change in physical condition interferes with usual 

activities. 

Parsons (78) defined health as "the state of optimum 

capacity of an individual for the effective performance of 

the roles and tasks for which he has been socialized." 

This is a useful definition, for it defines health in 

reference to an individual's position in the social system. 

It allows for possible social and group variations, and 

differences due to sociodemographic variables, such as age, 

sex, and social class. Here again, the necessity of 

exploring the utilization practices of the elderly within 
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their social context is emphasized. 

Parsons postulated that one unique aspect of social 

behavior that corresponds to being sick is the "sick role", 

a special role that includes rather clearly defined expec-

tations for behavior on the part of the patient, and reci-

procal responsibilities between the one who is sick and 

those who interact with him or her. This behavior, there-

fore, is constrained or limited by the role expectations of 

the social group in which he/she lives (81). 

Parsons (78) delineated four components of the sick 

role for modern western industrialized societies. He noted 

that they are "ideal types" of institutionalized expecta-

tions, i.e., the expectations that society has of the 

proper response to a particular illness. 

1. The first aspect of the sick role is exemption 

from social-role responsibilities. Other people, in addi-

tion to the sick individual, are required to acknowledge 

this condition. 

2. Sick people are not held responsible for curing 

themselves of their illnesses. 

3. The sick are expected to want to get well, and 

4. Seek technically competent help in doing so (which 

implies cooperation with the "healer"). 

Arluke, (7) reexamined Parsons' theory, and found that 

the sick role was not equally accepted in all segments of 

society. Older respondents agreed (more often than the 
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young) that people have a duty to seek professional help 

when sick. Respondents who were either older, retired, 

unemployed, had lower incomes, or were living alone, tended 

to agree with the expectation that people have a right not 

to be held responsible for causing their illnesses. People 

who live with someone are more likely than those who live 

alone to agree with the expectation that people have a 

right to be exempt from normal role responsibilities when 

sick. People who live alone do not typically have the 

luxury of assuming the sick role, i.e., they need to resume 

well roles due to the lack of help in the performance of 

daily duties. It is difficult for this group to become 

dependent, since they do not have an immediate source of 

care. Age was found to be inversely related to the expec-

tation that it is one's duty to get well. The sick role 

may give a sense of legitimacy to the often dependent, 

isolated state of some of the elderly (7). 

High Utilization and Nonutilization 

Of specific interest is the relationship between need 

and the high utilization and nonutilization practices of 

the elderly. Andersen (3) noted that both nonusers and 

high users had the same morbidity level, but that nonusers 

described themselves as healthier. This is confounded, 

however, by the reporting of fewer obstacles to doctor 

visitation by high users. Kessel and Shepard (52) studied 
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the illness behavior of people registered with the British 

National Health Service, and found that the amount of 

serious illness experienced by people who regularly visit 

the doctor was no greater than that of people who seldom 

visit the doctor. No differences were observed in social 

class, employment status, marital status, or size of house-

hold among high users and nonusers. However, nonusers were 

composed of more elderly people and males, and were also 

more likely to be critical of doctor's services. Although 

there were no differences in the objective morbidity of 

both groups, the nonusers viewed themselves as healthier, 

had a higher activity level, and were absent from work less 

often than high utilizers. 

Haug (42) conducted a national survey to assess the 

appropriateness of utilization patterns. Appropriateness 

of physician use was determined by the congruency between 

the patient's reported symptoms and responses, and an 

assessment by a panel of doctors of appropriate response. 

No difference was observed between physician contacts for 

serious conditions among those over 60, and those under 60. 

Approximately 50 percent of both groups were under-

utilizers, with those 70 years of age and older showing a 

slightly greater tendency toward under-utilization. 

Over-utilizers were a different matter. Approximately 

36 percent of the older group over-utilized health care 

services, while only 25 percent of the younger group fell 
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within this category. Among the over—utilizers, there was 

a greater likelihood of older whites and older recently 

married persons to over-utilize services than their 

counterparts. 

Evaluated Need 

Congruence between what a patient expects of treat-

ment, and a physician's response to those expectations, is 

an important factor in determining utilization behavior. 

In many cases, the doctor not only acknowledges the ill-

ness, but perpetuates continued utilization by requiring 

follow-up care. Among the aged, however, some have 

suggested that doctors may avoid providing personal care to 

those who are not expected to benefit from treatment simply 

due to age (19, 51, 58). 

In sum, this section suggests that the link between 

morbidity and service usage is not based simply on the 

existence of morbidity, but rather on the patient s percep-

tion of illness. This perception is conditioned by the 

predisposing variables. As Andersen's model cogently 

shows, perception of illness is not a sufficient determi-

nant of utilization, but it is one of the best indicators 

of utilization. Finally, even if the patient reacts to the 

symptoms, societal dimensions of the health care system may 

impinge on utilization (40). 
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Age Stratification Theory 

How does age stratification theory enhance our under-

standing of health service utilization among the elderly? 

Age is one of the foundations upon which structured social 

inequality is perpetuated, according to Foner (32). Age 

affects, and is affected by, the structure and dynamics of 

the social system, much like class, race or sex. Age is 

not only an attribute ascribed to an individual, but is 

also a dynamic component of society (32, 79, 83). 

The basic assumption of age stratification is not 

novel; its underlying premise is that societies are hierar-

chically ordered by age strata. Mannheim (61) observed 

that age "locates" the individual in the social structure. 

Concomitant with each strata are roles, responsibilities, 

and obligations which are assigned and reassigned to indi-

viduals as they move from one stratum to another. In the 

Parsonian tradition, an actor is conceived as a bundle of 

role-statuses. A person's complex of social roles is a 

function of individual attributes, structural factors, and 

cohort composition and history. Each age strata has a 

unique subculture due to this specific historical and 

social individuality. Thus Riley (83) observed that each 

cohort manifests a distinctive pattern of aging. 

Structure 

These concepts are more clearly explicated in Riley's 
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model of age stratification (Figure 3). Riley posits two 

pairs of structural elements. The first, reflects how 

people are differentiated by ager and the second illus-

trates the age-specificity of roles. In other words, a 

basic assumption of this theory is that age orders both 

people and roles (32). Society is composed of groups of 

people who differ in chronological age or developmental 

level. These levels are arranged hierarchically into a 

series of age strata. Each stratum is of differing size 

and composition due to the forces that impinge upon the 

cohorts as they progress through the life course. 

Associated with each age stratum are "age-related 

capacities, orientations, and performance abilities," 

which, according to Riley (83, p.56), vary for each age 

stratum. This is a function of physical, social, and 

psychological factors that differentially influence each 

stratum. As a consequence each stratum differs in terms of 

the contribution it makes to ongoing societal needs. Foner 

(32) stresses that very few of these age—related capacities 

are a direct consequence of biological age. Instead they 

are functions of social expectations and socially struc-

tured reward systems. Foner postulates the notion that 

biological incapacities are often used to justify age-

related inequalities and discrimination. Both the young 

and old in this society are frequently characterized as 

relatively incompetent. Since this conceptualization is 
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often a self-fulfilling prophesy, we know little of the 

actual capacities of the old and young in our society. 

Each stratum is historically unique; their past 

experiences and future expectations are consequential to 

the functional role they assume in society. Each age 

stratum also has a consellation of age related roles. For 

example, the elderly often are involved in the role set 

that encompasses grandparent, retiree, Medicare/Medicaid 

recipient, widow/widower, and so forth. Accessiblity of 

roles varies by age stratum. Most age-related roles are 

normative, and thus do not prohibit participation by other 

societal members. Other roles, such as parenthood, are 

biologically restrictive. Nevertheless, age criteria, as a 

reflection of the society's values and norms, often 

effectively limit role assumption. 

Age limits not only what roles are open to a person, 

but also the expectations, sanctions and rewards of a role. 

Old age is a dubious achievement in our society, often 

accompanied by low societal expectations and roles which 

offer few rewards or privileges. The low status accorded 

the role of the elderly has numerous negative consequences. 

Haug (42) suggests that over-utilization of health care 

services by those age 60 and over might be an attempt to 

derive secondary gains, i.e., to achieve the legitimate 

role of patient. Foner (32, p. 68) sums up the essence of 

the structural variables of the model by stating that 
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"stratum membership governs the individuals1 access to the 

desiderata of the society, and shapes his behavior and 

attitudes in myriad ways." 

Processes 

The structural elements are interwoven with what Riley 

(84) specifies as "vital processes" and "intervening 

processes." The vital processes (cohort flow and aging) 

are biological and constantly occuring. Cohort flow is the 

process underlying the formation and eventual dissolution 

of each age stratum. Each cohort, unique in it's own 

socio-historical environment, forms the dynamic component 

of an age stratum. Each cohort is constantly changing, due 

primarily to mortality, migration, and fertility. 

The second vital process, aging, is linked to cohort 

flow. Aging, as defined by Riley, is not limited to biolo-

gical development, but includes social and psychological 

maturation as well. The development of an individual is 

not uniform. It is a function of social, historical, and 

environmental factors. Each cohort, unique in its history, 

may age differently. What is consistent with each cohort 

is the inevitability of the process. Aging is the vehicle 

that provides the mobility to move through the age strata. 

Aging involves not only a progression from birth to death, 

but also changes in attitudes and performances. As aging 

occurs, social roles change, and new experiences, expecta— 
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tions, and motivations are encountered with accompanying 

attitudinal and behavioral adjustments. 

