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'1his paper explains the increased use of hospital-based 

emergency facilities for pri•ary care. 7he analysis 

identifies socio- demographic characteristics, individual 

resources and selected access variables which influence use 

of physician services or emergEncy roc11s.. The selection of 

variables is based on a model of facility use which has been 

derived from the literature on medical care. The results 

from the analysis concluded that socio-demographic 

characteristics are both directly and indirectly related to 

facility use, but there ~s no apparent association between 

health insurance as an individual resource and access 

variables, and use of health care services. Suggestions of 

further research ar:e proposed based upon a theoretical .11odel 

of health care choice behavior. 
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1. Introduction 

The purpose of this research is to explain the in-

creased use of hospital-based emergency facilities for pri-

mary care. In the analysis, characteristics of those per-

sons utilizing emergency facilities for non-urgent 

conditions are identified, and the relationships between se-

lected personal and service variables and the use o.f emer-

gency facilities for _primary care are examined. T.he selec-

tion of variables is based on a model of facility choice 

which has been derived from the literature on medical care. 

scope of Problea 

Because of high and increasing medical care costs, the 

health care delivery system throughout the United States has 

acute problems. A goal of any medical system is to organize 

resources for the provision and distribution of health ser-

vices to persons in need (Mechanic, 1978:315); however, ris-

ing health care costs have reduced the availability of medi-

cal care for, many. Inequalities in the geographic 

distribution of and access to medical care have further ag-

gravated the problema Although access to available health 

care is thought to he a basic principle of a health care 

system, many services are unavailable to citizens at affor-

1 
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dable prices (Oakes,1973:2). Subpopulations such as the 

poor. minorities, disabled and elderly are most affected by 

the limited access doe to inadequate financial resources, 

and in some cases, lack of physical mobility which prevents 

easy entry into the health care system. 

The problem of limited and declining access to medical 

£acilities is complex, and no simple solutions are availa-

ble, but several factors which contribute to the problem of 

access to health care in the United States can be identi-

fied. First, the high cost of health care prohibits use by 

some and limits use by many more.. Health care costs have 

increased more than those iu any other major industry in the 

nation. Between 1960 and 1970, medical care costs in the 

United States increased 42 percent while other components of 

the consumer price index such as housing and transportation 

increased at approximately 23 percent (Ehite, 1973:32). 

While costs rose throughout the medical care industry, sig-

nificant variability in cost increases exists in the diffe-

rent components of the industrJ. For exampie, physicians 1 

services price index rose 8.1 percent in 1978 and 9.4 per-

cent in 1979 and the cost of a hospital room increased 12 .• 4 

percent in 1978 and 11.2 percent in 1979 (Gladden and Shapi-

ro, 1980:28). 
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Although insurance benefits have increased to help off-

set these cost increases, coverage is not comprehensive and 

man1 individuals who need insurance most often are unatle to 

afford it (Oakes:3). Insurance coverage also influences the 

type of services individuals select for health care. That 

is, medical care received at hosFitals, particularly in the 

emergenc1 room, is covered in many policies, while visits to 

a private phjsician may not he included.. 'Ihus, an incentive 

exists to use hospitals, the highest cost sector of the 

health care system. in addition, hospital-based emergency 

rooms do not have the "welfare" stigma that less costly fa-

cilities, such as public health facilities and neighborhood 

clinics, may have. Consequently, many seek care from hospi-

tals despite the fact that insurance benefits cover care in 

most clinical settings. ihe influence of insurance on 

health care use is evident in the increased demand for 

health services since the enactment of Hedicare and Medicaid 

(Battistella and Bunda!, 1978;120). 

~he spatial distribution of medical resources both re-

gionally a~d within cities also affects access to health 

care~ Since individuals tend to use health services located 

within close proximity of their daily activities (Shannon 

and Spurlock, 1976), the distribution of facilities becomes 

important. Persons residing in portions of the city where 
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medical resources are scarce must travel farther in order to 

obtain medical attention~ Often this added cost and effort 

restricts the amount of contact with medical r.:esources. In 

addition, health manpower and facilities are most scarce in 

economically disadvantaged areas such as rural counties and 

ghettos, making access to health care highly inequitable 

(AlexandEr and Bowden,1973). ihe health care system, thus, 

has come under stress from many different sources. As a 

consequence, the structure of the system has changed as new 

settings have emerged, and tbe use of -0thers have changed 

their relative importance~ 

£,mergenCJ BOO.llS .!§ ~ Sourc! of fJ;iAarJ rn.! 
Before considering those factors influencing the use of 

emergency rooms as settings for primary care, a workable de-

finition of primary care is necessary. Primary health care, 

also known as ambulatory care, is defined as the basic ser-

vice given to an individual who is not a bed patient in a 

health care institution (Jonas,1977;120). Persons receiving 

am.bu.latory care are of ten identified as "outpatients" as op-

posed to "inpatients• who remain overnight in a health care 

institution .. 

1~0 major categories of primary care providers eiist. 

Physicians, either individual or in group practices, give 
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care on a fee-for-service basis. Primary care is also avai-

lable in "organized settings." An organized setting is a 

medical practice facility which is characterized by an ad-

ministrative staff which formulates po~cies but does not 

treat patients. Individual physicians are responsible only 

for adhering to administrative procedures for the treatment 

of patients and use of facilities. Primary health care in 

an organized setting typically occurs in either "hospital 

outpatient departments" or "clinics." EBergency departments 

are sometimes sections in a large hospital outpatient unit, 

but in many hospitals they are separately organized units. 

Clinical services are not limited to hospital setting ser-

vices but range from general patient assessment, advice or 

dietary information to more specific diagnostic, therapeutic 

and treatment services. Local public health departments or 

clinics are traditionally responsible for preventive health 

services including communicable disease control, environmen-

tal health contxol and faDily planning services (Friedson, 

1972). Public health services are generally targeted to lo-

cal neighborhoods and care is often rendered for little or 

no charge. Other sources of primary care exist* such as in 

private corporate clinics or in military facilities; howev-

er, the use of these is minimal and limited to specific mem-

bers. 
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Selection of a health care setting is an individual act 

which involves the selection of a facility or service from 

among numerous alternatives. ie assume that the selection 

is based on a desire to maximize satisfaction with the medi-

cal care within individually prescribed cost limits, tut 

other factors such as cultural and social biases, and const-

raints within the system also influence choice of services. 

The majority of individuals in need of "first contact" or 

routine care can select a variety o.f serv.ices from different 

medical settings including hospital clinics, neighborhood 

health clinics, emergency departments and private practice 

facilities. Currently, it is estimated that about 85 per 

cent of all medical care is provided in a variety of ambula-

to.ry settings (Piore, 1974).. Cf these settings, hospital 

outpatient clinics, including emergency rooms, are becoming 

increasingly important alternatives to the private physi-

cian. Although emergency rooms were originally established 

to treat individuals requiring immediate medical or surgical 

care, the traditional role of emergency facilities has ex-

panded to include a range of primary hEalth care services 

(Oa.kes: 5).. Concomitant vit.h this change in facilities has 

been a significant increase in use of emergency rooms. Not 

only has visitation to emergency rooms expanded, but the use 

of hospital-based emergency rooms for primary care from 1962 
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to 1973 has increased faster than the use of other ambulato-

ry facilities. Patient visits to emergency facilities were 

approximately 20 milliou in 1962 and rose to 60 million in 

1972. This represents a faster rate of increase than other 

outptient department visits (National Center far Health sta-

tistics, 1975:456-465). 'lhe increased importance of emer-

gency room settings suggests that the very nature of primary 

care is undergoing importa.nt changes, away from the person-

al, private physician setting ta the impersonal, institu-

tional setting .. 

'lhe unique characteristics of and services offered in 

emergency rooms may be one explanation for its increased use 

for primary care. Most hospital-based emergency rooms of fer 

24-hour services, convenient for those seeking health ca.re 

after working hours, and due to informal "walk-in° policies, 

waiting time far a physician's appointment is reduced alt-

hough the vai ting time .for an appointment upon arrival may 

be longer in emergency rooms. Services found in emergency 

departments such as radiology. minor surgery (suturing) and 

laboratory services are often not available in physicians 

off ices and public health clinics. Further, many emergency 

rooms are recognized as major resource centers for informa-

tion concerning poison control, burn prevention and treat-

ment .. 
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However, another interpretation for emergency room use 

is that alternative sources for health care are not readily 

available. As Roemer states, nemergency medical services 

have come to fill the gap created by inadequate resources 

for general ambulatory medical care" (Boe•er,1975;145). For 

example, although private physicians constituted over 75 

percent of primary care visits in 1969, accessibility to 

these services is declining due to diminishing numbers of 

private physicians and their tendency to organize practice 

away from the local neightorhood (Parker, 1914; 31). Thus, 

individuals seeking primary ca~e must seek alternative 

sources and it appears that emergency rooms are a likely 

substitute .. 

