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PATTERNS OF HEALTH CARE -UTILIZATION, LEVELS OF
HEALTH KNOWLEDGE AND HEALTH ATTITUDES IN A

RURAL OKLAHOMA COMMUNITY
CHAPTER 1
INTRODUCTION

Health problems arising from the unequal distribution of health
care services have won. the increasing attention of the nation over the.
past twenty to thirty years (1). The condition whereby health services
are not adapted to current social conditions is referred to as '‘cultural
lag.!" - While the lag in health services has affected America as a whole,
it has been most extreme in the rural sections of our country. Today
it is clear that the .benefits of modern health care are much more
available in cities than they are in rural areas. There have been many
opinions voiced as to the cause of this disparity. A few of the key
factors are: (a) medical facilities have followed the population shift
from rural to urban areas; (b) wealth has tended to concentrate in the
urban areas, and many rural areas are characterized by poverty and sub-
sistence living. Therefore, the physician believed that he was able to
make a better income in urban than in rural practice and as a result,

even in prosperous rural areas; there has been great difficulty in
recruiting and retaining physicians. The Committee on Rural Medical

1
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Service (2) found that inadequate income and economic factors were not
a principal cause of the shortage of medical personnel in rural areas;
(c) medical care has become more complex and expensive. Hospitals,
technical equipment, and specialized paramedical pergbnﬁel are consid-
ered more and more essential to adequate care. These are resources
that could be supported only. in urban centers; (d) the cost of medical
education has increased so that increasingly only youths from weli-to-
do city families could enter medical school. With this kind of social
background it is not likely that young physicians would settle in .a
rural community.

Differences have also been noted in the health status of the
residents of urban and rural areas. During World War |1, it appeared
that draft rejection rates for physical and mental defects were higher
among rural youth (2). infant and maternal mortality rates and deaths
from most of the preventable diseases are higher in rural areas than in
large cities. Although not conclusive, data also suggest that the
frequency and duration of illness is higher for rural populations.
While both urban and rural health have improved over the past fifty
years, the rate of improvement of rural health has been appreciably
slower (2).

Discrepancies also exist between urban and rural regions with
respect to health services, especially in: {a) health personnel,

(b) health facilities, (c) adequate financial support of services, and
(d) quality of services.
Since the beginning of modern medicine, rural areas have

experienced difficulty attracting and keeping qualified medical
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manpower (3). Despite the greater ease of transportation and communica-
tion there is a large disparity between physician-population ratios in
urban and rural areas. In 1960, for example, there was an average of
158.4 non-federal practicing physicians per 100,000 population in large
metropolitan counties compared to an average of 47.h4 practicing physi-
cians per 100,000 population in isolated rural areas (4). Similarly,
the rural areas are supplied with proportionately smaller numbers of
dentists, nurses, technicians, and every other class of health personnel,
except possibly chiropractors (5).

Public health departments in rural areas are usually poorly
financed and badly understaffed. {n many rural areas health departments
are non existent. Laboratories and pharmacies are proportionately
fewer in rural sections.

Rural areas are also served by fewer general and special hos-
pital beds. Rural hospitals have been built over the years primarily
through local community efforts. The lower income of rural sections has
meant less funds and fewer hospital beds proportionate to population
than in cities. The rural deficiencies have been greatest .in general
hospitals under the control of non-profit and governmental agencies.
Programs of medical care for the needy are more meagerly supported in
rural counties than in larger cities. Community Chest and other chari-
table .sources of funds for medical care to the medically indigent tend
to be meager in rural areas. Hospital outpatient departments and wards
for inpatients which give free or low cost care-to low income persons in
the big cities are usually unavailable in most rural districts.

For many years it has been recognized that the handicaps of
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rural medical resources in personnel and facilities have yielded an
inferior ‘quality of service for rural people (5). Many rural physicians
do not have the benefits of professional stimulaticn of colleagues and
post-graduate medical education. Periodic re-examination of physicians
for new licensure has been suggested as-a device to encourage rural and
urban doctors to keep abreast of new developments. Group.practice has
been suggested as another means of .intellectual professional stimulation.
However, group practice is localized in urban areas where specialists
are concentrated. -

It is obvious that there is no single.solution to the health
care problems of rural areas. It is increasingly apparent that ap-
proaches to relieving these probiems mustAbe ecological in nature and
adaptable to the changing physical and social environment.in which men

live.

Literature Review

No clear-cut line separates rural health problems from urban
health problems or rural medical care from: urban medical care. As
health and medical care become.more. and more centralized in the urban
areas, how does this affect the health care available to the people in
a small rural community? What are their health care utilization pat-
terns? What is their level of health knowledge? What are their atti-
tudes toward illness and health care professionals? What social and
cultural factors influence the patterns of health care utilization,
health knowledge and attitudes among rural residents?

