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ég}k{dj ' Abstract

The current-policies.of Medicaid and neighborhood health centers

do not seem to go far enough to achieve the goal of access to equal-

'quality health care for children aged 1-11. Davis and Schoen' (1978)

have suggested that Medicaid has increased utilization overall, but

racial differences remain. 'Medicaid payments per white recipient

were 74 percent higher than payments per black recipient." In certain
areas poor blacks. are more likely to receivé benefits than poor whites--
a factor that may be explained by thg.higher proportion of femalé—
headed'families among blacks. o |

This study represents a méreidé%gileé view of access to medicalA
care in a county with extenéivgibépéfits and a large program committed
to pediatrics (Rochester, Néﬁ'Yéfk>:n Thué; it is probably a "better
pediatric program" than exists in mos#téther areas.

.In terms of overall utilization, a good deal of equality has been
achieved. Perhapslthis may be partially explained by'the existence of
several neighborhood health centers which make care accessible in the
commﬁnity. However, children in families who live in areas (census
tracts) with higher incomes are mﬁre likely to receive care. Children
in largér families are less likely to gét medical care.

Much sharper differences arise when one looks at the type of
providers used. Here income, race, marital status, famil& size, type

of insurance coverage, and community characteristics are all associated




with type of provider used, and the tendency is for the so-called

_ disadvantaged to receive a different type of care; this is true

controlling for health status and age. Children who are Medicaid

recipients are more likely to use healﬁh centers and clinics and less -

likely to use private praptitioners than children with pfivate insurance.
Children with more resource$ kin terms of income, parents' time,

community income, and insurance) appear more likely than oﬁher children

to use "higher-quality" care. And being nonwhite may limit access

to private providers. Thus, what all of this suégests is that while

large strides have been made, inequities exist.




Public Policies and.Child Health Care Utilization: Do They Achieve Equality?

The health of children is an important determiﬁant of their future
well-being. It is also important to society, in that it can be thought
of as a form of human capital. Good health, in childhood and after, is
likely to Be related to hiéher income and more choice in the use of
leisure time than poor health. bn the other side{ poor health is likely
to limit job opportunities and thus to increase the potential need for
transfers; Beyond market effects, health may influence the probability
of marriage and the characteristics of one's future mate, further
influencing income. Some types of poor health may affect the health
of others through various pﬁblic health externalities; for instance,

a contagious disease like German Measles causes_bifth defects. .Ihese,
too, may require government intervention.

Thus from several perspectives--the desire to create'equaiity of
economic oppoffunity, the effort to control eﬁternalities, and the need
to increase productivity-—~there is reason for government to intervene,
to seek ways to influence children's health status. Educaﬁion, nutrition
and medical care for pregnant women are gll possible,strategigé for
influencing a child's health status. Perhaps the most direct path,
however, is through the medical care sysﬁem.affecting the level or type
of services received by children—?especiall§ those who would otherwisel
receive too little care.

Programs to provide medical caré to children other tﬁan the Maternal

and Child Health Act (1935) are relatively recent. They include the Neighborhood




Health Center (NHC) program (a 1965 Office of Economic Opportunity program) and
Medicaid (a 1965 Title XIX program under the Social Security Act).

Medicaid is by far the largest. It is primarily a financing-proéram

thét is made available on the basis of Low income; generally, eligibility

for welfare also qualifies an individual for Medicaid, and in 28

states, fhis includes low-income families with two pareﬁts (AFDC-1) .

Seventeen states cover all children‘in families with incomes below

AFDC eligibility, and there are medical "spend-down' provisioms by

-which families that expend a certain amount of their incomes on medical

care thereafter become eligible for Medicaid in 28 states.
But do these programs go far enough to create equal utilization?
We will évaluate this question using data from'anvarea that has extensive
Medicaid coverage and a relatively well-developed Neighborhood Health |
Center system which is encouraged by a major university medical échool.
Thus our question really goes further. Given a situation where medical
care programs are generouély funded and readily available, do there
remain differences in the utilization of medical care for children?
Clearly, the demand for medical care.is tied to child health.
Children who are well need less care than children who are ill; thus
we will be careful to control for health status. Since medical ﬁroblems

are reported by the parents, however, bias may exist in that poorly

 educated parents may not recognize a medical problem, or may be less

able to afford care for it, and therefore may not report it. We do not

deal with this bias except by controlling for parent education.
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Thg‘variables we emphasize are ihcome, time constraints, availability
ana the role of insurance~-particularly the differences between those
with private insurance and those with Medicaid. . All‘these are factors
that enabie a person to obfain medical care. Thus, the emphasis here
is on "enabling'" rather than on "need” or 'taste' factors.

The underlying model is
U=vyX+BH+ vT + ¢

vector of utilization variables,

i
i

where U

X = a vector of enabling variables,

H= a veétor of health or need variables,

T = a vector of taste or predisposing variables,

Y,B,Y = corresponding coefficients, and

€ = a vector of error.terms.

There are several utilization variables; the first is whether or
not a child received medicél care in the past year. It is considered
as recursive to the rest of the utilization measures, and is eétimated
in logit form using the entire‘éample. The next measure, which is made
conditional.oﬁ some visit or visits, is number of visits during the 12~
month period. The remaining measures, ﬁercentages qf visits to specific
types of providers, Covef visits to private practitioners, health centers
or .clinics, hospital out—patient clinics, hospital emergency rooms and
school infirmaries. This approach allows us to seﬁarate visité which

are parent-initiated from follow-up visits initiated by, or at least




reflecting, provider recommendations that may alter respomses to the
explanatory'variébles.

