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THE DELINEATION OF A FAMILY 

HEALTH BEHAVIOR INDEX

CHAPTER I 

INTRODUCTION

Why a re  the re  fam ilies who simply refuse  to utilize existing 

public health  fac il i t ie s ,  o r  develop p e rso n a l  habits that would co n ­

tribute  to a state  of m ental and physical well being conducive to good 

personal health , o r  to seek m edical c a re  for o ther than the m ost 

se r ious  i l lnesses  (1, 2, 3)? Sherif (4) and o th e rs  (5, 6) have shown 

that the behavior of individuals is governed by a ce r ta in  range of 

values which a re  acquired  through social contact with o th e rs ,  m ost 

often with those in the  sam e social s tra tum  (7). Those who work in 

public health a r e  fam ilia r  with persons  who, for one reason  o r  another, 

show a re luc tance  to: (a) pa rtic ipa te  in existing public health p r o g r a m s , 

(b) utilize existing public health  fac il i t ie s ,  and (c) seek m ed ica l aid 

for o ther than the m ost ser ious  ailm ents (1, 2, 3).

"C ultu ra l gap" o r  "value conflict" re fe rs  to the health 

p ro fess iona l 's  difficulty in communicating with individuals of cu ltu ra l 

backgrounds which a re  different from  his own (8). A con­
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tributing factor to the "cu ltu ra l gap" is cer ta in ly  the inability of some 

health  p ro fess iona ls  to a ss im ila te  and understand  the need for, and 

utilization of, s ev e ra l  social and cu ltu ra l variab les  (9). Among these  

a re  socioeconomic s ta tu s ,  education, occupation, family length  of 

stay in neighborhood, ethnic grouping, sex of the household head, and 

length of household head 's  stay in p re se n t  job, all of which are  ra th e r  

commonly acknowledged to play a p a r t  in a fam ily 's  acceptance of 

good health p ra c t ice s  and preventive health  ca re  p rocedures  (10, 11, 

12, 13). B a r t le t t  (14) in discussing the biopsycho social p ro cess  

stated;

Evidence is  mounting that the incidence of il lness  tends 
to be higher among individuals and groups req u ired  by life to 
face social ad justm ents  beyond th e ir  in tegra tive  capacity.

One social variab le  shown to be of value in the development 

of new activ ities in public health p ra c t ic e - - th e  one to be utilized by 

this w r i te r  in attempting to develop a family health behavior in d ex -- 

is socioeconomic s ta tus. As a m ajor indication of the way people live , 

social status influences the en tire  d isease  p ro c e ss ,  from exposure to 

the d isease  causing agent to the individual's  ability to r e s i s t  the effects 

of the d isease  (15). Socioeconomic status has been shown to play an 

im portant role in an individual's definition of i l lness ,  his decision to 

seek m edical attention, and in his attitude toward preventive m edical 

p ro g ram s  (16). Koos (13) noted that many persons  belonging to low 

income groups did not recognize the need for medical attention for



symptoms such as loss  of appetite, p e rs is te n t  backache, continual 

coughing, chronic  jo in t and m uscle  pains, swelling ankles, shortness  

of b re a th  or chronic headaches.

W ilner et a l . (17) found that low income fam ilies in slum 

housing had m ore  ser ious  i l ln esses  and longer periods of disability  

than did those low income fam ilies  living in good housing. Cooley 

e t a l . (15) stated:

During the p ren a ta l  period  a v a rie ty  of social fac to rs  
may in te r fe re  with the early  and adequate m edical care  which 
is so im portan t. These  range from  the pa tien t 's  background 
and financial situation to her emotional m atu rity  and re la t io n ­
ship with o th e r s .

Much of the p re sen t  public health philosophy concerning 

preventive m edical s e rv ice s  is not suited to the health beliefs and b e ­

havior of low er social groups who have low expectations regarding 

health  and m edical c a r e ,  poor m otivation, and poor understanding 

concerning p reven tive  m edical c a re  p ro g ram s  (6, 18).

All too often, health  c en te rs  and outlying clinics are 

planned, ad m in is te red , and serv iced  by persons  who simply do not 

understand  the  needs of those living in a re a s  w here  the re  is  a high 

incidence of d isease  (19, 20). Nolan (21) observed that the tim e and 

day se t  for public health  clinics influenced attendance. The need for 

baby s i t te rs  and lack  of t ranspo rta tion  a re  often insurm ountable ob ­

s tac les  to m any m o thers  who m us t attend clin ics at a given hour on a 

p a r t icu la r  week day when no w eek-end clinics a re  available. Griffith



(22) found that over 50 pe r cent of the fam ilies  he surveyed in a low 

socioeconomic group had no family automobile, and among this group, 

only 67 p e r  cent of the p re -sch o o l ch ild ren  had benefit of poliomyelitis 

immunization p ro tec tion  and only 68 pe r cent w e re  adequately p ro tec ted  

against d iphtheria , p e r tu s s is ,  and te tanus.

Yerby (23) desc ribed  a woman eight and one-half months 

pregnant who, a f te r  waiting th ree  hours ,  was turned away from  a p r e ­

natal clinic because  the hospital did not s e rv e  the d is t r ic t  in which 

she lived. R osen  (24) w rote  of the Negro boy who would not v is it  the 

doctor because  he re sen ted  going in the back door. And, in New York, 

while voluntary agencies utilizing some public funds did the ir  job 

sa tisfac to rily  but w ere  m ost active in re la tive ly  w e ll- to -d o  ne ighbor­

hoods, governm ent financed public health  agencies in p o o re r  ne ighbor­

hoods gave com paratively  le ss  se rv ice  to the ir  clients (25). And th is, 

in a reas  where w ell-defined  differences between incidence of d isease  

and use of m edical and preventive m ed ica l fac ilit ies  ex is t  (26).

The infrequent use  of p ro ffe red  health  se rv ices  by persons 

with low incomes and low educational lev e ls ,  or by m em bers  of 

fam ilies in which the occupation of the fa ther is  of an unskilled or 

sem iskilled  na tu re , has been documented by various  health  surveys 

(27, 28, 29). Ross (30) pe rceived  a uniform relationship between 

vis its  to a physician  and family income an d /o r  education. F am ilie s  

with low income and educational levels  paid fewer vis its  to physicians



for preventive m edical se rv ices  such as p ren a ta l  and postnatal c a re ,  

general physical exam inations, and im m unizations than did those with 

high incomes an d /o r  educational levels (31, 10, 32). Gray et al. (33) 

observed  that p e rso n s  from  the lower socioeconomic c lass  m akes le ss  

use of m edical fac ilit ies  than do persons  from  the upper social c la s se s .  

M eyer (34) stated:

Routine im m unization of ch ildren  aga ins t  diphtheria, 
p e r tu s s is ,  te tanus, and smallpox has long been recom m ended 
universally  by the m edical p ro fess ion . Despite the utm ost 
efforts for th ir ty  y e a r s ,  i t  is well known tha t the re  a re  still 
la rge  num bers of children, even of school age, who have 
not rece ived  this  protection. We have failed even to achieve 
the percen tages  thought necessa ry  to p reven t epidem ics.

Breslow  et a l . (26) found that w omen in Alameda County, 

C alifo rn ia , belonging to m inority  ra c ia l  and ethnic groups, or those 

with low educational achievement, utilize the well known Papanicolaou 

te s t  for ce r t ica l  cancer much le ss  than women in m o re  favorable eco­

nomic c ircu m stan ces .  This o c cu rs ,  as Sheps et a l . (35) point out, 

even though cancer of the cervix  occurs  much m o re  frequently in 

women belonging to low socioeconomic groups. H arrington  (36) m ade 

some in te resting  observations:

Alm ost 2/3 of all ch ildren  in fam ilies with annual incomes 
of le ss  than 2,000 do llars  have never been to a dentist in the ir  
l iv es .  Where the income is g re a te r  than 7,000 d o lla rs ,  le s s  
than 10 pe r  cent of the children had never been to a dentist.
Almost five t im es as many pe rsons  in fam ilies  making le ss  
than 2,000 do lla rs  a re  confined to the ir  homes because of 
chronic d isease  as among families earning 7,000 dollars  or 
m ore . As of June, 1963, m ore  than 87 per  cent of fam ilies 
with an income over 7, 000 do lla rs  had some kind of health



in su rance . But of fam ilies  w ith  incom es from 2, 000 to 3, 999 
do lla rs ,  only 34 pe r cent had health  insurance .

Achievem ent in public health p ro g ram s  is  often m easu red  

according to num bers of people attending c lin ics , num bers of im m uni­

zations given, and num bers  of food estab lishm ents  visited, ra th e r  than 

on the sa tisfac to ry  determ ination  of p roblem  conditions and the accu ­

ra te  m easu rem en t of th e ir  control o r  erad ica tion . Of course , there  

a re  methods of d isease  evaluation available to health  departm ents  as 

there  a re  available techniques to de term ine  attitudinal and behavioral 

c h a ra c te r is t ic s  of populations in given a re a s .  A review of the l i t e r a ­

tu re ,  however, ind ica tes  that there  is not at th is  w riting, an objective 

method of doing both, that is , delineating family health p rob lem s, and 

predic ting  family health  behavior in a given community (37).

Thus, i t  would seem  from a public health  viewpoint, i t  is 

d esirab le  to develop an objective m e a su re  or index that would help to 

de term ine  family health  p rob lem s and p red ic t  family health behavior. 

T herefo re , the purpose  of this study is to construc t and validate a 

family health behavior index for use by public health  w o rk e rs  in 

community health agenc ies.



CHAPTER I I  

RESEARCH METHODS

The princ ipa l p rocedu res  in the development of this r e s e a r c h  

consis ted  of: (a) development of the survey questionnaire , (b) develop­

m ent of the m easu rem en t index for family health  behavior, (c) e s t i ­

m ation of the num ber of households n ece ssa ry  for a s ta tis tica lly  

sound sam ple, (d) a llocation of the households into p r im a ry  sampling 

units , (e) completion of the household in te rv iew s, (f) c lass ification  of 

the in terviewees by socioeconomic s tatus, (g) the tabulation and 

analysis of data, and (h) developing the health  behavior index sco re  

for each socioeconomic group.

The F am ily  H ealth  Behavior Index (see Appendix) is con­

cerned  with eight a reas  of family health. These a re  pe rsona l hygiene, 

immunization lev e ls ,  chronic d iseases ,  infant m orta l i ty ,  m edical and 

health insu rance , m edical and dental visiting p a t te rn s ,  diet, and 

physical environment.

The p rinc ip les  of pe rsona l hygiene a re  fundamentally the 

sam e for all m em b ers  of the family, and its p rac t ice  should be able to 

vary  within the l im its  of an individual's  age and health. However,

7



8

bodily c leanliness  is a n ecess ity  of social in te rco u rse ;  it also enables 

the skin to p e rfo rm  e sse n t ia l  functions and it inhibits t ra n sm iss io n  of 

c e r ta in  d iseases . A n e ce ssa ry  re la tionship  to bodily c leanliness  is 

the need for a san itary  environm ent, an environm ent conducive to 

healthy activity (38, 39). The questions on hygiene w ere  designed to 

e lic it  inform ation on the behavior of the family as i t  re la te s  to bodily 

c lean liness  and the physical environment.

Immunizations against infectious d iseases  have long been a 

basic p a r t  of public health  activity. Yet, immunization pro tec tion  

among populations is considered  by many health  p ro fess iona ls  to be 

le s s  than sa tisfac to ry , p a r t icu la r ly  among p re -sch o o l children in low 

socioeconomic neighborhoods (34, 39, 40). The questions on im m uni­

zation w ere  designed to elic it information on the behavior of the 

family as it re la tes  to immunization levels for adults and children in 

the family group.

In many fam ilies  chronic d iseases  a re  not uncommon o c c u r ­

rences ;  however, it is  recognized  by many health  p ro fess ionals  that 

economically disadvantaged fam ilies  are  often re lu c tan t to receive  

m edical trea tm en t or p rac t ice  preventive c a re .  It is also thought by 

many public health p ro fess iona ls  that socio -cu ltu ra l  conditions a s s o c i ­

ated  with low income groups aggravate existing d isease  conditions and 

c rea te  added heeilth p roblem s (41, 42). The questions on chronic 

d iseases  w ere  designed to e lic it  information on the num bers and types



of chronic  health p rob lem s experienced  by family m e m b e rs .