A review of the literature pertinent to these.questions points

to a need for viewing health as a process. We are entering a period in
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which medicine and the social sciences need to work together in an in-
creasing degree. Contemporary disease patterns require a drastic change
in society's methods of providing health care for the public. The in-
tricate balance of biological, physical, social and psychological
factors in the individual's total environment needs to be taken into
account simultaneously when considering the definitions of health and
illness. Man, his health and his environment .comprise a complex system
made up of several interdependent sub-systems, i.e., biological,
physical, social and psychological (6). Factors in the physical en-
vironment act directly or indirectly on the health of man, often re-
stricting his social development. While the biological environment
includes all living agents which affect man's health, the dominant fea-
ture of this environment is the system of food chains which includes
all plants and animals along with man. The particular part of the en-
vironmental complex which arises from association of man with his fellow
man is recognized as the social component. Dobzhansky (7) accords the
social component a primary role among infiuences affecting health. Of
particular importance are the interrelationships between the social
enviﬁonment and ‘health problems. Poverty, poor housing, afr polliution,
alcoholism, mental disorders, chronic diseases, crime and delinguency
and venereal disease are not separate problems, and their intgrdependent
effects need special attention. At this time there is still some
resistance among. both laymen and health professionals to considering
the total environment.in the etiology of disease:. lfonically, social
and cultural factors themselves are largely responsible for this

resistance. The value system of a society helps to shape the public
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attitudes, beliefs and behavior in regard to health and illness, and
health institutions reflect society's definition of what constitutes an
acceptable and appropropriate organization of health activity. However,
we are now witnessing changes in the attitudes and beliefs of the people
toward health, and health institutions have been slow to adapt to chang-
ing societal needs.

In an analysis of .the concept of the evolution of health care,
Anderson and Rosen (8) delineate six patterns of disease over the past
1,000 years: (a) leprosy and plagie; (b) louse-borne disease and syphi-
lis; (c) gastrointestinal diseases; (d) tubercuiosis and the communicable
diseases of childhood; (e) cardiovascular, renal diseases, malignant
neoplasms, and accidents; and (f) psychosomatic diseases. Social and
cultural factors have become increasingly important in the patterns of
disease as they have changed throughout human history. Dubos (9) has
suggested a broad view of health and disease in which disease is consid-
ered an expression of man's difficulty in adapting to his environment.
Diseases today are chiefly man-made, resulting from the things man does
to himself and what he does to his environment. Paralleling these
changing patterns of disease, Gregg (10) divides the history of health
into three major eras: (a) the era of authority--from antiquity to the
beginning of medical science; (b) the era of research, experimentation
and treatment of specific disease; and (c) the era of ecology--the cur-
rent era in which the whole patient and the community, rather than the
disease itself, become the focus of medical attention.

As the acute communicable diseases have been brought under

contrel, there has been a corresponding increase in the importance of
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the chronic degenerative diseases. Social factors are especially im-
portant in the etiology, treatment and prevention of these latter
diseases (11). Specific infectious agents are being replaced by social
and psychological processes as ''causes'' of disease while changes in one's
way of life have become a crucial factor in the treatment of chronic
diseases. In addition, the 'stress' of modern living and the weakening
of institutions and sources of -social support have increased the import-
ance of mental illness as a health problem. The rising incidence of
alcoholism and drug use are also symptoms of this trend. In recent
years interest has grown in the study of the behavioral aspects of
health problems. All of the environmental factors (social, biological,
physical) must be viewed with an open-system model of multiple causal-
ity. According to this model, social factors are analyzed as only one
part of a complex causal mechanism in which no single factor is a suf-
ficient explanation of the occurrence of disease. The acceptance of an
open-system, multi-causal model of traditional medical and health re-
search is of basic importance ‘to etologic research (12). Today social
causal factors are qualified as being predisposing, contributing, or
precipitating, and the disease process is viewed as involving a multi-
causal network. Even within this network the reaction of any factor
may also be dependent upon other factors being present. |t should not
be forgotten that social causal factors are usually found in conjunction
with biological and physical variables. Most current theories concern-
ing the process through which social factors become related to disease
hypothesize that social factors affect the disease state only indirectly

either through stress situations that produce emotional reactions
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accompanied by physiological change, or through changes in the individual
himself that make him more susceptible to the disease (13). Although
environmental factors can have direct pathological effects, the more
common situatior !s that disease and incapacity arise from the response
of the body or mind to the detrimental forces (3). In other words,
disease is usually a reaction to, rather than a direct effect of, the
adverse stimulus.

