Health Status Among Low-Income Elderly

Persons: Rural-Urban Differences
by John L. McCoy and David L. Brown*

This research compares the health status of low-mncome elderly
persons 1n rural and urban areas Using data from the Social
Security Admunistration’s 1973 national survey of low-income
aged and disabled, the study demonstrates that the prevalence of
many chronte disorders and imparrments 1s significantly greater
among the rural aged than for their cohorts 1n more urban areas

These differences persist after controls for age, sex, and race are
mtroduced No sigmificant differences between the rural and
urban elderly were apparent in the utihizatron of health services

The determinants of chronic health status of the elderly have
already occurred, by and large, and an explanation of disorders
and impairments cannot be found by examining current
sociodemnographic status Such an explanation 1s contained 1n the
accumulated effects of years of residence in differing social,

economic, and physical environments

Previous research has demonstrated a wide prevalence
of medical problems among the elderly, mncluding a ten-
dency with increasing age to experience Iimitation of
physical activity and multiple chronic conditions Rather
than reaffirm such findings, the present investigatron at-
tempts to 1dentify some general factors that affect the
health status of the elderly population The analysis fo-
cuses specifically on the effects of two key variables
Welfare recipient status and size of residential location
Since residential location represents experience over a
period of time within a given Iife-space——including the
effects of environmental, economic, cultural, and 1n-
stitutional forces—its effect 1s expected to be pervasive
and widespread An evaluation of such an effect must,
however, account for the demographic correlates of res-
idence that may also be associated wath health

Background
Health of the Aged

The health of the elderly 1s an 1ssue of increasing
concern—a concern at least partly attributable to
changes 1n the age structure of the population In the
United States, for example, the elderly population has
increased 1n relative size and 1n absolute numbers—from
4 1 percent of the total population 1in 1900 to 10 5 per-

* Dr McCoy—Division of Supplemental Secunity Studies, Office of
Research and Statistics, Social Securtty Admimstration, Dr Brown—
Economucs, Statistics, and Cooperatives Service, Department of Ag
nculture

cent 1n 1975, or from 3 I million persons to 22 4 mil-
Iron ! Changes 1n age structure have clear implications
for the health status of a population because the process
of aging 1s directly associated with the prevalence of
chronic conditions and disabilities Recent research has
shown that disability increases steadily with age, regard-
less of sex or regardless of the measure of disability
applied 2 Moreover, data from the Health Interview
Survey of the National Center for Health Statistics dem-
onstrate that the elderly have nearly two and one-half
times as many restricted activity days as the general
population and more than twice as many days 1n bed and
hospital days

The need for medical care increases with age In
1969, elderly persons (aged 65 and older) averaged al-
most seven visits each to physicians’ offices, compared
with only four visits for children and about five visits
for persons 1n the prime working ages (25-64) Medical
care 1s especially burdensome for the elderly since they
tend to have fewer economic resources than other age
groups A recent Bureau of the Census report * demon-
strated that the tncome per person for families with el-

! Jacob 8§ Siegel, “‘Demographic Aspects of Aging and the Older
Population of the Unuted States,’’ Current Population Reports
(Sertes P-23, No 59), Bureau of the Census, 1976

Z James O Carpenter, Ray F McArthur, and Ian T Higgins, *‘The
Aged Health, Illness, Disatility, and Use of Medical Services,”” 1n
C L Erbardt and J E Berlin (eds ), Mortality and Morbidity in the
United States, Harvard Umiversity Press, 1974, Matilda W Ruley
and Anne Foner, Aging and Soctety (vol 1), Russell Sage Founda-
tion, 196§

3 Jacob § Siegel, op cit
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derly heads was 18 percent below the corresponding
figure for all families 4 Moreover, out-of-pocket spend-
mg for health care per person increases with age When
health insurance premiuvms are excluded from total ex-
penses, 10 percent of the population aged 65 and older
spent at least $500 for health care during 1970, for the
population under age 17 the proportion was only 1 per-
cent 5 Thus, a complex relationship exists between old
age, low income, the prevalence of chronmic disorders,
and the need for medical care

Size of Residential Location and Health

Elderly persons ar¢ most numerous in highly ur-
banized areas, but the proportion of persons aged 65 and
older 1s higher 1n less urbamzed settings In 1974, the
htghest proportion of elderly persons (13 percent) was
found 1n totally rural nonmetropolitan counties and the
smallest proportion (8 percent) in the suburban fringe
counties of standard metropolitan statistical areas ® The
problems associated with aging are thus of special con-
cern to small towns and rural areas

Residential locations vary 1 a number of characteris-
tics thought to be associated with health Among these
factors are the industrial and occupational structure of
the labor force, the physical environment, the presence
of adequate sanitation facilities, access to preventative
and emergency medical services, and population com-
posttion (age, s¢x, race, etc ) Not all these factors are
directly relevant to the health of the elderly, but several
are Consequently, there 1s sufficient reason to expect
differences between those with urban and those with
rural restdence with respect to their health status

Little systematic research has focused on the com-
parative health condition of the populations of urban and
rural areas The research that has been performed
suggests that rural areas were considered healthter
places to live before the twentieth century but that urban
arcas have since taken the lead 7 Michael D Lebowitz
suggests that this difference reflects the availabiality of
better medical care 1n the urban areas, but he also points
out that through the 1960°s the average life expectancy

of urban dwellers was about 2 years less than that of

residents of nonurban areas ®

Moreover, recent data from the Health Interview Sur-
vey show little or no systematic variation in health
status between residential categones Nonmetropolitan

* The relative income position of families with elderly heads has
mproved somewhat in recent years Their income per person was 23
percent below that of all families 1n 1970

$ National Center for Health Statistics, Vital Statistics of the
United States, 1969 Vol II , Mortality

¢ Bureau of the Census, ‘‘Social and Economuc Characteristics of
the Metropolitan and Nonmetropolitan Population 1970 and 1974,
Current Population Reports (Series P-23, No 55), 1976

7 Milton 1 Roemer, *‘Health Needs and Services of the Rural
Poor,” Medical Care Review, May 1968, pages 371-390

! D Lebowitz, “*Social Environment and Health,"” Public Health
Reviews (Nos 3-4), 1975

areas, for example, were found to have slightly more
activity limitation resulting from chromic conditions,
and .metropolitan areas were slightly worse off with re-
spect to acute illness In contrast, these data show a
clear pattern of differentially poorer health among vari-
ous subgroups of the nonmetropolitan population ® A
case 1n pomt 15 the elderly The expectation that older
persons suffer from poorer health 1n rural areas thus ap-
pears to be based in fact Testimony before the Select
Commuttee on Aging identified the low-income elderly
and residents of nonmetropolitan areas as two subgroups
of the population who report being 1n ‘‘poor health™
more frequently than other persons !°

Purposes and Objectives

The purpose of this research 1s to describe the health
charactenistics of the low-income elderly population
the United States In add:ition, attempt 1s made to 1den-
tify and describe significant differences 1n the health
status of this population according to welfare recipiency
and residential location

The major hypothesis of the study was that health
status varies with size of residential location and that
such variation 1s generally evident, regardless of welfare
assistance status or of the measure of health status
applied As an mitial test of this, three control variables
were ntroduced—age, sex, and race—that have been
shown to be significantly associated with both residence
and health status The suspicion was that residential dif-
ferences 1n health are pnimanly the result of underlying
demographic patterns largely accounted for by these key
variables If indeed size of residential location has an
effect on health status, 1t 15 believed that 1t 1s through
the intervening nfluence of these other associated fac-
tors, coincidental to where one lives Accordingly,
health differences between areas are expected to
diminish greatly when the control variables are
Introduced