Infant m orta lity  is known to be a useful re flec tion  of the 

public health p rac tice  of a community, in that the health  of an infant is 

adverse ly  affected by poverty , m alnutrit ion , overcrowding, insanitary  

surroundings and paren ta l  ignorance. A w om an 's  re luc tance  to p a r ­

tic ipate  in  p ren a ta l  and postnatal care  may in p a r t  be explained by her 

attitude tow ard p reg n an cy , her understanding of the desirab ility  of an 

ear ly  s ta r t  in p rena ta l  c a re ,  the lack of r e so u rc e s  to ca re  for her 

o ther children, the d istance from sources  of m edical c a re ,  the a v a ila ­

bility of sources  of m edical c a re ,  and the availability of funds (43,44). 

The questions on p ren a ta l  and postnatal care  and infant m orta lity  w ere  

designed to elic it inform ation on the p as t  behavior of the woman during 

pregnancy and on the num ber of infant deaths occurring  in the family.

It is  acknowledged by many public health professionals  that 

a d irec t  re la tionship  exists  between social c lass  and medical c a re .

That is ,  as income, education and occupational levels  in c rease ,  the re  

is a corresponding in c re ase  in the amount of m edical c a re .  As 

affluence pervades the social s tru c tu re  and the costs of medical care  

continue to r i s e ,  the necessity  for health insu rance  pro tection  becom es 

increasing ly  im portant. N everthe less , m edical insurance  coverage is 

le a s t  common among low income groups, the very  people m ost in 

need of such protection (45). The question on family medical insurance  

coverage was designed to e lic it  inform ation on the behavior of the
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family in re la tion  to health  insu rance .

It is known by m em b ers  of the health  p ro fess ion  that v is its  

to a physician  or dentist for preventive m e asu re s  a re  d irectly  re la ted  

to social s ta tu s .  The higher the social s ta tus,  the m o re  v is its  to a 

physician  or dentis t  for preventive m ed ical c a re  (45, 46, 47). The 

questions re la ting  to the use of physicians and den tis ts ,  and the p e r ­

ceived need for physical examinations w ere designed to e lic it  in fo r ­

m ation on the behavior of the family concerning v is i ts  to a physician or 

den tis t  for m edical c a re  and preventive reasons  in the p a s t  year .

H ealth  is not possib le  in the absence of food n ece ssa ry  for 

the building up and m aintenance of body t is su e s .  A balanced diet con­

taining carbohydra tes ,  p ro te in s ,  m in e ra ls  and v itam ins , is  essentia l 

to good family health . It is recognized by public health  p ro fess iona ls  

tha t  low income influences the diet of many fam ilies  and that u n sa t is ­

factory  die tary  p rac t ic e s  m ay lead  to conditions favorable to d isease  

(48, 41). The questions on family diet w e re  designed to elic it in fo r­

m ation on the behavior of the family in re la tion  to foods u tilized in
»

m eals .

Conditions which su rround  man from b ir th  to death; cold and 

heat; the culture  in which he lives; his social, economic, and dom estic  

c ircu m stan ces ;  his diet, his occupation and even d isease ;  all form his 

environm ent. P oor housing, with inadequate ventilation, dam pness, 

overcrowding, absence of p ro p e r  w ater supplies and sa tis fac to ry
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bathing fac il i t ie s ,  polluted w ater supplies and in san ita ry  w aste d is ­

posal c re a te  conditions in which d isease  f lou r ishes . Pollu ted  w ater 

and im p ro p er  sewage d isposal have long been im plica ted  in the sp read  

of d isease ;  infant m o rta li ty  r i s e s  with overcrowding; tubercu losis  is 

m o re  p reva len t in poor housing with dampness and overcrowding; and 

m e as le s  at an ear ly  age is m o re  p reva len t in slum type housing (49,

60, 39). The questions on environm ental surroundings w e re  designed 

to e lic it  in form ation on the behavior of the family as it re la te s  to the 

condition and hygiene of housing and the m aintenance of a san ita ry  en­

vironm ent.

The Fam ily  H ealth  Behavior Index was calcu la ted  on a p r o ­

portional b a s is ,  the sca le  ranging from  a m inim um  of nine to a m ax i­

m um  of ninety points . The percen tage  of points sco red  based  on the 

num ber of possib le  points was a fam ily 's  sco re  on the index. Each  of 

the nine questions had an equal value of ten  points. Thus, questions 

composed of different p a r ts  w ere  of the same num erica l  value as those 

consisting of one p a r t ,  w ith  each  p a r t  calculated  on a basis  proportional 

to the to ta l value of the question. As an example of how the actual 

scoring  is  pe rfo rm ed , Question I, perta in ing to family hygiene is ou t­

lined below using a rt i f ic ia l  data.

Question I is composed of 13 p a r ts .  If all p a r ts  a re  

answ ered  affirm atively , the (Question is ass igned  a num erica l value of 

ten  poin ts . If, however, th re e  of the 13 p a r ts  a re  answ ered negatively,
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the p roportion  is 10/13 (ten answ ered  affirmatively) o r  76.92 p e r  cent; 

and 76. 92 pe r cent of the ten points possible  is equal to 7 .69 points, to 

be assigned  to the num erica l value of Question L, Table 1,

If all nine questions a re  answ ered in the affirm ative, the 

m axim um  total points assigned  the family is  ninety. Should any o r  all 

of the questions be answ ered  in a negative m anner ,  the points assigned 

the family could reach  a m inim um  of nine. The to ta l points assigned 

the family a re  calculated on a ba s is  proportional to the total value of 

all questions, and this percen tage  will then become the Fam ily  Health 

B ehavior Index. Questions not applicable for c e r ta in  fam ilies , i. e. , 

ch ild less  fam ilies ,  w ere  not included in the calcu la tion  of total possible  

poin ts . Although this p rocedure  m ight introduce some bias since all 

fam ilies  are  not asked all questions, the scope of the questionnaire 

and the detailed nature of the questions is enough to negate any bias, 

a r is ing  from this source.

To b e tte r  em phasize  the scoring of the rating scale to actual 

conditions, the following hypothesis was formulated: the m ore  de­

p re s se d  the socioeconomic group, the lower will be the Fam ily  Health 

B ehavior Index score . To determine^if such re la tionship  does indeed 

ex ist ,  and if so, to what degree, it was n ecessa ry  to develop c o r r e ­

la tion  coefficients, re g re s s io n  coefficients and t  te s ts  (51), between 

the Fam ily  Health Behavior Index sco res  and the family Hollingshead 

(52) Index of Social Pos it ion  sco re ,
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TABLE 1 

EXAMPLE QUESTION I

Questions Yes No
Total

Points

1. Fam ily  Hygiene: ^  -

1. Individual appearance  clean X

2. Hands c lean X

3, Nails clean X

4. Clothing clean X

5, Housekeeping (general) c lean X

6, F lo o rs  clean X

7. Walls clean X

8. Kitchen clean X

9. No garbage exposed X

10. No perishab le  foods exposed X

11. Bathroom  clean X

12. Hand soap available X

13. Towels, washcloths available X

Total Points 10 3 7. 69 or 
76.9 %
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Additional soc io -cu ltu ra l  information was ga thered  to p r o ­

vide insights  into the re la tionsh ip  of o ther fac to rs  to the  Index which 

m ight be useful in refining it. The following so c io -cu ltu ra l  va riab les  

w ere  chosen because many public health  p ro fess io n a ls ,  p a r t icu la r ly  

those involved in d irec t  family s e rv ic e s ,  feel tha t they play an im ­

po r tan t  p a r t  in family health  behavior (36, 12, 53). T h e re fo re ,  f r e ­

quency dis tributions  w ere  developed for: (a) family length  of stay in 

the neighborhood, (b) ethnic grouping, (c) sex of household head, and 

(d) length of household head 's  stay in p re sen t  job, as these  variab les  

re la te d  to family health  behavior in the p rac tice  of hygiene , im m uni­

zation le v e l s , chronic  d isease  conditions, p rena ta l  and postnatal care  

and infant m o r ta l i ty , m edical in su rance  co v erag e , physician  and 

dental c a r e , d ie t , environm ental surroundings , and genera l  health  and 

social inform ation . The following hypotheses w ere  fo rm ulated  r e ­

garding these  fac tors : (a) the length of a fam ily 's  stay in the ne ighbor­

hood is d irec tly  re la ted  to the ir  m aintenance of a san ita ry  environment; 

(b) the non-white family w ill have le s s  immunization p ro tec tion  than 

will the white family; (c) the households headed by women will have 

le s s  sa t is fac to ry  hygienic p ra c t ic e s  than the households headed by men; 

(d) the longer the household head has been employed in h is  p re s e n t  job, 

the m ore  family m edical insu rance  coverage.
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R e se a rch  Setting

The survey sam ple was taken in R iv e rs id e  Neighborhood, 

Oklahoma City, Oklahoma. It is  a sq u a re -m ile  a re a  located  near 

downtown Oklahoma C ity . The neighborhood is bounded on the north  

by South F if th  S tree t and the c ro ss - to w n  expressw ay system , on the 

eas t  by t ra c k s  of the Santa Fe  R ailroad  System, on the south by South 

F if teen th  S tree t and the South Canadian R iver,  and on the w est by 

W estern  Avenue, Santa Fe  t ra c k s  running e a s t-w e s t  divide the neigh­

borhood at South Ninth S tree t .  W estern , W alker, and Robinson, m ajor 

no rth -sou th  s t re e ts  also divide the neighborhood. A sm all park  and 

playground is located in the southwest co rner of the a re a  at South 

Sixth and Sharte l. R iv e rs id e  Neighborhood is  designated as an O kla­

homa City e lem entary  school d is tr ic t .  T here  a re  four churches , one 

post office, one railway depot, and two health  agencies loca ted  in the 

neighborhood. The two health  agencies a re  both publicly and private ly  

financed; one opera tes  as a m ental health  center accepting r e f e r r a l s  

from  all a re a s  of the city and one opera tes  as an imm unization clinic 

for p re -s c h o o le rs  and p ren a ta l  clinic for expectant m o th e rs .

There  are  m o re  than 220 com m ercia l bus iness  en te rp r ise s  

within the neighborhood. Most of the bus inesses  a re  engaged in light 

industry .

R ivers ide  Neighborhood was chosen as the  r e s e a r c h  setting 

because: (a) it is a well-known d ep ressed  a rea  of Oklahoma City, (b)
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the re s id en tia l  a re a  is su rrounded  on th ree  sides by com m ercia l  

es tab lishm ents  and is sep a ra ted  by m a jo r  through s t re e ts  which in te r ­

rupt the cohesiveness of the neighborhood, (c) th e re  was reasonable  

access  to estab lished  public health  fac i l i t ie s ,  and (d) the city-county 

health  departm ent had conducted an extensive imm unization and health 

education p rog ram  in the a r e a  in 1964-65,

Sample

The num ber of households in R ivers ide  Neighborhood was 

obtained by actual count. The bas is  for determ ining the number of 

persons  p e r  household was the I960 Census R eport of Oklahoma City 

(54). F o r  purposes of this study, 146 total households w ere  selec ted  

for interviewing from  a random l is t  of num bers . The sam ple was 

sufficiently la rg e  to com pensate for 5 per cent re fusa ls  and 5 per cent 

vacancies . An adjacent housing unit w as sam pled in cases  where 

vacancies  o ccu rred .  Interviews w e re  conducted by the author with 

m em b ers  of the selec ted  households between June and August, 1967.



CHAPTER I I I

RESULTS AND DISCUSSIONS

In this w ork  146 household in terview s w ere  analyzed to d e ­

te rm in e  family health  behavior as m e asu red  by the Fam ily  Health B e ­

havior Index. In o rd e r  to evaluate the effectiveness of the F amily 

Health  Behavior Index as a m easu r in g  instrum ent i t  was n ece ssa ry  to 

utilize an a lread y  accepted index of social position (52), and to develop 

s ta t is t ica l  evaluations of the-re la tionship  between the two indices; the 

hypothesis being, that a significant re la tionship  should ex is t  between 

the two ind ices, thus helping to substantiate  the validity of the Fam ily  

Health B ehavior Index as a sa tis fac to ry  ins trum en t for m easuring  

family health  b eh av io r .

F requency dis tribu tions  w e re  also developed for the soc io ­

cu ltu ra l v a r iab le s :  (a) sex of household head, (b) ethnic grouping, (c) 

length of stay in p re se n t  employment of household head, and (d) length 

of fam ily 's  stay in neighborhood as they re la te  to family health  in o rd e r  

that these  v a riab les  m ight be re la ted  to the Fam ily  H ealth  B ehavior 

Index value of each a re a  of health; the hypothesis being that each 

variab le  affects family health  behavior in a m easu rab le  fashion, again

17
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lending support to the Fam ily  H ealth  Behavior Index.