RationalE 

The increased use of emergency rooms for primary care 

has important policy implication depending upon what varia-

bles are recognized as influencing health care behavior~ 

For example, if we can assume that the choice of services is 

influenced by constraints such as inadequate financial re-

sources and the availbility or accessibility of services, 

appropriate policy changes would be required to mitigate 

constraints in the system so that individuals would be free 

to choose the most desirable health care setting. 
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Personal tiases may also influence the process of se-

lecting a health care facility-- biases stemming from health 

care beliefs a.bout the .necessity of routine health care. 

perceptions of illness. or simply attitudes regarding vari-

ous providers of care.. Although changing personal beliefs 

may not be a reasonable solution, an alternative approach 

would be to adjust for those factors ~bicb constrain the 

choice away from the more appropriate service. Finally, if 

emergency rooms are increasingly becoming sources of primary 

care, nev policies may he necessary. 7hese policies would 

not only provide for the needed care,. tut also mitigate fu-

ture problems such as rising costs, overcrowding of facili-

ties, and the decline in the number of physicians available 

to the patient population. 

1he purpose of this research is to identify some of the 

reasons w.hy emergency departments have become alternative 

sources for primary care. Specifically, it is hypothesized 

that the two principal causes for the increased use of emer-

gency facilities for primary care are: 1) a decline in ac-

cessibility of general practitioners and 2) an increase in 

availability of public and private health insurance. It is 

argued that the first factor introduces an important const-

raint in the medical facilitJ selection pxocess. In effect, 

an important alternative for care is re.moved from a person's 
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choice of settings. Health insurance, on the other hand, 

creates an incentive to use emergency rooms since most hos-

pitals are willing to acknowledge third-party payments, and 

most insurance policies, including Hedicare, provide liberal 

coverage for such emergency xoom utilization (So~ers,1973). 

The thesis is organized in the following manner. In 

Section II, the literature on health service use is re-

viewed.. Particular emphasis is given to studies which ana-

ly2e the characteristics of emergency service users and the 

behavioral patterns associated with general health service 

use. the model of facility choice used in this analysis and 

the hypotheses to be tested are described in Section III. 

In Section IV, the research methods and data are described. 

Tile results of ·the analysis are discussed in Section V, whi-

le the discussion and conclusion are presented in Section 

VI. 
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II. AFproaches to the Analysis of Health 

Service Utili%ation 

1wo approaches to the analysis of health care utiliza-

tion are evident in the literature.. One group of studies 

identifies characteristics of users and the factors related 

to health care use. The goal of such studies is to seek in-

formation on patients utilizing the emergency room and other 

outpatient facilities, and to identify the relationship bet-

ween various socio-demographic characteristics and the fre-

quency of use of health services. In the second afproach, 

the emphasis is on understanding t.he process of consumer de-

cision making associated with health care.. 'Ihe purpose of 

these studies has been to construct models which explain the 

frequency of use of specific health care settings~ 

Characteristics of Users 

User characteristics identified in most studies of em-

ergency room utilization include age, income, race a.nd sex .. 

In a few studies successful attempts have been made to clas-

sify users into groups according to the severity of illness 

(Weinerman,1966; jhite and Connor,1966). 
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Socio-deaographic Characteristics 

An inverse relationship between family income and the 

use of emergency room facilities for primary care is evident 

in most studies of emergency rooms. ieinerman and his asso-

ciates examining the determinants of .hospital emergency room 

use reported that o~er half of the sample had incomes less 

than $5,000 (1966) .. .In Andersen's nationwide survey (1967), 

people with low family income use clinics or outpatient ser-

vices as a source for regular ca~e, whilE persons in the 

middle income range {$4,000-$6,999) and those with higher 

family incomes ($7,000 and over) reported general practi-

tioners and specialists as a regular source for primary care 

(Andersen,1967:14-15). 

The low incoDe associated with minority groups is, in 

part, a resu.lt of higher rates of utilization of emergency 

facilities by minority groups (White and O'Connor, 1970). 

A study published by the National Center for Health Statis-

tics (1969) also found that nonwhites were three times more 

likely than whites to visit a fbysician in an emergency 

room .. 

Mechanic notes an association between older age, low 

income and use of all ambulatoLy services. Medicaid in par-

ticular has pro.mated use of ambulatory care facilities hy 

the elderly, and since the elderly constitute a large per-
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centage of the poor, an association with emergency service 

use and inco.me is exhibited (.Mechauic,1978:198). Despite 

the use of a.mbulatory services by the elderly, younger age 

groups comprise a large proportion of all persons utilizing 

emergency services for primary care. In ieinerman•s study 

(1966:1041), for example, most patients using emergency ser-

vices were younger than 35 years and over half the sample 

was younger than 25. White and o•connor found that over 751 

of their sample were 35 years and younger (1970:164). 

In addition to socio-economic correlates of emergency 

rooms, severity of illness or injury has been related to use 

of health care services. In a classification developed by 

Weinerman (1966), three categories of patient illnesses are 

defined: nonurgent, u.rqent and emergent. Nonurgent refers 

to conditions which are minor in severity and do not require 

immediate attention. argeDt is defined as a condition which 

may endanger the patient if medical attention is not given 

within several hours. Emerge~t conditions require im~ediate 

medical attention. 7ypically, only 6 percent of those uti-

lizing emergency services are c.lassified .by resident physi-

cians as "emergentn (Weinerman :1046). Using a similar 

classification of conditions, ihite and 0 1 Connor 

(1966:166)noted that urgency ratings varied for different 

time intervals. The highest percentage of emergency cases, 
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6.6 percent. occurred between midnight and 8a.m. However. 

for all time periods. the largest percentage (57~13) of to-

tal cases were nonorgent~ 

In considering factors that influence the utilization 

of health services. most studies em_phasize either the de-

scr.iptive characteristics of users or the health care deliv-

ery system (Donabedian.1973; Shortell.1973). Two of the 

more important factors identified in these studies are the 

existence of health insurance and the lack of access to pri-

vate physician services. 

Health Insurance 

Prior to the implementation of Medicare and Medicaid. a 

clear inverse relationship betwee.n socioeconomic status and 

utilization of medical services appeared to exist. Lower 

socio-economic groups had fewer physician visits than those 

with higher status~ The growth of health insurance prog~ams 

targeted to lower income groups has resulted in a narrowing 

of the gap in primary health care services between low and 

high income groups (Mechanic:198). 

A study conducted in the city of Ealtimore compared 

utilization of ambulatory care services among a sample di-

vided into three groups by per capita income and the pres-

ence or absence of ~edicaid coverage (Skinner, 1978). The 
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group categorized as "near poor" included individuals not 

covered by Medicaid and with per capita incomes less than 

$2,500.. '1.he "non-poor" were those without Medicaid with in-

comes of $2, 500 or mo.re. 'I.he final group included Medicaid 

recipients... Although visits were not limited to emergency 

services, the "near poor" and nnon-poor" utilized fever am-

bulatory care services than recipients of Medicaid. An ana-

lysis of emergency room utilization in Quebec after the 

enactment of Canadian Medicare in 1970 indicated that the 

visit rate to emergency rooms increased 41.6 percent from 

1970 to 1974 (Steinmetz and Hoey, 1978). 

Other studies have shown a relationship between health 

insurance and use of emergency facilities. Kronenfeld 

(1978) reported a positive relationship between use of ser-

vices and government health insurance and a negative rela-

tionship between use and income. Medicare and Medicaid re-

cipients make more visits to ambulatory services than people 

with other forms of insurance or no insurance (Kronenf eld, 

1978;71-72). Also, as income increases, the number of vi-

sits decreases. White and O'Connor (1970;165-166) reported 

that two-thirds of a sample of emergency room patients had 

health insurance. ielfare recipients comprised 24 percent 

of the sample and only 9.3 percent of the patients had no 

insurance coverage. 
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Private Physician Access 

In this study, accessibility refers to the ability of 

persons to obtain and secure aedical care. Lack of physical 

access to private physicians is cited as an important factor 

influencing an individual's choice to seek alternative ambu-

latory services (Knox,1979; Ingram,1978). Accessibility is 

influenced by characteristics of the population-at-risk, in-

cluding the location, the structure and distribution of med-

ical settings in the health care delivery system and attri-

butes of t.be community, particularly the transportation 

system, which affect entry into and passage through the 

health care system. 