Riley's model posits two intervening processes: allo-

cation and socialization. Allocation is the process of 

assigning individuals to appropriate roles. These assign-

ments may or may not be age-specific. In the structural 

functional tradition, Riley suggests that the functional 

imperatives of the social system are partially fulfilled 

through the allocation process. 

The aging process neccessitates the continual adoption 

and abandonment of roles; socialization is the process that 

facilitates these changes. The learning of new roles and 

the discarding of others is based, in large measure, on the 

societal rewards for such behavior (84). Roles that are 

age-specific are typically not learned by those outside the 

relevant age-specific stratum, as there are minimal rewards 

for such action. 

The model that Riley posits is not closed, but open to 

exogenous conditions not directly linked to the age struc-

ture. Although these conditions influence role assumption 

and behavioral patterns, they are not the focus of Riley's 

theory. 

The rudiments of Riley's model will be built upon 

throughout this study. Based on this cursory view of her 

theory, an initial hypothesis would be that each age 

stratum will exhibit different health care utilization 
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patterns and behaviors, a notion that will be explored more 

fully in the discussions to follow. 
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CHAPTER II 

RESEARCH METHODS 

Model and Hypotheses 

The elderly comprise a growing percentage of the popu-

lation, yet few multivariate studies of the health care 

utilization practices of this group were found in the 

review of the literature presented in Chapter I. Only one 

study was uncovered that examined longitudinal utilization 

practices among the elderly (15). Employing the same 

longitudinal data base as Martin and Eve, the utilization 

practices of elderly respondents who were nonusers of 

physician services and who were high users of physican 

services were explored. 

Andersen and Newman's (1) health care services utili-

zation model served as the conceptual framework for this 

research. This model was chosen because it is widely 

accepted as one of the most complete models of utilization 

practices. Nevertheless, since this is a secondary data 

analysis, some of the variables postulated in Andersen's 

model were not available for inclusion in this research. 

Those variables that were included and the relationships 

among them, are displayed in Figure 4. 

57 
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Fig. 4—Research Model 
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This model served as the basis from which to address 

the following questions: 1) Did the nonuse and high use of 

physician services change over time? 2) For each survey 

period, what characteristics differentiated high users from 

nonusers, and how did these characteristics change over 

time? This question also involves exploring the relation-

ship among the predisposing, enabling and need variables, 

and the change that occurred over the survey period; 3) Was 

there continuity in the use of physician services; that is, 

were previous patterns of high use and nonuse predictive 

of later patterns of high use and nonuse of physician 

services? and 4) What characteristics distinguished the 

cohort of respondents who were consistently nonusers from 

those who remained high users for the entire survey period. 

Research relative to the Andersen model and Riley's 

theory of age stratification would suggest that the deter-

minants of nonuse and high use of physician's services 

would change over time and that those changes would be 

reflected in a change in the nonuse and high use of physi-

cian services. Change among the determinants is partly 

predicated upon the change from preretirement to retirement 

and the accompanying aging process. These changes are 

hypothesized to have the greatest impact on the enabling 

variables. As income and private insurance coverage 

decline due to retirement, Medicare coverage is likely to 

become a stronger positive predictor of usage. While the 
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retirement-related decline in income and private insurance 

coverage would be expected to negatively affect usage, the 

availability of Medicare potentially negates this decrease 

in usage. In fact, it has been argued that due to the 

availability of Medicare, more people would seek services 

who actually need them, especially those in the "near poor" 

income category (6). It is hypothesized that income will 

not be a predictor of nonuse and high use of physician 

services when the population becomes Medicare eligible. 

With the availability of Medicare, nonuse and high use will 

have the potential of being more positively affected by the 

predisposing and need variables than by the enabling vari-

ables. In particular, education and ethnicity should 

become more positive determinants of health care services 

usage. It is hypothesized that nonwhites and respondents 

with lower educational levels are more likely to be non-

users than are whites, and those with higher educational 

levels. 

Arguments exist as to whether the retirement process 

is a stressful period (17). If it is, the increased stress 

is likely to be reflected in the respondent's reported 

level of happiness and a consequent decrease in nonutiliza-

tion patterns. Support for this supposition stems from the 

work of Tessler (19) and Mechanic (16), who report a posi-

tive relationship between stress and utilization. 

Research reviewed in Chapter I on the continuity of 
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use of physician services suggests that patterns of health 

care behavior are remarkably stable over time. It is 

hypothesized that past high use or nonuse of services will 

be positively related to high use and nonuse of services in 

1979. 

Sample 

Data collected for the Social Security Administration 

as part of the Longitudinal Retirement History Survey (RHS) 

constituted the data base for this study. The RHS study 

was a ten-year longitudinal project, designed to ascertain 

conditions associated with the retirement process. Survey 

questions focused on attitudes toward retirement, financial 

resources, and post-retirement plans. In conjunction with 

these questions, data were gathered on the sociodemographic 

characteristics of the respondents, and their health care 

utilization practices. 

A nationwide survey of 11,153 persons born between 

1905 and 1911 constituted the sample for the RHS. Since 

the focus of the study was on the retirement process, 

married women were not included in the sampling frame. At 

that time, it was presumed that married women were unlikely 

to be engaged in the workforce, and thus would not have 

retirement plans. 

The sampling procedures employed were those adopted by 

the Census Bureau for the 1968 Current Population Survey. 
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Briefly, a stratified random cluster sample design was 

drawn of 12,529 persons who met the study criteria. Of 

those chosen, 11,153 were interviewed in 1969. To fulfill 

the longitudinal nature of the design, respondents were 

reinterviewed at two-year intervals, in 1971, 1973, 1975, 

1977, and 1979. The population of interest for this study 

is the 1,969 unmarried women who participated in all six 

survey periods. 

Operational Measures of the Variables 

Measurement inconsistencies between the RHS data 

collected in 1969 and the subsequent survey years, created 

problems with the data analysis. Martin and Eve (15) 

noted that some variables were measured as aggregates in 

the early years of the study, but were disaggregated in 

later years. For example, no distinction was made between 

in- and out-patient physician services. As a consequence, 

this variable was utilized as an aggregate measure for all 

survey years. 

The most problematic aspect of the data is a conspi-

cuously erroneous utilization measure for the year 1969. 

It was not only twice as large as the other year's 

measures, but also quite inconsistent with published 

studies. Lacking an explanation for this occurence, Martin 

and Eve (15) followed the prudent course and dropped the 

measure. 
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This study will be able to skirt repetition of this 

problem due to its focus on the intensity of usage. 

Assuming that the data accurately indicate the intensity of 

utilization, those nonusers and high users (relative to the 

range indicated) will be isolated, enabling this important 

indicator to be salvaged. 

The last inconsistency occurred in coding. Again, the 

1969 data were handled in a different manner than the 

remainder of the data. As a consequence, a small percent-

age of the valid data for 1969 was lost. 

In the following section, the measurement of the pre-

dictor and criterion variables will be addressed. Unless 

otherwise indicated, comparable measures are available for 

all six survey years. 

Criterion Variables 

Use of Physician Services 

Two questions were asked to measure contact and volume 

of utilization. Contact was measured by asking, "Did you 

receive any care or treatment from a doctor or surgeon 

during the past year?" Volume was simply a reporting of 

the number of times the respondent had visited a doctor or 

surgeon during the survey period. 

Based upon these data, respondents who stated that 

they had no physician contact during the survey period were 

classified as nonusers of physician services. High users 
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of physician services were defined as those who indicated 

twice the mean number of visits to a doctor in the survey 

period. 

Table I indicates that the percentage of nonusers 

declined from 1969 to 1979. Nevertheless, in 1979, when 

the mean age was 70 years, approximately one-fifth of the 

respondents had not visited a doctor in the past year. 

TABLE I 

NUMBER AND PERCENTAGE OF RESPONDENTS 
CLASSIFIED AS NONUSERS AND HIGH USERS: 1969-1979 

1 
1 1969 
1 

1971 1973 1975 1977 
1 

1979 | 

1 

Nonusers 
1 
1 541 508 484 401 327 

1 
357 | 

1 (31.9) 
1 

(29.9) (28.5) (23.7) (19.3) (21.0)| 
| 

High Users 
1 
1 127 340 322 366 214 

1 
190 | 

1 (7.5) 
1 

(20.0) (19.0) (21.6) (12.6) (11.2) I 

1 

Data on high users of physican services are less 

consistent. This is probably attributable to the problems 

with the 1969 utilization measure. Although the data 

gathered on nonusers appears to be accurate, the data 

reported on high users is incompatible with the other 

years. It is probable that the respondents who were 

classified as high users in 1969 represent a more extreme 

utilization rate than the criterion applied for the other 

years. 
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Predictor Variables 

Predisposing Conditions 

Two demographic variables, age and marital status, 

were included in this analysis (Table II). In 1969, the 

age range was from 58 to 63, with a mean of 60 years. The 

majority of respondents had reached the traditional retire-

ment age of 65 in 1975. In 1979, when the mean age had 

risen to 70 years for nonusers, and 71 years for high 

users, all of the respondents were over 65 years of age. 

Two-thirds of the nonusers in 1969 were widowed, 

compared to 74 percent of the high users. The remaining 

percentage of each group was comprised of divorced, never 

married, and separated respondents. 