This emphasis on alternative providers is introduced because of the
view that public policies may have led to dual-quality care, i.e., better
care for those who have private insurance or Wﬁé can afford to pay tﬁe
asking price. .Unfortunateiy, féw attempts have been made to measure
the quality of care in the most important sense——its effect on health

status. We have generally adopted.prevailing views about the quality

of providers that emphasize factors such as continuity of care, experience

and turnover. These imply that private practitioners will be ranked
highest, emergeﬁcy foomsllowest; clinics and hgalth centers fall in

between. School infirmariés are not included in the ranking, since

services there are likely to be limited to screening programs, some

of which may be required by law (e.g., hearing tests) .

To get some sense of the patterns of utilization of private
practitioners, and especially Whethef the patterns differ among
néighborhoods,la regression was run using census tracts as the unit
of observation and using certain census tract information (see U.S.
Bureau of the Census, 1972). Ihe pércentage ofAchildren using pri&ate
providers in each traét was made the dependent variable. The results

below suggest that income, race and availability all make a difference.
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Percentage whose = —~.004% black

regular provider - (2.83)

is a private ‘

physician + .06 median income
(7.20)

+ .06 GPs & pediatricians/1000
(2.17) :

4+ .01 distance to clinic
(2.24)

+ .0l distance to hospital.

(1.14) '
2. .54
155

R
N
(t statistics are in parentheses.)
Regarding race, children living in areas with a high percentage of
black persons are less likely than those in white neighborhoods to see
a private provider; the maximum difference Within-Rochester neiéhborhoods,

is 387%.

Regarding income, children in areas with higher median incomes are

more likely than those with low ones to see a private provider: the income

range would imply a maximum difference of 1017%.

Going from one extreme to the other in the availability of GPs and
pediatricians; we see an increase of 367%Z in the probability of using a
private provider; the range of cliﬁic distances suggests an increase of
up to 41% in the probability of using a private pfactitionef, if the
nearest clinic is as far away as to take 41 minutes’ travelitime;

What all of this suggests is some rather systematic patterms of
use in which those who should be considered ”disadvantaged,” in the sense

that they live in poorer areas with fewer medical care providers, are
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less likely than the advantaged to use private practitioners. Our micro-
study below, controlling for need and for other enabling and predisposing

factors, will further explore this pattern, but first the data base wili

be bfiefly described.

DESCRIPTION OF THE DATA AND THE LOCATION

The data used in this study came from the Rochester Community Child
Health Survey, part of a long-term multidisciplinary research project
which was begun in the mid-1960s inARoéhester, Monroe County, New York, and
was aimed toward gaining a better understanding 6f cﬁild health and community
health services. A sequence of surveys was conducted between 1966 and 1975.i
The 1975 survey is the basis‘fér the empirical wérk in this paper.  The
general plan fqr the 1975 survey was to obtain a 17 sample of families
in Monroe County with children under 18 yvears of age and to interview
or gather infprmation on all children and adultg in the families. The
families were interviewed from March to December, 1975, and data were
collected on 3116 individuals, of whom 1107 were children aged 1-11.

Only 75% of these children are used in this analysis, sinceé (1) only

Achildren living with their mothers are imcluded and (2) individuals

who reported days during the last two weeks when "they were not able

to carry on as normal because of illness or injury" were mnot asked about

.illness or use of medical care during the preceding 12 months. Their

data are not comparable during the preceding 12 months to those for




the rest of the sample, and thgrefore they are excluded. (See Wolfe,
1980, for a comparison of the samples.)
The 1974 population of the community was 706.9 thousand. In 1970,
the population was 927 white; 9.12 of the total population was under |
5 years of age; 19.8% was 5-14 years of age. The average per capita
income was $3821, the average household income, $15,455; 16.97% of families
and unrelated individuals had incomes under $3000 and another 8.3% incomes in

the $3000-4999 range. In 1975, there were 31,288 on AFDC, or 41.3 per

1000.

Providers

There are seven acute-care hospitals in Monroe County, with an
average bed ratio of 3.42 per 1000, which is below fhe nationwide average
but probably well above the ratio needed. All hospitals havé emergency
rooms, three hospitals havé full pediatric outpatient services, and there
are seven neighbofhood health centers and a number of well-child clinics.
The physician/population ratio is 1.77/1000, which is ‘above the naéional
avefage. There is one medical school and a nﬁmber of nursing schools in
the county. Fewer than 107 of the physicians are in general practicg;
nearly 8% are pediatficians. The pediatricians are reportedly very.busy,
and there is a suggestion of maldistribution away from the inner city and
.duterlsuburban areas. In 1974, oufpatient visits totéled 105,252 per
lOO;OOO population; a 6% decrease in outpatient visits from 1973. There
were a similar number of impatient days‘per 100,000 population—102,995;

this was a 1% decrease from 1973.




Nationwide, most people use private pr;ctitioners (in group or solo
practice) as their regular medical care providers, and Rochester is no
exceptién. Among children aged 1~11 in the sample, 79% use private-
practitioners. Nearly 10% use neighborhqod health centers or other
ciihics, gnd approximately ZZ use hospitals. The éverage income level
is highesf for those who use private practitioners--$18,176—and lowest

for those using hospital-based facilities. Users of the neighborhood

-health centers have an average income of $9,858.

Those with Medicaid coverage follow the same sort of pattern—those
with the lowest incomes use hospitals, the next group uses health centers

or clinics, and the highest-income group uses private practitioners.

Insurance Coverage

Nationwide, we are not sure of the number of persons covered by

insurance, though it has been estimated that 18 to 26 million persomns

do not have hospital insurance, the most .common form of insurance.