Data and Methods
Sample Description and Selection

This study utilizes data from the 1973 Survey of the
Low-Income Aged and Disabled !* Four samples were

? Infants, victims of auto accidents, and blue-collar workers
(Brooks, 1972) See, respectively, NCHS, Vital Statistics of the
United States, 1969, op cit , NCHS, Motor Vehicle Accident
Death Rates in the United States, 1950-67 ( Vital and Health Statis-
tics, Series 20-9), 1971, and Charles H Brooks, Work Injuries
Among Blue-collar Workers (Vital and Health Statistics, Series
10-68}, NCHS, 1972

1% Theodore Cooper 1n *‘Briefing on Health Status of the Eldetly,”’
Hearings Before the Subcommittee on Health and Long-Term
Care of the Select Committee on Aging, House of Representatives
(94th Cong , 2d sess ), February 20, 1976, pages 135-165

' A total of 17,551 household nterviews were completed by Cen-
sus mterviewers For information concerming the survey design, pur-
poses, and detailed sample descriptions, see Thomas Tissue, *“The
Survey of the Low-Income Aged and Disabled An Introduction,”
Social Security Bulletin, February 1977
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interviewed m the Survey, which was designed as a
before-after investigation to collect demographic and
socioeconomic information considered necessary to, as-
sess the 1mpact of the supplemental secunity income
(S5I) program Data from two of the samples are used
(1) a sample of noninstitutionalized old-age assistance
(OAA) recipients who had reported receiving aid at least
some time during the 1973 survey year and perhaps even
longer and (2) a sample of aged persons in the general
population considered to be potentiaily eligible for SS1

The singular requirement for inclusion 1n the QAA
sample was that the respondent had received aid some-
time during the survey year Since all the States in-
cluded in the sample had a uniform age-entrance re-
quirement of 65, all sample persons were at least this
age and many were much older The OAA sample was
weighted to represent a national caseload of 1,665,000
recipients

It was felt that, m addition to elderly welfare recip-
tents, some individuals and couples with higher incomes
but with specific problem characteristics might also be
eligible for aid under the provisions of the new SSI pro-
gram The sample of potential SSI eligibles selected
from the general population was screened from the July
1973 Current Population Survey (CPS) of the Bureau of
the Census Two sample selection criterta—age and
mcome—were apphed

An age minimum of 65 was established for compara-
bility with the OAA sample, and the income ceiling
exclnded single persons with annual incomes of $5,000
or more and couples with annual incomes of $6,500 or
more The intended effect of this procedure was to focus
the study on that element of the general population of
elderly persons who, at the time of selection, appeared
to have the greatest potential for being SSI recipients 1n
1974 and who would have suitable characteristics for
comparison with the converted SSI population

Based on CPS income data for 1973,!? the sample
represents about 74 percent of the nonmarred popula-
tion aged 65 and over and about 51 percent of the el-
derly married population The data mn table 1 show that
54 percent of the potentially eligible aged SSI popula-
tion, as defined above, had annual family incomes of
less than $4,000 and that about 40 percent were living
erither at the ‘‘near poor’’ level (1 00-1 25 percent
above poverty) or below the poverty level The sample
was weighted to represent a national population of
15,445,000 elderly persons

Nonrecipient Population

A further refinement 1n the study design was neces-
sary 1 order that the CPS aged sample be more analyt-

2 Bureau of the Census, “‘Money Income in 1973 of Families 1n
the Umted States,”” Current Population Reports (Series P60, No
97), 1975

Table 1.

potential SSI eligibles in CPS sample

Income characteristics of OAA sample and

‘ Sample population
_ Charactenstic Potential SSI
OAA eligibles in
v Crs
Total number (in thousands) 1,6652 154450
Percent
With annual family income
less than $4 000 8§70 535
Below * near poor  level ! 7¢0 387
Famuly income
Mean 52037 13 663
Median 1 845 3 041

' Near poor means 1 25 of the poverty level

cally comparable with the sample of OAA recipients
Respondents reporting the receipt of any public assist-
ance during the survey year (approximately 12 percent)
were therefore excluded Before their deletion, a com-
parability analysis was performed to determine the ex-
tent to which the subset was similar 1n characteristics to
the OAA sample Selected socrodemographic charac-
teristics are presented 1n table 2 The results demon-
strate that for the majority of items compared, the two
populations are stmilar and that the deletion of the sub-
set from the Iarger CPS sample 1s more than justified

Definition of Terms

Size of residential lecation. A four-category coding
scheme of urban-rural location was developed to analyze
residential differences in health status The categories,
derived from responses completed jointly by interview-
ers and respondents, are (1) Farm or open country, (2)
small towns—Iless than 25,000 population, (3) small
cities—25,000-100,000 population, and (4) large
cities—100,000 or greater population The large-city
category also includes suburban locations ?

The relhiability of the residence 1tem 1s attested to by a
reinterview intraclass correlation coefficient of 89 A
cross classification of the residence codes with the more

13 The four categones were further reduced to three by comhining
the farm or open country and small town codes for use in the mul-
tivariate analysis described in the last secuion of the article

Table 2.—Percent 1n OAA sample and CPS sample re-
porting receipt of welfare during year, by selected
characternistics

Sample population

Charactenstic In CPS and receiv-

OAA g welfare

duning year

Percent
Black 263 257
Widowed 531 505
Laving alone 420 441
With spouse only 191 261
With family income

Less than $1 000 61 52
1 000-1,999 463 452
Women 698 6235
With southern residence 519 541
Below poverty level 633 630
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traditional urban-rurat classification, based on land use,
lends additional support to the reliability of the coding
scheme Ninety percent of farm or open-country re-
spondents were classified as rural, and 98 percent of
those who resided 1n places with population greater than
25,000 were classified as urban Residents of places
with less than 25,000 population were intermediate, 36
percent were classified as rural, and 64 percent urban

Time in community. Time 1n community refers to
the number of years of continuous residence 1n the per-
son’s neighborhood or part of town The longer the
period of continuous residence, the more plausible the
argument that size of residenttal location has an influ-
ence on health status The data demonstrate that most
sample persons have lived in their current communities
for long periods of ime Among OAA recipients about
6 1n 10 (62 percent) were commumty residents for 10
years or longer Among the CPS group about 7 in 103 (72
percent) reported that they had been in their com-
munities for at least 10 years That 1s, their exposure to
their present environment has been sufficient to influ-
ence the condition of their health

Race The population 1s divided into three groups,
““white,’” *‘black,'’ and ‘‘other "’ Persons of Latin-
American descent were recorded by interviewer as
white The term ‘‘other’’ includes American Indians,
and Japanese, Chinese, and other persons of Oriental
background Since persons classed as ‘‘other’’ ac-
counted for only 1 percent of the OAA sample and only
about 2 percent of the CPS sample of potentially eligible
881 recipients, they are excluded from specific tabula-
tions that use race as a control variable