The F am ily  H ealth  Behavior Index 

The m a jo r  hypothesis se t  forth  in this study is  that d iverse  

groups w ithin a given a re a ,  such as a neighborhood, may be de line­

ated by a num erica l  m easu re m e n t  of fam ily  health  behav ior. F o r  the 

p urpose  of th is  study eight a re a s  of health  in te re s ts  w e re  introduced, 

with each being accorded  a num erica l  value of ten points , The Fam ily  

H ealth  Behavior Index value is that p ropo rtion  of the tota l possible  

points each  family achieved on the questionnaire  (see  Appendix). To 

de term ine  the ability of the F am ily  H ealth  Behavior Index to adequately 

m easu re  the health  behavior of a given family, co rre la t io n  coefficients, 

c o r re la t io n s  and re g re s s io n s ,  and t  te s ts  w ere  developed between the 

F am ily  H ealth  Behavior Index and the Hoilingshead T w o -F ac to r  Index 

of Social P os it ion  (52).

Socioeconomic Status 

T h e re  a re  two d is tinc t socioeconomic groups in R ivers ide  

Neighborhood. F o r  the purpose  of th is  study the groups will be 

broadly  identified as belonging to e ithe r  an upper or low er socioeco­

nomic group. The groups w ere  delineated according to the method 

developed by Hollingshead (40) in his T w o-F ac to r  Index of Social 

P o s it io n .  Table 2 shows the m ean  value achieved by each socioeco­

nomic group on each of the health  a r e a s .  Table 3 shows the c o r r e -
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TABLE 2

MEAN VALUES HEALTH BEHAVIOR INDEX QUESTIONS

H ealth  A reas Upper Lower Total

Hygiene 7. 8 6 . 5 6 . 8

Immunizations 3.5 2.7 2 . 8

Chronic d isease  conditions 8 . 6 8.  3 8 .4

P re -p o s tn a ta l  c a re  and infant 
m orta li ty 2. 4 2 . 2 2 .2

M edical-hospita liza tion  insurance 5. 6 3.3 3 . 8

Fam ily  diet 8 . 5 8 .0 8 . 1

Physic ian , dentist and physical 
examination 6 . 5 5. 3 5. 6

E nvironm ental surroundings 7.5 6. 6 6 . 8
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TABLE 3 

CORRELATION COEFFICIENTS

Fam ily  Health  Behavior Index 
H ealth  A reas

Hollingshead
Score

Hygiene -0,115

Imm unizations -0.1888*

Chronic d isease  conditions -0 .120

P re -p o s tn a ta l  c a re  and infant m o rta li ty -0 .072

M edical-hosp ita liza tion  insu rance -0.265**

F am ily  diet -0,181*

Physician,, dentist and physical examination -0.102

E nvironm ental surroundings -0 .156

C hild ren  eating b reak fas t -0 .069

‘ Significant a t the 0 ,05  level. 

''"‘'Significant at the 0,01 level.
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la tion coefficients that w e re  developed between the Hollingshead value 

of each socioeconomic group, and the value achieved by that group on 

the Fam ily  H ealth  Behavior Index. F am ily  im m unization levels  and 

family diet w ere  significant at the . 05 leve ls ,  w ith  fam ily medical 

insurance  coverage  being significant at the .01 level. The other health 

a re a s  w e re  not significantly re la ted  to socioeconomic s ta tus; however, 

the o v e r -a l l  significance of all questions on the Fam ily  H ealth  Behavior 

Index when c o r re la te d  with the Hollingshead scores  w as at the . 01 level. 

R eg ress io n  equations w ere  also developed for the sam e fac to rs  with 

the re su l ts  shown in Table 4. These data c learly  indicate a negative 

re la tionship  between the Fam ily  Health  Behavior Index sco re  and the 

fam ily 's  sco re  on the Hollingshead Index. As the Hollingshead score  

in c re a se s ,  the Fam ily  H ealth  Behavior Index sco re  d e c rea se s .  F igure  

1 indicates that the points rep resen ting  the sco res  on the F amily 

H ealth  Behavior Index fall on a line with a negative slope. That is ,  as 

the Hollingshead sco re  in c re a s e s ,  the Fam ily  H ealth  Behavior Index 

sco re  d e c rea se s .  Table 5 shows the t  te s ts  and th e ir  t values with 

the resu lting  probab ili t ies .  Only family m ed ica l in su rance  coverage 

reached  s ta t is t ic a l  significance. However, th e re  is li t t le  doubt that a 

s ignificant re la tionship  does indeed exist between socioeconomic status 

of R iv e rs id e  fam ilies and the ir  health  behavior, based on the re g re ss io n  

and co rre la t io n  analys is ,  and the fact that family health  behavior im ­

proves in d irec t  p roportion  to im provem ent in family socioeconomic



TABLE 4 

CORRELATIONS AND REGRESSIONS

C o r re la t io n
y

Inter  -
V  alue 

H,
of y when 

,H. =
Heal th  A reas Coeff ic ient c ept Slope X = 4 0 X = 60

Hygiene -0. 115 10. 23 -0 .0509 8. 19 7. 18

Immunizat ion  levels -0 .188 6. 52 -0.0545 4. 34 3. 25

Chronic  d isease  conditions -0 .120 9. 77 -0 .0209 8. 93 8 .52

P r e - p o s tn a t a l  c a re  and infant  m o r ta l i ty -0 .0 72 4. 47 -0.0336 3. 12 2. 45

Medical-ho  sp i ta l izat ion in su rance -0 .265 12. 78 -0.1332 7. 45 4. 79

P hys ic ian ,  dentist ,  and phys ica l  examination -0. 102 9. 67 -0.0233 8 .7 4 8. 27

F  amily diet -0.181 10. 00 -0 .0656 7. 37 6. 06

C hi ld ren  eating b re a k fa s t -0 .069 5. 58 -0 .0376 4. 08 3. 33

E nvironm enta l  su rroundings -0 .156 9. 75 -0. 0427 8. 04 7. 19

Total -0 .299 79. 60 -0 .4726 60. 68 51. 23

r\)
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TABLE 5

t TEST VALUES AND PROBABILITIES FOR RELATED 
HEALTH AREAS IN ORDER O F SIGNIFICANCE

Health A reas  ̂ 29  V a lu e Probab ility

Fam ily  m edical insurance  coverage 2 . 3 5 .02< P C . 05

Fam ily  physic ians , dentis ts  and 
physical examinations 1.90 ,0 5 < P < . 1

Fam ily  hygiene 1 . 6 3 . 1 < P < .  2

Fam ily  im m unizations 1 . 6 2 .1 ^ P < . 2

P ren a ta l  and postnatal c a re  and 
infant m orta lity 1.24 . 2  < P < .  3

Chronic d isease  conditions 1,00 .3 C P C .  4

Environm ental surroundings . 9 0 4 .3 C PC . 4

C hildren  eating b reak fas t . 7 6 9 .4  C P C . 5

Fam ily  diet . 2 3 7 . 8 C P C . 9
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s ta tu s .  Table 6 shows the num ber of households by socioeconomic 

group, and Table 7 shows the number of p e rso n s  p e r  household. Table 

8 shows the breakdown of the sample households by socioeconomic 

grouping and Table 9 shows the Hollingshead value for each of the 

socio-econom ic groups. R ive rs ide  Neighborhood is  a low socioeco­

nomic neighborhood and the Hollingshead values substan tia te  th is . The 

upper group is in the low middle income range and the lower group is 

in the low income range.

The F am ily  Health Behavior Index developed for both upper 

and lower socioeconomic groups in R ivers ide  c lea r ly  indicates that a 

significant d ifference exists  in the family health  behavior of the two 

groups. The difference between the groups as defined by the  Fam ily  

H ealth  Behavior Index is supported by the d ifference in the group 

values on the Hollingshead Index (52). Table 10 shows the F amily 

Health  Behavior Index value for the upper and lower socioeconomic 

groups in R iv e rs id e .  The t  te s t  resu lted  in a t value of 3.11 with 20 

degrees  of f reedom . The resulting probability , .OOKP<.. 01, indicates 

that a significant difference exists in the m ean  health  behavior index 

between the upper and lower socioeconomic groups and that the F amily 

H ealth  Behavior Index does in fact delineate two groups with d is tinct 

family health  behavior p ra c t ic e s .

The Fam ily  Health  Behavior Index data indicate tha t public 

health  p ro fess iona ls  need to develop im proved health  education p ro -
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TABLE 6

NUMBER OF HOUSEHOLDS BY SOCIAL CLASS

Socioeconomic Groups 
Upper Lower Total

Num ber of households 31 115 146
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TABLE 7

PERSONS PER HOUSEHOLD BY SOCIAL CLASS

Socioeconomic Groups
Upper Lower Total

P e rs o n s  p e r  household 3,12 3,06 3.07
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TABLE 8

BREAKDOWN OF SAMPLE HOUSEHOLDS 
BY SOCIAL CLASS

Populations by Age

Socioeconomic Groups
Upper

%
Lower

%
Total

%

0-5 months 1. 00 1.10 1.10

6 m o s . -4 years 11.30 11.60 11.60

5 - 14 18. 60 24. 40 23.10

15 - 24 10. 30 10. 20 10.20

25 - 34 11. 30 8 .2 0 8.90

35 - 49 12, 40 13.60 13.30

50 - 64 23.80 14.20 16.20

65 + 11. 30 16.70 15. 60
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TABLE 9 

HOLLINGSHEAD INDEX VALUES

Socioeconomic N um ber of
Group Households Average Value

Upper 31 52.8

Lower 115 71, 1
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TABLE 10

FAMILY HEALTH BEHAVIOR INDEX VALUES

Socioeconomic Groups
Upper Lower Total

Fam ily  Health  Behavior Index
V alue 69.56 59.78 61.80
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gram s in R ivers ide  in the a re a  of p e rsona l hygiene. This activity 

could be accom plished by utilizing neighborhood re s id en ts  to teach  

basic  hygiene to friends and neighbors. The p e rso n s  doing the teaching 

would be tra in e d  in basic  p e rsona l and housing hygiene, but might also 

be tra ined  in o the r  a re a s  of fam ily health, including child c a re ,  fo rm ­

ula p rep a ra t io n ,  controlling the sp read  of infection through d isease , 

and the buying and p repa ra t ion  of a nourishing family diet. A balanced 

diet, one containing all the n ece ssa ry  food elem ents should be a p a r t  

of each fam ily 's  daily existence. Lack of a p rope r  diet is not always 

due to low family income, but may be pa r t ia l ly  due to ignorance on the 

p a r t  of the family cook concerning the kinds of food containing nutritive 

value that the family budget can afford. The hygienic conditions of 

respondents and households is  shown in Table 11. These data from 

the Fam ily  Health Behavior Index c lea r ly  show that the upper socio ­

economic group p rac tice s  b e tte r  personal hygiene and m ain ta ins a 

m ore  sa tisfac to ry  housing environment than does the lower group. 

Fam ily d ie tary  p a tte rn s  shown in Table 12 point out the g re a te r  d e ­

ficiency of m eat ,  eggs, and vegetables among the low er socioeconomic 

groups.

The Fam ily  Health  Behavior Index data indicate  the im m uni­

zation pro tec tion  was le ss  sa tisfac to ry  among fam ilies  in the  lower 

socioeconomic group, although extensive immunization p ro g ram s  had 

been conducted in R ivers ide  by the Oklahoma City-County Health  De-
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TABLE 11

HYGIENIC CONDITIONS OF  RESPONDENTS 
AND HOUSEHOLDS

Socioeconomic Groups
Upper

%
Lower

%
Total

%

Individual appearance clean 77-4 70 .4 , 71.9

Housekeeping (general) clean 74.1 59.1 62.3
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TABLE 12 

FAMILY DIETARY PATTERNS

These foods a re  u tilized  as a 
reg u la r  p a r t  of the fam ily 's  
d ie tary  habits  :

Socioeconomic Groups 
Upper Lower Total

% % %

M eat (poultry-fish) 100.00 8 9 . 5 6 91.78

Eggs 90,32 8 1 . 7 3 83. 56

Vegetables 9 3 . 5 4 81. 73 8 8 . 3 5

B read 93 .54 94.78 9 4 . 5 2

B utter (equivalent) 93 ,54 91. 30 8 8 .  35

Milk 8 3 . 8 7 8 5 . 2 1 8 4 . 9 3

Cheese 58.06 40.  86 44.52

F ru i t 67. 74 73 .  91 72.60
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p artm en t.  The p re s e n t  data indicate that p ro g ram  methods spec if ic ­

ally designed for reaching the "hard  co re"  fam ilies (those fam ilies  

h e re to fo re  refusing to pa rtic ipa te  in es tab lished  preventive health p r o ­

g ram s) m u s t  be in itia ted , if these  fam ilies  a re  to be brought to pa r ity  

with o ther fam ilies  in the neighborhood. P ro g ra m  activ ities  tha t  might 

succeed in bringing serv ices  to needy fam ilie s  could well include a 

mobile im m unization c lin ic . This c linic  would be opera ted  by health 

p ro fess iona ls ,  utilizing neighborhood re s id en ts ,  and would opera te  on 

a doo r- to -door  b a s is  throughout the neighborhood. A distinguishing 

factor in the u til iza tion  of this  unit is  not the doo r- to -door activity , 

which in i tse lf  is not new, ra th e r  tha t the clinic would opera te  as a 

continuing unit on a regu la rly  scheduled b as is  and during hours when 

family m em bers  could be expected to be  a t  home. H ere to fo re  such an 

operation has been conducted on a ra th e r  sporadic  b a s is ,  with l i t t le ,  if 

any, follow up, and usually at one point in t im e . F requency of im m uni­

zation p ro tec tion  fo r family m em b ers  is shown in Table 13. The 

Fam ily  Health  Behavior Index c lea r ly  de lineates  between two groups 

with d is tinctly  d ifferent levels of p ro tec tio n  against d isease  through 

im m unizations. Imm unization levels  a re  much higher in the upper 

socioeconomic group than in the lower group among all ch ild ren  le ss  

than 15 y ea rs  of age.