We do, however, have data on the expenditufes covered by insurance and
on the number of pdlicies. In 1977, nearly 70% of the funds spent for
personal health'caré involved a third-party payee (Gibson and Fisﬁer,
1978), government programs accounted for 407 and private healﬁh insurance
paid for nearly 27.6%. The percentages differed by tyﬁe of expenditure
and were highest for hospital care (94.17 of all hospital expenditures
were covered by insurance, and 37% by private insurance).

Among the sample of children 1-~11 (N = 810), 82.47% were covered

under some form of private health insurance; 9.67 were covered by Medicaid;




nearly 67 were covered through an HMO-type arrangement, and 2;3% had
no insurénce coverage.

The average income of the families with different types of coverage
followed the expected pattern: those with private insurance lived in
families with the highest average family incomes——$l7,802._ Children
covered under Medicaid lived in families with the loweét éverage‘income——
‘$5,6lO. Thbse without coverage came from families with the next-lowest
average income--$13,370; this‘pan be thought of as the "squeezed' group.
Those with HMO coverage fell in between,‘with én average family income
of $15,054. The general pattérn is similar for the adults in the sample.

A1l children in families eligible for AFDC--in ﬁew York State that
includes families with unemployed fathers—-were covered under Medicaid.
Children in families with incomes above the AfDC level were eligible
if their family income fell bélow this line after deducting medical
expenses (under the "spend-down" pro%ision). In-patient’ and out-patient
Hospital care, physicians' services, early and periodic screening, diagnosis
and treatment including laboratory and X-ray tests were covered for
children and individuals under 21.

In 1970, 55% éf children in poverty under 21, nationwide, were
Medicaid recipients. In New York State, the percentaée was 168% of
the chiidren in poverty-—the highest figure for any state, but this was
down to 92.5% in 1974. Payment per child recipient in 1974 was $174 nationally,
and $326 in New &ork (Davis and Schoen, 1978, p. 68). The ratio of

payments in large urban counties (including Monroe) to New York City
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was.84Z. Children represented nearly 507% of the recipients, but received
less than 20% of the funds.

As suggested éarlier, insurance is viewed as an enabling factor; it
rgducés the price of care. But insurance coveragelis itself voluntary.
Presumably its purchase depends on expected medical care expenditures
and price of insurance. Medicaid is somewhat differént, in that coverage
depends on megting certain eligibility criteria.

We estimate the probability of insurance coverage and view it as
recursive to the utilization results. In general, %e expect higher income
to be positively associated with private insurance purchase, and mother's
Wdrking also to be associated positively, since it 6ffers another chance
to purchase group insurance; we also expect older--and larger——familiés

to be more likely than younger and smaller ones to purchase insurance.

‘Better education may also lead to more insurance purchases, perhaps

reflecting a longer time horizom. Finally, we would expect both mnonwhite
race and receipt of welfare or child support to be negatively associated.
A number of the results are as expected‘in the private insurance
equation reported in Table 1. These include income, welfare, race,
mother's working, age énd education,. In fact, the only éurprisé is the
sign of family size. Perhaps, however, this reflects the greater demand
on resources made by larger families. Tﬂé negative sign may suggest that

income should be in equivalence terms. In any case the elasticity is

~small. ' In fact, the only elasticities above .05 are mother's education

and family income.
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The HMO results are uninteresting. The only significant variable

is mother's age, suggesting that older families are less likely to use
HMOs. The number in the sample is small, and perhaps represents availability
more than socioeconomic factors.

The Medicaid equation is of greater interest. Income is entered as 3

a linear spline around eligibility.l The equation weakly suggests that b

those with the lowest incomes are most likely'to have Medicaid coverage.
Those with incomes between welfafe and medical aséistance show a flat
relationship, while beyond the income levels that define eligibility, the
probability may decline. Householdé that receive welfare or child support
are more likely to have Medicaid coverage than those with working mothers
(perhaps because of the greater availability to thg latter of privaﬁe
insurance). Single-parent households are more likely to have Medicaid
coverage than two-parent ones.

Thus it appears that income and price (as measured by working, and
by eligibility factors) are important determinants. Expected use, as

measured by the numbers likely to use care, is less important.

Neighborhood Health Centers

In 1976, there were approximately 125 health centers operating
in the United States, serving some 1.5 million persons. Over a third
of the patients were children. DPersons below.the poverty line were

treated without cost, those above it paid.
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,In‘Rochgster, a special clinic was set up in a hospital in 1964,
but distance and difficulty of access—-—to reach it two bus changes
% were required--limited its success. There was little health care |
available in the neighborhood itself--only two family doctors for ‘
approximately 25,000 persons (ﬁaggerty et al., ;975, p..223). Now
a neighborhood health center, set up in 1968, serves individuals in
the seventh ward--a poor black ghettq. It hqs evening hours and a

24~hour on-call system. The NHC tries to attract recent graduates

from the University of Rochester to its staff. In pediatrics and
family medicine, it has been successful.

Although a number of studies (Davis and Schoen, 1978, pp. 180-85)
have tried to show that the quality of these separate facilities is
equal to that of 6ther providers, one problem reducing quality is the
high turnover of professional personnel. On other quality dimensions,
the Rochester data used in this study suggest that physiciané in health
centers: (1) rank below physicians in private practice, though above
those in hosﬁital clinics, in terms of the ranking of medical schools
attended; (2) are younger and less experienced than otherlbractitioners;
(3) are more likely to be board-certified but (4) are lesé likely to be

specialists or affiliated with a hospital.