Health status. In lieu of a standard defimtion of mndi-
vidual health adequacy, an operational defimition of
health was applied Health status 1s treated as a norma-
tive, multidimensional concept and was assessed by re-
spons¢ to a number of items answered either by the
sample person or by a proxy respondent !4 The health-
status measures included 1tems relating to physical func-
tioning capacity, prevalence of chronic disease and 1m-
pairments, self-assessment of health, and the occurrence
of multiple disorders In addition, several 1tems meas-
ured health ‘‘outcomes’’ and related health behaviors
such as number of days tll 1n bed, days hospitalized, last
contact with a physician, and last time spent as an over-
night patient 1n a hospital

Physical functioning capacity was determined by re-
sponse to a battery of six items developed by Lawrence
Haber and scored to form an index of physical activity
limitation Haber combined 1items relating to body
movement and manual limitations into a scale designed

14 If the sample person was at home but unable to be iterviewed
because of poor health, the interview was conducted with a proxy
respondent who was intimately famhar with the sample person's
situation and circumstances Proxy respondents represented 7 percent
of the OAA sample and 4 percent of the CPS sample

to assess the level of difficulty in performing vanous
functions such as walking, using stairs or inclines,
standing, sitting, and stooping !5 Based on reimnterview
analysis, an 1ntraclass correlation coefficient of reliabil-
1ty for the combined 1ndex was 67

Prevalence of chronic disease was deterrmined by re-
sponse to a checklist of 38 chronic conditions, 34 of
which are repeated from the Health Interview Survey’s
standard hst of such conditions and are considered by
the National Center for Health Statistics to be chronic
regardless of the date of onset ¢ For purposes of further
refinement, each specific health condition was also clas-
sified into one of 11 major categories 1n the Interna-
tronal Classification of Diseases, Adapted (ICDA) 17 It
1s 1mportant to stress the ICDA cautionary note that the
purpose of such a statistical classification 1s “‘to provide
a hst of disabiltties for compiling statistics and not to
serve as a nomenclature of diseases ** Hence, etiology
and symptomatology are not distinguished i applying
this classification In addition, the health information
reported 1n any household survey 15 subject to the usual
constramnts and problems of relhability '® In most in-
stances, respondents pass on to imnterviewers information
given by physicians For those not physician-diagnosed,
however, health conditions reported may be nothing
more than a description of symptoms 1°

Method of Analysis

Three levels of analysis have been established Farst,
soctodemographic and health charactenstics of the recip-
tent and nonrecipient populations were compared Sec-
ond, parallel comparisons by residence were made
within each of the populations Third, control variables

1% Scale categories include four major groupings (1) No lim-
tations in any of the specified activities, (2) manual or body-
movement limitations other than n walking or inability to use one or
both hands (mnor loss), (3) limitations 1n walking or severe manual
limitations (moderate loss), (4) limitations in both walking and man-
val activities (severe loss) See Lawrence Haber, The Epidemiology
of Disability II The Measurement of Functional Capacity Lim-
ftatlons (Social Secunity Survey of the Disabled, Report No 10),
Office of Research and Statisues, Social Secunty Admimstration,
1970

16 NCHS, Health Interview Survey—1957-1974 (Series 1-11),
appendix 111, 1976

7 Department of Health, Education, and Welfare, Eighth Revi-
sion, International Classification of Diseases, Adapted for Use in
the United States, 1968

'8 In a study that compared chronic conditions reported 1n 1nter-
views with information derived from medical records, accuracy and
completeness of reporting increased with age Among those aged 65
and over, the reporting was higher for women than for men The 1n-
vestigation also found that level of reporting of chronic conditions
was markedly higher among persons who considered their general
state of health as fair or poor than for those who stated their health
was excellent See William G Madow, Net Differences in Interview
Data on Chronic Conditions and Information Derived from Med-
cal Records {Vital and Health Statistics, Senes 2-57), NCHS, 1967,
pages 21-24

* NCHS, Health Interview Survey, op cit , page 7
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Table I.—Approximate standard errors of estimated per-
centages of QAA recipients and nonrecipients
{68 chances out of 100]
Estimated percentage
Size of
base (in 1 2 5 10 20 k1] 40
thousands} or or or or or or or 50
99 98} 95| 90| 80 | 70 | 60
OAA recipients
10 171230371511 69|79 3185 [87
25 11 15) 24| 33| 44 |51 |55 (56
50 7111 17 24 32|37 (40 41
75 6 9] 14 (19| 26 |31 {33 |34
100 5 8{ 12| 17| 23 (27|29 |30
250 3 5 8] 11] 15|18 ¢}19 (20
500 2 4 6 Bl 11 (13115115
750 2 3 5 7] 10| 11 12 (13
1000 2 3 4 6 910111 |12
2 500 1 2 3 4 6 7 3 8
Nonrecipients
10 65 ) 91| 142 (1961261 |299 |320 326
25 41] 58| 90 (124165 |190 [203 1207
50 291 41 64 ) BE| 117|135 |144 (147
5 24| 33| 52 (72 96 |110 {118 }121
100 21| 29 45 62| 84 (96 |103 [105
250 13| 18] 29[ 40 53 |61 |66 |67
500 9] 13] 21| 28] 38 | 4447 |48
750 g1 11 17 23] 313639140
1,000 7 91 15| 20] 27|32 |34]35
2 500 4 6 9] 13| 18] 21]221]23
5000 3 4 TH10F 131516 (17
7,500 3 4 6 8 111311414
10,000 2 3 5 71 10711 12113
25,000 1 2 3 3 7 7 8 9

(sex-age and race-age) were introduced to test the
health-residence hypothesis
Generalized standard error tables were produced for
_estimated percentages 1n this report (tables I and II) 2°
Standard errors were derived from survey data by com-
puting estimated rel-variances (that 1s, the coefficient of
vanation squared) for a representative set of charactens-
tics 2! Separate generalized curves were derived for the
OAA and the CPS samples, as well as for selected sub-
sets of each Determmations of the statistical sigmifi-
cance of the diffcrence between two independent per-
centages were made by standard procedures 22

Findings

Comparisons of the Recipient and
Nonrecipient populations

The elderly populations stucied are charactenzed by
low-to-moderate levels of socioeconomic Status (in-

20 A detailed discussion of sampling procedures and particular
statistical techniques applied n the Survey of the Low-Income Aged
and Insabled can be found 1n Erma Barron, Survey of Low-Income
Aged and Disabled Survey Design, Estimation Procedures and
Sampling Vanability, Office of Research and Statistics, Social Se-
curity Administration (forthcoming)

21For a discussion of the relative precision of sample estimates,
mcluding the application of rel-variances, see Morns H Hansen,
Willham N Hurwitz, and William G Madow, Sample Survey
Methods and Theory {Vol 1), John Wiley and Sons, Inc , 1953

22 For the percentage 1 question, estimates were found from the
tables then squared, summed, and their square roots determined If
the absolute difference between the two percentages compared ex
ceeded twice the standard error of the difference, the two percentages
were considered to be sigmficantly different at the 5-percent level

Table II.—Approximate standard errors of estimated per-
centages of OAA recipients
[68 chances out of 100]

l Esumated percentage

Size of base

1 2 5 10 20 30 40
(in thousands) or or or or or or [ or [ 50
99 98 95 %9 8O 70 60
Open country small
towns, and small ciues
10 19| 26| 41| S8} 78] 90|97 |99
25 12117 271 37 (51| 59|63 (65
50 8| 12| 19) 27|37 43|47 |48
75 7110|116 23 |31 )| 36|39 j40
100 6 {14 207127] 3235 (36
250 4 6| 13| 13[19)22|24 (25
500 3 4 71 10 14| 17|18 19
750 2 3 6 81121416 |17
Large cities