The five social structural variables included in this 

study were race, education, retirement status, existence 

of living children, and rural-urban residence. Almost 83 

percent of the nonusers, and 74 percent of the high users 

were white in 1969. This percentage increased over the 

survey years. The average level of formal education was 

ten years. Little difference was observed in the educa-

tional level between nonusers and high users of physician 

services. Fourteen percent of the population had a sixth 

grade education or less, while an almost equal percentage 

reported 13 or more years of schooling. Not surprisingly, 

only 18.9 percent of the respondents in 1969 were fully 

retired, whereas 93 percent of the respondents were com-
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TABLE II 

MEANS AND STANDARD DEVIATIONS FOR THE PREDISPOSING 
PREDISPOSING, ENABLING, AND ILLNESS-NEED 

VARIABLES: 1969-1979 

Variable 

Predisposing 

Demographic 

Age 

NONUSERS 

Mean 
Standard 
Deviation 

HIGH USERS 

Mean 
Standard 
Deviation 

1969 60.5 1.7 60.3 
1971 62.6 1.6 62.3 
1973 64.4 1.6 64.4 
1975 66.4 1.5 66.6 
1977 68.2 1.6 68.6 
1979 70.2 1.7 70.6 

i tal Status (percent widowed) 

1969 66.6 .47 74.0 
1971 64.7 .48 65.9 
1973 64.6 .48 63.7 
1975 64.0 .48 67.1 
1977 65.5 .48 58.8 
1979 62.1 .49 66.3 

1.6 
1.6 
1.6 
1.5 
1.7 
1.6 

.44 

.47 

.48 

.47 

.49 

.47 

Social Structure 

Education (in years) 

1969 
1971 
1973 
1975 
1977 
1979 

9.6 
10.0 
9.8 
9.8 
10.6 
10.1 

3.3 
3.4 
3.3 
3.2 
3.3 
3.2 

9.1 
9.6 
9.5 
9.3 
10.6 
10.2 

3.3 
3.4 
3.5 
3.6 
3.7 
4.0 
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Variable 

NONUSERS 

Mean 
Standard 
Deviation 

HIGH USERS 

Mean 
Standard 
Deviation 

Race (percent Anglo) 

1969 
1971 
1973 
1975 
1977 
1979 

82.6 
87.9 
85.9 
84.9 
92.2 
84.9 

.38 

.33 

.35 

.36 

.27 

.36 

74.0 
84.6 
78.4 
80.7 
92.9 
85.5 

.44 

.36 

.41 

.39 

.26 

.35 

Retirement Status (l=not retired; 2=partly retired-
3=retired) ' 

1969 
1971 
1973 
1975 
1977 
1979 

1.2 .47 1.7 .46 
2.3 .50 2.3 .42 
2.2 .46 2.4 .43 
2.5 .48 2.4 .41 
2.6 .49 2.5 .43 
2.8 .48 2.9 .41 

Rural/Urban Residence (l=central city; 2=SMSA, not central 
city; 3=outside SMSA) 

1969 
1971 
1973 
1975 
1977 
1979 

1.6 .83 1.6 
1.7 .82 1.6 
1.7 .81 1.6 
1.6 .79 1.6 
1.6 .80 1.5 
1.6 .81 1.5 

.85 

.83 

.80 

.82 

.79 

.79 
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Variable 

NONUSERS 

Mean 
Standard 
Deviation 

HIGH USERS 

Mean 
Standard 
Deviation 

Existence of Living Children (percent) 

1969 
1971 
1973 
1975 
1977 
1979 

73.5 
70.8 
67.0 
72.4 
66.4 
66.7 

.45 

.46 

.47 

.47 

.45 

.48 

74.0 
69.3 
68.1 
72.8 
65.9 
66.8 

.44 

.46 

.47 

.45 

.48 

.47 

Enabling 

Satisfied with way of living (l=very unsatisfied; 2=less 
than satisfied; 3=satisfied; 4=more than satisfied) 

1969 2.7 .69 2.4 
1971 2.8 .66 2.5 
1973 2.2 .65 2.4 
1975 2.8 .65 2.6 
1977 2.8 .61 2.7 
1979 2.8 .60 2.6 

.77 

.76 

.75 

.75 

.76 

.76 

Ability to get along on income (l=can't make ends meet; 
2=have just enough, no more; 3=have enough, with a 
little left over; 4=always have money left over) 

1969 
1971 
1973 
1975 
1977 
1979 

2 , 

2 , 

2, 
2 , 

2 , 

2 , 

,90 
92 
.91 
, 90 
84 

93 

1.9 
2.1 
2.1 
2.1 
2.5 
2.3 

.79 

.83 

.85 

.82 
1.02 
.95 
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TABLE II—Continued 

NONUSERS HIGH USERS 

Variable Mean 
Standard 
Deviation Mean 

Standard 
Deviation 

Annual family income (5=2,500-2,999; 6=3,000-3,499; 
7=3,500-3,999; 8=4,000-4,999; 9=5,000-5,999) 

1969 -

1971 5.9 4.0 5.6 3.8 
1973 6.1 4.0 5.8 3.7 
1975 6.5 3.9 6.4 3.6 
1977 8.7 4.3 8.6 4.2 
1979 8.1 3.8 8.8 4.3 

vate health insurance (proportion of respondents) 

1969 .64 .48 .58 .50 
1971 .67 .47 .66 .48 
1973 .56 .38 .57 .42 
1975 .64 .48 .58 .49 
1977 .60 .40 .63 .45 
1979 .62 .49 .66 .47 

Insurance covers office or home visits (proportion of respondents) 

1969 .13 .34 .16 
1971 .20 .40 .24 
1973 .20 .40 .19 
1975 .21 .41 .25 
1977 .23 .50 .31 
1979 .20 .40 .35 

.37 

.43 

.40 

.43 

.49 

.48 

Medicare coverage (proportion of respondents) 

1969 
1971 
1973 
1975 
1977 
1979 

.11 

.50 

.80 

.93 

.95 

.32 

.50 

.40 

.13 

.22 

.14 

.49 

.85 

.92 

.96 

.35 

.50 

.36 

.17 

.20 
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TABLE II—Continued 

NONUSERS HIGH USERS 

Standard Standard 
Variable Mean Deviation Mean Deviation 

Variables 

Handicap or disability (percent) 

1969 .17 .38 .53 .50 
1971 .18 .38 .44 .51 
1973 .16 .39 .45 .48 
1975 .21 .41 .54 .48 
1977 .15 .40 .57 .49 
1979 .25 .44 .61 .49 

Health compared to other people of same age (l=worse; 
2=same ; 3=better) 

1969 2.4 .65 1.7 .79 
1971 2.4 .64 1.8 .79 
1973 2.3 .62 1.9 .77 
1975 2.4 .56 1.9 .78 
1977 2.5 .57 1.8 .77 
1979 2.5 .56 2.0 .76 

Happiness level (l=not too happy; 2 =pretty happy • 
t 

3=very happy) 
=pretty happy 

1969 1.8 1.20 1.7 .89 
1971 2.2 .92 1.9 .80 
1973 2.2 1.00 2.0 .76 
1975 1.9 .80 2.0 .75 
1977 2.3 .78 2.0 .70 
1979 2.2 .73 2.0 .63 
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pletely or partially retired in 1979. High users were more 

likely to be retired than were nonusers of physician 

services. In 1969, 74 percent of the respondents reported 

having living children. This percentage was slightly lower 

for nonusers than for high users. The last structural 

variable considered was geographic location. In 1969, 63 

percent of the respondents lived in the central city, while 

22 percent lived outside of the Standard Metropolitan 

Statistical Area (SMSA). More high users reported living 

within the city than did nonusers. 

Enabling Variables 

Financial resources were measured on the basis of the 

following indicators: 1) respondent satisfaction with way 

of life; 2) ability to get along on income; and, 3) 

family income level. In both 1969 and 1979, approximately 

29 percent of the respondents were unsatisfied, or very 

unsatisfied, with their standard of living. In accordance 

with these statistics, approximately 20 percent of the 

respondents in both 1969 and 1979 reported that they were 

unable to "make ends meet." Family income data was not 

collected in a compatible form in 1969, but income figures 

from 1971 through 1979 will serve as a direct measure of 

the ability of the respondents to purchase health care 

services. Some incompatabilities in these data also exist, 

especially with the 1975 measure, but were adequately 

managed. Overall, a higher percentage of nonusers were 
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satisfied with their way of life, were able to get along on 

their income, and reported a slightly higher annual income 

than did high users. 

Insurance measures will also serve as indicators of 

enabling conditions. In 1969, 62 percent of the respon-

dents possessed private health insurance. This figure 

remained fairly constant throughout the study years. Only 

14 percent of the 1969 private policyholders had coverage 

that reimbursed for physician care in either office or 

home. By 1979, 29 percent of the respondents had this 

coverage, suggesting that the adequacy of coverage 

increased during the intervening years. Beginning in 1971, 

respondents were asked to indicate whether or not they were 

receiving Medicare benefits. Medicare covered 95 percent 

of the respondents in 1979, compared to only 13 percent in 

1971. A larger proportion of high users reported having 

all three types of insurance coverage than did nonusers. 

Illness or Need Variables. Two subjective measures 

and one objective measure was chosen to provide data on the 

perceived need for health care services. Research on the 

application of self-reported health status measures con-

clude that self-reporting was a moderately valid mechanism 

for gauging health status (8, 14). The objective measure 

references whether or not the respondent is disabled or 

handicapped. A much larger proportion of high users 

reported disabilities and handicaps than nonusers. Subjec-
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tive evaluation is measured by response to the question, 

"Is your health better, worse, or the same as that of other 

people your age?" Not surprisingly, nonusers were more 

likely to compare their health favorably to those of the 

same age, while high users were less likely to do so. As a 

measure of mental health status, the respondent was asked 

to indicate how "happy" she was. Twenty-two percent of 

the respondents in 1969 stated that they were very happy, 

compared to only 18 percent in 1979. 