EMPIRICAL RESULTS ON UTILIZATION

We turn now to the subject of primary concern: utilization of

medical care. We stress enabling variables and certain predisposing
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factors. The variables included are: income, insurance coverage by type,
race and median.tract income, attitude towards reasonable costs and
convenient hours, pérent's time and number of children in household,
availability measures, mother's educétion, whether the child has a
regular M.D., parent's utilizatidﬁ, and routine checks! Need factors,
such as various measurés of health status, age, sex, and age of mother
at birth, are coﬁtrolled. Thus, if utilization were equalizeé by the
existence of these programs, we would expect incbme, race and availability
measures to be insignificant. The effects of famil& size and parent's
time are less clear. Some parents may prefer larger families (quantity)
while others prefer to iﬁvest more in each child (quality). (8ee Becker
and Lewis,Al973.) If so, more children may be associated with lower
utilization. Parents who work or are single parents‘héve less time. .
A negative sign may indicate the more severe time Eonstraint or lack
of flexible provider hours. Alternatively, parents who have more time
may substitute their own time for medical care. If ;his is so, the
combined result may show no effect--but underlying differences may remain.

Mother's educatibn'mayAalso follow a pattern likely to show insig-
nificant results. Mothers with more education may be more efficient
at‘prédﬁcing any given level of health (a negative association), but may
also demand more care or be better able to judge When.to go to a provider.
Thus an insignificant result.hgre may still hide important differences.

_We Eegan our analyses of utilization by asking whether a child
received medical care over the past 12 months. This question 1is separated

from frequency to allow us to analyze visits which were patient-initiated--
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or in the case of children, parent-initiated--from follow-up visits
which may have been prdvidef—initiated (Newhouse and Phelps, 1976, p.
275) or have reflected provider recommendations that could alter responses
to the explanatory variables. Table 2 presents regression results on an
equation run to "explain' whether or not a child saw a provider over a
12-month interval. |

Only a few of the factors of greatest interest (Panel 1) appear
related to the probability that a child saw a provider. These include
median income in the area of a child's residence, and family size. Family
size has a negative association, perhaﬁs Because of additional financial
or time constraints, or perhaps because parents eventually learn from
experience how to manage children's-heélth probleﬁs. The positive
association with tract median income may be cause for gfeater concern:
it may represent availability of medical care, discrimination by
providers, or community norms; in its larger statistical associatioms
it may better represent permanent family income, signifying a maintenance
of income differentials in the use of medical care.

TheAneed factors (Panel 2), where significant, indeed suggest that
those with greater need, as measured by their health status, are more
likely to receive care. Among pfedisposing factors (Panel 3), age

follows the expected pattern--more care at youngest ages, then a

leveling off. Greater parental use of medical care does mot appear

to be associated with greater probability of use by their children.

Thus there are differences in care related to constraints.



Table 2

Logit Results: Probability of Having Seen a. Provider During Last 12 Months

Variables .Coef. Asymptotic Elasticity x a ?
A & , é
Enabling factors ?
Family income (Y) im 000's -.07 1.2 =14 16.46 - 7.96
Max (Y - 1.5 Pov. Line, 0) .05 0.8 04 %
‘Median income-Census tract .09 1.9" <14 13.28 3.26 §
Nonwhite (dummy variable) -.04 0.1 | _ . .00 - .15 .36 ?
Insured (dummy variable) -.00 0.0 . -.00 .97 .15 ;
Parent's time - -.00 0.1 -.00 11213 23.84 |
N Siblings - .28 2.9" -.11 3.01 - 1.23 ‘
Drs./population BT 1.4 -.06 17 .66
Distance to clinic .01 0.8 02 11.59 9.03
Need Factors
T11 - ' .61 2.2" .02 .19 .39
Accident ’ | .64 1.0 .00 04 .15
Hospitalizations - 1.47 1.7 .02 .09 .18
Predisposing factors » ‘
Age -.15 5.3" -.14 6.73  2.93
Mother's education ' . .05 1.0 07 12.54 2.66
. A%erage parent's use | -.00 0.1 -.C0 2.25 2.54
Reas. cost (dummy) -.06 g.2 -.01 CLT1 45 ,-
Conv. hours (dummy) -.18 0.9 ..01 .59 .49 i
Constant 2.74 | 5.z ’ .
X2 75.5 i
810 i

*Significant at the 5% level.
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For those with any visits, we next analyze the total number of

medical care visits (results are presented in Table 3). These provider

visits appear to be only minimally affected by the factors of greatést
interest——income, race, mother's education, income 1e§el of the community
and, interestingly, insurance coverage. This suggests that among
children aged 1-11, level of utilization is primarily explained by

other factors, such as health and age..

Perhaps surprisingly, there appears to be no independént association
between utilization of care and insurance of any type. This is confirmed
in other model specifications in which "no insurance is the included
insurance variable, and in specifications interacting income and insurance.
In a simple cross-tabulation, the number of visits appears somewhat
associated with income; the gfeatest average number is for those with
incomes 1.5 times the poverty line, the‘lOWgst for those 1 to 1.5 times
poverty line, but the differences are small--2.4 compared to 2.7,

The findings on number of children suggest increased utilization
until there are three children, and then less use. Again, this may
indicate either economics of scale (gains in hoﬁe production) or
substitution of quantity for quality.

The finding on availability of doctors4 suggests that greater
availability is, to some extent, assbciated with greater utilization.

It is not ciear if this is because an existing demand.can be met now,
or whether it represents supplier-induced demand. The result does suggest

some inequality.