10 211 30| 46| 63| 84 ] 96 |102 |104
25 13| 19|29 40| 52] 60| 63 |65
50 9] 13]20] 28136 41 |44 |45
75 8|l 11|16 22129 33 |35]36
100 7 914 19| 25|28 {3030
250 4 6 9y 12115117 ]18 (18
500 3 4 6 10} 11 f12]11

come, educational level, Iifettme occupation, and indus-
try) and by residence 1n predominantly rural areas and 1n
the South In addition, a sizable proportion also origi-
nated in the South Women account for more than 60
percent of the elderly needy population, and well over
50 percent have lived in their present communities for
10 or more years (table 3)

These overall characteristics of the survey population
mask important differences between OAA recipients and
that segment of the elderly needy population not recerv-
mg assistance The data n table 3 demonstrate that the
social and economic position of the population receiving
aid 15 substantially worse than that of persons not receiv-
mg aid It 1s important to keep these preestablished dis-
tinctions 1n mind—that 1s, that the aged welfare popula-
tion 1s a definitely different subset of the larger universe
of needy elderly Americans 23

Sociodemographic characteristies. In contrast to
nonrecipients, those recewving aid were more likely to
be women (70 percent, compared with 60 percent),
black (26 percent, compared with 8 percent), and to
have substantially less formal education (8 percent at
least high school graduates, compared with 53 percent)
They were also much more likely to be residents of the
South (52 percent, compared with 33 percent), and even
more likely to have orniginated there (60 percent, com-
pared with 33 percent) The elderly needy, as discussed

23 The OAA sample represents the aged welfare population as de-
fined within each of the various 50 States, the same 1ndividual might
be able to qualify for aid 1n one State but not 1n another The only two
selection characteristics shared by OAA sample persons were (1)
being at least aged 65 and (2) meeting the particular program re-
quirements of the State where they lived The nonrecipients were
selected from the larger CPS sampling units and are therefore concep-
tually associated with the underlying assumptions of population con-
centration and representation as defined by the Bureau of the Census
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Table 3.—Selected sociodemographic characteristics Number and percent of OAA recipients and nonrecipients, by

area of residence, 1973

OAA recipents Nonrecipents
Charactenstic Total Farm or Small City Total Farm or Small City
Open Counlry | towns Small Large open country | towns Small Large
Total number (in thousands) 1,665 2 3782 554 6 25313 4756 | 13,6289 2,5616 | 44782 ] 24228 | 4,1360
Percent

Black 263 295 190 248 331 81 66 56 61 131
Women 698 616 706 750 s 595 516 605 633 612
Aged 75 or older 4381 471 510 498 446 407 329 40 8 416 447
‘With 12 years or more

education 84 25 68 122 127 532 490 554 563 514
Mantal status

Marnied 272 43 4 286 174 178 510 614 522 47 4 450

Widowed/separated/divorced 651 481 659 726 736 427 335 426 46 5 467

Below poverty level 631 106 724 510 532 215 239 237 179 199

Living alone 420 269 453 46 8 478 303 218 302 327 M4
Lifetime occupation

White collar 104 3g 90 134 159 310 191 307 369 365

Blue collar (excluding farm) 46 4 285 441 557 583 383 311 383 383 421

Farm

Operators 66 154 66 29 18 53 161 50 19 10
Laborers 160 284 195 81 60 41 110 43 24 10

Never worked 16 0 202 159 151 133 90 128 103 68 65
Lifetsme industry

Extractive 243 461 280 129 84 114 297 126 56 23

Manufacturing 125 77 112 168 155 238 202 225 275 254
Region of residence

Northeast 135 51 94 192 219 253 173 2517 279 284

North Central 134 79 171 130 136 281 277 325 235 262

South 519 800 575 357 318 328 49 4 308 285 273

West 212 70 159 321 327 138 56 110 201 180
Region of ongin

South 596 822 633 462 45 326 499 295 230 292

Foreign 129 19 59 200 263 1413 50 100 196 230
Yeafs 10 communty

Less than 1 66 47 68 69 78 38 3t 43 52 29

10 or more 623 790 64 0 539 515 720 758 706 673 737
Housing quality

With hot and celd water 819 550 813 932 980 956 863 0951 98 4 994

No flush toilet 133 401 106 29 10 37 137 o 10 —_

No access to telephone 256 99 252 201 1117 66 107 68 53 48
Median

Age 742 740 748 745 736 729 715 729 731 736

Famly income $1,845 314677 31 730 32,050 $1 987 $3 371 $3 143 33419 $3 705 $3 330

earlier, are a residentially stable population Assistance
reciptents were somewhat more likely to be mobile than
their nonrecipient counterparts (62 percent were com-
munity residents for 10 years or longer, 72 percent 1n
the other population)

A major distinguishing feature of OAA recipiency 1s
the distribution of persons by mantal status Recipients
were more likely to be widowed, separated, or divorced
(65 percent, compared with 43 percent for the nonrecip-
tents) and much less likely to be marnied (27 percent,
compared with 51 percent) Similarly, they were more
hikely to Iive alone (42 percent, but only 30 percent of
the nonrecipients)

Measures of the quality of theiwr housing lend further
support to a generally inferior life style Proportionately
fewer lived 1n umits with both hot and cold water (82
percent, 1n comparison with 98 percent of the nonrecip-
ients) Proportionately more of the former had no flush
torlets (13 percent, compared with 4 percent) Perhaps
of greater importance was the lack of access to a tele-
phone, which, considered n the context of their many
problems, looms as a major handicap (26 percent for
rectpients, 7 percent for nonrecipients)

With respect to annual family income, an wndicator of

economic deprivation, OAA recipients were substan-
tially worse off More than three-fifths were below the
officially established poverty level, compared with one-
fifth of the nonrecipients, and their median annual fam-
iy income ($1,845) was only 54 percent of that for the
nonreciptents ($3,371) These differences appear to be
associated, at least m part, with differences in hifetime
occupation and industry between the two popula-
tions—OAA recipients had occupied lower-level jobs
Only one-tenth held white-collar positions, for example,
compared with almost one-third of the nonreciplent
group Proportionately more of the recipients worked as
farmers or as farm laborers (23 percent, compared with
9 percent) Another significant dimension was therr
greater lack of any Lifettme work experience whatso-
ever (16 percent of the recipients and 9 percent of the
nonrecipients)

In summary, low-income elderly persons comprise
both samples but the socioeconomic position of the re-
ciplents was consistently lower than that of their honre-
cipient counterparts—not an unexpected finding 1n light
of the existing evidence and for reasons of OAA qualifi-
cation The salient differences between these popula-
tions serve to further emphasize their distinctly separate
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Table 4.—Sclected health characteristics Number and percent of OAA recipients and nonrecipients, by ar¢a of

residence, 1973

OAA recipients Nonrecipients
Charactensic Total Farm or Small City Total Farm or Small City
open country | towns Small | Large opencountry | towns gy Large
Total number (in thousands) 1,665 2 3787 554 6 2253 4756 1136289 25616 | 44782 24228 | 41360
Percent with—

Self rating of health as poor 49 8 399 513 43 4 431 220 290 04 190 212

5 or more health disorders 463 507 499 430 402 250 301 249 343 223
Severe physical activity

linutation 46 4 500 481 460 415 239 297 227 253 210

Mean number of health disorders 4 98 527 520 48 4359 355 3w 355 3358 327

life styles and to support the decisions to separate them
in the present analysis