Data Analysis 

The following statistical analyses were conducted in 

this research. First, T-tests were conducted to determine 

if the proportion of nonusers and high users of physician 

services changed from 1969 to 1979. 

Second, for each survey period, discriminant function 

analysis were employed to: 1) ascertain whether or not 

nonusers of physican services were statistically distinct 

from high users of physician services, 2) determine which 

of the predisposing, enabling, and need variables differ-

entiated nonusers of physician services from high users of 

physician services, and 3) assess whether or not these 

relationships changed over time. 

To explore the relationship among the predisposing, 

enabling and need variables, multiple regression analyses 

were conducted for each survey year. 
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The third phase of the analysis focused upon the 

continuity of use of physican services. It was hypothe-

sized that previous patterns of nonuse and high use were 

likely to be predictive of later patterns of nonuse and 

high use. Discriminant function analysis will be con-

ducted to test this hypothesis. In conjunction with this 

analysis, the unique cohort of respondents who were non-

users from 1969 to 1979, and those who were high users for 

the entire survey period, will be identified. T-tests will 

be conducted to determine if this unique set of respondents 

differ significantly from each other with regard to the 

predisposing, enabling and need characteristics. 

The remainder of this chapter will be devoted to a 

discussion of these statistical techniques. A brief 

description of the analysis, interpretation of the results, 

and the assumptions upon which the technique is based, is 

presented. Discriminant analysis is discussed first, 

followed by multiple regression, and T-tests. 

Discriminant Function Analysis 

Discriminant function analyis is a multivariate tech-

nique for analyzing differences between two or more groups 

with respect to a set of selected variables. Discriminant 

analysis provides a natural framework from which to expli-

cate the differences between nonusers and high users of 

physician services. 
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The object of discriminant analysis is to develop a 

linear composite of discriminating variables which maximize 

between-group variance relative to within-group variance 

(18). The resultant linear combination of discriminating 

variables is called a "discriminant function," and takes 

the form: 

Di=<i*ilzl + ^i2 z2 + * * • ^ip zp 

is the score on discriminant function "i", d's are 

weighting coefficients, and Z's are the standardized values 

of the p discriminating variables used in the analysis. 

This equation represents the maximum separation of the 

groups. Wilks' lambda statistic measures the ability of 

the discriminating variables to differentiate among the 

groups, beyond that which has already been accounted for by 

the other functions. The statistical significance of 

Wilks' lambda can be tested by converting it to either the 

chi-square or F distribution. 

The maximum number of discriminant functions that can 

be derived is equal to the number of discriminating vari-

ables or one less than the total number of groups being 

analyzed, whichever is smaller. Thus in this study, only 

one discriminant function will be generated (11). 

The association between the discriminant function and 

the group membership variable is represented by the canon-

ical correlation. The canonical correlation indicates how 

closely the function and group membership variables are 
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related. The larger the canonical correlation, the greater 

the function's ability to differentiate between the groups. 

The square of the canonical correlation represents the 

proportion of variance in the discriminant function 

explained by group membership (11). 

The contribution of the discriminating variables to 

the discriminant function's ability to separate groups is 

reflected in the standarized discriminant function coeffi-

cients. The standardized discriminant function coefficient 

indicates the relative contribution of each independent 

variable to the function. Discriminant function coeffi-

cients and regression coefficients are interpreted in a 

similar fashion. The larger the magnitude of these coeffi-

cients, the greater the variable's contribution. The sign 

denotes whether the variable is making a positive or nega-

tive contribution. 

A number of basic assumptions underly discriminant 

analysis. First, the discriminating variables must be 

measured at the interval or ratio level of measurement. 

Second, the discriminating variables must be related in a 

linear fashion with the criterion variables and them-

selves. Third, is the concern of collinearity and multi-

collinearity. When highly correlated independent variables 

are entered into the equation, the resultant coefficients 

will be unbiased, but not reliable (3). Fourth, the popu-

lation covariance matrices must be (approximately) equal 
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for each group. Fifth, each group must be drawn from a 

population with a multivariate normal distribution on the 

discriminating variables (11). 

For this analysis those variables that were nominal 

in measure were converted to dummy variables. Ordinal 

level variables were handled as interval. This procedure 

results in little distortion of the data, and allows for 

maximization of the data gathered, as well as the applica-

tion of more powerful statistical techniques (2, 12). 

To test for linearity, scatter plots were visually 

inspected (4). No notable deviations were observed. 

Farrar and Glauber's (7) criterion for collinearity 

and multicollinearity was adopted for this research. Zero-

order correlations greater than .80, and multiple correla-

tion coefficients of .80 or greater among a set of predic-

tor variables, were deemed untenable for this analysis. 

Correlational analyses were performed, revealing that none 

of the variables selected for this study violated these 

assumptions. 

Unequal covariance matrices can result in distortions 

of the discriminant functions. The test for equality of 

group covariance matrices is Box's M. This assumption was 

not met for the data under analysis. To minimize the 

problems created by not fulfilling this assumption, indivi-

dual group covariance matrices will be used for computing 

the discriminant statistics, i.e., a quadratic discriminant 
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equation will be employed (11, 13). 

The assumption of a multivariate normal distribution 

is important for tests of significance, since a comparison 

is being made between a statistic computed from a sample 

and the theoretical distribution for that statistic. An 

examination of the data indicated that this assumption was 

not met for the need variables. Although this could result 

in some reduction in efficiency and accuracy, Lachenbruch 

(13) has shown that discriminant analysis is not particu-

larly sensitive to violations of the normality assumption. 

Multiple Regression 

Multiple regression is defined by Kerlinger and Pedha-

zur (9, p. 56) as a "method of analyzing the collective and 

separate contribution of two or more independent variables 

to the variation of a dependent variable." This statisti-

cal technique will be employed to illuminate the relation-

ship among the predisposing, enabling and need variables. 

In examining these relationships, the standarized 

regression coefficients will be employed to indicate the 

relative contribution of a variable to the prediction, 

while the other variables are held constant. The square of 

the multiple correlation coefficient (R2) will indicate 

the proportion of the variance of the criterion variable 

that is accounted for by the predictor variables. 

The assumptions of multiple regression and discrimi-
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nant analysis are similar. The assumptions of multiple 

regression are: (l) that the dependent variable scores are 

normally distributed at each value of the predictor vari-

ables, (2) that the dependent scores have equal variance 

for each value of the independent variables (homoscedasti-

city), (3) the variables are interval in measurement, (4) 

the predictor variables are related in a linear fashion 

with the criterion variables and themselves, (5) there is 

no collinearity or multicollinearity and (6) the relation-

ship among the variables is additive. 

The first two assumptions, normality of residuals and 

homoscedasticity, can be relaxed with little risk when 

sample size is reasonably large (5, 9, ,10). The assump-

tions of interval level measurement, linearity, and the 

lack of collinearity and multicollinearity were addressed 

above; that discussion is applicable to this situation. 

Additivity is assessed by testing all first order interac-

tion predictor terms for signficance. None of the interac-

tion terms, when added to the stepwise regression model, 

contributed signficantly to the percentage of variance 

explained by the model (10). 

T-Test 

To ascertain: 1) whether or not nonuse and high use 

differed from 1969 to 1979, and 2) whether or not the 

longitudinal cohort of respondents who were nonusers and 
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high users of physician services from 1969 through 1979 

differed in their characteristics, a t-test was performed. 

The assumption of equal population variances was not met in 

the first analysis, so an approximation of t was computed 

(4). The assumption of measurement at the interval level 

was addressed above, and is applicable to this analysis. 
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CHAPTER III 

FINDINGS 

This chapter was organized according to the four main 

research questions in this study. First, the question of 

whether or not the nonuse and high use of services changed 

over the course of the survey was considered. 

The second question addressed was: What characteris-

tics differentiated high users and nonusers of physican 

services, and how did these characteristics change over the 

survey periods? 

Third, to explore the relationship among the predis-

posing, enabling and need factors, and to determine whether 

or not the relationship among these variables changed over 

time, results from multiple regression analyses was exam-

ined . 

Continuity of use of physican services will be inves-

tigated in the fourth section of this chapter. Discrimi-

nant analysis results were be employed to assess whether or 

not previous patterns of nonuse and high use differentiate 

between later patterns of high use and nonuse. Addition-

ally, responses from those who were classified as high 

users or nonusers, for the entire survey period, were be 

compared to assess how these two unique groups differ from 

83 
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one another. 

Changes in the Nonuse and High Use 
of Physician Services, 1969-1979 

Nonuse 

Table I (page 58) reveals that the percentage of 

nonusers declined by 11 percent from 1969 to 1979. This 

change in nonuse from preretirement to postretirement was 

statistically significant (Table III). 

TABLE III 

T-TEST OF CHANGES IN NONUSE (1969 AND 1979) 
AND HIGH USE (1971 and 1979) 

Variable 
N of 
Cases Mean 

NONUSE 

Standard 
Deviation 

T 
Value Probability 

Nonutil-
i zation 
1969 

Nonutil-
ization 
1979 

541 .319 

357 .210 

.52 

.56 

2.88 .01 

High Util-
ization 

1971 

High Util-
i zation 

1979 

340 .200 

190 .112 

HIGH USE 

.54 

.51 

2.69 .01 
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High Use 

Due to the data problems encountered with the 1969 

measure of high use, the 1971 measure was substituted as a 

preretirement indicator. A comparison of the percentage of 

1971 and 1979 high users also indicates a statistically 

significant decline (9%) in high usage (Table III). 