While social and economic conditions limit initial con-

tact with a private physician, many individuals with person-

al physicians often are unable, for a variety of reasons, to 

obtain care when t.be need arises. Weinerman found that rea-

sons for visits to emergency rooms included lack of a rela-

tionship with a private physician, unavailability of their 

physician, cost and inadequate insurance coverage {Weiner-

man: 1046). Economic factors were cited as reasons for not 

using a private phjsician as a regular source of care.. The 

relationship between inco~e and having a private physician 

was evident by the fact that persons in higher social class 

categories were much more likely to have a regular private 

physician (Weinerman;1052). 
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Kelman and Lane (1976) attempted to analyze 

circumstances surrounding utilization of emergency .facili-

ties by families with and without their own primary care 

physicians. A sample of patients was classified into two 

groups upon entry at a hospital emergency room. Group A in-

cluded those patients who were unable to designate their 

»own physicians," while Group E were those individuals who 

could identify a regular physician. Although the results 

showed that Group B (those with a primary physician) had 

greater rates of utilization, the majority of individuals in 

this group stated that the reason for utilizing the e~ergen

cy room ~as the unavailability of their private physician. 

Fifty-eight percent of Group A reported "no regular source 

of care" as the primary reason for emergency room use. 

White and O'Connor (1970:167) found that of the entire 

emergency room study gLoup utilizing emergency facilities, 

only forteen percent claimed they did not have a private 

physician as a regular source of care. It is ~nteresting to 

note, ho~ever, that while half of the study group were 

self-referred, only a small percentage were referred by phy-

sicians, office staff or answering service.. Their finding 

suggests that although the majority of patients designate a 

private physician as a regular source of carer situations 

frequently arise when patients are unable to obtain services 
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from their private physician and are i~lined to seek alter-

native sources of care. 

Physical access to health care is also reported as in-

fluential in determining what facilities are selected for 

health care (Kelman and Lane,1976; Phillips, 1979). Most 

noteworthy is the study presented by Ingram, Clark and Mur-

die (1978:58) which indicated that among the most impoctant 

reasons for patients choosing an emergency department for 

health care was the spatial accessibility of the hospital. 

The analysis concluded that as distance away from the hosp-

tal increased, utili2ation decreased. 

Individual satisfaction with providers of care may well 

in£luence the type of health care services selected. Aday 

and Andersen (1975:64-79) identify dimensions of consumer 

satisfaction with care that are important in evaluating ac-

cess to the health care delivery system. Items identified 

in their analysis include convenience of waiting time, care 

after hours, ease of getting to care, cost as determined by 

out-of-pocket payments, courtesy of doctors and nurses, and 

medical information. 
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Behavioral ftodels 

In one of the first models developed to explain the 

frequency in the use of health services, three types of fac-

tors were identified as influencing individual choice: "pre-

disposing," "enabling," and "need" factors {Andersen,1968). 

Since Andersen's seminal work, these components have become 

accepted as a valid frame•ork for identifying individual 

medical decisions (Figure 1). 

the first stage of Andersen•s model consists of the 

predisposing component vhich can be used to predict the ten-

dency toward use.. 'l'he predisposing conditions include such 

items as health beliefs, characteristics of family composi-

tion and social structure such as age, sex, social class and 

occupation .. 

The enabling co~ponent refers to the family and commu-

nity resources which allow a family to act upon a health 

need. Without such resources services would not he useda 

Family resources include, but are not limited to, family 

savings, income and health insurance and are correlated with 

predisposing conditions such as age and social class. Com-

munity resources are concerned with the availability of med-

ical services as Aeasured by such variable~ as physician-po-

pulation ratio, hospital-bed ratio and residential 

proximity. Community resources are particularly relevant to 
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PREDISPOSING ~ ENABLING 

I 
Family 

f 
Social 

I 
Health 

I 
Composition Family Resources 

I 
Structure Community Resources 

Beliefs 

FIGURE 1 

A Behavioral Model of a Families' Use 
of Health Services 

:.) USE 

I 
Illness 

Response 

Source: Ronald Andersen, A Behavioral Model of a Families' Use 
of Health Services, Center for Health Administration, 
University of Chicago Press, 1967, p. i4. 
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the policy maker because this is where most of our current 

policJ in health care is being directed. For example, the 

National Health Planning and Resources Development Act of 

1974 created Health Systems Agencies (HSAs) to provide 

health care planning and service development in designated 

regional and state health planning areas (Jonas, 1977: 

363-365). 

The need component refers to the most imBediate cause 

of health service use and is Beasured by a family's self re-

ports of physical conditions and how a family reacts to 

symptoms of illness. A faaily•s need for health care is in-

directly i~luenced by the presence of both predisposing and 

enabling components. A family may recognize symptoms of 

illness and feel the n~d for services, but certain predis-

posing and enabling conditions (social structure and income) 

may inhibit actual use of services. 

~be degree to which each component contributes to the 

explanation of total use varies depending upon the type of 

health care services, Need is typically a more important 

determinant of hospital use than other medical services 

since these hospital services are considered necessary once 

symptoms of illnesses are recognized. The iaportance of 

predisposing and enabling conditions is genuinely greater 

for services such as dental care because these services are 
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generally perceived as less necessary, are low on the list 

of health care priorities, and involve greater discretion as 

when the service would be used. 

Andersen d€veloped his model to explain variations in 

the frequency of use of health care services, but the con-

cepts of the model are also important for explaining the use 

of different medical settings. This model however, has not 

been used in such a context (Davidson, 1978). While most 

studies successfully show that demographic characteristics 

are associated vitb emergency service use, few models which 

have been proposed provide a framevork for understanding why 

these associations exist. One purpose of this study is to 

provide such a framework in an analytical manner. While An-

derseri 's model exanines variation in the freguency of use of 

health services in general, the model proposed here intends 

to identify conditions which influence the use of a particu-

lar source for primary health care, in this case, emergency 

rooms .. 
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III. Theoretical Mode1 of Facility Choice 

Figure 2 illustrates how Andersen~s concepts can be 

integrated and modified into a facility choice model. The 

model is based on the assumption that two different but in-

terrelated decisions are associated with securing medical 

care. The first, the decision to seek care, has been the 

£ocus of most medical research on health care choices, in-

cluding Andersen•s. As depicted in Figure 2, the set of va-

riables associated with the decision is similar to those 

proposed bJ Andersen (Andersen, 1978; 19-20 ). but the rela-

tionships among them are reinterpreted. In the original mo-

del, the associations between the predisposing, enabling and 

need components are depicted as seguential. In the model 

presented here, the decision to seek care is a direct func-

tion of the predisposing, need and enabling factors, and an 

indirect function of the predisposing component. Rhile dia-

grammatically this represents a change in the original li-

near model, in fact, Andersen himself recognizes that the 

need or enabling ractors would be more important depending 

on the tipe of care to be sought (see Fage 17). 

lhe second decision in the model involves the selection 

of a facility. Although it is recognized that the selection 

of a facility does not occur independently of the decision 

to seek aid, conceptually the two decisions involve diffe-
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rent actions and are influenced by both those influencing 

use and a .new set of factors which can, however, .be subsumed 

under the headings of predisposing characteristics. 

According to Figure 2, the choice of a facility is in-

directly influenced by predisposing factors and directly in-

fluenced by need and enabling components~ The selection de-

cision is influenced by some of the same elements of the 

need, predisposing and enabling components which influence 

the decision to seek care. In the case of enabling factors, 

for example, some f a~ily resources would influence both the 

decision to seek care and the selection of a facility. For 

example, the ability to pay a.nd pe.i:sonal mobility would in-

fluence both decisionso ihile the existence of health insu-

rance would free an individual to seek care when the need 

arises, if the insurance is Medicare, for example, one would 

typically consider on1y those aiternatives which honor that 

third-party vendora 

The major distinction in the role of the enabling fac-

tor in t.he two decisions is the presence of community re-

sources in the selection decision.. The availability of 

different health care facilities and their accessibility 

with.in a co.mmunity are of paramount importance in determin-

ing which facilities are eventually used by a prospective 

patient.. Community resources limit the alternative source 
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of care available to an individual and the constraint (such 

as accessibility) on the use of these facilities. The obvi-

ous example is the case where a facility is not present and 

consequently cannot be included in the choice set. Equally 

important, however, is the situation where a facility is 

available, but access is hindered by either time, distance, 

cost or social constraints. lhe quality of care available in 

a particular setting as perceived by the patient is also im-

portant to the eventual selection of a facility. As Phil-

lips (1979) notes, patient satisfaction with the entry pro-

cess and care received has a major influence on subsequent 

decisions as to which facilities are selected. 