Health indicators. Recipients were much more likely
to evaluate their health as ‘‘poor’’ (50 percent, com-
pared with 22 percent of the nonrecipients), to average
more health disorders (4 98, compared with 3 55), and
to manifest substantially more severe physical activity
limitations (46 percent and 25 percent), as shown 1n
table 4 Particularly notable were differences between
the two groups 1n the prevalence of circulatory, mental,
and musculoskeletal disorders (table 5) Moreover, a
substantially higher proportion of recipients reported
visual and auditory impairments, stiffness or deformrty
of the himbs, and chronic back trouble Not only was the
OAA population worse off than 1ts nonrecipient coun-
terpart 1 soclodemographic status but in health status as
well 24

Rural-Urban Comparisons

Sociodemographic characteristics Rural-urban dif-
ferences for OAA recipients are demonstrated 1n table 3
Most of the characteristics vary directly and regularly
with residence, as one moves from the most rural to the
most urban category These factors reflect the environ-
ments 1n which people live and work and thus may be a
determinant of health status of the population

In general, these 1tems portray a rural population that
15 differentially less well off than 1ts counterpart 1n more
urbanized areas Socioeconomic status (as indexed by
family income, educational attainment, and lifetime oc-
cupation) 1s consistently lower in the rural residence
categories The proportion of OAA recipients with com-

24 See David B Eppley, *“OAA Recipients 1n 1965 Health Condi-
tions and Health Services,”” Welfare in Review, July 1969 Eppley’s
soclodemographic and health findings are similar to those in the pres-
ent study The median ages shown in both studies are roughly the
same, both studies reveal the tendency of OAA recipients to hive in
the South and nonmetropolitan areas, and the prevalence of arthritis
and high blood pressure 1s at the same rank See also Mary Bauer,
Health Characteristics of Low-Income Persons (Vital and Health
Statistics, Series 10-74), NCHS, 1972 Bauer concluded that low-
income persons continued to have multiple health disadvantages and
that welfare recipients had poorer health than nonrecipients

pletion of high school education rose from only 3 per-
cent on farms or in the open country to about 13 percent
m the largest cities Simularly, the percentages for fam-
ily income and lifetime occupatronal status 1ncrease reg-
ularly 1t going from the rural to the urban residence
categories Rural residents also have housing of poor
quality (as indexed by the presence of hot and cold run-
ning water and/or flush toilets), and a smaller proportion
of rural residents has access to a telephone Age, sex,
and race, on the other hand, bear no consistent linear
assoclation with residence In fact, the proportion that 1s
black 1s curvilinearly distributed over the categories of
urban and rural residence

For QAA recipients, residential location has a con-
sistent and systematic effect on marttal status and hving
arrangements and on region and origin of residence
Significantly lower proportions of rural persons are
widowed, separated, or divorced, and consequently a
Jower proportion lives alone Furthermore, a substantial
proportion of persons 1 all restdence groups lives in the
South but the percentage 15 much higher 1n the most
rural categonies In addition, a majonty of persons in all
residence categories originated i the South, but the
proportion tose to more than 60 percent i small towns
and to about 80 percent on farms or 1n the open country
Finally, about 80 percent of the rural residents have
Iived 1n their present community at least 10 years, the
same 1s true of only 52 percent of large-city persons

For nonrecipients, the clear urban-rural gradients in
sociodemographic characteristics demonstrated among
the OAA population are somewhat less obvious In table
3, some 1mportant urban-rural patterns do emerge with
respect to five types of factors Marital status and living
arrangements, hifetime occupation, housing quality, re-
gion of current residence, and region of ongin Com-
pared with their urban counterparts, rural persons
among nonrecipients tend to be less likely to live alone,
more likely to occupy poorer quality housing, to have
worked at lower-status and/or farm-related jobs, and
more likely to live 1n the South and have Southern ori-
gin These differences are generally ‘‘environmental’” 1n
nature—that 1s, they relate to the lhiving and working
space of the population Consequently, they may be ex-
pected to have an effect on health
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Table 5.—Chronic conditions and impairments Number and percent of OAA recipients and nonrecipients, by area of

residence, 1973

OAA recipients Nonreciments
Chrome condition Total Farm or Small City Total Farm or Small City
open country towns Small Large open country towns Smalt Large
Total number (in thousands) 1,665 2 %7 554 6 2533 4756 | 13,6289 25616 447821 24228 41360
Percent
Neoplasm 64 61 67 73 59 46 44 47 60 38
Endocnne 160 145 158 157 174 109 100 110 116 109
Mental 261 306 85 244 203 102 117 105 102 89
Nervous 29 22 30 40 28 17 14 16 18 20
Circulatory 719 172 127 639 678 5713 593 591 573 541
Resprratroy 250 256 265 47 29 183 226 173 180 171
Dhgestive 302 325 314 254 294 197 255 1912 187 174
Gefutounnary 163 240 172 149 99 67 11 68 50 49
Skin 62 46 62 638 70 54 48 61 58 49
Musculoskeletal 632 685 64 4 603 590 474 565 46 4 468 431
Stiffness or deformuty of foot, leg
armi, or hand 240 306 23t 242 1946 133 162 120 128 134
Chronic back trouble 248 280 264 224 216 152 136 154 132 139
Spinal deformity 94 99 91 99 90 67 87 65 54 66
111 defined 45 33 43 48 57 23 17 19 217 28
Other
Heanng 240 263 272 33 188 16 5 16 5 178 168 14 6
Visual 05 32 27 it 266 152 132 155 154 157

In contrast, the clear urban-rural differences 1n other
aspects of socioeconomic status (income and education)
and duratton of residence that were demonstrated 1n the
recipient population are not duplicated among nonrecip-
ients Moreover, the differences that do exist are of
smaller magmtude than among persons receiving aid

Health indicators In light of the preceding profile
demonstrating the relative deprivation of the OAA popu-
lation in rural areas, it 1s not surprising that such per-
sons mamfest higher rates of chromic conditions and
disabilities than do urban recipients, as tables 4 and 5
indicate

For several of the health 1tems analyzed, majyor differ-
ences occur between the two extreme ends of the rural-
urban continuum, and for many of the items a regular
mcrease 1n disease and disability 1s seen as one moves
from urban to rural areas Table 4 presents data on *‘self
evaluation’’ of health, and these indicators appear to be
congruent with the other indicators of health status
shown 1n table 5 Rural recipients more often reported
their health as poor, averaged more specific chronic dis-
orders, and had more severe activity limitations

The highest prevalence rate among the major ICDA
classes was for circulatory disorders, ranging from a
lgh of 77 percent for the most rural population to a low
of 68 percent for the most urban Other major rural-
urban differences occurred for musculoskeletal,
genttourtnary, and mental disorders—all man:festing
significantly higher prevalence rates 1n rural areas and
regular patterns of decline among the rural and urban
residential categories 25

In addition, rural residents had higher prevalence
rates for hearing impairments, “‘stiffness or deformity of

25 *“Chromic nervous trouble’” accounts largely for the relatively
high rate of mental disorders

the foot, leg, arm, or hand,’’ and chronic back
trouble—all possibly related to their occupational work
history—that 1s, to blue-collar and farm-related occupa-
tions Although the prevalence of visual impairments
was high 1n rural areas, it differed only from the rate
occurring n the largest cities