Gregg (10) has said that disease represents a maladjustment of
the human organism to his environment. When this maladjustment -is due
to social factors in the environment, as it is for many of the chronic
and mental disorders, then how man lives becomes as important as where
he lives in determining his state of health. The importance of these
socio-environmental conditions for man's health can be seen in the higher
rates of disease, higher infant mortality, and lower 1ife expectancy
found in the slums of urban areas (14). Faris and Dunham (15), in one
of the earliest ecological studies of mental illness, stated that high
rates of first hospital admissions for a number of psychoses were found
in . areas characterized by low socioeconomic status and high residential
mobility. Hollingshead and Redlich (16) found that one's social class
was intimately related to the type of mental illness he experienced and
the type of treatment he received. Other studies have investigated the
relationship,of‘social factors to heart disease, cancer, and arthritis
(17).

Traditionally, health studies have been concerred with differ-
ences in disease rates according to sex, age, and race. More recently

health surveys have begun to collect data on such additional factors as
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social class, education, occupation, marital status, religion, family
composition, and organization membership. One of the factors receiving
the greatest attention, and which has proven essential in understanding
health as a social process, is socioeconomic status. As one of the major
indicators of where and how people live, socioeconomic status could be
expected to influence the entire disease process from exposure to patho-
genic agents to resistance to them. Equally important is the effect of
socioeconomic status on the individual's definition of what constitutes
iliness, his health care utilization patterns, his level of health
knowledge, and the medical treatment he receives (18, 19, 20).

Koos (21) found that lower socioeconomic groups were less
likely to perceive symptoms such as loss of appetite, loss of weight,
persistent backache and continued cough as needing medical attention.

He also reported that the higher the social class, the higher the per-
centage of the families having a family physician. |Individuals in the
lower socioeconomic classes were also more likely to use non-medical
personnél such as chiropractors for health problems. The use of den-
tists was substantially more common among the upper socioeconomic
classes than among the lower classes.

There are a widé range of .variables related to use of medical
care. Anderson (22) has stated that the use of health services is
basically a function of .age and sex. Available age and sex rates indi-
cate that utilization is lower for males than females and increases with
age. Regarding the use of .physicians it has been reported that the
usage pattern is U-shaped with the greatest usage in age groups under

five and over 65. Ross (23) postulated a relationship between visits
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to a physician, family income and education. Families with low income
and educational levels paid fewer visits to physicians for preventive
medical services such as prenatal and postnatal care, physical exams
and immunizations than did those with higher incomes and educational
levels.

Gregg (24) observed that persons from lower socioeconomic
classes make less use of medical and dental facilities than do persons
from the upper social classes.

Mechanic (25) stated that use of medical facilities and services
depends basically upon two factors: (a) the availability of care, then,
if it is available, and (b) the willingness to use the service. The
willingness to use services is influenced not only by economic factors,
but also by health attitudes and behavior, health knowledge, attitudes
toward illness and health agencies, ability to recognize symptoms and
social and cultural definitions of health. All of these factors are
tied to the individual's life style or socioeconomic class. Mechanic
noted that most data on utilization showed a direct relation between
socioeconomic status and usage.

in other studies affecting the decision to seék medical care,
Cobb (26) disclosed that education, fear, social class, and life style
were the major forces contributing to patient delay in treatment for
cancer. The more highly educated and the upper social classes were less
likely to .delay seeking health care. A national study on health beliefs
(40) found that low social classes were less accurate in their perceived
seriousness of symptoms and their susceptibility to disease than were

higher social classes.
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Friedson (27) and Davis (28) related the .importance of the
patient-physician relationship in an individual's decision to seek and
continue health care. Low socioeconomic groups had more difficulty
establishing a comfortable refationship with the physician and were
more suspicious of medical care than were the upper social classes.

Suchman (29), in a study relating social structure to medical
orientation, stated that lower social classes were more parochial and
less scientifically oriented toward health and medical care and were less
likely to use medical services. He also found less knowledge about
disease, higher skepticism toward medical care, and greater dependency
in 1l1lness among lower socioeconomic.groups and minority groups.

In a study of public knowledge about health and illness, edu-
cation was found to be the prime factor related to knowledge; women gen-
erally had more health knowledge than men; and knowledge and age were
inversely related (30).

Samora, Saunders, and Larsen (31) in a carefully controlled
experiment on knowledge of medical terms among hospital out-patients
reported that education and age were the most important variables in
being well informed on medical terms. Education was directly related
to knowledge while age was inversely related.

Graham (19) stated most studies show the greatest amount of
illness in .the lower socioeconomic class; however, this group is hospit-
alized least -and consults physicians less. He found only small differ-
ences between the social classes in a study conducted in Butler County,
Pennsylvania.

Apple (18) found that laymen.defined illness as some ailment
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of recent onset that interferred with their usual activities. Lower
social classes were less likely to define chronic ailments as illness
and more iikeiy to delay seeking help for these conditions. Mechanic
(32) outlined several variables that affect help=seeking in illness;
among .these were: (a) information the individual had about illness,
(b) availability of treatment resources, and (c) the social character-
istics of the individual.