. Medical Care Utilization Results>

Table 3

Health
Total No. Private Center or Emergency
Variables Vigits Office Visit Clinic " Room OQutpatient School
(%) 3) ) - (2
Enabling variables
Family Income (Y¥) in 000's : % " * ' . * PR
Family Income (Y) in 000's .03 (0.5) -.03 (3.2) .02 (3.0) - .002 (0.4) -.01 (2.9) .02 (4.2)
Max (Y-1.5 Pov. Line, 0) -.01 (0.2) 03 (3.2)°  -.02 (2.8)F  -.003 (0.5) 01 (2.7 -.02 4.a)t]
Median income-census tract -.00 (0.7) .02 (3.3)* -.02 (4.2)* -.003 (2.4)* .003 (1.2) . .001 (O.4)i
Nonwhite (dummy wvariable) 04 (0.7) -o32 (6.8)* .32 (8.2)* -,02 (0.9) .01 (0.1) .01 (C.4)
Ins@rance dummies . ' '
Private .20 (0.6) 6@t - @)t .04 (1.1) -.02 (0.7)  =.04 (L.5)
Medicaid .08 (0.2) -.25 (3.0)*' 17 @2.)” .04 (0.8) .07 (1.5) -.02 (0.8)
o -.18 (0.4) -.10 (1.5) .20 (3.7)* -.09 (2.4) .003 (0.1) -.C1 (0.4)
Reas. Cost (dummy) -.30 (0.7) S @t 1 @)’ .05 (1.4) -.03 (0.8) .02 (0.4)
RC x Priv. or no insurance -:09 (0.2) .15 (2.0)* -.13'(2.0)* -.05 (1.2) .04 (1.0) -.01 (0.4)
Gomvenient hours .28 (1.9) .02 (0.9) .01 (0.3) -.01 (0.6 -.03 (2.05% 004 (0.4)]
Parent's time -.00 (1.2) ,001 (2_5)* -.001 (1.3) .00 (0.0} -.0001 (0.4) =-.COL (Z.Gf
N children .50 (1.7) 05 (1.0)  =.02 (0.6) ~ ‘=.01 (0.3) 05 (1.9* .08 2.0
(§ children)? 208 (1.8)  =.01 (1.1)  .003 (0.4) .002 (0.8) -.004 (1.1) .01 (2.2))
Availability
Drs./population .18 (1.6) .01 (0.6) -.01 (0.8) 01 (1.2) -.01 (0.9) -~.002 (0.2}
Distance to clinic .00 (0.1) ) . )
Distance to EMO 00 (1.4)  -.001 (0.6)  =-.002 (2.1)°  -.001 (1.4)  .002 (2.2)
Distance to hospital -.00 (0.1) .00 (0.1) .0004 (0.3) 001 (C.9) =-.001 (1.3
Predisposing , .
Routine check -.28 (1.2) .08 (1.6) -,003 (0.1) -.08 ks.a)* ~-.01 (0.3) . .02 (1.2)
Mother's education -.01 (0.3) .01 (1.5) 001 (0.2) -.001 (0.4) ~.005 (1.6) =.003 (1.2)
Aver. parent's visit .04 (1.5) -.02 (3.)" 01 (1.3) 0L (2.8)" -.002 (0.8) .00S (z.o)"
Ho regular M.D. =227 €0.4) ©  ~.18 (1.7) -.21 (2.4)* .57 (9.6)* -.09 (1.7) -.39 (1.8
R? .33 .50 43 .29 .15 .11
682 682 - 682 682 682 682

Note: t-statistics in parentheses.

aEquation also includes need variables, a constant and certain additional predisposing variables; see

Appendix for these results.

bMeans for the dependent variables in order -are:

*Significant at the 5% level.

2.64; 743 135 .063 .04:

.03.
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In general, there is little cause for alarm in these findings.
The findings on use or nonuse provide more cause for concern, and

appear to reflect mainly differences in income level and family size.

PATTERNS OF UTILIZATION

There are five typeé of provider used by éhildren in the sample:
private practitioners, health centers or clinics,5 hosﬁital outpatient
clinics, emergency rooms and school infirmariesﬁ The last accounts for
a very small percentage. As suggested earlief, bj traditional standards
private practitioners are rated highest in terms of qualitf, emergency
rooms lowest (excépt for accidents). (The difficulty with health centers
aﬁd clinics is primarily lack of continuity and, possibly, less experienced
doctors.)

In the analysis, the percentage of total annual visits using each

‘type of provider is related to the probability of using each particular

type of practice. Since the independent variables are the same in each
equation, the systém is estimated uéing single-equation OLS. (This
gives the same results aé estimating the system as a whole. The
coefficients, added across, sum to zero, except for the constant

and rounding errors.) Most viﬁits——74%——are to private providers;

13% of visits are to health centers or clinics; 6Z'are.to emergency

rooms, 4% to outpatient clinics and nearly 3% to school infirmaries.
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Insurance Coverage

Children whose parents have private insurance appear more likely
to be taken to private practitioners and less likelylto use health
centers or clinics thanvthose without. This may reflect personal
choice for private practitioners. The lower prdbability of using
health centers or cliniés may reflect special payment featurés of
these practices.

Children covered under Medicaid are most likely to use health
centers or cliniecs, least likely to use.private practitioners, and
somewhat more likely to use hospitai outpatient clinics than non-Mediéaid
children. fhose-covered through an HMO-type arrangement are most likely
to use such centers, least likely to use emergency rooms oOr private
practitioners.

There is nearly a 40% diffefenée in the probability that children
in families with private insurance and those with Medicaid will use
private pfactitionersu Since we noted clear associations between
income and the probability of private insurance, this differential

pattern suggests continued inequality in medical care utilization.