The data 1n tables 4 and 5 for nonrecipients support
the generalization that rural residents, particularly those
who live 1n farm and open-country areas, have a gener-
ally poorer health profile than that of persons who live
i communities of larger size Although residential dif-
ferences are evident, many are not as clear cut nor are
they as robust as those reported among the recipients
Moreover, few regular patterns of increasing prevalence
are evident across the four residence categories—from
most urban to most rural—an indication of a linear
trend For the three types of health indicators examined,
open-country residents have the poorest health profile
They are most likely to evaluate their health as poor, to
average more health disorders, and to have proportion-
ally more severe physical activity limitations

Among the nonrecipients, the prevalence rates for
specific major chrome disorders exhibit a pattern similar
to that reported among the recipients, although the mag-
nitude of rural-urban differences 1s less extreme Three
of the most common classes of disorders—musculo-
skeletal, digestive, and gemtourinary conditions—have
the highest prevalence rates in rural areas On the other
hand, rural areas do not show a higher prevalence of
circulatory or mental disorders, as they did among the
recipients  Furthermore, no residential differences were
observed for etther hearing or visual impairments or for
impairments of the back or the extremities Thus, the
health of the nonrecipients does vary according to resi-
dence, but this variation 1s not nearly as marked as that
among their assistance counterparts
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Effects of controls for age, sex, and race In gen-
eral, the data in tables 69 show that the rural-urban
differences in health status among the assistance popula-
tion do not diminish when age, sex, and race are intro-
duced as control variables Regardless of age, sex, and
race, proportionally more rural recipients rated their

health problems The relationship between activity lim-
itation and rural-urban residence 1s somewhat less clear
In particular, the pattern of residential differences be-
comes inconsistent for women and blacks who are
younger than age 75 Nevertheless, the general associa-
tion between residence and health status persists, regard-

health as ‘‘poor’® and they averaged a greater number of

less of adjustments for the controls

Similarly, the

Table 6,—Selected health characteristics, by sex and age Number and percent of OAA recipients and nonrecipients,

by area of residence, 1973

Men Women
Aged 65-74 Aged 75 and over Aged 65-74 Aged 75 and over
Charactenstics
Country City Country City Country City Country Cuty
small small small small
towns Small Large towns Small Large towns Small Large towns Small Large
OAA tecipients
Total number (1n thousands) 1752 397 817 1315 234 48 7 2967 875 181 9 3279 1027 163 4
Percent with-— '
Self rating of health as poor 592 396 4213 54 6 47 5 456 53 393 98 541 479 46 8
5 or more health disorders 443 81 350 504 350 297 511 396 41 6 527 496 445
Severe physical activity
hmitation 382 371 285 461 415 351 456 454 433 586 509 479
Mean number of health disorders 495 460 423 514 397 409 532 470 453 534 516 454
Nonrecipients
Total pumber (in thousands) 19110 211 9193 10991 3669 [ 6832 24570 8937 | 13647 157217 6410 |2 1648
Percent with—
Self raung of health as poor - 254 112 212 282 234 47 02 188 198 236 238 210
5 or more health disorders 263 193 207 312 201 43 241 2658 22 85 2713 28
Severe physical activity -
Timitation 209 82 i75 266 304 195 244 247 151 314 73 31s
Mean number of health disorders 363 328 309 376 kN 326 360 378 334 384 377 334

Table 7.—Selected health characteristics, by race and age Number and percent of OAA recipients and nonrecipients, by

area of residence, 1973

White Black
Aged 65-74 Aged 75 and over Aged 65-74 Aged 75 and over
Charactenstic
Country City Country City Country City Country City
small small small small
towns Small Large towns Small I Large towns Small I Large towns Small I Large
OAA recipients
Total number (1n thousarks) 3523 915 1598 3581 96 7 144 4 116 6 344 953 100 ¢ 285 621
Percent with—
Self rating of health as poor 544 340 388 517 434 4217 517 534 431 64 2 639 552
5 or more health disorders 517 393 411 546 419 452 90 401 378 40 439 33
Severe physical activity
Iimutation 432 420 365 543 501 459 414 49 430 567 46 8 442
Mean number of health
disorders 540 463 461 545 508 515 4 .50 479 422 464 4 49 396
Nontectpients
Total number (n thousands) 40483 (13012 [18872 2,550 1 9597 11,649 5 3131 108 1 1554 104 1 398 187 7
Percent with—
Self rating of health as poor 204 131 186 248 224 224 503 49 5 291 474 410 236
5 or more health
disorders 247 2s 224 02 241 244 295 418 197 251 327 153
Severe physical actevity
Iimitation 224 168 133 288 3413 262 265 418 308 40 4 425 363
Mean number of health
disorders 358 357 326 382 352 337 404 408 319 3 51 kR 293

22
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Table 8 —Chronic conditions, by sex and age Number and percent of OAA recipients and nonrecipients, by area of
restdence, 1973

Men Women
Aped 65-74 Aged 75 and over Aged 65-74 Aged 75 and over
Chronic condition -
Country City Country City Country City Country Cuty
small small small small
towns Small Ji,arsc towns Small Large towns Small Large Howns Small l Large
OAA recipients
Total number (1n thousands) 1752 97 &1 7 133 § 234 48 7 29 7 875 181 8 a2re | 1027 163 4
Percent
Neoplasm 63 38 47 55 40 92 78 79 62 58 89 52
Endocrine 88 118 ne 88 114 44 240 204 198 140 142 214
Mental 284 230 186 251 177 93 340 275 252 279 37 189
Nervous 30 18 4] 29 14 13 28 64 2.5 23 33 28
Circulatory 6654 66 6 551 746 350 537 768 709 704 767 737 754
Digestive 354 09 334 326 272 6 24 196 271 92 278 293
Genitounnary 205 196 98 227 ¢8 79 189 174 11 196 121 92
Respiratory 302 316 294 277 206 48 259 217 237 235 181 181
Musculoskeletal 569 480 437 645 443 433 68 4 627 651 694 661 649
Nonreciments
Total number (1n thousands) 19110 | s211 2193 10990 3669 | 6832 24570 | 8937 (13647 F15728 6410 |1 1648
Percent

Neoplasm 49 34 10 47 63 82 41 70 29 49 67 45
Endocrine 96 32 114 69 68 50 e 177 139 79 127 107
Mental 82 89 117 84 19 80 151 113 97 95 143 95
Nervous 17 15 19 16 (") 22 13 28 19 17 16 20
Curculatory 528 47 495 560 439 558 608 639 5413 666 69 58
Digestive 236 pr X3 209 237 24 197 201 173 174 192 153 130
Genitourinary 83 37 39 90 46 36 84 59 54 82 52 58
Respiratory 282 171 237 235 23¢9 214 139 212 130 138 108 113
Musculoskeletal 410 459 90 45 349 270 532 455 438 4 596 548 492

TLess than 1 percent

Table 9 —Chronic conditions, by race and age Number and percent of OAA recipients and nonrecipients, by area of
residence, 1973