Koos' findings (21) led to the formulation of the present study.
He conducted an extensive health survey in a community in the North-
eastern United States of -approximately 6,000 - 8,000 population. The
study was designed to determine what the people in the community thought
and did about-health and illness. He interviewed about 500 households
to determine illness experience; use of physicians, hospitals, dentists
and medical personnel; attitudes about health care; and ability to
recognize symptems as needing medical attention. Significant differ-
ences were found between the social classes with respect to these areas.

The primary purpose of the present study was twofold: (a) to
replicate portions of Koos' study in a small rural Oklahoma communi ty
which is relatively isolated from medical care services; and (b) assess
the impact and projected utilization of -a recently established health
center in the community. It was felt that these data might be valuable

in planning community health centers in other rural areas.

Background of Present Study

Reflecting a vital interest in the rural health care problem
the University of Oklahoma Medical Center initiated '"Project Responsibi-

lity.!"! The philosophy underlying this project was presented before the
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19th National Conference on Rural Health sponsored by the American Medi-
cal Asgociaticn's Council on Rural Health at Colorado Springs, Colorado,
March 18, 1966 (33). In summary the philosophy was that:

Available medical and -health services are as essential to
living in the semi-isolated rural areas as they are in the
large urban areas. Although families in rural communities
want, need and expect to have health services available
within a reasonable measure of time and distance, i* was
found that there were many communities and even large areas
of Oklahoma where there were no medical doctors. All evi-
dence indicated the same to be true for many other, if not
most states. Why? The answer is complex, but some reasons
are obvious.

Twenty years ago almost every family had access to a

family doctor who was revered as.an individual. Then came
astonishing medical scientific advances, specialization,
industrialization, a shift of the young from rural to urban
living, more and larger hospital and medical centers, better
roads and transportation, the population explesion and many
other factors. A survey of selected counties in New York,
reported by the Committee on Rural Medical Service, showed
that the major causes of physician dissatisfaction with
rural practice included such problems as long, unrelieved
working hours, inadequate time to study or to attend meet-
ings, lack of hospital appointments, and the leck of edu-
cation stimuli generally found around hospitals, medical
centers and clinics. |t seemed apparent that income and
economic factors had little to'do with physicianstdissatis~-
faction with rural -practice (33).

In 1964, Dr. James L. Dennis, Dean of the University of
Oklahoma Medical School, after making an overview of medical services in
Oklahoma, issued a statement of the mission and medical-social responsi-
bilities of the Medical Center. Dr. Dennis presented ''Project -Responsi-
bility'" which was set out as a four phase program as a means of meeting
these responsibilities (33). Phase one would inventory health personnel
in the State and identify areas of shortage. Phase two would project
current and anticipated health needs of the State. Phase three would

re-evaluate the Medical School curriculum and training program based on
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the existing health needs. Phase four would provide a pilot program to
supply medical services to a rural area based on the modern concept of
family medicine. The purpose was to study and gain facts on how to
efficiently provide high quality health care in a rural setting, to
attract and keep family physizians in rural areas, and to develop a
University approved program in family medical care. The Wakita Commun-
ity Health Center evolved from phase four of the program. This health
facility called for a forty-seven bed nursing home and extended care
facility, a seven bed hospital for acute but non<surgical illness, an
emergency room, an obstetrical delivery room, laboratory and x-ray facil-
ities, office and out~patient clinic facilities for three physicians,
and a pharmacy all under one.roof. Surgical patients and serious cases
would be transported to the nearest approved compietely.equipped and
staffed hospital. The physicians would have teaching appointments a%
the Medical Center and would return reguiarly for teaching and learning
experiences. The three physicians were to be an internist, a pediatri-
cian, and a well-trained general practitioner whose combined talents
would provide comprehensive family medical care. The project was en-
dorsed by the Oklahoma Chapter of the‘AmeFicén Académy of General Prac-
tice and the Oklahoma State Medical Associatioh.

On May 20, 1965, Dr. Thomas C. Points was named coordinator of
the project. Within two and one half months, twenty~three communities
had expressed interest in the project. Some of the communities were
eliminated because they presently had a physician. Other communities
were eliminated for various reasons until there were only three commun-
ities still being considered. The Medical Center was eager that the

project be placed in a progressive community that would fully support
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the center; however, they did not want the project to turn into a
bidding contest to see who.could raise the mbst money. All communities
had assured the -Medical Center that they could adequately finance con-
struction. Dr. Points visited all the communities under consideration
and was impressed with Wakita's civic pride and excellient record of
community achievement. Wakita was finally selected as the site for the
center.