Characteristics Differentiating 
Nonusers and High Users, 1969-1979 

To determine which combination of factors best differ-

entiates nonusers and high users of physican services, a 

stepwise discriminant analysis was performed for each 

survey period. These analyses were performed to determine 

whether or not nonusers and high users were statistically 

distinct, and to assess which variables were the most 

powerful discriminators of usage. The findings of the six 

discriminant analyses revealed that in each survey year, 

there were statistically significant differences between 

nonusers and high users of physican services. 

The standardized discriminant function coefficients 

from the analyses are displayed in Table IV. Those coeffi-

cients that significantly contributed to differentiation 

between high users and nonusers will be discussed below. 

Predisposing Variables 

The literature reviewed in Chapter I suggested that 

the predisposing variables would potentially become more 
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TABLE IV 

THE RELATIONSHIP BETWEEN THE DISCRIMINATING VARIABLES AND 
HIGH UTILIZATION AND NONUTILIZATION OF 

HEALTH CARE SERVICES: 1969-1979 

Utilization 

1969 1971 1973 1975 1977 1979 

Predisposing 
Characteristics 

Marital Status 
Race/Ethnicity 
Education 
Retirement Status 
Age 
Existence of 

Living Children 
Rural/Urban Residence 

23* .02 -.05 .06 -.07 .16* 
12 -.03 -.23* -.06 .00 .04 
12 -.03 .11 .01 .03 -.09 
20* .25* .15* -.10 .06 .05 
06 -.32* -.10 .17* .14 -.05 

07 -.11 .09 .06 .07 -.08 
12 -.03 -.15* -.07 -.07 -.15* 

Enabling 
Characteristics 

Able to Get 
Along on Income 

Satisfied with 
Way of Living 

Has Private Insurance 
Insurance Covers Home 

or Office Visits 
Income 
Medicare 

Need 
Characteristics 

Handicapped or Disabled 
Health Compared to 

Others the Same Age 
Happiness Level 

Canonical Correlations 

,00 -.05 .12 -.12 .19 -.02 

o
 o
 

1—
1 

-.14 
-.04 

.08 

.10 
-.05 
-.07 

-.21* 
-.03 

-.25* 
.02 

19* .19* 
.41* 
.07 

.04 

.22* 
-.01 

.16* 

.18* 

.02 

.35* 

.13 

.00 

.29* 

.32* 

.04 

50* .42* .46* .53* .43* .58* 

66* 
01 

-.61* 
-.15* 

-.65* 
-.13* 

-.60* 
-.05 

-.63* 
-.12 

-.59* 
.00 

46 .46 .41 .43 .50 .51 
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predictive of usage, and that the enabling variables would 

become less predictive of utilization as the population 

reached age 65, and became Medicare eligibile. In particu-

lar, it was hypothesized that education and ethnicity would 

become more positive determinants of utilization. The data 

examined in this study does not bear out this supposition. 

These findings, and those concerning the other predisposing 

variables, will be discussed below. 

Among the predisposing characteristics, no single 

variable was a consistently significant discriminator over 

all survey periods. Retirement status differentiated 

between nonusers and high users only in the first years of 

the survey [(1969, .20)(1971, .25)(1973, .15)]. Respondents 

who were retired in these years were more likely to be high 

users of services than were those who were still employed. 

This finding is likely to be a reflection of health status; 

those who were disabled or handicapped generally retired 

early. 

In both 1973 (-.15) and 1979 (-.15), residence was a 

significant discriminator of high usage and nonusage. 

Urban dwellers were more likely to be high users of ser-

vices than were rural residents. In the other survey years 

this trend was also observed, although it was not statisti-

cally significant. Lack of transportation and reduced 

accessibility to medical care in non-urban areas might 

present significant barriers, especially as respondents get 
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older. This possibility offers a potential explanation for 

this relationship. 

Respondents who were widows were likely to be high 

users in 1969 (.23) and in 1979 (.16). This finding 

corresponds to other research on the relationship between 

marital status and utilization practices (18, 42). 

Interestingly, in 1973, when the mean age was 64.4 years, 

nonusers and high users were significantly differentiated 

based on race. Nonwhites were more likely to be high users 

than were whites (-.23). A significant relationship betwen 

race and utilization was only observed in this one year. 

Since this phenomenon corresponds to the time when many 

respondents started to become eligible for Medicare, it 

could be the result of nonwhites waiting until they were 

Medicare eligible before seeking extensive medical treat-

ment . 

The amount of variance explained by the predisposing 

variables averaged less than three percent. This implies 

that the demographic and social structural variables 

measured in this study are not strong discriminators of 

utilization habits. 

Enabling Variables 

Examination of the contribution of the enabling vari-

ables to differential physician utilization, illustrates 

the ability of financial resources to discriminate between 
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nonusers and high users of services. Contrary to the 

supposition that Medicare eligibility would remove finan-

cial barriers to utilization, a positive relationship was 

observed between income and utilization across all survey 

periods, with the exception of 1977 [(1971, .41) (1973, .22) 

(1975, .18) (1979, .32)]. A similar relational pattern was 

observed between utilization and insurance coverage for 

home or office visits. High users were more likely to be 

covered by insurance that provided for home or office care 

than were nonusers [(1969, .19)(1971, .19) (1975, .16) 

(1977, .35)(1979, .29)]. In conjunction with these 

findings, satisfaction with way of life discriminated 

between high users and nonusers in both 1977 and 1979 

(-.21, -.25, respectively). Nonusers expressed more satis-

faction with their way of life than did high users of 

services. 

Interestingly, neither the possession of private 

insurance coverage nor Medicare enrollment significantly 

differentiated between high utilization and nonutilization, 

for any survey period. This observation suggests that 

during the preretirement-retirement transition period, 

change from private insurance to Medicare was accomplished 

effectively, and that private insurance and Medicare both 

perform a similar function. However, since income and more 

extensive insurance coverage discriminates between utiliza-

tion extremes, there is an indication that this added 
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advantage might reflect an inequality in access to health 

care. This relationship was statistically significant in 

both the preretirement and postretirement years. Thus, 

eligibility for Medicare coverage apparently does not 

negate the influence of income or more complete private 

insurance coverage on utilization patterns. 

On the average, the enabling variables added approxi-

mately 7 percent to the variance explained by the full 

model. These variables are better discriminators of utili-

zation than the predisposing variables, but, as will be 

discussed next, do not differentiate as well as the need 

characteristics. 

Need Characteristics 

Mirroring other research findings, the measures of 

recent health status were the best discriminators of non-

utilization and high utilization. The health status vari-

ables accounted for the largest percent of explained vari-

ance in the model, approximately 12 percent. Poor health, 

whether in comparison to others, or as a reflection of a 

chronic condition, was significantly associated with higher 

rates of utilization for all survey years. These variables 

were, on the whole, twice as strong as the other variables 

in the model in discriminating between nonusers and high 

users. 

It was also hypothesized that a respondent's level of 
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happiness would be a utilization discriminator. This was 

observed in 1971 and 1973, when significant inverse rela-

tionships between happiness level and utilization occurred 

(-.15, -.13, respectively). 

The canonical correlations from these discriminant 

analyses ranged from .41 to .51, indicating that the joint 

variance of the discriminating variables accounted for 

between 17 and 26 percent of the differentiation between 

the two groups. These parameters are in the upper ranges 

of explained variance for large scale utilization studies 

of this kind. Nevertheless, this is a relatively small 

percentage of the variance explained, and suggests that the 

model might be misspecified, or that the measurement of the 

discriminating variables was not sensitive enough. 

Relationship Among the Predisposing, Enabling 
and Need Variables, 1969-1979 

In order to examine the underlying relationship among 

the predictor variables, and to observe the changes that 

occurred in these relationships over time, multiple 

regression analyses were performed. Tables V through X 

display the standardized regression coefficients for each 

survey year. Following Heise's (1) recommendation that 

substantive significance should be stressed, rather than 

statistical significance for large scale data surveys, only 

standardized regression coefficients greater than, or equal 

to .10, will be included in this discussion. 



92 

TABLE V 

RELATIONSHIP AMONG THE PREDICTOR CHARACTERISTICS 
FOR NONUSERS AND HIGH USERS: 1969 

Predisposing 
Characteristics 
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Way of Living 

.17* .07* -.19* .07* .05 

.08* .03 -.11* .22* .23* 

R' 17 .06 .21 .15 .18 .15 .09 

*p<.05 



TABLE VI 

RELATIONSHIP AMONG THE PREDICTOR CHARACTERISTICS 
FOR NONUSERS AND HIGH USERS: 1971 
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R2 .42 .23 .11 .34 .29 .10 .17 .19 .25 

*p<.05 



TABLE VII 

RELATIONSHIP AMONG THE PREDICTOR CHARACTERISTICS 
FOR NONUSERS AND HIGH USERS: 1973 
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TABLE VIII 

RELATIONSHIP AMONG THE PREDICTOR CHARACTERISTICS 
FOR NONUSERS AND HIGH USERS: 1975 
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TABLE IX 

RELATIONSHIP AMONG THE PREDICTOR CHARACTERISTICS 
FOR NONUSERS AND HIGH USERS: 1977 
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TABLE X 

RELATIONSHIP AMONG THE PREDICTOR CHARACTERISTICS 
FOR NONUSERS AND HIGH USERS: 1979 
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Rural/Urban 
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Satisfied with 
Way of Living -.10* .01 .07* -.10* .14* .29* 
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Marital Status 

Marital status, as a predisposing characteristic, was 

not a notable predictor of the enabling or need variables. 