Income

Although the income'findings are significant, they are small,
and cancel out at 1.5 times the poverty line. They do indicate that
among the lowest-income groups, controlling for insurance, race,

median tract income, availability, need and other factors, there is

ST BN
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a high probability thét those with the lowest income (up to 1.5 times
the poverty line).will see private practitioners, or use outpatient
clinics or schools. The findings for median~tract income--which might
be considered a measure of permanent income--suggest that children in
ﬁigher-income families are likely to use private practitiohers. These
‘children are less likely to use health centers or clinics or emergency
"rooms. This suggests that income has not been 'neutralized" through
ﬁublic programs, but that families who live in higher-~income areas take
their children to private practitioners. Alternatively this pattern

" may reflect provider location or neighborhoodvnorms,6 Any one of these
might be reason for our wishing to reéppraise both the provision of

care, and public policies in this area.

Race

White children are more likely than nomwhite ones to use private
practitioneré; nonwhite children are likely to use heélth centers or
clinics. And this difference remains after controlling for insurance,
including Medicaid, income, tract income, family size, need and other
predisposing factors. In fact, the lgrgest single coefficients are for
race (-.32 for private office visits). This is a significant differeﬁce,
and is counfirmed by cross—tabulation:results: 85% of whites with incomes
above‘l.S times the poverty line use private practitioners, but only 32%
of nonwhites in this income cafegdry do so; 33% of whites with incomes

below the poverty line use private practitioners, but only 8% of nonwhites
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with similarly low incomes do so. All of these results give reason to

believe that utilization patterns remain unequal.

Parent's Time

Two-parent households and those with a nonworking parent generally
have more time available to spend with their children than do single and
working parents. Does this affect utilization? There is some evi&ence
here that it does: children of parenfs with "more time" available are
somewhat more likely to see a private practitioner; The effect is small:
a 40-hour increment of available time would be associated with a .04
increase in the probability éf seeing a private provider. ‘Having a
parent who did not work might add amother .04 or .08 increase.

- Families with more children have greater demands than those with
fewer on their resources of both time and money. The results suggest
little effect on patterns of utilization: there»isAsome increasé in the
probability that they will use hospifal outpatient\facilities, and they

are somewhat less likely to use school infirmaries.:

Availability and Attitudes Toward Cost

‘A priori, we expected availability to influence utilization. Our
results do not substantiate this. One explanation is that we are dealing
with one icounty only, whereas availability appropriately applies to a

broad geographical area (though quality is not necessarily homogeneous)

and physicians are about equally accessible throughout the area. Another
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is that the doctor/population ratio, though.limited to pediatricians

and general practitioners, includes doctors at health centers, clinics

and hospitals. These latter tend to be in the poorer areas, though

they provide care to a broad population group and so may overstate
physician/population ratio in these areas. Thus, the ratio of private

practitioners to population might be a better measure than the one used

here.

Distance shows in general l1ittle effect: However, there is a very
small increase in the_progability that school facilities wiil be used
if the mileage to an HMO is further. There is also a very slight (and
inexpliéable).negative relationship for eﬁergency rooms. The coefficients
are small; 20 additional miles reduces the probability of using an
emergency room by .04 or 47.

Certain families respond that reasonable.cost is an important
consideration in'selecting.medicél care. Does this influence their
behavior? First of all, such individuals are more likely than those
who do not worry about cost to take their children to a health center.
or clinic énd less likely to take them tb a private practitioner. The
coefficients are quite large, confirming that cost is an important
determining facfor for them. |

This cost variable is made to interact with one designed to measure
whether the family pays first-dollar costs. The proxy for this.second
variable is lack of HMO or Medicaid coverage; that is, the family has
no insurance or has private insurance. These families who care about

cost and do not have first-dollar coverage appear to have less response




24

in terms of their children's utilization patterns: a small reduction
(-.04) in the probability of using private practitioners compared to
families with"similar insurance bgt without such concerns and ﬁo effect
on the use of health centers or clinics. This suggests that this
combination of chgracteristics has its major impact on type of coverage—-
a theory to be explored in the future.

Certain families place value on convenient hours in selecting a
provi&er. The only influence of this variable1on patterns of utilization
in this study is slightly to decrease their probability of using hospital
outpatient clinics—-a response that may reflect either the clinics’

hours of operation or the waiting time in such clinics.

Mother's Education

There i1s some indication that mothé;s with more education are more
likely than less educated ones to take thgir children to private practitioners
and less likély to take them to hospital outpatient clinics (although
the results are not significant). .This would be consistent with a

perception that private practice offers better care. N

SUMMARY AND CONCLUSIONS

Children who may be considered disadvantaged--those in loﬁer—income _
areas who are nonwhite and whose parents have less time available--tend
to use private practitioners far less than do whites from higher-income
areas. Coverage by Medicaid further reduces the probability of using

private practitioners. These parents may choose to use alternative
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cafe; or.the results may reflect the location of private practitioners
away from nonwhite or low-income areas, and financial limitationé in
Medicaid Which discourage private practitioners from taking Medicéid
patients. ‘Whatever the cause, these findinés suggest that public
policies have not been entirely successful ig equalizing medical care
utilization by children.

The provision of financial resources through the Medicaid system
and the availability of alternative types of care have not achieved
an equal level or quality of medical care utilization among children
in the Rochester area. This is so even though the community has
extensive benefits and a lérge program committed to pediatrics, and
is progébly a community iﬁ which greater efforts have been made to
equalize care than many others.

In terms of the probability of a visit or number of visits, much
equality has been achieved. But children whose families live in areas
(as defined by census tracts) which havé higher incomes are more likely
to get medical care, and children with more siblings are less likely
to be taken to the doctor. Both of these are cauée for concern. Race
and family income do not appear to generate significant differences in
the amount of utilization among users, a finding which réaffirms that
equality in certain dimensions has been achieved.