7he predisposing factors age, income and race also di-

rectly influence the type of facility selected for health 

care. For exa~ple, chronic illnesses associated with the 

elderly suggests the use of oue type of health care facili-

ty--a facility where care is reFeatedly provided by one spe-

cialty physician. in addition, a low income would tend to 

limit the selection of health care settings to only those 

which are most financially and geographically accessible. 

The severity of the illness or injury and a person's 

perception of the urgency of obtaining care are need factors 

that influence the selection decision. lhe establishment of 

hospital emergency rooms was, in fact, a response to the im-
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portance of having alternative facilities available for par-

ticularly severe cases. 7he trend toward increased use of 

emergency rooms for primary, nonurgent care indicates, how-

ever, that need alone does not determine the eventual out-

come of the selection process. 

7he model in Figure 2 has as its final component the 

actual use of a facility. The model is nonrecursive in that 

the use of a facility is influenced by prior behavior. In 

this sense our health care decisions involve a learning pro-

cess which is expe.rientially based. Much of what we know 

about access to a particular practitioner and the level of 

care comes from prior contact with medical practitioners in 

different settings. 

The health care facility which is eventually used need 

not be the same facility i.ni tially chosen, for constraints 

on use may not be known until an attempt is made to use a 

facility. ie may originally try to contact a private physi-

cian, but if unsuccessful, seek an alternative. The selec-

tion decision and the ultimate behavior identified in the 

model are sequentially related in terms of continuous feed-

back. However, modeling these feedbacks is not the purpose 

of the study and is not dealt with at this time. 
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IV. Methodology 

Although the model in Figure 2 provides the conceptual 

framework for the analysis, it has been modified for this 

stud1 for methodological reasons (Figure 3). First, the 

cognitive aspects of the decision process, the first beha-

vioral component in Figure 2, cannot be measured with the 

data used for this study. thus, the actual behavior is used 

as a measu.re of the selection decision .. 

Second, it is not possitle to measure community re-

sources available to an individual because geocodes are not 

available from the data source. Therefore# variables mea-

suring community resources as enabling factors influencing 

health care behavior are not included in this study (Figure 

3). Further research is needed which includes both indivi-

dual and community resources in the model. Finally, the 

lack of data on the need component in the analysis requires 

its deletion for the operational version of the model,,. In-

stead, two enabling factors, the i.oc.rease in availability of 

health insurance as a method of medical payment and the ac-

cessibility to private physicians are considered to be fami-

ly resources influencing use of health care. 

The modifications of the theoretical model (Figure 2) 

are expected to alter the results of the analysis~ First, 

the elimination of both the need component and the decision 
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process is expected to result in a st:rong relationship bet-

ween the predisposing component and use. Since the cogni-

tive process of selecting a health care facility is not be-

ing evaluated, the direct relationship between the predis-

posing characteristics and use is likely to be reduced. 

Finally, the association between the predisposing component 

and the enabling component ma1 also be less significant, be-

cause of tbe unavailability of data regarding community re-

sources~ ~bus, the linkages between accessibility and com-

munity resources cannot be assessed and included. 

Hypotheses 

Despite these limitations, it is possible to test for 

the existence of some of the relationships depicted in the 

theoretical model. The availability and type of health in-

surance as a method of payment and the accessibility of con-

sumers of care to Frivate physicians wEre hypothesized to be 

two enabling variables influencing the use of emergency 

rooms for primary care. ~he type of health insurance cover-

age an individual has will influence the use of health care 

services because it increases the options available and 

makes some options less costly~ More specifically, we ex-

pect to find persons utilizing Frivate physician services 

will tend to have private third-party coverage such as Blue 
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Cross and Blue Shield, while emergency room users will tend 

to be covered by public health insurance plans such as Medi-

care and Medicaid. Although a causal relationship between 

health insurance and use cannot be established, the facility 

selected for health care is seen as a function of the type 

of health care coverage~ 

Lack of access to private physicians is thought to in-

fluence the selection of emergency rooms as sources of pri-

mary care. Persons with poor access to private physicians 

will see emergency rooms as a viable option given that 

constraints on securing care from physicians exist. This 

relationship assumes that most persons would prefer private 

physician services if they were available and could obtain 

such care. Such an assumption appears valid given the atti-

tudes e.xperienced by persons ahout what constitutes good am-

bulatory care (Phillips, 1979). Further, acceptance of the 

process of obtaining care and the overall quality of the 

care received, is an indicator of access influencing future 

decisions regarding the continuing use of a particualar 

health care setting (Penchansky, 1981). Again a causal re-

iationship cannot be determined, but a statistical associa-

tion is expected. Use of emergency rooms is expected to be, 

in part, a function of poor access to private physicians. 
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In addition to measuring the direct influence of ena-

bling factors on the selection of private physicians or em-

ergency rooms, the associations between selected predispos-

ing characteristics, enabling factors, and the dependent va-

riable are considered (Figure 3). It is hypothesized that 

these personal characteristics are both directly and indi-

rectly related to the use of aedical facilities. We expect 

that whites who are older than 30 years and who have rela-

tivelJ high annual incomes will be more likely to carry pri-

vate third-party coverage and will have greater access to 

all types of health care services, conseguently, they are 

more likely to utilize private physician services than emer-

gency rooms. If this indirect relationship exists, we would 

expect that the association between the predisposing varia-

bles and use of health care facilities would be reduced when 

enabling variables are externallj controlled. However, as 

the model shows, we would still expect a direct association 

between the predisposing characteristics and use with ena-

bling variables as controls. 

In summary, the hypotheses representing the relation-

ships between the compo.nents of the operational model (Fig-

ure 3) are: 1) two enabling variables, health insurance as 

a method of payment and the accessibility to private physi-

cians weLe expected to be the most important variables in-
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fluencing use; 2) the predisposing characteristics were pro-

posed to .be both directly and indi.rectly associated with 

use; 3) if the indirect relationship between the predispos-

ing characteristics and use exists, this association should 

be reduced when controlling for the enabling variables; and 

4) a direct relationship between the predisposing character-

istics and use would still be evident even ~hen the enabling 

factors are treated as contrcls~ 

~ Sources 

!o test for the existence of these relationships, data 

from a health survey conducted for the VirgiDia Depart~ent 

of Health and the Virginia Health Systems Agencies in 1974 

were used. The survey included responses from 5,183 fami-

lies or 2.5 percent of the families in Virginia. I.n addi-

tion to family units, selected individuals within each fami-

lJ were guestioned in detail about their health problems and 

medical care behavior for the past year. These individual 

interviews totaled 14,103. Because information required for 

this stud_y was on both family and i.ndi vidual files, the two 

were combined to form a single sample for the analysis~ 
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1'1easure11ent 

7he health care behavior. the dependent variable. was 

measuEed by actual use (Figure 3). Hhile the use of a spe-

cific facility may occur only after several iterations 

through the decision process, the variation between the ini-

tial preference of patients (selection decision) and the 

service actually used could not be identified from the sur-

vey data. Thus. while diagrammatically. the theoretical mo-

del represents tbe process of health care c.hoice behavior• 

the operational model identifies variables which influence 

the use of private physicians or emergency rooms for health 

care. ihe use of an emergency room or a private physician 

was determined by responses to questions concerning sources 

of medical advice er treatment during the previous twelve 

months. Individuals were asked which sources of care had 

been used during the year (Appendix A). In this way. "usu-

a1" sources of care are more likely to emerge than if only 

information on the last treatment setting is used. 

In most cases. individuals indicated they obtained ad-

vice or treatment from more than one source during the year. 

To differentiate the "emergenci room users" from the "pri-

vate physician users." the following decision rules were ap-

plied. Persons who indicated that the emergency room was 

thei.c only source of care during the year were classified as 
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"emergency roo& users." Persons who indicated use of pri-

vate physicians and other sources of care identified in the 

survey were classified as "private physician users." Thus. 

persons who utilized both private physicians and an emergen-

cy room were also categorized as "private physician users." 

In such cases, it was assumed that the use of a emergency 

room vas in response to an emergency illness or injury rath-

er than a source for primary care. According to the survey, 

103 individuals used only the emergency room during the 

year, while 3309 individuals reported use of a private phy-

sician as their source of care as it is defined here. To 

obtain a relatively equal number of observations for both 

groups, a random sample of 104 individuals was taken from 

the cate9ory of private physician users. 