The only consistent, significant relationship observed over 

the survey years was between the possesion of private 

insurance coverage and previous marriage [(1969, .12) 

(1971, .10)(1973, .14)(1975, .10) (1977, .12)(1979, .12)]. 

This relationship is likely to be a function of the hus-

band's former employer providing insurance coverage to the 

respondent. 

Race 

An examination of the relationship between race, and 

the enabling and need variables, demonstrates a strikingly 

consistent pattern over the survey years. Except in 1973, 

white respondents were generally more financially privi-

leged, had more complete insurance coverage, were better 

able to get along on their incomes, and were more satisfied 

with their way of life than were nonwhites. One notable 

exception was observed in 1973, which corresponds to the 

retirement phase for many of the respondents in the study. 

White respondents (-.11), and those with higher levels of 

education (-.15), reported less satisfaction with their way 

of life than did nonwhites and those with lower levels of 

education. This finding was limited to one survey year, 

and might reflect differential retirement expectations 



99 

between the two groups. Race was predictive of morbidity 

in 1969 (-.10, disabled), 1971 (-.10, disabled) and 1973 

(.10, health compared to others), but was not predictive 

as respondents increased in age. 

Education 

Education was a strong, consistent predictor of the 

enabling and need variables. Overall, a positive relation-

ship was observed between education, income, life satisfac-

tion, insurance coverage, happiness level, and reported 

health status. A partial exception to this finding 

occurred in 1975, when the mean age was 66 years; an 

inverse relationship was noted between educational level 

and happiness level (-.18). This finding suggests that 

respondents with lower educational levels are more likely 

to experience higher levels of happiness than respondents 

with higher educational levels, during the initial retire-

ment period. However, with the exception of this one time 

period, education and happiness levels are directly 

related. 

Reti rement Status 

Prior to 1975, retirement status was predictive of low 

income [(1971, -.35) (1973, -.25)], a low probability of 

having insurance coverage [(1971, -.20; private insur-

ance) (1973, -.11; coverage of home and office visits)], 

high disability [(1969, .18) (1971, .31)(1973, .26)], poor 



100 

health compared to others [(1969, -.18)(1971, -.20)(1973, 

-.20)], low lifestyle satisfaction [(1969, -.10)(1971, 

-.21), and lower happiness levels (1971, -.16). In 1975, 

this trend changed. Retirement status became a direct 

predictor of income (.11) and satisfaction with way of life 

(.12). In 1977, the pre-1975 trend was again observed. 

However, results from the 1979 analysis did not follow 

this pattern. 

A^e 

Except for 1977 and 1979, age was a consistent direct 

predictor of Medicare coverage [(1971, .55)(1973, .70) 

(1975, .49)]. Not unexpectedly, the older the respondent, 

the more likely she was to be covered by Medicare. 

Existence of Living Children 

Another predisposing variable, the existence of living 

children, was an interesting predictor. Respondents who 

reported having living children were less financially 

secure (i.e., had lower incomes and were less able to get 

along on their incomes), had less adequate insurance cover-

age, were less satisfied with their way of life (except in 

1973), reported lower happiness levels, and were in poorer 

health than those who did not have living children. These 

relationships were observed in all survey periods, but were 

less prominent in the 1977 survey year. 
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Urban/Rural Residence 

The last predisposing variable to be examined was 

place of residence. City dwellers had a greater probabil-

ity of being able to manage on their incomes (1969, -.11), 

and of having higher family incomes [(1971, -.17)(1973, 

-.15) (1977, -.15)] than did their rural counterparts. Place 

of residence was notably less predictive of the independent 

variables in the latter years of the survey. In 1975 and 

1979, residence was not substantially predictive of the 

independent variables. 

Family Income 

In general, income was predictive of private insurance 

coverage [(1971, .33)(1973, .13)(1975, .18)(1977, .14)], as 

well as insurance coverage for physician care in the home 

or office [(1971, .19)(1975, .11)(1979, .17)]. The higher 

the income, the greater the probability of these types of 

coverage. 

Ability to Get Along on Income 

Respondents who were unable to get along on their 

income, were less likely to have private insurance, were 

more likely to be in poor health, handicapped, or unhappy, 

than were those who did not report these problems. An 

exception was noted in 1971 and 1975; the ability to get 

along on income was inversely related to happiness level 

[(1971, -.11)(1975, -.12)]. This finding corresponds to 
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other anomolies observed in the 1973-1975 data, which 

suggest that respondents in the higher socioeconomic levels 

were experiencing dissatisfaction during this time period. 

Satisfaction With Way of Life 

The relationship observed between satisfaction with 

way of life and the other predictor variables, was almost 

identical to that observed between ability to get along on 

income and the predictor variables. 

Among the three enabling variables that reference 

income, more variance in family income was explained by the 

predisposing variables than by the other two variables. 

Examination of the R 2 ,s associated with the three insurance 

measures, reveals that the predictors account for more of 

the variance in the 1971-1975 Medicare indicator than they 

did for the other two insurance measures. About 20 percent 

of the variance in private insurance was accounted for by 

the predictor variables. Among the need variables, happi-

ness level was associated with more explained variance than 

the other two health status measures. 

Continuity of Care 

The task for this section was to assess whether or not 

previous patterns of nonuse and high use were predictive of 

later nonuse and high use. Intercorrelations among the 

1969-1979 utilization measures are recorded in Table XI. 

Not unexpectedly, the highest correlations were generally 
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observed between contiguous survey periods. For example, 

utilization in 1969 was more highly correlated with utili-

zation in 1971 (.26), than with utilization in 1973 (.13), 

TABLE XI 

INTERCORRELATIONS AMONG THE 
1969-1979 UTILIZATION MEASURES 

1969 1971 1973 1975 1977 1979 

1969 

o o • 
1—1 

1971 .26 1 . 0 0 

1973 .13 .25 1 . 0 0 

1975 .14 .23 .29 b-J • o o 

1977 .13 .14 .11 .14 1 . 0 0 

1979 .12 .13 .11 .13 .22 1 . 0 0 

A discriminant function analysis was performed to 

further explicate the relationship between previous utili-

zation and latter utilization. Table XII displays the dis-

criminant function coefficients resultant from this analy-

sis of 1979 nonusers and high users. The discriminating 

variables in this analysis included the 1969-1977 utiliza-

tion measures, and the 1979 predisposing, enabling, and 

need variables. 

The 1971 and 1975 utilization measures were signficant 

discriminators between 1979 nonusers and high users. It is 
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TABLE XII 

THE RELATIONSHIP AMONG THE DISCRIMINATING VARIABLES, PAST 
UTILIZATION VARIABLES AND HIGH UTILIZATION AND 
NONUTILIZATION OF HEALTH CARE SERVICES: 1 9 7 9 

Utilization 

Predisposing 
Characteristics 

Marital Status - . 1 6 * 
Race/Ethnicity *04 
Education - . 0 9 
Retirement Status . 0 5 
Age - . 0 5 
Existence of Living Children - . 0 8 
Rural/Urban Residence - . 1 5 * 

Enabling Characteristics 

Able to Get Along on Income - . 0 2 
Satisfied with Way of Living - . 2 5 * 
Has Private Insurance .02 
Insurance Covers Home 

or Office Visits . 2 9 * 
Income . 3 2 * 
Medicare -04 

Need Characteristics 

Handicapped or Disabled . 5 8 * 
Health Compared to 

Others the Same Age - . 5 9 * 
Happiness Level . 0 0 

Previous Utilization 

1969 - . 0 9 
1971 . 1 4 * 
1973 . 0 4 
1975 . 1 4 * 
1977 - . 0 4 

Canonical Correlation . 5 2 

*p<.05 
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surprising that the 1977 measure was not a signficant 

discriminator given its proximity to 1979. This finding 

differs from that of Martin and Eve (2), who observed that 

previous utilization practices were the strongest pre-

dictors of current utilization practices. Their research 

focused upon all respondents, not just the extreme users, 

suggesting that continuity of usage is not as much a 

function of past usage among high users and nonusers as it 

is with the full spectrum of usage levels. This is con-

firmed by noting that the variance explained an increase of 

only one percent when previous use was added to the 1979 

model. 

In order to continue examining continuity of use, a 

final question remains to be explored: What are the char-

acteristics of respondents who were consistently classified 

in one of the two use categories? 