White Black
Aged 65-74 Aged 75 and over Aged 65-74 Aged 75 and over
Chrensc condition Country City Country City Country City Country- Cuty
small stnall v small small
towns Small Large towns Small Large towns Small Large towns Smalt Large
OAA recipients
Total number (11 thousands) 35213 925 159 8 3581 9 7 144 4 16t M4 953 100 ¢ RS 621
Percent
Neoplasm 79 90 77 67 80 70 58 M 28 24 83 4¢
Endocnine 1913 176 145 122 149 84 159 176 24 119 89 154
Mental 33z 269 262 287 28 180 280 23 190 213 228 147
Nervous 36 44 26 25 37 24 1o 67 40 25 10 2%
Circulatory 737 68 2 632 756 694 709 700 145 Tt 7’6 743 723
Digestive 367 240 351 329 3o 336 237 208 18 6 213 173 224
Genttounnary 191 1512 117 194 104 92 197 263 89 243 16 4 86
Respiratory 06 306 289 265 200 242 18 2 316 w07 183 146 91
Musculoskeletal 6213 551 547 670 613 600 700 677 650 16 64 4 607
Nonrecipients
Total number (1n thotsands) 40483 |13012]18872 25501 9597 | 16495 3131 1080} 3554 104 1 398 1877
Percent

Neoplasm 47 55 23 51 69 57 19 78 12 (") ") 78
Endocrine 129 126 17 75 101 89 88 102 208 88 239 62
Mental 114 88 92 95 98 84 21¢ 04 81 Q] 125 14.4
Nervous 16 25 19 17 11 20 " M 19 Q] ") 28
Circulatory 572 559 519 628 579 56 2 597 656 581 567 649 620
Digestive 220 190 193 213 180 159 195 41 125 187 197 86
Gentountnary 77 43 41 81 52 51 172 148 91 193 ") 28
Respiratory 206 200 172 177 158 172 149 168 174 211 125 190
Musculoskeletal 464 448 431 537 469 41 6 671 671 543 628 524 356

tLess than 1 percent
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rural-urban gradient appears to hold for the specific dis-
orders that were shown to vary with residence in the
earlier analysis The patterns for mental and musculo-
skeletal disorders are especially clear, but those for cir-
culatory and gemitourinary disorders are somewhat less
consistent

In contrast, among the nonrecipients, many of the
rural effects are diminished Some, however, continue
to persist The rural relationship for health evaluation 1s
apparent mainly for blacks, and the higher number of
disorders reported 1n rural areas holds only for men In
addition, the proportionally higher rural rates of severe
activity limitations are conditional for older men,
younger women, and younger whites

Rural effects among the nonrectpients also persist for
selected major disease categories Genitourinary disor-
ders continue to be higher among blacks n rural areas,
and higher rural rates for mental conditions persist
among younger women and for blacks Perhaps the
clearest urban-rural difference among the nonrecipients
ts for musculoskeletal disorders Except for younger
men and younger whites, rural persons have higher pre-
valence rates for such conditions The difference among
clder blacks 15 quite striking 63 percent for those 1n
rural areas, 36 percent for those in large cities The gen-
eral dimmnution of these rural-urban gradients among the
nonrecipient population 1s not surprising, given the
lesser magnitude of differences and the lesser degree of
regulanty in residence-health patterns before the intro-
duction of control factors

Health outcomes. The basic finding that the rural el-
derly have a higher prevalence of chronic health condi-
tions leads one to expect that they will use more health
services as well, but the data 1n table 10 do not support
this expectation Utilization of health services (as in-
dexed by days hospitalized, last period of hospitaliza-
tion, the last physician visit) does not appear to vary
with residence Nor does the number of days 1l 1 bed

How does one account for this inconsistency?® Does 1t
mean that the low-income elderly 1n rural areas are a
med:cally underserved population—that 1s, they use
fewer medical services than they need 1n relation to thetr
differentially poorer health? The present analysis does
not address this question directly, yet some speculative
explanations are possible

Two methodological considerations are relevant
First, these findings suggest that measures of chronic
disorders and impairments are not good predictors of
“‘days 11l 1z bed ** Such a health outcome 15 more lLikely
to be associated with incidence of acute 1llness. Second,
health utilization measures applied 1n the survey may
not include certain ‘‘medical services’” used by the
study population Older rural residents, especrally those
of Southern origin or Southern residence and those with
lattle formal education, may depend, for example, on

folk medicine or other nonconventional services and
practitioners They may also depend more heavily on
nonprescription proprietary medicines to alleviate their
problems ?¢ Moreover, they may have a cultural pre-
dilection against obtaining medical care at all
Methodological considerations aside, an number of
tentative explanations for the inconsistency between 1ll-
ness and utihzation of health services are possible Re-
cent studies have demonstrated that rural persons have
less access (both physical and financial) to medical serv-
ices and that utilization decreases directly with
maccessibility *7
Another possible explanation may be found in the dif-
ferences between the urban and rural elderly 1n farmly
living arrangements As demonstrated earlier n table 3,
the urban elderly are more likely to live alone than their
tural counterparts Consequently, home-care arrange-
ments may be less available to them after the onset of
severe 1llness or disability and their only alternative may
be to enter an institution Such persons would thus be
elimmnated from the survey population A “‘healthier’’
urban elderly population may be created, mn effect, as
many of the most severely disabled persons may have
entered nstitutions In contrast, rural persons may be
more likely to obtamn home care or be encouraged to
seek such arrangements when nursing homes are rela-
tively 1naccessible, and they could thus remain 1n the
survey population A negative bias on the comparative
health status of the rural elderly would thus be exerted
This finding 1s suggestive, rather than defimtive It
suggests that the gap between the need for health care
and 1ts utilization 1s greater among the low-income el-
derly In rural areas than among their urban counterparts
Still another contributing factor appears to be the
complex relationship between phystcal 1solation, dechin-
ing physical function, and mortality According to a
current McCoy paper, QAA recipients with severely de-
climing health who lived alone were less likely to sur-
vive 1if they were unable to obtain personal assistance
when needed 28 Because recipients living alone tend to
be urbamized, these conditions may also accentuate
rural-urban differences

¢ Findings from a national survey of health practices suggest that
the tendency to self-medicate 1s a complex behavior difficult to
categonize by standard demographic vanables such as age, education,
and income See National Analysts, Inc , A Study of Health Prac-
tices and Opinions (conducted for the Food and Drug Admimstra-
tion, Department of Health, Education, and Welfare), 1972 The
study, which did not focus exclusively on the elderly population of
low-1ncome persons, found that elderly persons tend to use health
practitioners other than *‘regular physicians **

7 See, for example, Edward M Bosnac, M § Hyg, Rosalind C
Parkinson, and David § Hall, *‘Geographic Access to Hospital Care .
A 30 Minute Travel Tume Standard,’’ Medical Care, July 1976,
pages 616624

# John L McCoy, A Logistics Analysis of Survival Among a
Sample of Aged Welfare Recipients (in preparation), 1978
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Table 10 —Days 11l in bed and utilizanon of health services Number and percentage distribution of QAA recipients

and nonrecipients, by area of residence, 1973

OAA tecipients Nonrecipents
Ttem Toul Farm or Smalt Cuy Totl Farm or Small cuy
ota open country | towns Small Large open counlty | towns Small Large
Total number (in thousands) 16652 32 554 6 2253 4756 | 13,628 9 25616 | 44782 | 24228 1 41360
Total percent 1000 1000 1000 1000 100 0 1000 100 0 100 0 1000 100 0