The F am ily  Health  Behavior Index data c lea rly  indicate a 

significant re la tionsh ip  between a fam ily 's  social status and physician
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TABLE 13 

FAMILY IMMUNIZATION LEVELS

Socioeconomic Groups
Completed Im m unizations for 

F am ily  M em bers
Upper

%
Lower

%
Total

%

Adults; 15 + y ea rs

Polio 41.93 2 6 . 9 5 30.13

Smallpox 9 . 6 7 6 . 0 8 6.84

Typhoid 6 .45 6.08 6.16

Tetanus 16.12 1 4 .  78 15.06

Children; "15 y ea rs

Polio 9 2 .  30 72. 34 76.67

Smallpox 7 6 . 9 2 4 2 . 5 5 5 0 . 0 0

Typhoid 6 9 . 2 3 38.  30 45.00

M easles 7 6 . 9 2 57, 44 61.67

D . P . T . 9 2 . 3 0 5 8 . 3 3 65.57
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s e rv ice s .  F requency  of fam ilies claiming a family physician  is  shown 

in Table 14, The Fam ily  Health  Behavior Index indicates that the 

health  behavior of the fam ilies  in the low er socioeconomic group in 

the u tilization of physician; dental, and health  depar tm en t se rv ice s  is 

c lea rly  le s s  than that of the upper group. In tha t m edica l insu rance  

coverage is  also shown to be re la ted  to social s ta tu s ,  it would seem  

to be indicated that health  p ro fess ionals  m ust initiate health educa t­

ional p ro g ra m s  in the neighborhood which a re  developed specifically  

for the " h a rd - to - re a c h "  group,. The frequency of fam ilies  with m e d i­

cal-ho sp ita lization  insurance  o r who a re  enrolled  in M ed i-C are  is 

shown in Table 15. The Fam ily  Health  B ehavior Index indicates that 

m edical in su rance  p ro tec tion  is m uch m o re  p reva len t in the upper 

socioeconomic group.

The development of p ro g ram s  specifically  for "h ard  co re"  

groups a ssu m es  p a r t ic u la r  im portance  when, as the Fam ily  Health  

Behavior Index data  suggest, p rena ta l  and postnatal ca re  and infant 

m orta lity  a re  d irec t ly  re la ted  to socioeconomic s ta tus .  The frequency 

of p rena ta l  and postnata l ca re  by a physician  and infant m o rta l i ty  is 

shown in Table 16. The Fam ily Health B ehavior Index indicates  that 

although the num ber of infant deaths is g re a te r  in the upper so c io eco ­

nomic group (this can in p a r t  be explained by the sm all sample number 

and the infrequent o ccu rren ce  of infant b ir th s  and deaths in R ivers ide),  

it is c lea r  th a t  expectant m others  in the lower group do not avail th em -
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TABLE 14 

FAMILY HEALTH INFORMATION

Socioeconomic Croups

General H ealth  Information
Upper

%
Lower

%
Total

%

Fam ily  physician 64.51 46.08 50. 00

P hys ica l  examination in the 
pa s t  year 70.96 6 6 . 9 5 67.80

Fam ily  den tis t 45.16 16.65 22,60

F am ilie s  knowing location of 
City-County Health Dept. 6 . 4 5 4 . 3 4 4. 79

F a m ily 's  use of public health 
facilities  ever 38.70 20.00 23. 97

F am ilies  utilizing public health  
facilit ies  in the p a s t  year 9.67 0.. 00 2,05
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TABLE 15

FAMILY MEDICAL INSURANCE AND PARTICIPATION 
IN MEDI-CARE

Socioeconomic Groups
Upper

%
Lower

%
Total

%

Fam ilies  with m ed ica l insurance 48. 38 26. 95 31.50

F am ilie s  receiving government 
M edi-C are 41.93 41.73 41.78
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TABLE 16

FAMILY PRENATAL, POSTNATAL CARE 
AND INFANT MORTALITY

Socioeconomic Groups
Upper

%
Lower

%
Total

%

No p rena ta l  c a re  by a physician 3,47 2 .6

No postnatal c a re  by a physician -- 6.95 2.1

Infant deaths 3, 22 2.60 2.7

P r e - s c h o o le r s  deaths 3.22 1.73 2 .4
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selves of physician  se rv ice s  as frequently as do expectant m others  in 

the upper group. A method for bringing b e tte r  physician  se rv ices  to 

disadvantaged groups could be the estab lishm ent of neighborhood health 

c en te rs .  The health  cen te rs  would be staffed in p a r t  by health p ro f e s ­

sionals of v a ried  d isc ip l in e s , among which would be ph y s ic ian s , 

d en tis ts , p sycho log is ts , and social w orke rs ,  all of whom a r e  capable 

of working in a com prehensive effort in conducting extensive health 

evaluation se rv ice s .

These s e rv ic e s ,  c a r r ie d  out by the sk illed  health p ro fe s ­

s ionals , would include com prehensive  screening  p ro g ram s  for chronic 

and infectious d isea ses ,  and m edical ca re  se rv ice s  for those pe rsons  

unable to avail them selves  of such serv ices  through a p rivate  p h y s ic ­

ian. The p ro fess ional staff could be supplem ented in pa r t  by indigenous 

m e m b ers  of the neighborhood who would pe rfo rm  various se rv ices  not 

requ iring  p rofessional competency, such as c le r ica l  w ork, clinic aids, 

and a newly developing position known as a h e a l th -re ac h -o u t  aid. The 

h ea lth -reach -o u t  aid would v is i t  neighborhood fam ilie s  and perfo rm  

various se rv ice s ;  among these would be health  education, baby sitting, 

a rran g em en t of tran sp o rta t io n  to clinics for fam ilies without t r a n s p o r ­

tation, and any o ther activity which might aid in motivating "hard  core" 

fam ilies  into u tilization  of health  se rv ice s .  The lack  of automobiles 

among the lower socioeconomic groups is  shown in Table 17.

The Fam ily  Health  Behavior Index data indicate that chronic
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TABLE 17 

AUTOMOBILES PER  FAMILY

Socioeconomic Groups
Upper

%
Lower

%
Total

%

One automobile 35.48 35.63 36.61

Two automobiles 38.70 9.56 15. 75

No automobile 25.87 54.79 48. 64
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conditions w e re  not found to play an extensive p a r t  in the re la tionship  

of socia l s tatus to d isease  in R iv e rs id e .  This is not su rp r is in g  in that 

31 p e r  cent of the R ivers ide  population is 50 years  of age or o lder.

Both the upper and lower groups w e re  found to have extensive chronic 

health p ro b lem s . The percen tage  of repo rted  cases  would very  likely 

have been g re a te r  had a l a r g e r  num ber of fam ilies rece ived  ca re  by a 

pe rso n a l  physician or p ro tec tion  by m edical and hospita lization in ­

su rance . In that R ivers ide  is a lo w  socioeconomic neighborhood with 

a substan tia l percen tage  of the population reporting  a chronic d isease , 

it would seem  appropria te  for public health  p ro fessionals  to develop 

m ore  effective screening  p ro g ram s  for the detection of chronic con­

ditions and m ore  sa tisfac to ry  methods of follow-up and t re a tm en t.  

D ifferent surveys have described  the health  experiences  of low socio­

economic groups in te rm s  of m orbidity  of chronic conditions; however, 

the need  for m o re  im proved d isease  evaluation techniques has also 

been recognized. Health  p ro fess iona ls  m ust develop a method for 

ear ly  detection of chronic d isea ses  and provide fac ilit ies  for im m ediate  

t re a tm e n t  and long range follow-up and ca re  for low income fam ilies . 

The neighborhood health cen te rs  are  certain ly  a step in the r igh t d i­

rec tion , and the utilization of h ea lth -reach -o u t  aids m ay be ideal for 

influencing "hard  core"  fam ilies  into partic ipating  in screening  p r o ­

g ram s and the n ecessa ry  follow-up in o rd e r  to effect a successfu l 

te rm ina tion  of the d isease  condition. The frequency of chronic con-
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ditions as diagnosed by a physician  is shown in Table 18. The Fam ily  

Health B ehavior Index c lea r ly  indicates that chronic d isease  conditions 

appear to be m o re  p reva len t in the lower socioeconomic group.

The Fam ily  H ealth  Behavior Index data c lea r ly  indicate a 

re la tionsh ip  between social s ta tus  and environmental su rroundings. 

Health  p ro fess iona ls  m us t see to it that a safe and san itary  env iron­

m ent is possib le  for fam ilies  living in low socioeconomic neighborhoods, 

This may be accom plished, in p a r t ,  by up-to -date  evaluation of p ro b ­

lem conditions, and the m arsha ling  of civic and p riva te  r e so u rc e s  to 

c o r r e c t  them once they a re  located . The R ivers ide  data indicate that 

a re la tionsh ip  exists  between housing and socioeconomic s ta tu s .  In 

tha t only a sm all  pe rcen tage  of R iv e rs id e  res iden ts  own the ir  home, 

it would seem  that health p ro fess iona ls  should work tow ard  a m ore 

sa tis fac to ry  housing code, one in which absentee landlords could be 

held responsib le  for the san ita ry  m ain tenance  of the ir  ren ta l p roperty . 

The frequency of fam ilies  owning the ir  own home is shown in Table 19. 

These data  indicate  that fam ilies  in the lower socioeconomic group 

have le s s  home ownership than fam ilies  in the upper socioeconomic 

group. Table 20 shows the frequency of fam ilies  living in sub -s tandard  

housing in  R ivers ide  neighborhood. These data c lea r ly  indicate that, 

although a m a jo rity  of R iv e rs id e  Neighborhood housing is sub-s tandard , 

a g re a te r  percen tage  of fam ilies  in the lower socioeconomic group live 

in poor housing than do fam ilies  in the upper socioeconomic group.
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TABLE 18

FAMILY CHRONIC DISEASE CONDITIONS

Type of Ailments R eported

Socioeconomic Groups 
Upper Lower Total 

% % %

Asthma 16. 12 18.26 17.80
A llergies 19. 35 26.95 25.34
Chronic B ronchitis 6.45 17.39 15.06
R epeated Sinus Attacks 22.58 23.47 23.28
H eart D isease 12.90 21.73 19.86
High Blood P r e s s u r e 32.25 32.17 32.19
V aricose  Veins 16.12 16. 52 16.43
H em orrhoids 19.35 18.26 18.49
Gall B ladder o r  L iver Trouble 6.45 15.65 13.69
Stomach U lcer 16.12 12. 17 13.01
Chronic Stomach Trouble 6.45 13.04 11.64
Kidney Stones o r  O ther

Kidney Trouble 12.90 26.95 23.97
A rth r i t is -R h eu m atism 48.38 39.13 41.09
P ro s ta te  Trouble 12.90 7.82 8.90
Diabetes 12.90 13.91 13.69
Mental o r  Nervous Trouble 19.35 38.26 34.24
Back Trouble 19. 35 34. 78 31.50
C ancer o r  Tumor 9.67 6. 08 6.84
Chronic Skin Trouble 6. 45 13.91 12. 32
H ernia  o r  Rupture 16.12 12.17 13.01
Tuberculosis 0.0 3.47 2.73
Regular D ia r rh e a 12.90 5. 21 6.84
Thyroid Trouble 3.22 11.30 9.58
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TABLE 19 

FAMILIES OWNING OWN HOME

Socioeconomic Group
Upper Lower Total

% % %

Own home 51.62 40.00 42. 46

Rent home 48. 38 60.00 57.53
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TABLE 20 

UNSATISFACTORY HOUSING^

Socioeconomic Group
Upper Lower Total

% % %

U nsatisfac tory  housing 61. 30 82.60 73.30

^A housing unit is  deemed unsatisfac tory  if  it  has 20 or 
m o re  penalty points utilizing the modified ex ter io r  s t ru c tu ra l  d e te r io ­
ra tion  c lass if ica t ion  of the C om m ittee  on Hygiene of Housing, A m e ri­
can Public  H ealth  A ssociation.
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It w ill be necessaz'y for the health  p rofessional to involve 

o ther governm ental and non-profit agencies and private  e n te rp r is e  in 

any p ro g ram  designed to im prove unsatisfac to ry  environm ental con­

ditions existing in problem  neighborhoods. This is n e c e s sa ry  in that 

only w ith  a sharing  of re so u rc e s  is it possib le  to have the manpower 

and equipment n e c e s sa ry  to effect the needed im provem ents . F o r  ex­

ample; the s t r e e t  departm ent could aid in cleaning and m aintaining 

s t re e ts  in a san itary  m anner ,  with the paving o r  oiling of s t r e e ts  being 

c a r r ie d  out when n e ce ssa ry  to control the pollution content of the a ir .  

