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Health Service Patterns in Rural and Urban Areas
A Test Between Availability and Use

Introduction

It is common to divide problems of delivery of health care services by residential
areas. A prominent distinction is made between rural and urban areas (another is be-
tween inner-city and outer-city). Once this is done, there is a tendency to attribute
different values to rural and urban people using professional medical services. Rural
communities are often visualized as folk communities with the associated parochialism
of the people. There is evidence contrary to this interpretation in many spheres of
rural society including the highly developed commercialization of agriculture, educa-
tional aspirations of rural youth, and in the use of health services. However, the
stereotype of the rural person as a folk-type persists to some degree.

Aside from rural-urban differences in beliefs about professional health care, there
are rural-urban organizational differences which could reasonably affect the level and
pattern of use of health services. These are most clearly manifest in the lack of ser-
vices in some rural communities but also include the differences in zypes of services
available in different communities. Systematic community context comparisons of
health services uses are rare (see the discussion on page 9). It is the purpose of this
study ro examine the difference in level and pattern of use of health services within
the context of availability of services in rural and urban communities.

Frame of Reference
Service Relationships

The frame of reference is based on developing specialization and interdependency
of service centers. As recently as the turn of the century, rural communities repre-
sented quite discrete social units. Trade centers offered services to a clientele of an
immediate and definable hinterland. These services tended to be full-range and un-
specialized. Therefore, trade centers tended to be like one another in the types of ser-
vices they offered and there was little advantage in looking beyond ones own com-
munity for services.

The interrelationship of communities has undergone great change. Instead of
communities of near equals, perhaps in competition for clientele at the edges of the
community area, trade centers have become differentiated and specialized in services
that they provide and attract clientele from the very cores of other centers which may
or may not have contiguous hinterlands. It is too simple to attribute these changes
to the technological revolution which provides rapid transportation and communica-
ion over distance, although this is part of the explanation. The explanation is also to
be found in the trend in specialization of services and the development of complex
and bureaucratic organizations to provide them. The effect of the process which has
immediate consequences for trade centers is an extended and specialized range of
goods and services with the complementary demand for these services by consumers.

The process of adaptation to this situation by service centers is first one of com-
petition among near equals for domain and then the accommodation of interdepen-
dence among unequals which is the outcome of the competition. What tends to
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was that they be outside effective commuting range of a metropolitan area, Springfield
was still near enough to the study area to be considered as a realistic alternative for
medical services—especially use of specialists. Springfield is located to the west of the
study area at a distance ranging from 60 miles from Community C to 110 miles from
Community A (Table 1). Major two-lane highways to Springfield run through each
of the study communities. There are no other metropolitan areas within 300 miles of
any of the four communities.

Two of the four centers (Communities B and D) are seats of county government.
All of them have grade and high schools. Each can be regarded as a viable trade center
which identifies a hinterland.

The Urban Community Studied

We have already indicated something about the service relationships of Spring-
field (Community E) to the other communities of this study. Situated on the Ozarks
plateau in the southeastern portion of the state, Springfield is the third largest city
in Missouri with a population of 95,865 in 1960 and 118,950 in 1970. Springfield has
developed major educational, health, transportation, commercial, and industrial ser-
vices. It is the location of three four-year colleges, has a wide range of health specialty
services and treatment facilities, is served by railroads, commercial airlines and an in-
terstate highway, is a commercial center for a wide area of Missouri and extends into
Arkansas and Oklahoma, and recently it has attracted considerable new industry.

In many ways, though, Springfield has retained its small town orientation. There
is no skyline of distinction, no ghetto as such, and no pall of industrial waste in the
air. Furthermore, it seems to be what the Chamber of Commerce advertises—the
center of the Ozark Empire com;rising a sizable trade and service area. Springfield
also tends to be a point of migration for people from the surrounding rural area. One
characteristic of Springfield’s population that reflects its socio-cultural similarity to the
Ozark hinterland is the low number of Negroes. The non-white population for the
Springfield metropolitan area in 1960 was less than 3 percent of the total.

Socio-Economic Characteristics of the Samples

Since, as noted in the model, various socio-economic variables are regarded as be-
ing closely associated with need, recognition of need, and predisposition toward, and
ability to use professional services, any discussion of the relationship between use and
location should of necessity take such variables into account. Table 2 reports some re-
levant socio-economic characteristics of the samples of the individual communities as
well as for the aggregate of the rural sample. The data for the rural communitjes cor-
respond closely with data reported by various secondary sources for the communities
and counties in which they are located, leading to the conclusion that the sample of
each rural community is representative of the population from which it was drawn.

The rural area is one of relatively low income and older population. Twenty-five
percent of all the female heads of households were over 65 years of age; 56 percent
were over 50 years of age. Sixteen percent of all the individuals in the households
were over 65. Given the age of the population, as might be expected, only 40 percent
of the families had children at home. Income for the area and the sample is low—
over 50 percent of the families had a family income from all sources of less than $3,000
per year. Only four percent had an income in excess of $10,000. Level of formal educa-
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Although the literature on use of chiropractors might lead one to expect greater
use by lower status families (Hartung ef 4l, 1959; Koos, 1954), the data from the
rural sample reported earlier sheds considerable doubt on this relationship. Similarly,
data from the National Health Survey (National Center for Health Startistics, 1966:
37-45) does not indicate a relationship berween income and use of chiropractors. Since
the information for the four rural communities has already been reported we will con-
centrate on the differences in use of chiropractors by families for the rural and urban
communities when socio-economic conditions are taken into account.