Data on the two enabling variables, method of payment 

and access to private physicians, were obtained from the fa-

mily and individual pacts of the survey. I.nformation on 

method of payment for each individual ~as obtained from a 

sequence of questions concerning the types of insurance cov-

erage (Appendix A). this information on health insurance 

was used to construct a measure of two medical payment cate-

gories, public insurance and private insurance, which could 

be ~easured against the dependent variable. facility use. 
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Lack of access occurs tor a variety of reasons. includ-

ing cost, distance, time and institutional factors and thus, 

it mu.st be measured by several different variables. Indivi-

dual measures of access including waiting time for a routine 

medical appointment, waiting time for an afpoint.ment when 

sick, travel time to the doctor•s office and office waiting 

time. A final indicator of access was constructed by com-

bining responses to a sequence of questions regarding satis-

faction with the quality, availability, cost and convenience 

of care received during the year (AppeDdix A). 

ihe statistical procedures used to test the hypotheses 

were bivariate tests of association~ In most cases, the va-

riables were collapsed to dichotomous categories to facili-

tate the interpretation of the tests of association and to 

eliminate the problem of too few cases in the analytical ca-

tegories. Both lambda and chi square were used where appro-

priate. Conclusions regarding the importance of private 

physician access and health insurance coverage on emergency 

room use are drawn from the analysis~ 
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v. Results 

D~scriptio~ of the ~tudy P22ulation 

Selected socio-economic characteristics for the sample 

and the {lOpulation of Virginia are compared i.n Table 1. 

Persons who are 30 years or younger represent 30 percent of 

the sample and 55 percent of the population of Virginia. 

The distribution by sex and race indicates that males repre-

sent 60 percent of the sample and 49 percent of the popula-

tion. Hhite persons represent over 80 percent of both the 

surveJ sample and the population of Virginia. Most persons 

of both the sample and the State population have annual in-

comes between $10,000 and $25,000# while slightly more per-

sons of the population than the sample have incomes of less 

than $10,000. The differences between the sample and the 

state Population suggest that some biases exist from the 

survey sample .. 
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Tal:1e 1 
Distribution of Sample and the Population of Virginia by 

Age, sex, Bace and Income 

POPULATION 
OF 

Characteristic SA MP.LE VIRG:INIA 

AGE 
30 years or less 37~ 55i 
31-40 years 22 12 
Greater than 40 jears 41 33 

SEX 
Male 60 49 
Female 40 51 

~ 
I 
I BACE 
J White 82 81 
1 Nonwhite 18 19 
I 

J 
a I NCC ME 
I $1,0D0-9,999 29 35 
J 10,000-24,999 46 42 
I 25,000 and over 25 23 
J 

1 
I 
I 
I 
I 
I 

) 
I 
I 
I 
I 

I 
I 
I 
I 
t 
I 

sources: u~s .. Bureau of the Census, ~fil!fil!§ of Population: 
1970, Detailed Characteristics, final Report -D48, 
Virginia; 7he Virginia Depai::tment of Health and 
The Virginia Health Systems Agencies, Virginia 
Health Sur.!~.Y• North Carolina: Eesearch Triangle 
Institute, 1979~ 



39 

Predisposing Characte.rist:ics 

7he relationshiFS between the predisposing characteris-

tics, age, race and income, and type of health care selected 

are presented in Table 2. Older respondents utilize private 

physician services (59%) more freguently than those who uti-

lize emergency rooAs (41%), while a larger percentage of 

younger people utilize emergency rooms more than private 

physicians (Table 2). Not only are noticeable age differ-

ences present, but the association is significant at the .05 

level. This age pattern suppqrts earlier studies (Weiner-

man, 1966; White and o•connor,1966), and is consistent with 

the hypothesis that predisposing characteristics will have a 

direct effect on use. 

The relationship between race and type of care is not, 

however, significant (Table 2)~ Although white. persons are 

slightly more likely to utilize private physician services 

(51i) than emergency rooms (49%), and nonwhite persons tend 

to utilize emergency rooms more frequently (573) than pri-

vate physicians (43%), the lambda and chi square values in-

dicate a lack of association. This result must be inter-

preted cautiously, ho•ever, for the s.mall proportion of 

nonwhites in the sample (18) does not provide an adequate 

test of the original hypothesis. 
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'lat.le 2 
The Be.lationship Eetveen Age, Race, Income 

and by iype of care 

'IYl?E OF CABE AGE 
I 
I 

-~----------------------------------1 
30 yrs er .less Over 30 TO'IAL I 

I 

Private Phjsician 35, 59% 50~ 
Users c 26) ( 75) ( 101) 

I 
Emergency Room 66 41 soi l 

Users { 50) ( 53) ( 103) I 
I 
t 
I 

TOTAL 31% 63~ I 
( 76) ( 128) 204 I 

I 

Source: The Virginia Department of Health and the Virginia 
Health SJstems Agencies, Virginia Health Survey, 
North Carolina: Besearch Triangle Institite, 1979. 

X2= 11.3 
p~ .. 005 
)\=. 22 



I 
J 
I 
I 
I 

I 
I 
j 
I 

J 
I 
I 
J 

J 
I 
I 
I 

TYPE O.F CARE 

Private Physician 
Users 

Eme.i:gency Boom 
Users 

TOTAL 

X2=. 71 
pS=.90 
).= .. 03 
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Tal:le 2 
(Continued) 

I 
RAC.E I ------------------------------1 

ihite Nonwhite TO'IAt I 
I 

I 
511 43% 501 I 

( 85) ( 16) ( 101) I 
I 

49 57 50~ 
{ 82) ( 21) ( 103) 

821 18% 
( 167) ( 37) 204 



INCOME 

J 
j 
j 
I 
I 

J 
J 
I 
I 

I 
I 
.I 
J 

TYPE OF CARE 

Private Physician 
Users 

Emergency Room 
Users 

TOTAL 

X2=. 71 
p.~=-90 
.>t-=.03 
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'Iable 2 
(Continued) 

INCOME 
I 
I ---------------------------------· 

~ $15.000 > $15,000 TO'IAL I 
J 

I 
38j 60.3 50~ I 

( 37) ( 64) ( 101) I 
I 

62 40 50% 
{ 61) ( 42) ( 103) 

48% 523 
( 98} ( 106) 204 
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Bespondents with higher annual incomes (>$15,000) are 

more likely to utilize private physician services than emer-

gency rooms (Table 2). The relationship is reversed for low 

income respondents. Respondents with incomes of $15,000 or 

less are much more likely to utilize the energency room 

(623) than private physician services (383). The pattern 

between income and use is statistically significant at the 

.05 level. This result supports the work of Andersens• study 

(1966) and others that suggests persons using emergency 

rooms for primary care do so because of the financial const-

raints placed on the use of private physician services. 

The direct relationship between the predisposing char-

acteristics and use displayed in Figure 3 is generally sup-

ported by the data. With the exception of race, both age 

and income are significantly associated ~ith the use of em-

ergency rooms or private FhJsicians. ~his result not only 

supports e~rlier studies which described characteristics of 

users, but statistically suppprts the hypothesis that socio-

economic variables influence.the selection of different 

health care settings. 
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Enah1inq Chacacteristics 

lhe enabling characteristics specified in the opera-

tional model (Figure 3) include the method of payment for 

health care and measures of access to health care services. 

For purposes of this analysis, health insurance was divided 

into two categories: 1)public third-party vendors t:epresent-

ing Medicare and Medicaid and other private vendors (i.e. 

CHAMPUS, Veterans Administration and Rorkmans Compensation) 

and 2) private third-party vendors includiEg Blue Cross, 

Blue Shield, Prepaid fixed plans and all other private ven-

dors .. 

In the sample, 171 person (841) had health insurance 

which paid all or part of their medical expenses. The type 

~f insurance, however, did not tear any association with the 

selection of emergency rooms or private physicians (Table 

3). Bespondents with private health insurance tend to uti-

lize private physicians (51j), while individuals who identi-

fied public third-party coverage tend to utilize emergency 

rooms (521). However, the differences were not large enough 

to be significant. 7hus, while the relationship is in the 

expected direction, the association is not of s.ig.nificant 

strength to warrant acceptance of the original hypothesis~ 

The pattern of responses does indicate same support, albeit 

tenuous, for the linkage in the model~ 
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Ta.tle 3 
Percentage of the Population with Health Insurance 

by 'Iype of Care 

TY.l?E OF CARE HEALTH INSURANCE 
I 
I --------------------------------· 

PDBLIC PRIVATE TO~AL I 
I 

l 
Frivate Physician 48% 513 49% I 

Users ( 13) ( 74) ( 87) I 
I 

-1 
I 

E.mergency Boom 52 49 51% I 
Osers ( 14) ( 70) ( 84) I 

I 

I 
TOTAL 16% 84% I 

( 27) ( 144) 171 I 
I _____, 

Source: Tbe Virginia Depart~ent of Health and the Virginia 
Health systems Agencies, Vi.rginia Health Surve1, 
North Carolina: Eesearch Triangle Institite, 1979. 