. Sharper differences are suggested when we examine patterns of
utilizatién, however. White children in high-income areas from familieé

with a parent at home and with private insurance are more likely than
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other children to see a private practitioner. (This result is somewhat

similar to that in Davis and Reynolds, 1976, where blacks were found to

use less ambulatory care than whites.) If continuity and/or experience of

practitioners are used as indicators Qf'quality, this pattern suggests

that high-income white children get higher quality care than low-income

black and other disadvantaged children. This result may stem from
Medicaid's payment system, the availability of providers, or other forms
of discrimination.

Removing financial constraints is'only one part of providing access
to care: location of care, ease and cost of transportapion, hours of
practice, and information about when to go and about quality of care

are not included in the current policy package. Yet they are important

'in determining patterns of use and affect utilization patterns.




Appendix Table

Further Utilization Results:

Independent Variables Not Shown in Table 3

Health
. Total Private Center or Fmergency
Variables Visits Office Visit Clinic Room Outpatient School
' (%) (%) (%) (%) (%)

Need Variables .

111 .40 (2.8) ~.01 (0.3) .03 (1.4)  -.04 (2.5 .03 (1.7) .01 (0.7)

" Accident - .10 (0.3) —.13 (2.1)F -.09 (1.7)- .28 (8.0)F -.03 (1.0) .03 (1.2)
Hospitalizations C1.24 (3.3)* .04 (0.6) -.05 (0.9) -.05 (1.4) .04 (1.1) .02 (0.8)
Days I11 .09 (13.9)% .00l (1.3) .001 (1.3) -.00 (0.5) .00l (1.6) .00 (0.6)

Predisﬁosing Variables : )

Age - .56 (5.2)" .02 (1.0)  .002 (0.1) ~-.005 (0.5) —-.0L (1.1) .005 (0.6)
Age? .03 (3.9) ~.002 (1.3) =-.00 (0.1) .00 (0.5) .001 (0.8) 001 (1.4)
Female .05 (0.3) .01 (0.6)  .002 (0.1) -.04 (2.7)° .01 (0.6) .01 (1.2)
Low Mother's Age .08 (0.3) ~.06 (1.2)  -.06 (1.5) 04 (1.4) A1 (4.3)° .03 (1.2)
Unhappy Family ~.38 (1.5)  --.04 (0.9) .08 (2.4)" .01 (0.5)  -.01 (0.6) 04 (2.2)"
Children Share Provider .30 (1.3) .05 (1.4) .02 (0.5)  -.03 (1.5)  -.02 (0.9) .02 (12)

Constant ' 3.26 .32 .23 .19 .17 .09

~Note:

*Significant at the 57 level.

t-statistics in parentheses.
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GLOSSARY

Letters in parentheses following standard deviations
are keys to sample size.

Enabling variables:

Family Income: Total annual family income; X = $16,860, o =.57,810 (4),
x = $§16,460, 0 = $7,960 (B).

Max (Income-1.5 Poverty Line, 0): Linear spline with corner at family
income minus 1.5 times the matched poverty line (by size and

headship).

Max (Income-Pub. Asst., 0): Linear spline with corner at family income
minus the public assistance income limit, matched by family size.

Max (Income-Med. Asst., 0): Linear spline with corner at family income
minus the medical assistance income limit, matched by family size.
Log Family Income: Log of total annual family income; x = 5.00, ¢ = .57 (A).

Receive Welfare or Child Support: Dummy variable, 1 = family received
welfare or child suppert, O = no such income; x = .15, 0 = .36 (A).

Median Income - Census Tract: _Median 1969 family income for the

family's census tract; x = $13,280, o = $3,260 (B).
Nonwhitg: Dummy variable, 1 = nonwhite, 0 = white; x = .12, o = .33 (4),
X = .15, 0 = .36 (B).

Private insurance: Dummy variable, 1 = family coverage through Blue Cross,
Blue Shield or other private plans, O = no family coverage through
those plans; x = .91, 0 = .29 (A). X .89, o = .32 (C).

Medicaid: Dummy variable, 1 = family coverage through Medicaid or public wel-

welfare, 0 = no such coverage, X =

HMO: Dummy variable, 1 = family coverage through an HMO, 0 = no such
coverage; ¥ = .07, ¢ = .25 (A), X = .06, 0 = .24 (C).

" Insured: Dummy variable, 1 = family coverage through'private insurance,
Medicaid or welfare, or an HMO, O = no family coverage. x = .98,
~ o= 15 (B\ .
< .15 (B).

Reas. Cost: Dummy variable, 1 = reasonable fees rated "very important"
in choice of provider, O = any other rating; X = .71, o = .45 (B).

Reas. Cost x Priv. or No Insurance: Interaction of Reas. Cost and a
dummy variable for which 1 = private insurance or mno insurance,
0 = Medicaid or HMO coverage.

= .06, 0 = .24 (A), = .09, 0 = .29 (C).

¥




Conv. Hours: Dummy variable, 1 = convenient hours rated "very important"
in choice of provider, O any other rating; x = .59, 0 = .49 (B).

Parent's Time: For each parent present, 84 hours less 40 if parent works
full time, or less 20 if parent works part time, is in school,
etc. x = 112.13, ¢ = 23.84 (B).

M full-time: Dummy variable, 1 = mother works full time, O = mother
‘does not work full time; x = .21, 0 = .41-(4).
M part-time: Dummy variable, 1 = mother works part time, 0 = mother

does not work part time; x = .20, 0 = 1.23 (B).