In pursuit of an answer to this question, the utiliza-

tion patterns of respondents were traced over the survey 

period. Starting with the 1969 pool of nonusers, and the 

pool of high users in 1969, respondents were classified for 

each time period as either nonusers, low-level users (usage 

greater than zero, but less than the mean number of visits 

for that year), medium-level users (greater than the mean 

number of visits but less than twice that number), or high 

users. This enabled the charting of longitudinal patterns 

of usage. Tables XIII and XIV illustrate these patterns. 
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TABLE XIII 

PATTERNS OF UTILIZATION AMONG NONUSERS: 1969-1979 

Nonusers Low Medium High Users 

1969 541 

1971 31° 

1973 198 

1975 131 

1977 86 

1979 70 

0 0 0 
(100.0%) (0.0%) (0.0%) (0.0%) 

149 39 43 
(57.3%) (27.5%) (7.2%) (7.9%) 

184 114 45 
(36.6%) (34.0%) (21.1%) (8.3%) 

200 158 52 
(24.2%) (37.0%) (29.2%) (9.6%) 

235 183 37 
(15.9%) (43.4%) (33.8%) (6.8%) 

293 152 26 
(12.9%) (54.2%) (28.1%) (4.8%) 
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TABLE XIV 

PATTERNS OF UTILIZATION AMONG HIGH USERS: 1969-1979 

High Users Medium Low Nonusers 

1969 127 0 0 0 
(100.0%) (0.0%) (0.0%) (0.0%) 

1971 105 4 13 5 
(82.7%) (3.1%) (10.2%) (3.9%) 

1973 100 0 21 6 
(78.7%) (0%) (16.5%) (4.7%) 

1975 60 53 10 4 
(47.2%) (41.7%) (7.9%) (3.1%) 

1977 36 52 21 18 
(28.3%) (40.9%) (16.5%) (14.2%) 

1979 18 82 25 2 
(14.2%) (64.6%) (19.7%) (1.6%) 
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Of those respondents who were classified as nonusers 

in 1969, 12.9 percent were still classified as such in 

1979. Over 67 percent of the 1969 nonusers were classified 

as low or nonusers at the end of the survey period. This 

indicates that the majority of 1969 nonusers continued 

below average utilization practices over the decade. Among 

the 127 high users, 14.2 percent of them remained in this 

category in 1979. Like nonusers, the majority of 1969 high 

users (79%) remained either high users or medium level 

users through 1979. 

This longitudinal cohort of nonusers and high users 

was utilized to explore the differences between consist-

ently high users and nonusers. T-tests were employed to 

compare the 1979 survey responses of these two groups of 

users. These results are recorded in Table XV. 

The T-tests revealed that the longitudinal cohort of 

non-users and high users differed in a number of ways. A 

larger percentage of nonusers were from areas outside the 

central city than were high users. A lack of transporta-

tion and the unavailability of medical care in some areas 

outside the city might explain this difference. Addition-

ally, research has documented that rural patients often 

define health and illness differently than do urban 

patients (3). Rural patients are less likely to seek care 

for chronic ailments, or for those ailments that they might 

attribute to the aging process. 



TABLE XV 

T-TEST OF 1979 SURVEY RESPONSES OF LONGITUDINAL 
NONUSERS AND HIGH USERS 

,09 

Variable Pairs 

N of 
Cases Mean 

Standard 
Deviation 

T 
Value Probability 

Rural/Urban 
Residence 

Nonusers 

High Users 

70 

18 

1.73 

1.17 

.87 

.51 

3.52 .001 

Marital Status 

Nonusers 

High Users 

70 

18 

.63 

.50 

.49 

.51 

96 348 

Educational Level 

Nonusers 70 

High Users 18 

9.10 

9.44 

3.10 

3.60 

- .38 1709 

Race 

Nonusers 

High Users 

70 

18 

.81 

.78 

.39 

.42 

.33 ,745 

Retirement Status 

Nonusers 70 

High Users 18 

2.61 

3.00 

.73 

.00 
-4.43 ,000 
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Variable Pairs 

N of 
Cases Mean 

Standard 
Deviation 

T 
Value Probability 

Existence of 
Living Children 

Nonusers 

High Users 

70 

18 

. 6 4 

.78 

.48 

. 4 3 
- 1 . 1 6 . 2 5 5 

Family Income 

Nonusers 

High Users 

68 

18 

6 . 7 0 

7 . 9 0 

3 . 1 0 

5 . 1 0 
2 . 7 4 . 0 0 3 

Able to Get Along 
on Income 

Nonusers 

High Users 

70 

18 

2 . 3 4 

2.11 

. 9 1 

1.08 
. 8 4 ,412 

Satisfied with 
Way of Life 

Nonusers 

High Users 

69 

18 

2 . 7 2 

2 . 3 3 

,57 

.77 
2 . 4 2 ,018 

Medicare 
Coverage 

Nonusers 

High Users 

70 

18 

. 9 4 

. 8 3 

,23 

.38 
1.16 261 
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Variable Pairs 

N of 
Cases Mean 

Standard 
Deviation 

T 
Value Probability 

Private Insurance 
Coverage 

Nonusers 

High Users 

70 

18 

.41 

.56 

.50 

.51 

-1.05 .303 

Home or Office 
Visits Covered 

Nonusers 

High Users 

70 

18 

.13 

.28 

.34 

.46 

-1.29 ,211 

Handicapped or 
Disabled 

Nonusers 

High Users 

70 

18 

.21 

.83 

41 

,38 

- 6 . 0 1 ,000 

Happiness Level 

Nonusers 70 

High Users 17 

2.16 

1.47 

.61 

, 6 2 
4.09 ,000 

Health Compared 
to Others 

Nonusers 

High Users 

67 

16 

2.52 

1.38 

.53 

.16 
6.83 .000 
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The two cohorts differed significantly in retirement 

status also. All of the high users were retired, whereas a 

few of the nonusers were still employed. This finding 

could very well be a reflection of health status. 

High users reported significantly higher income levels 

than nonusers, but were less satisfied with their way of 

life than were nonusers. The latter finding could be 

interpreted in two ways. Chronic illness requiring 

frequent physician visits is likely to reduce satisfaction 

with lifestyle. However, dissatisfaction with lifestyle 

may be due to a change in statuses and roles accompanying 

the retirement process and aging. The sick role might be 

adopted, in lieu of the former lost roles, or medical 

attention might be sought to help cope with the distress 

experienced. In either case, the result could be a large 

number of visits to the doctor. 

Not surprisingly, this cohort of nonusers and high 

users differed statistically on all three health status 

measures. Only 21 percent of the nonusers reported a 

handicap or disability, compared to 83 percent of the high 

users. Nonusers compared their health more favorably to 

others their age, and reported a statistically higher level 

of happiness than did high users. 

Although this analysis was limited in scale, it is 

clear that the predisposing and enabling variables were 

less powerful in differentiating use patterns than were the 

need variables. 
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CHAPTER IV 

SUMMARY AND CONCLUSIONS 

Purpose and Model of Research 

This research sought to identify the determinants of 

nonuse and high use of physician services and assess 

whether or not patterns of nonuse and high use changed over 

time. The population of interest was a group of elderly 

unmarried women who participated in the Longitudinal 

Retirement History Survey from 1969 to 1979. Andersen and 

Newman's (2) health care services utilization model served 

as the conceptual framework for this research. Andersen 

postulated that utilization behavior was a complex phenome-

non that was influenced by three individual determinants: 

predisposing, enabling and need/illness. 

The predisposing variables are those that provide an 

indication of the lifestyle of the individual, in terms of 

both the physical and social environment, and the indivi-

dual's position within the social system. Andersen (2) 

postulated that these factors are likely to influence use 

of health services, but are not directly responsible for 

the use of services. 

Those conditions that permit an individual to satisfy 

114 
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a health care need or desire were referred to as enabling 

variables. These include the availability of health care 

resources, as well as individual enabling variables, such 

as financial resources and insurance coverage. 

Given the presence of the predisposing and enabling 

variables, the individual must still identify a condition 

as an illness before utilization will take place. Identi-

fication of a physical condition as a potential illness is 

the characteristic most directly responsible for health 

care utilization behavior. Andersen termed this process 

the "need/illness determinant." 

This model was employed to address four questions: 1) 

Did the nonuse and high use of physician services change 

over time? 2) For each survey period, what characteristics 

differentiated high users from nonusers, and how did these 

characteristics change over time? This question also 

involved exploring the relationship among the predisposing, 

enabling and need variables, as well as the changes that 

occurred in these variables over the survey period; 3) Was 

there continuity in the use of physician services; that is, 

were previous patterns of high use and nonuse predictive of 

later patterns of high use and nonuse of physician ser-

vices? and 4) What characteristics distinguish the cohort 

of respondents who were consistently nonusers from those 

who remained high users for the entire survey period? Each 

of these questions will be discussed below for the purpose 
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of summarizing the study's findings, and offering conclu-

sions . 

Summary and Results 

Change in Use of Physician Services 

Did the nonuser and high user of physician services 

change over time? Application of age stratification theory 

led to the hypothesis that health care utilization behavior 

would change from the preretirement to the postretirement 

years. The transition from preretirement to postretirement 

involves the abandoning of some role-statuses, and the 

assumption of others. It was postulated that the low 

status accorded the role of the elderly may result in the 

adoption of the legitimating role of becoming a patient, 

thereby increasing the number of visits made to a physi-

ciari. 

Examination of the utilization data revealed a stat-

istically significant difference between 1969 and 1979 

nonusers, and 1971 and 1979 high users. Over the survey 

period, the percentage of respondents classified as non-

users declined by 11 percent, while the percentage of high 

users of health care services declined by 9 percent. These 

data indicate that as the population aged, respondents 

began to use physician services at a more moderate level. 

Thus, an increase in the use of services was reflected by 

the decline in the proportion of nonusers in 1979, while a 
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decline in use of services was indicated by the decrease in 

the proportion of high users in 1979. 

Determinants of Nonuse and High Use 

The second question sought to determine whether or not 

nonusers and high users comprised two statistically dis-

tinct groups. This was followed by an examination of the 

determinants of usage, and an examination of how these 

determinants changed over the survey years. 

Findings from the discriminant analyses revealed 

statistically significant differences between nonusers and 

high users of services for each survey year. The variables 

that were found to significantly differentiate nonusers 

from high users will be summarized, profiling the distin-

guishing characteristics of these two groups. 