The engineering departm ent could aid in  the m aintenance and extension 

of sew er lines , and local banks o r  o the r  lending agencies could make 

long te rm  low in te re s t  loans available to fam ilies  wishing to make 

home im provem ents ,  including san itary  sew er connections, thus helping 

to elim inate im proper waste d isposal sy s tem s , The sanitation d e p a r t­

m ent could aid in the im provem ent of re fuse  pick-up and disposal 

se rv ices  in the p roblem  neighborhood, and the local housing authority 

could be m o re  effective in the condemnation and elim ination of unsafe 

and in san ita ry  housing. The health p rofessional could be expected to 

fu rn ish  the n ece ssa ry  expertise  to draw the varied  groups toge ther and 

to give them  d irec tion  and leadersh ip  in  co rrec t ing  recognized  health 

p rob lem s .

The health  professional could also be expected to furn ish  

tra in ing and guidance to neighborhood organizations and w o rk e rs  willing
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to become involved in environm ental im provem ent p ro g ram s .  It would 

seem  that h ea lth -reach -o u t  aids would be ideal for u tiliza tion  in  health 

education p ro g ram s  designed to influence neighborhood fam ilies  to p a r ­

tic ipate in p ro g ram s  to improve neighborhood environm ental conditions. 

The frequency of im properly  s to red  refuse  among the sam ple house­

holds is shown in Table 21.

The R iverside  data indicate a re la tionship  between knowledge 

of health  se rv ices  available and socia l status; however, the percen tage  

of all fam ilies  in the neighborhood fam ilia r  with health  departm ent 

se rv ices  was very  low. Table 22 concerns the knowledge of health 

se rv ices  available, e ither d irec tly  or by re f e r r a l ,  at the local health 

departm ent. These data c lea r ly  indicate that the health departm ent is 

not sa tis fac to rily  dissem inating inform ation concerning available  health 

se rv ices  to fam ilies  in R ivers ide  Neighborhood. The low family p e r ­

centage concerning knowledge of health departm ent se rv ices  could 

possib ly  be explained in p a r t  at le a s t  in the well recognized re luc tance  

of the health  departm ent to expound on its  own good w orks. Should, 

however, the health  departm ent decide to enlighten the public concerning 

its ac tiv ities , it is very doubtful that it would have a profound effect on 

those fam ilies  in R iv e rs id e ,  s ince the m edia  of advertising u tilized  by 

the health  departm ent is designed for fam ilies  belonging to higher 

socio -cu ltu ra l  groups. Many R ivers ide  fam ilies do not own a television 

set o r  a rad io , nor do they subscribe  to a daily new spaper. Table 23
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TABLE 21 

IMPROPERLY STORED REFUSE

Socioeconomic Groups
Upper Lower Total

% % %

F am ilies  with improperly- 
s to red  refuse 45.20 57.40 54.80
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TABLE 22

KNOWLEDGE OF HEALTH SERVICES AVAILABLE 
AT LOCAL HEALTH DEPARTMENT

Socioeconomic Groups

Available Services
Upper

%
Lower

%
Total
%

Immunization 19.40 3.50 6.80

P ren a ta l  c a re 3.20 2.60 2. 70

P ostnata l care 9.70 1.70 3. 40

Foodhandling es tab lishm ent 
inspection 3. 20 0.86 1.40

Air pollution control 0 .86 0.68

Milk d is tr ib u to rs  and p roducer 
da iry  inspection 0.86 0. 68

Housing inspection 3.20 0.86 0. 36
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TABLE 23

FAMILIES WITH TELEVISION, RADIO AND/OR 
SUBSCRIBING TO A DAILY PAPER

Socioeconomic Groups
Upper

%
Lower

%
Total

%

F am ilie s  with te lev ision 90.32 90.43 90.37

F am ilie s  with radio 83,87 78. 26 79.45

F am ilie s  subscrib ing  to a 
new spaper 83.87 65.21 69.17
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concerns the num ber of R ivers ide  fam ilies  with a te lev ision  an d /o r  

radio se t, an d /o r  subscrib ing to a daily newspaper» These data from  

the family health  in terview  indicate that fam ilies  in the lower so c io ­

-economic group avail them selves of new spaper se rv ices  le ss  often 

than the fam ilies  of the upper socioeconomic group. These data im ­

ply that the health  departm en t m us t find m eans other than new spaper 

advertising to d issem ina te  inform ation concerning the availability of 

health se rv ice s .  Unfortunate soc io -cu ltu ra l  conditions a re  found in 

some abundance in R ivers ide . The educational level of a m ajo rity  of 

household heads is le s s  than that of a high school graduate. The edu­

cational level of household heads in R iv e rs id e  is shown in Table 24. 

These data from  the fam ily health  in terview  indicate tha t the e d u c a -  

tbnal achievem ent of the household heads in R ivers ide  is very  poor, 

with a la rge  m ajo rity  having achieved only a n in th-grade  education or 

le s s .  These data would seem to indicate that health  p ro g ram  activ ities  

m ust be specifically  geared  for p e rsons  with l im ited  educational 

achievement.

The very  nature of the household head 's  occupation in a 

m ajority  of cases  is seasonal or p a r t - t im e ;  th e re fo re ,  geographical 

mobility is common. The c lass ification  of household heads by occu­

pation is shown in Table 25. These data indicate that a m ajo rity  of 

household heads in R ivers ide  are  employed as unskilled la b o re rs .

This would indicate that health p ro g ram s  m ust take into considera tion
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TABLE 24

EDUCATIONAL LEVEL OF HOUSEHOLD HEADS

Achievement level

Socioeconomic Groups 
Upper Lower Total 

% % %

P o s t  graduate  w ork

College graduate -- - - -  -

College 1 - 3  y e a r s 6.45 0.86 2.05

High school graduate 29 .04 6.95 11.64

1 0 - 1 1  years 25.81 14.78 17.13

7 - 9 yea rs 38.70 35.65 36.31

0 - 6  y ea rs 39.14 30.82

Unknown 2.62 2.05



54

TABLE 25

OCCUPATIONAL CLASSIFICATION O F HOUSEHOLD 
HEADS IN RIVERSIDE

Holling she ad 's  T w o -F ac to r  Index of Social Position
Socioeconomic

Groups

Occupation Education
Upper

%
Lower

%

Higher executives G raduate p ro fess ional 
tra in ing — — -  -

B usiness m anagers U niversity , college grad.

A dm inistra tive
personnel P a r t i a l  college training 3.23 - -

C le rica l and sales High school graduates 16,13

Skilled manual 
employees P a r t ia l  high school 58,06 6.08

Machine o p e ra to r  and 
sem i-sk i l led Junior high school 22.58 20, 01

Unskilled employees 7 y ears  school 73.91
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seasonal in c rease s  in the population of the lower socioeconomic group, 

and perhaps design p ro g ram s  that would achieve m axim um  effective­

ness  during the period  when the population in c rease  reach es  its  peak.,

It would also seem  prudent to design health  p ro g ram s  that take into 

considera tion  not only the occupational h aza rd s  faced by the household 

head while on the job, but also the long te rm  effects on p e rso n a l  and 

family health that p a r t ic u la r  kinds of jobs may entail. The length of 

time the family has lived in the neighborhood is shown on Table 26. 

These data indicate tha t R ivers ide  is a re la tive ly  stable neighborhood 

with a m ajo rity  of the fam ilies having lived the re  five years  or m ore . 

With a re la tive ly  stable population when about one-th ird  of the r e s i ­

dents a re  50 years  of age o r  o lder, it  would seem  m ost prudent fo r the 

health departm ent to initia te  sc reen ing , evaluation and ca re  of chronic 

health  p roblem s of neighborhood re s id e n ts .  O ther p rogram  activ ities  

could be the use of home health a ids ,  and h ea lth -reach -o u t  aids to 

work with the e lder ly  and ch ron ica lly - i l l ,  home-bound patien t who has 

neither the m otivation or re so u rce s  to seek p ro p e r  m edical c a re .

O ther se rv ices  could be the use of neighborhood volunteers, civic clubs, 

boy scout troops , and other in te re s ted  indigenous groups, to w ork  with 

the ir  e lderly  neighbors for the purpose  of aiding them in the m a in te ­

nance of a safe, c lean  environment.

The la rge  num bers of households headed by women indicate 

that many neighborhood homes could well be empty during the day when
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TABLE 26

LENGTH O F TIME FAMILY HAD LIVED 
IN RIVERSIDE NEIGHBORHOOD

Time

Socioeconom ic 
Upper Lower 

% %

Groups
Total

%

L ess  than one year 19.35 9 . 5 6 11.64

One year 0 . 8 6 0. 68

Two years 3 . 2 2 2.60 2. 73

T hree  years 3 . 2 2 5 . 2 1 4. 79

F our years 3 . 4 7 2. 73

Five or m o re  years 6 1 . 2 9 7 8 . 2 6 74. 65

O ther 12.90 2. 73
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spot announcements a re  read ily  available on te lev ision  and radio , 

r a th e r  than in the evenings during p rim e  te lev ision  t im e , when the 

working p a ren t  is  m o re  likely to be home. The R iv e rs id e  data ind i­

ca tes  tha t the health  departm en t in o rd e r  to m ake its activ ities  known 

to many fam ilies  in the neighborhood should utilize not only the s tand­

a rd  comm unication m edia , but indeed m us t develop new methods of 

d issem inating  inform ation to the public, p a r t ic u la r ly  those groups 

with soc io -cu ltu ra l  conditions contributing to non-responsive  behavior 

tow ard  preventive m edical p ro g ram s .

A sa tisfac to ry  method of dissem inating health  inform ation is 

through personal contact. P e rso n a l  contact can be c a r r ie d  out through 

the daily functions of health p ro fess iona ls  or through the u tiliza tion  of 

neighborhood citizens pa rtic ipa ting  in proposed  o r  on-going health  

p ro g ram s .  Other m eans of reaching "hard  co re"  g roups m ust be d e ­

veloped, evaluated and im proved upon if health  departm ents  a re  to 

serve  as a positive influence in the development of sa tisfac to ry  health 

behavior in such groups. The m ari ta l  status of the household head is 

shown in Table 27. With a lm ost half of the household heads in R iv e r ­

side being either u n m arr ied ,  divorced, widowed, o r  single, it would 

seem  prudent for the health  departm ent to initiate  a specia l approach 

that would facilitate cooperation from this group. Such specia l a c t iv i­

tie s  might include the conducting of m ulti-phase  screen ing , evaluation, 

and t re a tm e n t  clinics in the evening hours , when it is  m ore  likely
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TABLE 27 

MARITAL STATUS OF HOUSEHOLD HEAD

Socioeconomic Groups
Upper Lower Total

% % %

Household heads m a r r ie d 80.64 53.91 59.58

Household heads single 19. 36 4 6 . 0 9 40, 42
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possib le  for the working m other or father to partic ipa te .

Sex of Household Head 

The Fam ily  Health  Behavior Index data indicate that sex of 

the household head plays an im portan t ro le  in the health  behavior of 

R iv e rs id e  fam ilies .  Table 28 shows the Fam ily  H ealth  Behavior Index 

values by sex of household head. F em ales  score  low er than m a les  on 

the Fam ily  Health Behavior Index. It would seem that health  p ro fe s ­

sionals in planning p rog ram  activ ities  in R ivers ide  should take into 

considera tion  socio-cu ltu ra l fac to rs  found to be p reva len t among those 

fam ilies  with women as heads-of-household .