N children: number of children under 18 in the family; x = 2.84,
' o = 1.14 (C).

Not married: Dummy variable, 1 = not currently married (only mother {

present), 0 = both parents present; x = .12, 0 = .33 (4).

Availability Variables:

Drs./Population: Number of G.P.s and pediatricians per pop.
in family's neighborhood, X = .17, ¢ = .66 (B).

Distance to clinic: Driving time in minutes between_the family's
neighborhood and that of the nearest clinic; x = 11.59,

¢ =9,03 (B) . :

Distance to HMO: Driving time in minutes between the family's neighborhood
and that of the nearest HMO; x = 11.87, ¢ = 8.67 (C).

Distance to Hospital: Driving time in minutes between_ the family's

neighborhood and that of the nearest hospital; x = 11.65,
g = 6.12 (C). .

Need Variables

I11: Dummy variable, 1 = child has or has had serious or chronic
illness; 0 = no such illness, x = .19, ¢ = .39 (B).

Accident: Dummy variable, 1 = child's last illness caused by an
accident; O = last illness not accident related; x = .04,

g = .35 (B).

Hospitalizations: Number of hospitalizations before the 12-month
study period; x = .09, o = .18 (B).

Days I1l: ©Number of days child was ill in previoué 12 months;
x = 6.34, 0 = 11.30 (C).
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Predisposing Variables:
Age: Age of child; x = 6.93, o = 2.93 (B).
Female: Dummy variable, 1 = female, 0 = male; X = 49, o = .50 (C).

M age: Mother's age; x = 35.79, ¢ = 8.12 (A).

Low Mother's Age: Dummy variable, 1 = mother's age-child's age < 20,
0 = mother's age-child's age > 20; x = .06, ¢ = .24 (C).

Mother's education: Years of school completed;
x = 12.65, o = 2.57 (A), x = 12.54, ¢ = 2.66 (B).

M Occ: Ratings of mother's occupation based on Bogue Index; high
values = high prestige occupation; x = 49.29, ¢ = 7.65 (A)

F Occ: Rating of father's occupation; X = 49,20, o = 21.49 (4).

Average Parent's Use: Average number of physicians visits of parents
in last 12 months; x = 2.28, o = 2.54 (B).

- Routine check: Dummy variable, 1 = at least one_family member's last

physician visit was for a routine check; x = .89, o = .31 (C).
No regular M.D.: Dummy variable, 1 = ‘'child has no regular provider,
0 = child has one or more regular providers; x = .15, ¢ = .12 (C).

Unhappy family = Dummy variable based on a composite of three family
and marital happiness variables; 1 = respondent answered
negatively on at least one variable; x = .09, ¢ = .29 (C).

Children Share Provider: Dummy variable, 1 = all children under 17

have same provider (including cases of onme-child families);
0 = children go to different providers; x = .87, ¢ = .34 (C).

Keys to samples for which means and standard deviations are given:

A: N = 675 (one observation per family).
B: N = 810 (all children, ages 1-11).
C: N = 682 (all children with at least one provider visit

in the previous 12 months).
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. Notes

lSee Menchik, 1977, for eligibility criteria in New York.

2Logit analysis is used since the dependent variable only takes
on one of two values--one if the child saw a physician, zero otherwise.
While this maximum likelihood formulation is desired in sucﬁ cases,
since it constrains the probability to be between zero and one, there

are certain disadvantages, including, in general, a greater restriction

on the number of variables included.

3 . . - .
This variable may represent attitudes or physician-induced demand.

4Distance and weighting of availability by neighborhood proximity
was done using proximity information from Roghman and Zastowny, 1979,

and provider location and specialty information from the 1976 U.S.

Physician's References history.

5 _ A

Data-collection procedures unfortunately limit our ability to
differentiate between neighborhood health centers and HMO-type clinics.

6 . -
The doctor/population ratio measures all GPs and pediatricians

in an area. This includes those practicing in health centers and clinics.




32

REFERENCES

Becker, G. S. and Lewis, H. G. 1973. On the interaction between the

quantity and quality of children. . Journal of Political Economy,

81, 2.

Davis, K. and Reynolds, R. 1976. The impact of Medicare and Medicaid

on access to medical care. In The role of health insurance in

the health services sector. New York: National Bureau of Economic

Research.

Davis, K. and Schoen, C. 1978. Health and the war on poverty. Washington,

D.C.: Brookings Institution.
Gibson, R. M. and Fisher, C. R. 1978. National health expenditures,

fiscal vear 1977. Social Security Bulletin, July, 3-20.

Haggerty, R. J., Roghmann, K. J. and Pless, I. B. 1975. Child health

and the community. New York: John Wiley.

Ménchik, M. D. 1977. Hospital use under medicaid in New York City.
New York: Rand Institute, R-1995 NYC.

Newhouse, J. P. and Phelps, C. E. 1976. Wew estimates of price and
income elasticities of medical care services. In The role of

health insurance in the health services sector. New York:

National Bureau of Economic Research.
Roghmann, K. J., and Zastowny, T. R. 1979. Proximity as a factor
in the selection of health care providers: Emergency room visits

compared to obstetric admissions and abortions. Social Science

and Medicine, 130, 61-69.




33

U.S. Bureau of the Census. 1972. Census of population and housing:

1970, census tracts. Final report PHC (1) - 176 Rochester, N.Y.

SMSA. Washington, D.C.

1976 U.S. physician references listing. 1976. Clifton, N.J.: Fisher-

Stevens, Inc.

Wolfe, B. L. 1980. Children's utilization of medical care. Medical

Care, December 1980, pp. 1196-1207.