Persons without Health Insurance = 33 
X2=.096 
p~= .. 90 
).. =.05 
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Because of the time an individual typically must wait 

for an appointment from a private physician, it is hypothes-

ized that this inconvenience influences the choice of a 

treatment setting. We would expect that persons who had a 

long waiting time for an appoint~ent would be less likely to 

use private physician services in the future. The data from 

the survey do not, however, support this proposition. There 

is little relationship between the time waiting for an ap-

pointment and use of a private physician er an emergency 

room (Table 4(a)). This result may have been influenced by 

the large proportion of persons who did not respond to the 

question regarding appointmeEt waiting time. 

Bespondents who must wait more than one day for care 

when ill tend to utili2e private physicians (641) more than 

emergency rooms (36J). Moreover, there is little difference 

between private physician and emergency room percentages for 

persons who waited less than one day for an appointment (Ta-

ble 4(b)). While the result is not statistically signifi-

cant, it is in the hypothesi2ed direction of the model. 

Again, a methodological problem may have contributed to the 

lack of a re1ationship. A large proportion of emergency 

room users did not aFpropriately respond to either question 

regarding appointment waiting time. Since the a~ount of 

time necessary to wait for a visit to an emergency room is 
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'Iahle 4 (a) 
Distribution of the Population by Waiting Time for 

Routine Doctor's AppoiDtment and by 'I_y_E:e of Care 

J 
Maiting Time for I 

'IYPE OF CARE Bcutine AFpointment (days) I 
------~---------~-------------1 s 1 day > 1 day TOTAL 1 

I 
--t 

I 
Private P.hysician 62i 65% 6.3~ I 

Users ' 49) ( 13) ( 62) I 
l 

Emergency Room 38 35 37~ 
Users ( 30) ( 7) { 37) 

TOTAL 80;{ 203 
79) ( 20) 99 

Source: The Virginia Department of Health and the Virginia 
Health Systems Agencies, Virginia Health survey, 
North carclina: BesEarch Triangle Institite, 1979~ 

No response = 105 
X2=.06 
F5=. 90 
). = .. 40 
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'lat le 4 (b) 
Distribution of the Population by Mlai ting Time for An 

Appointment ihen Sick and by ,ype of Care 

,,.-~~~~~~~~~~~~~~~~~~~~~~~~~~~--. 

I 
I 
J TYPE OF CARE 
J 
I 
J 

I 
I Private Physician 
I Users 
I 

I 
I Emergency Boom 
J Users 
I 

I 
J TOTAL 
J 
l 

I 
Appoi11tment Waiting I 

Time When Sick I 
-~------~-------------------· 
S 1 day > 1 day TOTAL l 

51i 
( 87) 

49 
( 84) 

94% 
( 171) 

64i 
' 7) 

36 
4) 

06% 
( 11) 

I 

I 
52% I 

( 94) J 

48" 
88) 

182 

I 

Source: The Virginia Department of Health and the Virginia 
Health Systems Agencies, Virginia Health Survey, 
North Carolina: Besearch Triangle Institite, 1979. 

No response = 22 
X2=. 67 
p~=-09 
)\=. 06 
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neglible even for nonemergency care, the question may have 

been inappropriate for emergency room users .. 

The percentage of respondents distributed in the travel 

time and t1pe of care categories, shows little variation 

(Table 5(a}). Respondents who traveled more than 15 minutes 

did use frivate physician services more freguentiy than em-

ergency rooms, but the relationship is not significant. The 

pattern of the association does not support the hypothesis 

that greater distance to private physician off ices is likely 

to influence the alternative selection of emergency rooms. 

Responses to the guestioQ regarding the usual amount of 

time necessar1 to wait for a physician upon arrival at a 

health care facility shows that persons who waited 30 mi-

nutes or less to see a doctor tend to be private physician 

users (55%). 7his pattern is also true for those waiting 

more than 30 minutes to see a physician (Table 5(b)). Alt-

hough it appears that private physician users must wait lon-

ger to see a doctor, the pattern orignially postulated, the 

association is not significant. 

in order to determine ove~all satisfaction with medical 

care received during the Jear, a combined index of satisfac-

tion used as a general indicator of access was created from 

a sequence of questions (Appendix A). As Fhillips (1979) 

suggested, how an individual ferceives the process of ob-
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'Ia.ble 5 (a) 

Distribution of the Population by Travel Time to 
Health Care and by Type of Care 

T.ravel Time to 
7YPE OF CARE Health Care (in minutes) 

I 
I 
I 

----------------~-------------1 
< 15 > 15 TC'IAI. I 

I 

Private PhysiciaD 51% 55% 53! 
users ( 52) ( 46) ( 98) 

Emergency Room 49 45 47~ 
Users 50) ( 38) ( 88) 

TOTAL 55'1 45~ 
f 102) ( 84) 186 

Source: The Virginia Department of Health and the Virginia 
Health Systems Agencies, Virginia Health Survey, 
North Carolina: BesEarch Triangle Institite, 1979. 

No response = 18 
:x 2.::.., 26 
p~=-90 
A =.10 
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TahlE S(b) 
Distribution of the Population by Office Time 

and by Type of Care 

Waiting Time to 
TYPE OF CARE See Doctor (in minutes) 

-~----------------------------
< 30 > 30 TO~AL 

Private Physician ssi 573 56~ 
Users 64) ( 25) ( 89) 

Emer9ency Room 45 43 441 
Users ( 52) ( 19) ( 71) 

TOTAL 73j 27~ 
( 116) ( 44) 160 

I 
J 
I 
I 
I 
I 
I 
I 
I 
I 
I 

Source: The Virginia Department of Health and the Virginia 
Health Systems Agencies, Virginia Health survey, 
North Carolina: Besearch Triangle Institite, 1979. 

No response = 44 
X2=.04 
p5= .. 90 
}v=. 20 
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taining care f ~om a medical facility and the satisfaction he 

derives from the medical treatment or advice will influence 

future health care decisions. 

A cumulative index with the levels: high, medium and 

low satisfaction was developed from the responses.1 As indi-

cated in Table 6, there is little variation between level of 

satisfaction and type of health care selected. Persons us-

ing private physicians tend to have a higher level of satis-

faction than those using emergency rooms, although persons 

using emergency rooms are also reasonably satisfied. The 

pattern suggest that poor access to private fhysicians does 

not influence the selection and use of emergency rooms for 

health care. 
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'Ia.tle 6 
Degree of Satisfaction with Health Care by 

'lype of care 

J 
I 'lYJ?E OF CARE 
J 
J 
I Private Physician 
l Users 
I 

I 
J Emergency Boom 
I Users 
J 

t 
J TO~AL 

J 
I 

I 
SA%ISFACTION EI!H HEAL7H CARE I 

---------~--~--~------~-------! 
High aedium tow TOTAL I 

541 44% 40% 51% I 
( 80) ( 18) { 2) (100) I 

46 
( 69) 

76~ 
( 149) 

( 

( 

56 
23) ( 

21i 
41) ( 

l 

60"' 49 
3) ( 95) 

I 
3% J 
5) 195 I 

I 

Source: The Virginia Department of Health and the Virginia 
Health Systems Agencies, Virginia J!illth Survey, 
North Carolina: Besearch Triangle Institite, 1979 .. 

No responses = 9 
X2= 1. 5 
p~= .. 90 
A= .. 06 
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!.Q!exveniD9 Yaxiable§ 

In the model proposed for this study (Figure 3) • a sig-

nificant relationshiF was expected between predisposing 

characteristics and enabling characteristics. This rela-

tionship represents the initial link in one of the i.ndirect 

effects of predisposing characteristics on use. The cros-

stabulations between age, race and income and type of health 

insurance is shown in Table 7. Both age groups tend to have 

private insurance coverage; however, the small proportion of 

respondents with public insurance makes the interpretation 

tenuous. ihe associations between race and income with the 

type of insurance are statistically significant. As expect-

ed, nonwhite persons are more likely tc be covered by public 

types of insurance than white persons, while white persons 

carry private third-party coverage more freguently than non-

white persons. The relationship between income and health 

insurance is statistically significant. Respondents with 

higher incomes are more likely to be covered by private in-

surance as in the case of persons with incomes greater than 

$15,000. 