The story of Wakita's campaign to be named the site of the
Community Health Center and their fund raising campaign is remarkable.
It is an excellent example of community commitment, civic pride, and
hard work. Wakita had been without a physician since 1964.  Prior to
that time they had had a medical doctor for at least twenty years.
There are conflicting reports why the last medical doctor left Wakita;
however, there may be-a connection between the seemingly conflicting
reasons. Poor health was the reason given by the physician for leaving
Wakita; the University of Oklahoma Medical Center in its report.on the
Wakita project said the physician left because of overwork and lack of
relief by another physician. O0f course, both of these reasons may be
involved in his decision to leave. In any case the community feit a
real need for a physician in the community and set out to recruit one.
They were planning to build office and clinic space for a.physician when
they heard of the University of Oklahoma Medical Center's plans for
'""Project Responsibility.' Wakita mounted an active campaign for the
center, headed by Mr. John D. Williams -and Mr. Speed Elliott. Under the
leadership of these two men, brochures on Wakita and 'Project Responsi-

bility' were prepared and the idea of the center was sold to the
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community. These two men also presented Wakita's plan to the Medical
Center. Wakita lndustries was formed to help finance the health center
and to attract new industry to the area. Wakita Industries sold shares
of stock in the corporation and raised approximately $200,000 toward the
cost of the center. Practically every person in the community and the
surrounding area bought into the project. Most of them did not expect
any return on their investment and viewed it as their responsibility to
their community. Revenue bonds for the remaining $400,000 were sold to
the local bank and to banks in Enid and Oklahoma City. The whole effort
was a community project-.and reflected the people's interest and dedica-
tion to solving their health care problem.

The ground breaking was set for September 16, 1967. Although
not fully completed the dedication was held in September, 1968, and after
many disheartening experiences and financial setbacks, the Center was
completed in December, 1968. A full-time administrator, Mr. Jim Feist,
was hired in August, 1968.

At the time information was collected for this study, the Center
was not operating at its full potential; this was due primarily to the
short time the Center had been open and the fact that no fuli-time,
permanently located physician had been recruited fof the Centér. The .
physician at the Center, on a temporary basis, was very .well accepted by
the people in the community and was beginning to feel the pressure of no
relief. When the Center obtains at least two full-time physicians, it

can begin to function according to its initial plan.

Objectives and Contribution of the Present Study

As previously mentioned it is well known that medical and
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health cére is becoming more and more centralized in urban areas.
Consequently, most studies on health utilization, health knowledge -and
health attitudes have been carried out in urban or suburban areas.

The primary objective of this study was to delineate the health
care utilization patterns, levels of health knowledge, and attitudes
toward health, illness and health professionals in a rural setting.
Results of this study will be compared with the findings of Koos' (21)
study in Regionville to identify any significant differences or simi-
larities in the usage patterns in two different geographical areas.
Health information data will be compared with the results of a study by
Samora, Saunders, and-Larson in a hospital setting (31). |In the author's
review of the literature no study was found that simultaneously examined
health care utilization, health knowledge, and health attitudes and
their interrelationships.

A secondary objective of this study was to gather baseline data
on the health status of the community. Prior to this work no informa-
tion was available on the health status of Wakita concerning health care
utilization, health knowledge and attitudes, immunization, chronic,
diseases, health insurance, and health care costs. Due to the-unique
nature of the Wakita Health Center and the intention of the University
of Oklahoma Medical Center to utilize it as a research setting, this
study will provide baseline data for subsequent studies which could

assess the impact and use of the center over time.

The;Communi;y

Wakita is a community of 452 people located in northwest Grant -

County, Oklahoma, about 130 miles northwest of Oklahoma City and about:
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16 miles from Medford on .State Highway 11A, in the center of a prosper-
ous wheat growing, oil &nd gas producing region (34).

Grant County, orgénized in 1907 when Oklahoma was admitted to
statehood, was named for President Ulysses S. Grant and covers .approxi-
mately 999 square miles .(35). Grant County is located in the extreme
north central portion of Oklahoma bordering Kansas. The population of
the county reached its peak of 18,760 in 1910, but since that time the
population ‘has continually declined (36) and according to.the 1960 U.S.
Census numbered 8,140. While the county is actively engaged in.attract-
ing new industry and expansion of existing facilities, there has been
no single empioyer hiring over 100 persons or requiring those of special
skills to move into the area. With the present -human and natural resour-
ces such as water, natural gas, oil, recreational facilities and lakes,
highway  transportation, and an available labor supply, Grant County has
excellentfpoténtial to move forward. The per capita income in 1967 for
Grant County was $4,604 which was second highest of the 77 counties in
Oklahoma (37). The average annual rainfall is 28.27 inches with May,
June, and July being the months with the highest average rainfall. The
average growing season is 194 days. The mean monthly temperatures range
from a high of 83.2°F -in July to a low of 36.0°F in January (35).