An abundance of p roblem  conditions, such as fam ilies  on 

w elfa re , l ow employment, l ow educational achievem ent, poor housing, 

lack  of t ra n sp o r ta t io n , and l ittle o r  no health insurance  all play an im ­

portan t role in the non-utilization of available m edical s e r v ic e s , and 

the p ra c t ic e  of poor family health  behavior. Table 29 shows some 

se lec ted  com parisons concerning family health behavior by sex of 

household and lower socioeconomic standing.

Ethnic Grouping 

The Fam ily  Health  Behavior Index data indicate tha t there  is 

l ittle  d ifference in the health behavior of fam ilies  based  on ethnic back ­

ground in R ivers ide . Table 30 shows the Fam ily  H ealth  Behavior Index 

values by ethnic grouping. The Fam ily  H ealth  Behavior Index delineates
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TABLE 28 

HEALTH BEHAVIOR INDEX VALUES

Sex of Household Head
Male F  emale

Fam ily  Health  Behavior Index value 63.41 57.20
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TABLE 29

FAMILY HEALTH BEHAVIOR BY SEX OF HOUSEHOLD 
HEAD AND LOWER SOCIOECONOMIC 

GROUPING

Male
%

Fem ale
%

Lower
Socioeconomic

Group
%

F am ilie s  on w elfare 15.5 66. 7 70 .4
F am ilie s  actively employed 52 .4 11.9 31.3
L ess  than six years  education 

for household head 30.1 33.3 39.1
Housing condition good 25.2 14.3 17.4
No family automobile 34.9 80 .9 54.8
F am ilie s  w ith  m ed ica l-h o sp ita l i­

zation insu rance  coverage 36.9 19.0 27.0
F am ilie s  with personal physician 51.5 47.6 46. 1
F am ilie s  never using public 

health  fac ilities 71.8 85.7 80.0
F am ilie s  w ith knowledge of 

health  departm ent location 4 .9 4.8 4. 3
Sickness only re a so n  for 

visiting a physician 89.3 88.1 88. 7
F am ilie s  tha t would use public 

health  fac ilities  if within one 
m ile  of home 50.5 52 .4 76.5

Experiencing  high blood p re s su re 31. 1 35.7 32.2
Experiencing  a r th r i t i s - r h e u m a ­

tism 42.7 38. 1 39.1
Experiencing  m ental or 

nervous conditions 33.0 38. 1 39.1
Experiencing  back trouble 28 .2 40.5 34.8
Individual appearance  clean 77.6 59.5 70 .4
Housekeeping clean 66. 9 52. 3 59.1
Im properly  s to red  refuse 46. 6 73.8 5 7 .4
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TABLE 30 

HEALTH BEHAVIOR INDEX VALUES

Ethnie Grouping
White Non-White

F am ily  H ealth  Behavior Index Value 61.50 62.03
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two groups; how ever, the values are  ex trem ely  c lose , thus indicating 

lit t le  difference in family health  behavior based  on ethnic grouping. It 

is also in te res t ing  to note tha t the Holling she ad values for both groups 

a re  very  s im ila r .  Table 31 shows the Hollingshead Index values by 

ethnic grouping of household head. The Hollingshead values for both 

groups a re  s im ila r  and in that the Fam ily  Health Behavior Index values 

a re  also s im ila r  would tend to add validity  to the health  behavior index.

It would seem that health  p ro fess iona ls  would not have to 

consider the ethnic background of a family; however, there  a re  extenu­

ating conditions in R ivers ide  which negate this assum ption. The r e l a ­

tive sm all num ber of white and non-white fam ilies in the sam ple, and 

the ra th e r  la rg e  percentage  of Span ish-A m erican  fam ilies  form ing the 

non-white group tend to give an unbalanced pe rsp ec tiv e  to  fam ily  health 

conditions among various ethnic groups within the non-white category. 

Also, the re la tive ly  high percen tage  of fam ilies  in the non-white group 

who use  public health fac ilit ies  is in p a r t  responsib le  for the higher 

value on the Fam ily  Health  Behavior Index. The la rg e  pe rcen tage  of 

e lderly  p e rsons  in the white group w ith  minimum im m unization p r o ­

tection, poor hygienic p ra c t ic e s ,  living in poor housing s t ru c tu re s ,  

w ith sm all pensions as the only source  of income, who p ra c t ic e  poor 

preventive and cura tive  m edical ca re  and experience a high percentage 

of chronic d isease  conditions a re  in p a r t  responsib le  fo r the lower 

value of the F am ily  H ealth  Behavior Index. N everthe less ,  individual
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TABLE 31 

HOLLINGSHEAD INDEX VALUES

Hollingshead Number of
Index Households A verage Value

White 65 66, 36

Non-White 81 68. 74
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frequency d is tr ibu tions  based  on family health  p ra c t ic e s  c lea r ly  indi­

cate a tre n d  tow ard le s s  sa tisfac to ry  health  behavior in the non-white 

group. Table 32 shows some se lec ted  com parisons  concerning the 

health  behavior of the  two groups based  on ethnic grouping.

P e rh ap s  health  p ro fess io n a ls  would be advised to develop 

p ro g ram s  in  R iv e rs id e  designed to s c ree n  the e lderly  for chronic 

d isease  conditions -and make m edical s e rv ice s  available to them at 

p r ic e s  they could afford and locations they could reach . It would also 

seem  advisable to design health  education courses  specifically  for the 

white and non-white family prac tic ing  poor hygiene and failing to utilize 

available m ed ica l s e rv ic e s .

Length of Stay in P r e s e n t  Em ploym ent 

The F am ily  Health Behavior Index data indicate tha t the 

length of the household head 's  em ploym ent does play a role in d e te rm ­

ining the health  behavior of R ivers ide  fam ilie s .  Table 33 shows the 

F am ily  H ealth  Behavior Index values by the length of household head 's  

stay in p re se n t  employment. The F am ily  H ealth  Behavior Index ind i­

cates that fam ilies  with household heads in  steady long te rm  em ploy­

ment have a h igher index value, and frequency d istributions developed 

for health  c h a r a c te r is t ic s  based  on length of employment definitely 

show a tren d  that indicates fam ilies  w ith  household heads in the ir  

p re s e n t  em ploym ent for a sh o r te r  p e r io d  of tim e do actually live  in
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TABLE 32

HEALTH BEHAVIOR BY ETHNIC GROUPING

Lower
Non- Socioeconomic

White White Group
% % %

Individual appearance clean 80. 0 65. 4 70.4
Housekeeping clean 7 3 . 8 53. 1 5 9 . 1
Housing condition good 2 9 . 2 1 6 . 0 17. 4
F amily owns home 4 9 . 2 37.0 4 0 . 0
Fam ily  on w elfare 3 0 . 8 3 0 . 9 3 8 . 3
No family automobile 5 2 . 3 4 5 . 7 5 4 . 8
Fam ily  having persona l physician 5 8 . 5 4 3 . 2 46. 1
Fam ily  with me die al -ho spitali zation

insurance  coverage 2 6 . 2 3 5 . 8 2 6 . 9
Fam ily never using public health

facility 78. 5 54.1 8 0 .  0
Fam ily  with knowledge of health

departm ent location 9. 2 1.2 4. 3
F am ilie s  with asthm a 23. 1 13.6 18. 3
F am ilies  experiencing high

blood p re s s u re 3 0 . 8 3 3 . 3 3 2 . 2
F am ilies  with a lle rg ie s 3 2 . 3 1 9 . 8 27. 0
F am ilies  with m ental or nervous

conditions 3 6 . 9 32, 1 3 8 . 0
F am ilies  with tubercu losis 1.5 3.7 3.5
F am ilie s  with diabetes 12. 3 1 4 . 8 1 3 . 9
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TABLE 33 

HEALTH BEHAVIOR INDEX VALUES

Length of stay in p re sen t  employment 

■< 1 y r .  1-3 y rs .  %"3 y rs .

Fam ily  Health Behavior
Index value 58.71 58.56 63.64



6 8

m o re  su b -s tan d a rd  housing, p ra c t ic e  le s s  sa t is fac to ry  p e rso n a l  h y ­

giene , have le s s  a cce ss  to a pe rso n a l physician , and utilize public 

health  fac il i t ie s  le s s  often than do th e ir  neighbors who rem a in  steadily  

employed.

T here  is  also a re la tionsh ip  between socioeconomic grouping 

based  on length of the household h ead 's  stay in his p re sen t  employment, 

and values on the Fam ily  Health  Behavior Index, as  shown in Table 34. 

The s im ila r  values on the Hoilingshead Index com pare favorably w ith 

those obtained on the Fam ily  Health  B ehavior Index and adds c redence  

to the validity of the index as a health  m e asu re m e n t  tool.

It would seem  im portan t for health p ro fess iona ls  to develop 

health  p ro g ra m s  designed specifically  to reach  the family group headed 

by a p e rso n  with seasonal o r  general labor employment sub ject to f r e ­

quent lay-offs . Such p ro g ram s  could be ca tegorized  by m obile  health  

units u tilized  block-by-block within the boundaries  of the neighborhood; 

com prehensive  d isea se  screening p ro g ram s  conducted in the ne ighbor­

hood w here  the family lives and with adequate r e f e r r a ls  for t rea tm en t;  

health  education p ro g ram s  designed to reach  the adult fam ily m em b ers  

through the school age ch ildren  in the  family; health  education p ro g ram s  

d irec ted  at the place of employment; and through m ore  ag g ress iv e  en ­

forcem ent of existing housing codes which has p a r t ic u la r  im portance  in 

R iv e rs id e ,  in tha t such a la rg e  p a r t  of the fam ilies  whose household 

head has infrequent and /o r  short te rm  employment ren t the ir  family
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TABLE 34

LENGTH OF STAY IN PRESENT EMPLOYMENT

Hollingshead Index for length of stay- 
in p re se n t  employment Average value

yr 67.52

1-3 yrs 65.76

3-f yrs 66. 64
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res idence .

Table 35 shows some se lec ted  com parisons concerning the 

health behavior of two groups based  on the household head 's  length of 

stay in p re s e n t  job.

Length of Stay in  Neighborhood

The Fam ily  H ealth  Behavior Index data indicate l i t t le  d if­

ference  in the health  behavior of R iv e rs id e  fam ilies  based  on the length 

of stay in the neighborhood for the family. Table 36 shows the Fam ily  

Health  Behavior Index values by the length of the household 's stay in 

the neighborhood. The Fam ily  Health Behavior Index values a re  nearly  

the sam e, thus indicating lit t le  difference in family health behavior 

based  on length of stay in neighborhood. It is  in teresting  that the 

Hollingshead Index for fam ilies  based  on length of stay in the ne ighbor­

hood is a lm ost identical for those fam ilies  in the neighborhood less  

than five y e a rs  and those fam ilies  in the neighborhood m ore  than five 

y ea rs .  The s im ila r i ty  in the Hollingshead values of both groups also 

com pares favorably with the c loseness  of the family values on the 

Fam ily  Health Behavior Index. Table 37 shows the Hollingshead Index 

values by the fam ilies ' length of stay in the neighborhood. The 

Hollingshead values for both groups a re  very s im ila r  and in th a t  the 

Fam ily  H ealth  Behavior Index values a re  also quite s im i la r , this would 

tend to add to the validity of the health  behavior index.

Frequency  distribu tions developed for health  c h a ra c te r is t ic s
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TABLE 35

HEALTH BEHAVIOR BY LENGTH OF STAY IN PRESENT JOB

Low
Y ears  on Job Socio-

<  1 1-3 3 + Economic
Y e a rs Y ears Years Group

% % % %

Individual appearance clean 76.2 42.9 75.9 70 .4
Housekeeping (general) clean 57.1 38.1 68.4 59.1
P e rso n a l  family physician 47.6 23.8 50.0 46.1
Fam ily  m ed ica l-hosp ita liza tion

insu rance  coverage 14.3 33.3 36.7 26.9
E v e r  used  public health  fac ilit ies 28.6 14. 3 21.3 20.0
Knowledge of health  departm ent

location 4.8 9.5 2.5 4. 3
Mental or nervous conditions 33.3 23.8 31.6 26.9
Back trouble 33.3 38.1 27.8 34.8
Adult polio pro tection 28.6 23.8 31.6 26.9
Housing condition good 23.8 14.3 25.0 17.4
Im properly  s to red  refuse 61.9 66.7 50,0 5 7 .4
No family automobile 42.9 42.9 45.0 54.8
F am ily  owns home 28.6 14.3 48.8 40. 0
Fam ily  on w elfare 23.8 33.3 26.3 38.3
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TABLE 36 

HEALTH BEHAVIOR INDEX VALUES

Length of stay in neighborhood 

<5 y rs  5+ y rs

Fam ily  health  behavior index value 61.22 61. 25
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TABLE 37 

HOLLINGSHEAD INDEX VALUES

Hollingshead Index Average Value

<.5 years  in neighborhood 67.03

5+ y e a rs  in neighborhood 67.87
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based on length of fam ilie s ' stay in the neighborhood definitely show a 

t re n d  tha t indicates fam ilies  living in  R ivers ide  le s s  than five years  do 

actually  live in m o re  su b -s tanda rd  housing, p rac tice  le ss  sa tis fac to ry  

p ersona l hygiene, have le s s  access  to a p e rso n a l  physician, and utilize 

public health  fac ilit ies  le s s  often than do th e ir  neighbors who have lived 

in the neighborhood five years  or longer. Table 38 shows some s e ­

lec ted  com parisons concerning the health behavior of the two groups 

based  on the fam ily 's  length of stay  in the neighborhood.