Age, race and income, however, do not appear to be sig-

nificantly associated with overall satisfaction with health 

care. ihese relationships between predisposing characteris-

tics and access are represeDted in Table 8. 
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Table 7 
The Relationship Eetween Age, Race, Income 

and by 7ype of Health Insurance 

Health Insurance AGE 
I 
I 

-----~~---~~--------------~---1 
30 yrs or less over 30 TO'lAL I 

I 

Public 15" 161 16~ 

• 9) ( 18) ( 27) 

I 
Private 85 84 84j I 

( 50) ( 94) ( 144) I 
I 

-i 
I 

TOTAL 35!1 661 i 
( 59) (112) 171 I 

I 

Source: T.he Virginia Department of Health and the Virginia 
Health Systems Agencies, Virginia Health survey, 
North Carolina: BesEarch Triangle Institite, 1979. 

Perscns with no Bealth insurance = 33 
X2= .. 02 
p~= .. 90 
)\ = 0 



' I Health Insurance 
I 
I 
I 

J 
I Public 
I 
J 

Private 

I 
1 TOTAL 
I 
,) 
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Tatle 7 
(Co.ntin ued) 

RACE 
I 
I 

----~------------------------· 
ihite Nonwhite TO'IAL I 

I 

13." 31% 16" 
( 18) ( 9) ( 27) 

87 69 843 
( 124) ( 20) ( 144) 

83% 17% 
( 142) ( 29) 171 

Source: The Virginia DepartBent of Health and the Virginia 
Health Systems Agencies, Virginia Health survey, 
North Carolina: Eesearch Triangle Institite, 1979. 

X2=6. 1 
p~= .. 02 
>..= 0 



INCOME 

J 
I Health Insurance 
J 
I 
I 

Public 

I 
j Private 
I Users 
1 

J 
I TOTAL 
I 
J 

No responses = 126 
X2=4 .. 6 
p~= .. 05 
J\=O 

57 

Table 7 
(Continued) 

I 
INCGBE I ---------------------------------! 

S .$15,00D > $15,000 TOTAL I 
I 

27~ 83 18"1 
( 11) ( 3) ( 14) 

I 
73 92 82~ I 

( 30) 34) ( 64) I 
I 

56i 473 
( 41) ( 37) 78 
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'!'able 8 
The Relationship Eet~een Age, Race, Income 
and Overall Satisfaction with Health Care 

Level of 
Satisfaction AGE 

, 
I 
I 
I 

-------~----------~-------------! 
30 yrs or less Over 30 TOTAL I 

I 

I 
High 37% 353 363 I 

{ 26) { 44) ( 70) I 
I 
I 
I 

Me diu11 44 51 491 I 
( 31) ( 64) ( 95) I 

I 

Low 19 14 153 
( 13) ( 17) 30) 

TOTAL 36i 64% 
( 70) (125) 195 

Source: The Virginia Department of Health and the Virginia 
Health Systems Agencies, !irqinia Health survei, 
North Carolina: Research Triangle Institite, 1979. 

No responses = 9 
X2= 1 .. 2 
p~=.90 
~= 0 



I 
I 
I 
1 
J 

I 
I 
I 
J 

• I 
I 
I 

J 
I 
I 
I 

I 
J 
I 
J 

Level of Satisfaction 

High 

Medi•i:m 

tow 

707AL 

xz=.61 
pS=.09 
J\=O 
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Table 8 
(Continued) 

RACE 
I 
I 

-----~--~-------------------1 
Wbite Nonwhite TOTAL I 

I 

I 
35j 42'1 361 I 

( 55) ( 15) ( 70) I 
I 

50 42 491 
( 80) ( 15) ( 95) 

1 
15 17 15, I 

( 24) ( 6) ( 30) I 
I 

-I 
I 

821 18" I 
(159) ( 36) 195 I 

I 



INCOME 
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'.fable 8 
(Continued) 
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As previously reported, both age and income are signi-

ficantlj associatea with the selection of a health care set-

ting. To test for the expected intervening effects, the as-

sociation between the predisposing characteristics and use 

vas considered while controlling for t~e enabling factors. 

When controlling for health insurance, a significant rela-

tionship between age and type of care remains (~abie 9). 

~he relationship between income and use is n-0 longer statis-

tically significant when the health insurance variable is 

introduced; however, there is some indication that private 

health insurance affects the relationship between income and 

use. As indicated previously, the predisposing characteris-

tics are not associated with the overall satisfaction with 

care, thos, the affect of access variables on use was not 

measured .. 

in summary, the predisposing characteristics, age and 

income aFpear to be strongly associated with the selection 

of health care, and race and income are significantly relat-

ed to the enabling condition, health insurance. However, 

the predisposing conditions are not associated with access 

as an enabling condition and both health insurance and ac-

cessibility to health care do not affect the type of care 

selected. When controlling for health insurance, age and 

race tend to remain significantly associated with type of 
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1'.atle 9 
7he Relationship Between Age, Race, Income and by 

TJpe of care, Controlling for Health Insurance 

Public Health insurance 

• J TYPE OF USER 
I 
.I 
I Private Physician 
I Users 

I 
AGE I 

------------------------------------· 
30 yrs or less Over 30 T07Al I 

11j 671 49% I 
( 1) ( 12) ( 13) I 

t---~~~~~~~~~~~~~~~~~~~~~~~~~~~-w 

I Emergency Room 
J Users 

I 
I 
J 

TO'lAL 

89 
( 8) 

331 
( 9) 

33 
( 6) 

67" 
18) 

5.2~ 
( 14) 

27 

source: The Virginia Department of Health and the Virginia 
Health Systems Agencies. VirgiJ!ia Health survey, 
North Carolina: Research Triangle Institite, 1979. 

pS=.005 O= -;. 52 A= .. 22 

Erivate Health Insurance 

I 
I TIPE OF USEB 
I 
I 

I 
J 

J 
I 
J 

Private Physician 
Users 

Emergency .Boom 
Users 

TOTAL 

X2=3.9 p~=.05 

I 
AGE I 

------:------------------------------· 
30 yrs or 1ess Over 30 TO!AL I 

tioi 57% 51% 
( 20) ( 5q) ( 74) 

60 43 49j 
( 30) ( 40) ( 70) I 

--t 
35% 65% I 

' 50) ( 94) 144 I 
I 

'=10 .. 17 )\=. 18 
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'Iahle 9 
(Continued) 

Public Health Insurance 

I 
I TYPE OF USEB 
I 
I 
I Private Physician 
I Users 

I Emergency Boom 
I Users 
I 
l TOTAL 
I 
I 

p~= .. 90 

I 
BACE I 

-------~----~---------------------1 
30 yrs or less over 30 TOTAL I 

44% 561 48~ I 
( 8) ( 5) ( 13) l 

56 
( 10) 

67j 
( 18.) 

¢=- .. 11 "=-07 

44 
( 4) 

33~ 
( 9) 

52% 
( 14) 

27 

Private Health Insurance 

J 
I TYPE GF USEB 
J 
I 

j 
I 
I 

Private Physician 
Users 

Emergency Room 
Users 

:IO'IAL 

x2= .. J8 

I 
RACE I ____________________________________ , 

30 yrs or less Over 30 TOTAL I 

523 453 513 
( 6 5) { 9) ( 74) 

48 55 49:X 
( 59) { 11) ( 70) 

86% 44% 
( 124) ( 20) 144 

~=- •. os 1 A= .. oa 



INCOME 

64 

7al:Jle 9 
(Co.ntinued) 

Public Health Insurance 

I 
t 1.:YPE OF USEB 
l 
I 
J Private Physician 
I Users 

I Emergency Boom 
J Users 

J 
J 
I 

TOTAL 

--, 
l 

INCOBE I 
---~-------~-------------------1 
~ $15,000 > $15,000 TOTAL I 

45' 67% so~ I 
{ 5) ( 2) ( 7) l 

55 
( 6) 

76i 
( 11) 

33 
( 1) 

21% 
( 3) 

soi 
( 7) 

14 

p~= .. 09 ¢= -0.17 >..=. 14 

Private Health Insurance 

I 
I TYPE OF USEB 
I 
1 

I 
I 
I 

I 
J 
I 

Private Physician 
Users 

Emergency Room 
Users 

TOTAL 

pS=.05 

I 
INCOME 1 

---------------------------------! 
~ $15,000 > $15,000 TOTAL J 

30~ 44% 38i 
( 9) ( 15) ( 24) 

70 56 62" 
( 21) ( 19) ( 40) 

471 53% 
( 30) ( 34) 64 

~=0 .. 24 "=O 
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care. This final result suggests that health insurance as 

an intervening variable explains very little of the rela-

tionship between the predisposing characteristics and type 

of care. 