Wakita is governed by an elected, three-member board of trust-
ees. The board elects a chairman from its membership who acts as mayor.

In 1966 assessed value of property in Wakita was $414,429 and
the municipal indebtedness was $213,500 (36).

In the area of transportation, Wakita is served by the Santa Fe

Railroad and-a freight lines trucking company. However, there is no
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railroad passenger service or any other public passenger transportation
available to Wakita.

Fire protection is provided by a 12-man volunteer fire depart-
‘ment. A night watchman provides the police protection. The town owns
and-operateé a natural gas distribution system consisting of six and
one-half miles of lines serving the immediate area. Water is obtained:
from two wells six miles southwest of town and a storage reservoir with
a capacity of-260,000 gallons is located one and one-half miles south-
west .of town. Elevated storage of 50,000 gailons is provided in town.
The water supply appears to be adequate for the next twenty years. The
sewage col lection system consists of a system containing 10-inch, 8rinch,
and 6-inch lines. A 1ift station pumps the sewage to the treatment plant
northwest of town. Treatment of sewage is by bar screen, Imhoff tank,
trickling filter, settling tank, sludge digester, and sludge drying beds.

For the five years prior to the establishment of the Community
Health Center there was no medical doctor in Wakita or in Grant County;
however there were two osteopaths, one chiropractor, and three dentistis
within the county (35). Other than the seven beds -available for non-
surgical cases in the Health Center, there are no hospitals in the
courity. Persons from Wakita must travel to Enjd, 45 miles; Blackwell,
Lo miles; Cherokee, 32 miles; Caldwell, Kansas, 31 miles; or Anthony,
Kansas, 26 miles for hospitalization. At the present time there is no
organized county health department in Grant County.

Table 1 shows the age and sex distribution of the total popu--
lation of Wakita. Females outnumber males by about 10 percent. The'

overall median age.of the population is 37.3, 34.7 for males and 40.0



20
for females. The 24 and under and 65 and over age groups make up the

two largest age groups in the community.

TABLE ' 1

AGE AND SEX DISTRIBUTION OF TOTAL POPULATION
OF WAKITA, OKLAHOMA -

Age Group Total Male Female
" No. (%) No. (%) No. (%)
2L and under 175 (38.7) 79 (38.3) 96 (39.0)
25 ~ 34 k1 (9.1) 25 (12.1) i6 (6.5)
35 - 4 43 (9.5) 21 (10.2) - 22 (8.9)
L5 - 54 59 (13.1) 30 (14.5) 29 (11.8)
55 - 64 46 (10.2) 18 (8.7) 28 (11.4)
65 and over 88 (19.5) 33 (16.0) 55 (22.4)
Total . 452 206 (45.6) 246 (54.4)
Median Age 37.3 34.7 4o.0

Source: 1960 U.S. Census

Wakita's school system has twenty fully qualified teachers,
eight of whom hold master's degrees. The enrollment for grades one to
twelve is 253 students. The high school is accredited for fort?-two
units of .study by the State Department of Education. The_ﬁchool is
located on a 26-acre site purchased in. 1949.

The community has four churches representing four different
denominations: Methodist, Catholic, Christian, and Baptist. The key
civic organizatibn is the Lions Ciub.which also acts as the Chamber of
Commerce.. The Lions Club, organized in 1929, has a very successful
record in directing many community activities pointed toward civic im-

provement.



CHAPTER 1

RESEARCH METHODS

Samgle

The number of households in Wakita was determined by driving
through the town and taking an actual count. From the total number of
250 households it was decided, due to time and expense factors, to in-
terview 125 or 50 percent of the households in Wakita. Every household
in town was numbered from 1 to 250 and the 125 households were chosen
by using a table of random numbers. After the first 125 households were
selected, an additional pool of 25 random selections was made to serve
as substitutes in the event a household originally selected was vacant
or no one responded. |f a house was vacant then that house was replaced
by one in the substitute pool. |f there was no response, at least five
additional calls were made before a substitution was made.

There were no refusals among the 125 households contacted.

This 1is somewhét unusual since most surveys of this type can anticipate
a minimum of 5 percent refusals. The author -made two visits to the com-
munity before beginning the study. During this time the author met with
community leaders and was assured of the.community's cooperation.
Stories were carried in the local newspaper of the intention to conduct
the study. The people in Wakita were generally informed about the study;

21
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specific information about:the nature of the study was not conveyed.
There was much interest in participating in the study since many people
thought it might be beneficial to the Community Health Center. The
community was small enough that the 'word'' about the survey quickly’
spread. The interviewer wore a name tag and carried a letter identify-
ing him as a graduate student at the University of Oklahoma School of
Health.