Profile of nonusers and high users.—In the preretire-

ment years (1969-1971), nonusers and high users signifi-

cantly differed in the following ways: The high user was 

more likely to be a widow, to be retired, and to live in an 

area within the SMSA than was the nonuser. The nonuser 

typically perceived her health to be better than that of 

others the same age, and was unlikely to be disabled or 

handicapped. Conversely, the high user was likely to 

report poorer health than those the same age, and was 

likely to be disabled or handicapped. The nonuser's 

insurance coverage was not likely to be as extensive as the 
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high user's, but the nonuser reported a higher level of 

happiness than did the high user. 

During the transition years (1973-1975), nonusers were 

more likely than high users to have been residents of areas 

outside the SMSA, to not have fully retired, and to be 

white. Income was not likely to be as high, and insurance 

coverage of office and home visits was not as extensive for 

nonusers as for high users. High users were more likely to 

report lower happiness levels and poorer health than non-

users. 

In the retirement years (1977—1979), lower income 

levels, less extensive insurance coverage, better reported 

health status, a lower likelihood of being widowed, and a 

greater likelihood of residing in a rural area profiled 

nonusers as opposed to high users. Nonusers were also more 

likely to report a higher satisfaction with their way of 

life than were high users. 

Over the survey period, each of the profiles were 

remarkably similar to one another. This reflects the 

finding that, although the amount of use changed over the 

survey years, the determinants of nonuse and high use 

remained relatively constant. 

predisposing Discriminators.—It was hypothesized that 

the magnitude of the predictive power of the predisposing 

variables would increase as the population aged. This 

hypothesis was not borne out, however. As has been noted 
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many times in this type of health services research, the 

predisposing variables, overall, accounted for a very small 

proportion of the explained variance (9, 11, 15). The only 

fairly consistent predisposing discriminator was retirement 

status. From 1969-1973, retirement was significantly 

related to high utilization of physician services, but 

after 1973, it was no longer a significant predictor. 

Enabling Discriminators.—The most noteworthy enabling 

variables, relative to policy considerations, were income 

and insurance coverage. It was hypothesized that the 

enabling variables, particularly income and insurance 

coverage, would become less important predictors as income 

was reduced through the retirement process, and as respon-

dents became eligible for Medicare. However, both income 

and insurance coverage of doctor visits to home and office 

remained strong predictors of utilization, indicating that 

financial resources were determinants of service usage over 

all years. These data imply that Medicare was not totally 

successful in equalizing access to physician care. 

Need Discriminators.--In accord with numerous studies 

(1, 3, 7, 15)f 3 strong relationship was observed between 

health status and utilization. Morbidity was the strongest 

predictor of use of physician services over the survey 

period. The strength of the relationship between the 

health status variables and utilization was relatively 

constant over time, indicating that biological aging itself 
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does not signficantly influence the use of physician 

services. This finding supports recent research on the 

relationship beween usage and the aging process (13). 

Relationship among the predisposing, enabling/ and 

need variables.—To complete this examination of the utili-

zation model, the noteworthy findings from the analyses of 

the relationship among the predisposing, enabling, and need 

variables will be briefly summarized. 

The predisposing variables were predictive of the 

enabling and need variables. Of particular interest were 

the anomalies observed in these relationships in 1973 and 

1975. In 1973, whites and those with higher levels of 

education reported less satisfaction with their way of life 

than did nonwhites and those with lower levels of educa-

tion. Additionally, in 1975, an inverse relationship was 

noted between happiness level and the ability to get along 

on income, as well as between happiness and educational 

level. These findings might reflect differential retire-

ment expectations between nonwhites and respondents with 

lower educational levels, and whites and those with higher 

educational levels. These findings correspond, in part, 

with Martin and Dorna's (8) finding that blue-collar 

workers experienced more stress prior to retirement than in 

the postretirement period. 

Continuity of Use 

Continuity of use of physician services has been 
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reported by other utilization studies (4, 9). It was 

hypothesized that previous nonuse and high use patterns 

would be predictive of later nonuse and high use. In only 

two years (1971 and 1975) were past high use and nonuse 

predictive of present nonuse and high use, indicating that 

there was some continuity of care among nonusers and high 

users. However, in contrast to other studies, this 

research found previous usage to add little predictive 

power to the model being tested. Therefore, it was con-

cluded that the propensity to remain a nonuser or a high 

user does not appear to be based on past utilization prac-

tices . 

Longitudinal Nonusers and High Users 

Lastly, only those respondents who were nonusers from 

1969 to 1979, and those respondents who were high users 

from 1969 to 1979, were compared to explore the differences 

between the two groups. Approximately 13 percent of the 

nonusers, and 14 percent of the high users in 1969 were 

still classified as such in 1979. Over two-thirds of the 

1969 nonusers continued below average (i.e., used less than 

the mean number of visits) utilization practices over the 

decade. Like nonusers, the majority of 1969 high users (79 

percent) remained either high users or medium level users 

through 1979. 

These two groups differed in the following ways: 
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Nonusers were more likely to reside in areas outside the 

SMSA, were less likely to have retired, were more likely to 

report lower income levels, were more satisfied with their 

way of life, and were more likely to report being healthier 

on all three status measures than were high users of physi-

cian services. Interestingly, the two groups did not 

differ with respect to insurance coverage, but did on 

income level. In sum, long-term nonusers and high users 

differed very little from those who were identified as 

nonusers or high users for any one survey year. 

Conclusions 

This study employed Andersen's (2) health care ser-

vices utilization model, and Riley's (12) theory of age 

stratification to longitudinally study nonuse and high use 

of physician services in an older female population. Of 

specific interest was the relationship between age strata 

and health care behavior. Age proved to be a stratifying 

variable within the health care delivery system. Over the 

ten year survey period, the health care behavior of pre-

retirement and postretirement nonusers and high users 

differed significantly. The proportion of users in each 

category declined over the survey period. The retirement 

process and concomitant changes in role-statuses appear to 

represent the symbolic transition from one age strata to 

another in this study. 
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Retirement also influenced behavior that was not 

health related. This research has shown that the pre-

retirement to postretirement transition years represent a 

time of change for some of the respondents. Whites, and 

respondents with higher socioeconomic status, expressed 

dissatifaction with their way of life and were less happy, 

while nonwhites and respondents with lower socioeconomic 

status expressed more satisfaction with their way of life 

and experienced higher happiness levels as retirement 

approached. This finding might suggest to policymakers 

that retirement differentially affects blue-collar and 

white-collar workers. 

A decline in nonuse was also associated with the 

transition years. This finding could be attributed to the 

"near poor" becoming eligible for Medicare. In any event, 

these data show that utilization of physician services is 

likely to increase among some unmarried women in their 

middle 60's. How the physician responds to the patient's 

stress may influence the volume and pattern of utilization 

practices. Greenley (4) observed that if the physician 

does not recognize a patient's socio-psychological needs, 

the result might be an increase in "doctor shopping," which 

will only overburden an already stressed health care deli-

very system. 

Nonuse of health care services has recently been the 

focus of some attention. Studies have identified nonuse of 
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services to be more problematic than high use among the 

elderly (5, 6, 9). When health care needs are neglected, 

problems often become more acute, putting the patient's 

well-being at risk, and creating situations which might 

require more treatment and more expensive care. 

Although there was a notable relationship between 

lower income levels and nonuse, and a slight decrease in 

nonuse when respondents became Medicare eligible, nonusers 

reported more satisfaction with their way of life, greater 

happiness levels, and better health status than high users. 

This suggests that for many, nonuse might not be a function 

of deprivation, but rather of good health. However, 

policymakers should be alert to that group of nonusers who 

are not seeking care because of access barriers to the 

medical system. 

Andersen stated that equality of care could be con-

sidered present when age and "level of illness appeared to 

be the main determinants of health services people 

received" (2, p. 17). The data from this study demon-

strates that, on the whole, the elderly, unmarried female 

nonuser or high user had access to physician services. 

However, these data also show that those repondents who 

reported greater use of services possessed higher incomes 

and better insurance coverage than nonusers. 

High users reported more chronic conditions and dis-

abilities, lower happiness levels, and less satisfaction 
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with their way of life than did nonusers. Policymakers 

concerned with rising health care costs might target this 

area as one in which innovative programs to treat chronic 

conditions and disabilities should be encouraged. With the 

projected increase in the proportion of elderly in the 

future, this group of high users is likely to increase in 

size. 

A final commment about the limitations of this research 

is necessary. A relatively small portion of the variance 

in nonuse and high use was accounted for by the application 

of this multivariate model of health care utilization. 

This finding has been observed repeatedly in other studies 

(11, 15). In particular, the predisposing variables 

account for a disappointingly small proportion of the 

variance in the model. Mechanic succinctly stated that the 

problem with multivariate utilization research is its rela-

tive insensitivity to capturing the "link between events, 

perceptions, and utilization within a single behavioral 

sequence" (11, p. 56). Additionally, the variables 

employed in this study were not always measured as accu-

rately as was desirable. The ability to distinguish 

between in- and out-patient care, initial visits, preven-

tive visits, and visits at the physician's request would 

have probably produced a more discriminating model. 

Lastly, in addition to studying the volume of care, the 

appropriateness of care is an important variable that was 
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not measured in this study. More studies that define usage 

patterns by appropriateness of care are required. This 

would permit a distinction to be made between inapproriate 

levels of usage. 
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