It should be pointed out that in the following discussion we are reporting use by
Jamilies as a unit whereas the data reported previously were for individuals. When age
of household head is related to use of chiropractors by any family member, the largest
difference between rural and urban households exists for the middle-aged group with
a somewhat higher proportion of the rural families using chiropractors. Otherwise,
the proportions are quite similar. In both residential categories the oldest group was
least likely to use chiropractors (Table 16).

Data from the Missouri communities do not lend support to the assumption
that use of chiropractors is typical lower status behavior. Using family income and
education of the household head as indices of status, the opposite conclusion more near-
ly conforms to the data. For both the rural and urban samples, households of lowest
income were least likely to use chiropractors; while families with highest income were
most likely to use chiropractors. The distinction was especially marked for urban fam-
ilies. Similarly, for both rural and urban families there was little difference berween
middle and high income categories in the use of chiropractors. Furthermore, differ-
ence berween rural and urban families was slight except in the lowest income category
(Table 17).

Education of household head and family use of chiropractors also casts doubt on
the assumption that use of chiropractors is lower status behavior. In the urban fam-
ilies there is a direct positive relationship between level of education of the household
head and use of chiropractors by the family. Among rural families those in which the
family head had an elementary school education and those with at least some college
were less likely to use a chiropractor than were those families in which the head had
a high school education. However, because of the relatively small number with a col-
lege education in the rural area, the more meaningful comparison is between those
with and without a high school education (Table 18).

Table 16. Use of Chiropractors by Families by Age of Household Head, Rural

and Urban
Age of Rural Urban
Household All Families Families All Families Families
Head Using D.C. Using D.C.
Number Number Percent Number Number Percent
Under 40 252 27 8.7 206 19 9.2
40 - 64 454 50 11.0 193 17 8.8

65 + 245 14 5.7 102 5 4.9


































RESEARCH BULLETIN 987 37

Table 3Q. Use of Family Doctor and Other Doctors by Families by Age of
Household Head and Family Income, Rural and Urhan

Family Income

Rural Urban
Low# High#* Low¥k* High#**
Percent Percent Percent Percent
Age: under 40 (N=59) (N=181) (N=35) (N=155)
Family doctor only 32.2 26.5 5.7 1l6.1
Nonfamily doctor only 10.2 14.9 20.0 23.2
Family doctor and
nonfamily doctor 57.6 58.6 74.3 60.6
Age: 40 - 64 (N=196) (N=193) (N=37) (N=137)
Family doctor only 35.7 27.5 35.1 29.2
Nonfamily doctor only 13.3 15.5 13.5 9.5
Family doctor and
nonfamily doctor 51.0 57.0 51.3 61.3
Age: 65 and over (N=143) (N=61) (N=37) (N=48)
Family doctor only 47.6 27.9 43.2 37.5
Nonfamily doctor only 11.2 21.3 8.1 8.3
Family doctor and
nonfamily doctor 41.3 50.8 48.6 54,2

* See footnote, Table 7

*% See footnote, Table 7

Referrals to Physicians

In one conceptualization, the family doctor, through a structured referral system,
serves as a gatekeeper to the medical care system. If this is the pattern, we would ex-
pect use of nonfamily doctors to be on the basis of referral from family doctors ex-
cept in unusual situations such as emergencies away from the home community. We
expected more reliance on family doctors for referral in the rural communities than
the urban community because on the face of it the professional position of the phy-
sician should be more critical in getting locally unavailable services.

Evidence of referral was obtained in cases where nonfamily doctors were used by
asking, “Who suggested you see this doctor?” In the rural communities, 564 families
reported the use of nonfamily doctors in 1006 separate instances; while in the urban
community, 321 families reported use of nonfamily doctors in 798 instances.

As shown in Table 31, there was little difference in the referral patterns for the
rural and urban communities. In the rural communities a somewhat larger proportion
of the instances of use of nonfamily doctors were on referral from a family doctor
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Table 32. Referral to Nonfamily Doctors Used by Families, Rural and Urban

Families Using a

All Families Nonfamily Doctor
Rural Urban Rural Urban
Type of Referral Percent Percent Percent Percent
(N=951) (N=501) (N=564) (N=321)
Used no doctor or only
family doctor 40.7 35.9 ——— —
Professional referral only 13.2 9.6 22,2 14.9
Professional and nomnpro-
fessional referral 11.5 15.6 19.3 24.3
Nonprofessional referral
only 34.6 38.9 58.5 60.8

Table 33. Referrals to Nonfamily Doctor by Family Doctors in Families Who
Used Both Family and Nonfamily Doctors, Rural and Urban

) Rural Urban
Referral Percent Percent
(N=449) (N=223)
At least one nonfamily doctor
referred by family doctor 26.9 20.6
No referral by family doctor
to nonfamily doctor 73.1 79.4

When age of family head and family income are controlled for families using
family doctors and nonfamily doctors, the pattern remains the same with some varia-
tion (Table 34). Among the youngest families, low income rural families used family
doctors for referral more than did low income urban families. Also, dependence on
family doctors for referral increased with age for rural and urban families in each in-
come category.

Generally, our finding in the rural communities that use of nonfamily doctors
was to a substantial extent on the basis of lay referral was repeated in the urban com-
munity. It suggests a lay referral system of consequence in both areas. It also brings
into question the gatekeeper role of the family doctor.
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