Four substitutions were made because of no response and five -
substitutions were made due to vacancy. One interview was discontinued
by the interviewer when it became apparent that the respondent was not
cooperative and the validity of some answers was questionable. The
respondent, an elderly man, was confused and suspicious about the inter-
view.

The average time for completion of the questionnaire was ap-
proximately 45 minutes with a minimum of 35 minutes and a maximum of
one hour and 20 minutes.

The interviews were conducted by the author with the head of
the household or spouse during July, 1969. The 125 respondents were
comprised of 98 females and 27 males. This sex distribution was not un-
~ expected since most ‘of the interviews were conducted during the day when
the husbands were not at home. Since this study was primarily concerned-
with health information of the household and the wife is considered a
reliable source of health information in most households, the sex dis-
tribution was compatible with the design of the study.

About 40 percent or 48 of the households selected for inter-

view contained children between the ages of one month and 21 years.
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These households had a total of 126 children which represented an
average of 2.6 children per household. About 29 percent of these 48
households had only one child living at home; 29 percent had two child-
ren; 17 percent had three children and 17 percent had four. Only 8 per-
cent of the households with children had more than five children at
home. No one reported having more than six children living at home.

The information received was recorded on an interview schedule.
The data were subsequently coded, tabulated, key punched, and analyzed

by the computer facility of the University of Oklahoma Medical Center.

Interview Schedule

A questionnaire was developed to collect the desired informa-
tion on the health status of the community. The major areas.of interest
were health care utilization patterns, factors considered in the select-
ion of a physician, chronic disease experience, health insurance cover-
age and health care costs, health knowledge .and information, immuniza-
tion levels, recognition of health needs in the community, information
on the.Community Health Center, attitudes regarding health care, sick
role dependency and skepticism of medical care, as well as data on
social class, income, age, sex, marital status, and residential mobility.

The questionnaire is shown in Appendix A.

Pre-test
The questionnaire was pre-tested twice in two different set-
tings. It was tested initially in a county héalth_department on indivi-
duals coming to.the health department for immunization clinic. Ten

people . (eight females and two males) were interviewed. Questions which



24
were unclear were modified. After these revisions the questionnaire
was pre-tested in April, 1969, in Washington, Oklahoma, a small rural
community in McClain County about fifteen miles from Norman. Washington
had-a population of about 300 with an age and sex distribution similar
to Wakita. Like Wakita there is no physician in Washington. Twenty-
five households were randomly selected to be interviewed--21 of the
interviewees were.females and ‘4 were males. The interviews were con-
ducted to determine the time required to. administer the questionnaire,
the clarity of questions, and the attitude of the person interviewed
toward the specific questions. The interviews were well received, and

after minor revisions the final questionnaire was completed.

Health Utilization

Information regarding health utilization was elicited in several
ways during the interview. The respondent was initially queried about
how he viewed his present health status and whether or not he had a fam-
ily doctor. Questions were then asked concerning the use of medical
doctors, osteopaths, chiropractors, dentists, religious healers, Christ-
ian Science practitioners, the time since the last visit, reason for the
visit, place of the visit, and the number of visits in the past year.
If the respondent had never visited a particular type of healer, he was
asked if-he would object to doing so. Previous hospitalization exper-
ience was recorded as well as the extent of heaith insurance coverage
and health care costs. Questions on chronic disease experience, smoking

habits, preventive health care, and family immunization histories com-

prised the remainder of the utilizetion section.
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Health Knowledge

Health knowledge was measured by the number of correct answers
to a series of questions regarding specific disgaées and-a list of medi-
cal terms. Questions were asked about the etiology and symptomatology.
of .tuberculosis; cancer, stroke, stomach ulcers, heart disease, asthma,
leukemia, diabetes, and arthritis. In addition, general .information was
elicited with respect to fluoridation, rubella, obesity, air pollution,
auto accidents, pasteurization of milk, and cigarette smoking. These
areas .of inquiry were selected because they constitute some of.the major
fhealth problems confronting the United States and the solutions to many
of these health preulems are dependent upon a well-informed.public. A
.panel of three physicians reviewed the questions prior to the survey to.
ascertain if this'was the type of information they expected a layman to
know and if the questions could be considered a reasonable test.of the
health knowledge of a lay person. Another key factor in asséssing health
knowledge is the perception of -health problems or health needs by the.
residents of the community. Each respondent was asked to identify what
he felt were the health needs and problems existing in Wakita. Finally,
each respondent was asked to.define a list of twenty medical terms.
These terms were selected from a published study (31) which assessed
patient's definitions of fifty medical terms selected by a large panel
of physicians and were words that physicians used when talking with

patients.