VI. Discussion and Conclusion 

fhe relationships hypothesized in this study were in-

tended to explain the increased use of emergency rooms for 

primary care. 7he enabling charactersitics, health insu-

rance and access to health care, were thought to te the most 

important variables for explaining this increase because of 

thei.c relationship to .medical care choice behavior.. lihile 

previous studies have found that age, income and race are 

directly associated with the type of facility selected, 

these relationships identified in this study were thought to 

be, in part, due to the intervening effect of the enabling 

factors. In this model of medical use, a relationship bet-

ween selected predisposing characteristics and the enabling 

variables was expected because socio-demographic status in-

fluences mobility, economic and physical access, and the 

ability to secure methods of payment for health care. More-

over, a direct association between the predisposing charac-

teristics and use should also be evident because earlier 

studies have demonstrated the presence of such a relation-

ship .. 
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ihile the data do not support all of the hypothesized 

associations, the results do suggest that the model of fa-

cility use tested here does provide a framework for f urtber 

investigation. It is believed that if some measurement er-

rors could be reduced by a different survey approach, the 

original model would prove to be an appropriate theoretical 

framework for analyzing choice behavior. In the empirical 

analysis, significant associations were the direct relation-

ship between predisposing characteristics and the use varia-

ble. The indirect association between these personal char-

acteristics and use are not, however, entirely supported by 

the analysis. !here is some indication of a pattern of as-

sociation between the predisposing chai:acteristics and the 

enabling factors as expected; however, the enabling factors 

were not associated with use at a statistically significant 

.level.. Controlling for the enabling factors, the associa-

tion between the predisposing characteristics and use re-

mained, but this is to be expected given the lack of any as-

sociation between the enabling variables and use. 

From the relationship between the predisposing charac-

teristics and use, we can conclude that older persons with 

higher incomes tend to utili2e private physicians more than 

younger persons. ibis may be because of the presence of 

greater financial resources, and perhaFs, as chronic illness 
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tends to increase relative to age, the establishment of a 

regular phJsician becomes more necessary. Conversely, youn-

ger persons vith lower incomes utilize the emergency room 

because financial constraints prohibit the selection of a 

more costly or personal source of care, and they have not 

seen fit to obtain a regular physician as a source of care. 

The indirect relationship between the personal charac-

teristics and use of private physicians or emergency rooms 

suggests that higher socio-economic status gives individuals 

the option of carrying private third-party coverage, thereby 

providing greater access to private physician services. 

Although public health insurance reduces some of the finan-

cial burden to lower socio-economic groups, the selection of 

health care settings remains limited only to those alterna-

tives which honor fUblic third-party vendors. Even if the 

presence of health insurance is not considered, additional 

social and economic constraints such as knowledge of availa-

ble health care facilities, and physical mobility makes the 

emergency room the most viable option for primary health 

care. 

In general, the method and data used for the analysis 

served their purpose well; however, some methodological 

problems influenced the outcome of the analysis. The data 

on usE were retrosFective in that evaluations of health care 
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were in response to the previous year's experience. Thus, 

th€ elapsed time between receipt of health care and the in-

terview may have influenced the validity of the results. 

Moreover, evaluation could not be linked directly to specif-

ic visitation, so the evaluation in many cases summarized 

many different experiences within a year. The sample size 

made analysis of specific relationships difficult because of 

the restriction on cell frequencies for cross-classification 

analysis. Grouping categories together may have aggregated 

the data in such a way that associations were masked. 

!he indicators of access used in this study measured 

institutional factors characterizing particular medical set-

tings rather than individual factors characterizing a per-

sons' ability to obtain care. This, in effect, limits the 

measurement of access only to respondents' self-expressions 

of the spatial distribution and internal attributes of 

health care facilities. iithout knowledge of the availabil-

ity of diffe.rent health care facilties and their geographic 

location, the interpretation of variations in travel time 

and appointment waiting time, for example, is somewhat tenu-

ous. Bather. as Andersen (1968) asserts, individual charac-

teristics including social and economic conditions, and phy-

sical mobility are likely to be the most important variables 

influencing health care behavior. Further, if health insu-
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ranee is treated as an individual {or family) resource in-

fluencing access to health care, the interpretation of the 

link between the predisposing characteristics, health insu-

rance and use appears more reasonable. 

Given these data limitations, the statistical results 

of the model are less discouraging. A more comprehensive 

representation of the behavior involved in the selection of 

health care, the variables representing community resources 

and need for health care, would improve the statistical ana-

lysis. In addition, a differeDt set of access variables in-

cluding detailed socio-economic conditions and physical mo-

bility, would likely have greater explanatory power. 

Finally, a larger survey sample would reduce the problems 

experienced with survey biases and limitations in the data 

analysis. 

:In conclusion, this study has attempted to identify va-

riables which influence the use of different health caxe fa-

cilities. Prom the results, we can conclude that socio-eco-

nomic factors are stxong determinants of the variation in 

use of private physician services or emergency rooms~ Data 

limitations prevented analysis of the selection process, 

community resources or the need for health care, but tbe 

theoretical model provides a framework for future analysis 

of health care choice behavior~ If data could he obtained 
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on personal. social, economic and system constraints which 

bias the process of selecting health care services, then an 

operational model could be employed for examining how need 

and the availabiltiy of community resources intervene to in-

fluence the ultimate behavior; and why use of some health 

care settings has increased relative to others. Results 

from this additional research would likely direct the selec-

tion and implementation of appropriate policies designed to 

mitigate constraints on facility choice. 
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NC1ES 

•A response of "satisfied" was coded "1", no opinion was 

treated as medium satisfaction and coded "2", and a "dissa-

tisfied" response was coded "3". Thus, the possible range 

of the index runs fz:om 5 15, with scores of 5 - 8 indicat-

ing high satisfaction, 9 - 11 indicating medium satisfac-

tion, and 12 - 15 indicating low satisfaction. 



Appelldix A 

Sources of Medical Advice or Treatment 

Question: During the past 12 months vas medical advice or 
treatment obtained from any one of the sources 
listed below? 

1. Military Health Care Facility 

2- Public Health Department or Clinic 

3. Health Maintenance Organization (HMO) or other pre-
paid organization 

4. Company or Industr1 Clinic 

5. Hospital Outpatient Department 

6. Hospital Emergency Room 

7. Doctor or Doctor's Nurse at a Doctor•s Office 

8. Doctor or Doctors• Nurse over the ~elephone 

9. Doctor or Doctor's Nurse on a Bousecall 

10. Public Health Nurse or Nurse Practitioner 

11. Home Health Service or Agency 

12. Other Source 

Source: T.he Virginia Department of Health and the Virginia 

Health Systems Agencies, Virginia Health Survei, 

North Carolina: BesEarch Triangle Institite, 1979~ 
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sources of Health Care 

a) Who in the faaily is covered by Medicare from Social 

Security? 

b) Who in the family is covered by Medicaid (Medical As-

sistance)? 

c) Not counting Medicare and Medicaid, who in the family 

is covered by any of the hospital insurance plans 

listed on this card? 

1. Blue Cross/Blue Shield 

2. Other private insurance 

3. Military Direct Health Care System 

4. CHAHPUS (Armed forces Dependent care) 

5. CHABPVA (health care for survivors of disabled or 

deceased military personnel) 

6~ VA (Veterans Administration) 

7. Labor Union Health and Welfare Fund 

8. HMO (Prepaid Fixed Pee Plan) 

9. Other {Specify) 

Source: The Virginia Department of Health and the Virginia 

Health Systems Agencies, Virginia Health Survgy, 

North Carolina: Besearch Triangle Institite, 1979. 
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Questions Re1ating to Accessibility of 

Health Care 

a) How long do you usually have to wait to get an ap-

pointment for routine medical care from a doctor? 

b) How long do JOU usually have to wait for an appoint-

ment when JOU are sick? 

c) About how long does it usually take you to get to the 

doctor's office? 

d) About how long do you usually have to wait to see a 

doctor after you get there? 

Source: The Virginia Department of Health and the Virginia 

Health s1stems Agencies, Virginia Health survey, 

North Carolina: Besearch Triangle Institite, 1979. 
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Questions Belating to 

Overall Satisfaction with Health Care 

Thinking about the medical ca£e you and 1our family have re-

ceived, are you generally satisfied or dissatisfied with: 

a) quality of care receiyed? 

b) availability of care at night or on weekends? 

c) amounts charged? 

d) amount of time spent with you during visits? 

e} length of time waiting for Dedical care? 

Source: The Virginia Department of Health and the Virginia 

Health Systems Agencies, Virginia Health survey, 

North Carolina: Research Triangle Institite, 1979. 
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