Days 1ll 1n bed

None 551 537 554 554 558 T07? 680 ) 699 M1

1-6 95 95 91 98 98 17 87 T4 74 77

7-20 161 16 6 162 186 14 1 109 96 119 i18 104

21 or longer 193 202 193 162 03 106 137 85 109 108
Days hospitalized

None 76 1 752 734 782 790 837 842 827 847 840

1-6 44 413 57 36 34 37 46 45 25 31

7-20 s 126 127 126 85 73 56 84 79 68

21 or longer 80 79 82 56 21 53 56 44 49 61
Last contact with physician

Past month 49 6 473 492 473 530 372 390 369 349 379

Past 6 months 274 296 269 280 260 301 28 4 293 EL R, 289

Past year 83 98 43 88 77 127 131 136 11 122

More than 1 year 141 133 146 159 133 199 195 187 195 210
Last time hospatatized

Past month 50 53 55 44 45 34 38 32 18 41

Past 6 months 121 114 132 125 112 84 84 76 93 39

Past year 120 n7 129 18 110 86 78 101 87 74

Past § years 287 276 293 283 291 295 310 N7 3t0 252

More than 5 years 422 44 0 90 429 442 501 490 474 492 544

Implications For the Future

The general hypothesis that health status differs
among the low-income aged population with residence
15 supported by the study findings The persistence of a
“rural effect,”’ following the mtroduction of age, sex,
and race as control vanables, suggests that the corollary
hypothesis concerning the intervening effects of these
key factors cannot be fully accepted At least these vari-
ables do not sufficiently account for variations 1n health
status relating to residence Indeed, other variables or
combinations of variables, not considered here, may
serve to explain higher rates of chronic disorders and
impairments among the rural aged

As noted earlier, differences 1n prevalence rates were
much more clear cut among the GAA population In
contrast, the prevalence patterns among nonrecipients
were suggestive rather than defimitive Nevertheless, the
presence of a rural effect, which appears to be wnflu-
enced by the accumulated experience of low socio-
economic status, cannot be rejected The major theme
that emerges from these findings concerns the accumu-
lated effects of life experience m an environment of rel-
ative economic deprivation, or what meght be described
as the ‘‘rural health-poverty syndrome '’ Is there a
combination of factors that contributes to the sigmifi-
cantly poorer health profile among the rural population®
The findings here suggest that to answer this question

the larger rural aggregate should be divided into analyt-
cally relevant subgroups A recent article by James
Copp 2% has suggested that health needs occur dispro-
portionately among a number of identifiable subpopula-
tions, and the health profile of the low-income aged 1n
the present analysts certainly supports that contention

Not only 1s rural residence pivotal 1t bnnging into
focus the severe health problems of this subpopulation,
but two additional contextual variables—Southern resi-
dence and Southern ongin—appear to be of equal impor-
tance Compounding the relative 1mpacts of these three
variables 1s the associated circumstance of residential
stability among the low-income aged population The
persons studied 1n this research have lived in and pre-
sumably been affected by their present environment for
a considerable time

Moreover, because of the age of the study population,
many of the chronic conditions and impairments can be
viewed as products of both the aging process and of
generational living patterns Largely, what 1s dealt with
here 1s a population that was born near the turn of the
century and grew up 1n low-income areas of the agrarian
South It 1s a population being viewed at the final stage

2% James H Copp, *‘Diversity of Rural Society and Health
Needs,”” in Edward W Hassinger and Larry R Whiting (eds ),
Roral Health Services Organization, Delivery, and Use, Towa
State Umversity Press, 1976
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of its Iife cycle The determinants of its chronic health
status have already occurred, by and large, and vanation
1n the prevalence of chronic disorders and impairments
cannot be explained by examining current socio-
economic status Rather, such an explanation 1s con-
tained 1n the accumulated effects of years of residence
i different cultural, social, economc, and physical
environments

The manner in which residential location has an 1m-
pact on the health of the elderly 1s probably an indirect
process Rather than acting as a direct ecological out-
come, continuous rural residence 1s the representation of
a series of unmque life events, including the accumula-
tion of effects that result from social and economic ex-
perience The long-standing evidence that poor rural
persons tend to dwell 1n inferior housing ts an additional
factor 39 A representative scenario suggests a hifehistory
and Iifestyle of economic deprivation complicated by
Southern small-town and rural community experience
and of marginal employment 1n low-status and low-wage
jobs 1n extractive industnes

To the extent that health status 1s related to social and
economic experience over a hifetime, one might expect a
leveling of rural-urban differences 1n the health status of
the elderly in the future Recent research has shown a
dimimishing of sociodemographic differences between
metropolitan and nonmetropolitan areas In an analysis
of the changing character of the nonmetropolitan popu-
lation between 1950 and 1975, Zuiches and Brown
documented a convergence 1n income, occupational
status, educational attainment, household size, and
labor-force participation of women *! In addition, the
recent tndustrial development of nonmetropolitan
America has afforded economic opportunities for racial
mmnorities not heretofore available 1n such areas Minor-
ity dependence on low-wage and low-skill extractive 1n-
dustries has been greatly lessened, and manufacturing
and services are now the major employers of minorities
in nonmetropolitan areas 32 Furthermore, an increasing
number of urban elderly appear to be migrating to rural

3% National Advisory Commission on Rural Poverty, The People
Left Behind, 1967

31 James J Zuiches and David L Brown, ‘‘The Changing Charac-
ter of the Nonmetropolitan Population, 1950-1975,"" in Thomas R
Ford (ed ), Rural U S A Persistence and Change, [owa State Uni-
versity Press, 1978

32 Dpavid L Brown, *‘Racial Duspanty and Urbamzation, 1960-
1970,”’ Rural Sociology, Fall 1978

areas 33 Thus, the rural elderly of the future will not be
as homogeneous with regard to rural ongin and/or rural
hfe experience

One further consideration should be mentioned The
quality and availability of health care among the poor
appears to be improving Medicaid (medical assistance)
15 helping with the medical care costs of increasingly
larger numbers of low-income persons, particularly
those 1n the younger age groups (children under age 21
and adults 1in families receiving aid to families with de-
pendent children)

Increased Medicaid protection appears to have in-
creased the low-income population’s demand for and
utilizatton of medical services In 1964, 28 percent of
such persons, compared with 18 percent of their more
affluent counterparts, had not seen a doctor 1n the pre-
ceding two years By 1973, these proportions had de-
clined to 17 percent and 13 percent, respectively Duf-
ferences between poor and wealthier persons in the
utilization of hospital care have also dimimished Thus
the elderly poor of the future will have a different, and
presumably superior, health-services expenience than
that of the current QAA study population

Changes 1n the organization of medical care 1n rural
arcas have also taken place n recent years In 1973, the
U S Public Health Service began an administrative ef-
fort called *‘rural health initiative’ (RHI) to integrate
existing programs designed to improve the delivery of
health care services tn rural America Durning 1976, 96
new RHI projects and 44 new ‘‘health underserved rural
area’” projects were added to the 51 already under way
As a result, 459 rural counties are now receiving serv-
1ces under these programs

This progress 1s encouraging, yet 1t 1s hoped that ef-
forts, which focus on rural areas 1n general, also con-
sider the special needs of various subgroups within the
rural population More specifically, the present research
has identified the low-income elderly as a population
with multiple disadvantages that appears to use fewer
health services than would be expected on the basis of
their prevalence of chronic disorders and impairments
Such a population requires special consideration i the
planning of health policy and in the planning and de-
velopment of health delivery systems

33 Calvin L Beale, The Revival of Population Growth in Non-
metropolitan America (Economic Research Service Report 605, De-
partment of Agriculture), 1975
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