Attitude Scales
The section on health attitudes contained data on degree of

satisfaction with physician, factors considered important in the
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selection of a physician, opinions about medicare and extension of
medicare to age groups under 65, and attitudes toward the Community
Health Center. Three attitude scales were administered: (a) skepticism
of medical care, (b) sick role dependency, and (c) denial of sick role.
For each of the scales respondents were presented with statements
having stipulated response alternatives ranging from strongly agree to
strongly disagree on a six-point, Likert-type scale. The responses
were scored ranging from one to six for each statement; all statement -
scores were added to obtain the total attitude score for each of the
three scales and on the basis of the distribution of the scores were
grouped for statistical analysis into one of -four categories: (a) high,
(b) medium high, (c) medium low, and (d) low.

The skepticism scale, developed .by Suchman (29){ contains three
statements which deal with the doubts the individual has about the
claims of professional médicine and his desire to check on who the phy~-
sician is and what he is doing. The three statements are items a, b,
“and ¢ in question 61 of the interview schedule shown in Appendix A.

The higher the score the,higher the degree of skepticism toward medical
care.

The dependency in illness scale, also developed by Suchman (29),
measures the need of the sick individual to rely upon other lay indivi-
duals for help and support during illness. These items are shown in
question 61, items d through i, in the interview schedule. A high score
indicates that the respondent is very dependent in the sick role and is
likely .to enter the sick role more easily and maintain the sick role

longer than a person with a low score.




27

The denial .of sick role scale, developed by Kassebaum (39),
denotes a restraint on the part of the individual in accepting the sick
role possibly-as a defense mechanism when it may be threatening to the
individual. These. ltems are shown in items j through m in question 61
of the interview schedule. A high score indicates denial of the sick
role, that is, a reluctance to enter the sick role and a Ifkelihood to-
delay seeking medical care when needed.

Data were.analyzed utilizing an analysis of variance (41).
The level of significance was set at the 0.05 confidence level for all
analyses.

Social class was computed using Hollingshead's (38) 'Two Factor
Index of Social Position' based on. the occupation and education of the
household head. Social Class | represents the highest social position
in the social structure and Social Class V, the lowest. Since only four
respondents fell into Social Class | and ten in Social Class 1l, these
were combined to form a single group for the purposes of analysis. In.
general, Social Classes |, Il, and 11l can be regarded as 'white collar'.

and Social Classes IV and V-as 'blue collar."

Characteristics of Sample

Since the purpose was to obtain a random sample of -households
and the majority of .respondents at home during the day were women,
females are overrepresented.in the sample. As can be seen in Table 2,
females make up 78.k4 percent and males 21.6 percent of the:sample. Over
two thirds of the sample are 45 years of age and older and one third are

over.age 65 among both sexes.
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TABLE -2

AGE AND SEX DISTRIBUTION OF THE WAKITA SAMPLE

Age Total Male Female
(N=125) (N=27) (N=98)
No. (%) No. (%) No. (%)
24 and under 8 (6.4) 2 (7.4) 6 (6.1)
25 - 34 17 (13.6) 2 (7.4) 15 (15.3)
35 - b4 13 (10.4) 3 (11.2) 10 (10.2)
45 - 54 26 (20.8) 7-(25.9) 19 (19.4) -
55 - 64 18 (14.4) L (14.8) 14 (14.3)
65 and over 43 (34.4) 9 (33.3) 34 (34.7) -
Total 100.0 21.6 78.4
Median Age 53.6 50.5 54.1

It should be noted that there is a considerable difference
between the median age of the population of Wakita previously shown in
Table 1 and the sample. This difference may be accounted for in the
sampling technique. The respondents in the study were limited to the
head of the household or the spouse. This automatically eliminated most
of those.persons under 24 years of age from selection in the sample.
Therefore, when the median age is calculated, the total population of
Wakita includes all individuals regardless of age while the sample in-
cludes only the heads of households or spouses, the large majority of
whom are over 24 years of age. This accounts for thg'difference,in
median .ages between the samﬁje.and the population. When the figures
are -adjusted for this difference the percentages in each age category

are almost identical in the population and the sample.

Social Class

Social Class by age is shown in Table 3. In general the
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community could be characterized as .a "blue-collar' community with 64
percent of the inhabitants being in Social Classes IV and V.. Social
Class l-11 consists of slightly over 10 percent of the sample, classes
L1l and V comprise about 25 percent-and 20 percent respectively of .the
sample, and Social Class |V about 43 percent of the sample. Soﬁial Class
IV has the greatest number of persons under age 34 and class V has the

greatest proportion of persons over age 55.

TABLE 3

DISTRIBUTION OF AGE BY SOCIAL CLASS

Social Class

Age Total -1 o v V.
(N=125) (N=14) (N=31) (N=54) (N=26)

No. (%) No. (%) No. (%) No. (%) No. (%)
24 and under 8 (6.4) - 2 (6.5) 5 (9.3) 1 (3.8)

25 - 34 17 (1