Health p ro fess iona ls  need to develop p rog ram s designed to 

reach  the family group in R ivers ide  that has lived in the neighborhood 

for le s s  than five y e a r s .  Most im portantly , methods m u s t  be devised 

to keep accura te  health  reco rds  for fam ilies who are  very  often on the 

move. Although m uch of the family m ovem ent is la te ra l ,  that is , from  

one low socioeconomic neighborhood to another, it is ex trem ely  diffi­

cult for health  p ro fess iona ls  to know which fam ilies  a re  making use of 

what se rv ice s ,  and a lm ost im possible  to accura te ly  m easu re  re su lts  of 

given health p ro g ram s .  One method of rem aining in contact with mobile 

fam ilies would be a dye identification which would be coded for each 

immunization and only able to be seen under flo rescen t lighting. This 

would enable public health  nurses  to recognize at a glance the im m uni­

zation status of each family m em ber. Another method of detecting 

levels  of imm unization p ro tec tion  and d isease  incidence for the neigh­

borhood would be the utilization of random sample health interviews;
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TABLE 38

HEALTH BEHAVIOR BY LENGTH O F STAY IN NEIGHBORHOOD

Length of stay  in neighborhood
Lower
Socio-
eco-

5 y r s  5+ y rs  nomic 
% % %

Individual appearance clean 51. 5 77, 1 70. 4
Housekeeping clean 33. 3 69. 7 59. 1
F am ilie s  with p e rso n a l  physician 42, 4 54, 5 4 6 . 1
F am ilie s  with m e d ic a l-h o sp i ta l i ­

zation insurance  coverage 33. 3 29. 4 26. 9
N ever used  public health  fac ili t ies 78. 8 76, 1 80. 0
F am il ie s  with knowledge of health

departm en t location 1 3. 7 4. 3
E xperiencing  high blood p re s s u re 12. 1 38. 5 32. 2
Experiencing  m en ta l  or nervous

conditions 45. 5 31. 2 38. 3
Housing condition good 6 . 1 26. 6 17. 4
F am ilie s  owning home 3. 0 53. 2 40, 0
No family automobile 5 4 . 5 4 8 . 6 54. 8
F am ilie s  on w elfa re 27, 3 33. 0 3 8 . 3
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however, th is  would not give inform ation on individual family m em b ers  

throughout the neighborhood. Mobile clinics and m ulti-phasic  s c r e e n ­

ing units would also be useful tools in working w ith highly mobile 

fcim ilies,



CHAPTER IV

CONCLUSIONS AND SUMMARY

Analysis of the  R iv e rs id e  data c lea rly  indicated that the 

Fam ily  Health  Behavior Index can be used  successfu lly  in c h a ra c te r iz ­

ing the health behavior of a family re la tiv e  to that of o ther fam ilies in 

a given neighborhood. F u r th e rm o re ,  it  seem s  c lea r  that health  p r o ­

fessionals  would not only be able to de term ine family health needs by 

utilizing the index, but would also be able to p re d ic t  with reasonable  

accuracy  how the family m ight re a c t  to a given p ro g ram  activity. It is 

im portan t for all health  p ro fess io n a ls ,  p a r t icu la r ly  to those responsible  

for the development of public health  p ro g ra m s ,  to design p ro g ram s in 

such a way that they com plim ent the way of life of a group of people, 

taking into considera tion  th e ir  unique social, psychological, and en ­

v ironm enta l conditions.

Utilization of the Fam ily  Health Behavior Index will enable 

a public health  authority to estab lish  on a community wide and /o r on an 

individual neighborhood basis  a level of family health  behavior. When 

the health behavior level has been estab lished , it would then be possible 

for the responsib le  public health  authority to design p rogram s for

77
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specifically  designated p rob lem  a re a s .

The intent of the Fam ily  Health Behavior Index was not to 

estab lish  absolute a reas  of family health  that m us t always be a m ajo r 

p a r t  of the index s tru c tu re ,  ra th e r  to es tab lish  the feasibility  of a 

m easuring  ins trum en t for health  behavior. The F am ily  Health B e­

havior Index is subject to modification by health p ro fess iona ls  who feel 

in the ir  p a r t icu la r  health  ju risd ic tions  that o ther health  fac to rs  m e r i t  

investigation and evaluation.

The Fam ily  H ealth  Behavior Index is subject to use by any 

public health authority, and can be u tilized  in the field by n u rse s ,  

social w o rk e rs ,  health ed u ca to rs ,  and san ita r ians .

A m ajor considera tion  concerning the construction  of the 

index was the validity of combining many fac to rs  such as a fam ily 's  

hygiene, immunization leve ls ,  chronic conditions, p rena ta l-postna ta l  

c a re  and infant deaths, m edical in su rance  coverage , physician se rv ices , 

diet, and environmental surroundings, s t i r r in g  them together, and 

getting as a final product, a m easu rab le  level of fam ily health. D e­

spite the d iversity  of fa c to rs  in the index each health  a re a  is weighed 

as an individual entity and equated as p a r t  of the fam ily 's  o v e r -a l l  in­

dex value.

The Fam ily  Health  Behavior Index delineated two groups with 

d iverse  health behavior p rac t ice s  in R ivers ide . F o r  the purposes of 

this study the fam ilies so delineated w ere  sep a ra ted  into an upper and
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lower group. The Fam ily  Health Behavior Index values for both groups 

w ere  com pared  to an a lready  estab lished  socioeconomic index (52) and 

a significant re la tionship  a t  the .01 level was found. The hypothesis 

concerning the F am ily  H ealth  Behavior Index and family socioeconomic 

status s ta ted  that the m o re  d ep re ssed  the fam ily 's  social s ta tus ,  the 

lower the fam ily 's  value on the health  behavior index. The significance 

of the  re la tionship  at the .01 level, based on independent co rre la tio n  

coefficients and t te s t  va lues , substan tia tes  the validity  of the hy­

p o thesis .

Data from the Fam ily  Health Behavior Index c lea r ly  indicated 

that m o re  fam ilies  in the lower group w ere  found to be on w elfare  and 

live in su b -s tan d a rd  housing, surrounded by an unsan itary  environment 

com pared  to their neighbors belonging to the upper group. F am ilies  

in the lower group w ere  also  le ss  likely to have the se rv ice s  of a p r i ­

vate physician , and did not avail them selves  of public health facilities  

and se rv ice s  as did th e ir  coun terpar ts  in the upper group, nor did they 

have as m uch m ed ical-hosp ita liza tion  insu rance  pro tec tion . It would 

seem  to follow then, as it did in R ivers ide , that p rena ta l  and postnatal 

c a re  by a physician o c cu r red  m uch less  frequently among expectant 

m o th e rs  in the lower group. Fam ily  income apparently  plays a s ig ­

nificant p a r t  in the diets of R ivers ide  fam ilies  as the lower group has 

the le a s t  sa tis fac to ry  d ie ta ry  habits .

It is also true  tha t low er socioeconomic fam ilies  p rac ticed
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le s s  sa tis fac to ry  p e rsona l hygiene and m aintained a housing environ­

m ent le s s  conducive to good family health than did the families in the 

upper group. Im m unization pro tec tion  was found to be le ss  sa tisfac tory  

in the fam ilies  composing the low er group, p a r t icu la r ly  among children 

under 15 y e a rs  of age. It is  in te res t ing  that the lower group repo rted  

fewer chronic d isease  conditions than did the upper group; however, 

this was expected as m ore  individuals in the upper socioeconomic 

group w ere  older (over age 50) and it is  th is  age group that suffered 

from  the g re a te r  num ber of chronic health p rob lem s . Exceptions to 

the chronic health p rob lem s in the upper group w e re  found with re sp ec t  

to m ental and nervous p rob lem s, back trouble  and chronic skin con­

ditions, all of which m ight be assoc ia ted  with the s t r e s s  assoc iated  

with the sub -s tandard  housing, low incom es, and high ra te  of unem ­

ploym ent found to be much m ore common in the fam ilies  of the lower 

group.

In addition to the fac to rs  comprising the Fam ily  Health B e­

havior Index additional social and cu ltural inform ation was gathered  to 

supplem ent the index and to aid  in determ ining the consistency in the 

findings. The following additional hypotheses w ere  formulated: (a) 

the longer the fam ily 's  stay in the neighborhood, the be tte r  the fam ily 's  

health  behavior, (b) the non-white family had a low er value on the 

Fam ily  Health  Behavior Index than did the white fam ily , (c) female 

household heads sco red  lower on the Fam ily  Health  Behavior Index
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than m ale  household heads, and (d) the longer the household head was 

in his p re se n t  job, the higher the fam ily 's  sco re  on the health  behavior 

index. The above variab les  w ere  se lec ted  inasm uch as  it is ra th e r  

commonly acknowledged by public health  p ro fess io n a ls  that lower in ­

come g roups, ethnic m in o r i t ie s ,  the em ploym ent-unem ploym ent-re­

employment episode and sex of the head-of-household  play an im portant 

p a r t  in the fam ily 's  acceptance of good health p ra c t ice s  and preventive 

health  c a re  p ro ced u res .

The re su l ts  of the F am ily  Health  Behavior Index concerning 

the fam ily 's  length of stay in the  neighborhood indicated  tha t the re  was 

lit t le  d ifference in the health  behavior of fam ilies  who had lived  in the 

neighborhood for various p e rio d s  of tim e. However, individual f r e ­

quency d istributions developed for se lec ted  health  and social c h a ra c t ­

e r i s t ic s  c lea r ly  showed a t re n d  toward b e tte r  fam ily health  behavior 

among the fam ilies  living in R iv e rs id e  m ore  than five y e a r s .  The f r e ­

quency d istributions and the c loseness  of the Hollingshead values for 

the two groups seem ed to support the sm all difference in family health 

behavior estab lished  by the Fam ily  Health Behavior Index; the re fo re ,  

the hypothesis is accepted.

The re su lts  of the F am ily  Health  Behavior Index concerning 

the ethnic grouping of the household heads indicated tha t two groups 

w e re  delineated according to health  behavior, but that l i t t le  difference 

actually  ex isted  in family health  behavior. However, individual f r e ­
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quency dis tributions  developed for se lec ted  health  and socia l c h a r a c t ­

e r i s t ic s  indicated a tren d  tow ard  b e tte r  family health  behav io r among 

the fam ilie s  in the white group. The frequency d is tr ibu tions  and the 

c loseness  of the Hollingshead values for the two groups seem ed  to 

support the  difference in family health  behavior in favor of the white 

group estab lished  by the health  behavior index; th e re fo re ,  the hypoth­

esis  is accepted.

The re su lts  of the F am ily  H ealth  Behavior Index concerning 

the sex  of the head-of-household  indicated that two d is tin c t  groups w ere  

delineated  according to health  behavior with the fam ilies  headed by 

women who p rac ticed  le s s  sa tis fac to ry  health behavior than those 

headed by men. Individual frequency d istribu tions developed for s e ­

lec ted  health  and social c h a ra c te r is t ic s  supported the findings of the 

health  behavior index; th e re fo re ,  the hypothesis is accepted .

The re s u l ts  of the F am ily  Health  Behavior Index concerning 

the length of the head-o f-househo ld 's  stay in p re se n t  employment indi­

cated th a t  the fam ilies  whose household heads had been in the ir  p re sen t  

employment for m o re  than th re e  years  p rac ticed  m o re  sa tisfac to ry  

health  behavior than did the fam ilies  whose household heads had been 

in th e ir  p re s e n t  employment fo r th ree  years  or l e s s .  Individual f r e ­

quency d is tribu tions  developed for se lec ted  health  and social c h a ra c t ­

e r i s t ic s  c lea r ly  indicated tha t fam ilies  with m ore  s tab le  employment 

p ra c t ic e s  also p rac t iced  b e t te r  family health; th e re fo re ,  the hypothesis
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is accepted.

In sum m ary , this study has:

1. Illuminated the extent to which health  p rob lem s 
among fam ilies  can be identified w ith the many 
social and cu ltu ra l conditions which had im ­
portan t re la tionsh ips  to actual family health 
p ra c t ic e s .

2. Defined those fam ilies  p rac tic ing  unacceptable 
health  ca re  to be generally  defic ient in o ther 
a re a s  im portan t to successfu l social in te rco u rse ,  
p a r t ic u la r ly  occupation and education.

3. Illuminated the gap which exists today between
available health  se rv ices  and the ir  acceptance 
or non-accep tance  by individual fam ilie s .

4. Illuminated the need for public health p ro g ram s
to e lim inate  some of the techniques and p r o ­
cedures es tab lished  for the  health  p ro fessionals  
ra th e r  than the c lien t 's  convenience.

5. Illuminated the level of health  knowledge m a in ­
ta ined  by the d isenfranch ised  family.

6. P rov ided  suggestions for p ro g ram s  n e c e s sa ry  to 
c o r re c t  im portan t deficiencies in health  behavior 
among fam ilies  in R iv e rs id e  Neighborhood.
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A, HEALTH BEHAVIOR INDEX

I. Fam ily  Hygiene

1. Individual appearance  c lean  .
2. Hands c l e a n ................................
3. Nails clean • • . . . . . .
4. Clothing appearance c lea n .  .
5. Housekeeping (general) c lean
6. F lo o rs  c lean  ............................
7. Walls c l e a n .................................
8. Kitchen c l e a n ............................
9. No garbage exposed . . . .

10. No p e rishab le  foods exposed .
11. Bathroom  c l e a n .......................
12. Hand soap ava ilab le ..................
13. Towels w ash  cloths available •  •  » 1* •

Yes No

II. Fam ily  Immunization Levels 

Immunizations Completed;

M
6 mo s.. -4 y rs_____

5-14_____________
15-24_____________
25-34_____________
35-49_____________
50-64_____________
65 +

1 .
2 .

3.
4.

1 .
2 .
3.
4.
5.

Adults 
Polio  . . .
Smallpox . . 
Typhoid . . 
T etanus . .

C hildren  
Polio  . . . 
Smallpox . . 
Typhoid . . 
M easles  . . 
D .P . T .  . .

IIL F am ily  Chronic D isease  Conditions

A physician  has not diagnosed any of the following 
d iseases  eimong m em b ers  of the family.

1. ) No a s th m a .................. .... ..........................................................
2 .) No a l l e r g y .................................................................................
3.) No chronic b ro n c h i t i s ...........................................................
4 .) No repea ted  sinus a t t a c k s ..................................................
5. ) No rheum atic  f e v e r ...............................................................
6 .) No hardening of the a r t e r i e s .............................................



7.
8 . 
9,

10 .
11.
1 2 .
13.
14.
15.
16.
17.
18.
19.
2 0 . 
2 1 . 
22.
23.
24.
25.
26 . 
27.
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No high bldod p re s s u re  . . . . . . . .
No h e a r t  d i s e a s e .................. ....
No s troke  . . . . . . . . . . . . . .
No v a r ico se  veins . .  ..........................   .
No h e m o r r h o i d s .................. ...........................
No gall b ladder o r  l iver trouble  . . . . .
No s tom ach u lce r   ............................
No chronic s tom ach t r o u b l e .......................
No kidney stones or other kidney trouble
No a r t h r i t i s - r h e u m a t i s m ...........................
No p ro s ta te  troub le   .......................
No diabetes . . . . . . . . . . . . . .
No thyroid  troub le   .......................
No epilepsy o r convulsions of any kind .
No m ental or nervous t r o u b l e ..................
No repeated  trouble with back o r spine .
No tum or or c a n c e r ....................................
No chronic skin t r o u b l e ................................
No h e rn ia  o r  rup ture  •  ............................
No t u b e r c u l o s i s ...............................   . . .
No reg u la r  d i a r r h e a ....................................

Yes No

IV. Fam ily  P ren a ta l  and Postnata l 
C a re  and Infant M ortality

1. ) If a baby was born  within your im m edia te  family in
the p a s t  5 y e a r s ,  was he or she de livered  in a 
hospita l?  . . . . . . . . . . . . . . . . . . . .

2.) During the pregnancy did you see  a pe rsona l 
physician?   ..............

3. ) During the pregnancy did you see a physician  in the
f i r s t  th re e  months of your t e rm  ? ....................................

4.) Did you have p rena ta l  care  by a physician?  . . . . .
5.) Did you have postnatal care  by a physician?  . . . . .
6 .) Was the baby delivered  by a p h y s i c i a n ? ......................   .
7.) Have all the infants (less  than one y e a r  of age) born  

in your im m ediate  family in the p a s t  five y ears  lived?
8.) Have all your children (g rea te r  than one y ea r ,  le s s  

than 6 years)  l i v e d ? ..........................................................   .

V. Fam ily  Medical Insurance  Coverage

1.) Do you c a r ry  family m edical c a re  and hospita lization 
insu rance  on yourse lf  and m e m b e rs  of your family? .
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VI. Fam ily  Physic ian , Dentist, and 
P hysica l Exam inations

1.) Do you have a pe rsona l family doc to r?  . , . , .
2 .)  Do you go to the sam e doctor every tim e ? . . . .
3. ) Has any m em ber of this household v is ited  a

physician  in th e -y e a r?  . . . . . . . . . . . .
4 .) In thej-year has any family m em ber had a physical 

examination? . . . .... ..................................................
5 .) Do you have a family d e n t i s t ? ....................................

VII. Fam ily  Diet

As p a r t  of your fam ily 's  regu la r  (at l e a s t  once daily) 
diet, do you eat:

Yes No

1 .

2 .
3.
4.
5.
6.
7 .
8 .

Meat (poultry, fish, e tc .)
E g g s .........................................
Vegetables . . . . . . .
B read  ....................................
Butter (equivalent). . . .
M i l k .........................................
C h e e s e ....................................
F ru i t .........................................

VIII.

Do your ch ildren  regu larly  eat b reak fas t?  . . . . .

DC. F am ily  Environm ental Surroundings

1 .
2 .
3.
4.
5.
6.
7.
8 .

Is the housing condition good? . . . .
Is the house h a b i t a b l e ? ...........................
Is the to ile t inside the house p ro p e r?  . 
Does the house have inside hot w a te r?  
Does the house have bathing fac il i t ie s?  
Does the house have a laundry facility ?
Is the y a rd  free  of r u b b l e ? ..................
Is there  p ro p e r  refuse s to rage?  . . .

Total . . .

Total P o ss ib le  Points 

Health Behavior Index
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B. FAMILY HEALTH INFORMATION

1. ) Have you e v e r  used public health  fac i l i t ie s?  . . . .

2 .) Do you know w here  the c ity-county health  d e p a r t ­
m ent is loca ted?   .............................................

3.) Has any m em ber of your family v is ited  the city- 
county health  departm ent in the p a s t  y ea r  ? . . . .

4. ) When a m em b er  of your fam ily goes to a physician ,
does he o r  she go for p reventive  m e a s u re s ?  (ex­
am inations, im m unizations, e t c . ) ....................................

5 .) Could you nam e some of the se rv ices  available at 
your local health  u n i t ? ...........................................................

a) Imm unizations  .................. - ........................................
b) P ren a ta l  c a r e ..........................     .
c) P o s tn a ta l  c a re   ...........................
d) Psychological c o u n s e l i n g ....................................  .
e) Food handling estab lished  i n s p e c t i o n ......................
f) A ir pollution c o n t r o l ......................................................
g) Milk d is tr ib u to rs  and p roducer dairy  inspection .
h) Housing i n s p e c t i o n ..........................................................

6.) If health  departm ent se rv ices  w ere  made available to 
you w ithin the a r e a  of your neighborhood (no m ore  
than one m ile  distant) would you use them ? . . . .

7.) Do schools offer m edical s e r v i c e s ? ........................... ....

8. ) Could you te ll m e what som e of the school m edical
se rv ices  a re  ? ...................................................... ......................

a) P h y s ica l  e x am in a tio n s ....................................................
b) Eye examinations .  ....................................................
c) Hearing e x a m in a t io n s .................................. ....
d) I m m u n iz a t io n s ..................................................................
e) Psychological c o u n s e l i n g ............................................

Yes No
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9.) How long have you lived in th is  neighborhood; (a) le s s  than (1)
y e a r ._______, (b) 1 y r .  , (c) 2 y r s . _______, (d) 3 y r s . ____
(è) 4 y r s ,  , (f) 5 y r s . _______ .

10.) Why don't you use  the existing public health  fac i l i t ie s?
a) T ran sp o r ta t io n ______
b) D is tance______
c) Religious re a so n s______
d) Don’t  know w here  they a re  loca ted
e) Baby s i t t e r______
f) Work from  8 a .m .  to 5 p . m . ______
g) The people th e re  a re  too busy and I have to wait too long _
h) It co s ts  too m uch______
i) They are  not polite and t r e a t  me as if they w ere  doing m e a 

a big favor______
j) They a re  only for poor people______
k) R acial p re jud ice______
1) O ther (specify)_____________________________________ __ _____

11.) Is th e re  a p a r t ic u la r  re a so n  why you don't have a pe rsona l 
family doctor?
a) Réglions______
b) C osts  too m uch______
c) P hys ic ians  a re  too busy
d) O ther (specify)_________

12.) Is th e re  a p a r t ic u la r  re a so n  why you don't have a p e rso n a l  
family dentis t?
a) Religious______
b) C osts  too m uch______
c) D entists  a re  too busy
d) O ther (specify)______

13.) Are any m em b ers  of your fam ily  receiving U.S. Governm ent 
M ed ica l-C are?______ Yes_______ , No_______

14, ) During your pregnancy, how often did you see a physician?
(a) Weekly_______, (b) B i-w eekly , _______, (c) Monthly_______,
(d) B i-m onthly_______, (e) O ther______________________________

15. ) If a public health  facility should be opened in your a r e a  what is 
the mcLximum distance you feel would be possib le  for you to 
t ra v e l  to be able to use  it?
(a) 1 block______ , (b) 2-6 b locks_______, (c) 7-12 blocks_______.
(d) 25-36 blocks______ , (e) O ther (specify)____________________
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16.) a) Does your family have a TV ? Yes______ , No
b) Does your fam ily  have a rad io?  Yes , No______
c) Do you subsc ribe  to m agaz ines?  Yes , No_______
d) Do you su b sc r ib e  to new spapers?  Yes______ , No_______
e) Which of these  does your family use  m o s t  re g u la r ly ? _____

17.) Does this  fam ily  own one , two_______, none______
automobiles ?

18.) Does fam ily  own______ , ren t , home?

19.) Think of the l a s t  t im e  you w ere  sick; w hat seem ed to be the 
m a t t e r ? _____________________________________________________

20.) Occupation of household head_______________________________
Is the household head actively em ployed? or receiving:
(a) unemployment com pensation , (b) w orkm en 's_com pen­
sation______ , (c) social secu r i ty _______, (d) w elfa re_______, (e)
company pension, (f) other (specify)____________________________

21.) How long has the household head been employed in his p re s e n t  
job?
a) 1 week______
b) 1 month
c) 3 m onths_
d) 6 m onths_
e) 12 months
f) 18 m onths_
g) 24 m onths
h) 36 months
i) O ther

22.) What w as the occupation of the household head 's  fa th e r?

23. ) Educational level of the household head
a) P o s t  graduate  w ork______
b) College graduate______
c) College 1-3 y e a rs______
d) High school graduate______
e) 10-11 y e a r s______
f) 7-9 y e a r s______
g) 0-6 y e a r s_______
h) Unknown______

24. ) A re  you (the household head) p resen tly  m a r r ie d ?  Yes No
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25.) Has a public health  departm ent n u rse  v is i ted  your home in the 
p a s t  y e a r ? ______

26. ) Has a public health  departm en t san ita r ian  v is ited  your home in
the p as t  y e a r ? _______

27.) When a m em b er  of your family goes to a physician , does he or 
she go because  of:
a) S ickness______
b) R egular physica l examination______
c) Em ploym ent physical examination
d) P ren a ta l  c a re______
e) P o s tn a ta l  c a r e ______
f) Imm unizations
g) O ther (specify)___________________


