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Health And Poverty Among Elderly Persons: A 
Community-Oriented Primary Care Survey 
James N. Kvale, M.D., WR. Gil/anders, M.D., Terry F. Buss, Ph.D., 
C. Richard Hofstetter, Ph.D., and David Gemmel 

Abstract: Providing health care for independent-living elderly persons is important, yet family physicians often 
lack accurate information about needs and access to care. The Community-Oriented Primary Care (COPC) 
approach and health status models from health services research provide a framework for assessing need and 
access to care. Personal interviews were conducted with 990 nohlnstitutiorialized elderly persons in 
Youngstown, Ohio. Results showed that poverty, gender, and race were not strongly related to health status as 
measured by numbers of symptoms, functional status, or subjective health status. In addition, elderly persons 
had fewer health care needs and greater access to cue than expected. Simple models of health status, need, 
and access do not seem to apply. The study shows the usefulness of COPC in planning health services; 
however, more effort is needed to refine measures of health status, need, and access. (J Am Board Fam Pract 
1990; 3:231-9.) 
Providing health care for the independent
living elderly persons is a high priority for 
family physicians, but this goal is sometimes 
subverted by lack ofllCcurate and practical in
formation about the needs of elderly noninsti
tutionalized patients and the barriers to receiv
ing adequate care. 

Community-Oriented Primary Care (COPC) 
is a new model of health care combining primary 
care with community medicine l•2 that can be 
applied to elderly populations. Under COPC, 
primary care and family physicians survey and 
arialyze community health problems in order to 
identify groups whose special needs warrant tar
geted or alternative services .. 1.4 

Because COPC is new, few community-wide 
databases to support COPC diagnosis and sur
veillance have been developed. Most studies have 
been limited to panels of patientsS or specific 
medical conditions (e.g., cancer, heart disease).6 
The generic problems of elderly persons in com
munity settings have not been studied. 

Health status models developed in health serv
ices research might be useful to study the elderly 

in COpe. These models are based on the follow
ing formulation 7

: 

demographics medical access and health 
and -+ care -+ barriers to -+ care 

life circumstances needs status 

We know that demog~ic; ch~acteristics 
(age, race, sex, marital starlls) and life circum
stances (income, work experience, neighborhood, 
quality of life) are related to medical care needs. 
Poor elderly persons, especially women and mi
norities, for example, are likely to need more 
medical care. H.') Lack of money, education, social 
networks, transportation, and health insurance 
reduces access to medical care and contributes to 
poor health. II 

From the health status model, decisionmakers 
can derive questions about health services to the 
elderly for an initial community survey - the 
COPC diagnosis phase. I

•
2 These include: What 

are the prevalent types of dysfunction among eld
erly persons in the community? Are they higher 
or lower than expected? What is the quality of 
primary medical care in the community? What 
groups have problems in access to care? What 
community medical care needs are met and 
unmet? What special groups - persons living 
alone, women, minorities - are at risk? What bar
riers to care exist? 

Researchers at the Family Health Center at St. 
Elizabeth Hospital Medical Center used this ap
proach to design a survey in Youngstown, Ohio. 
We conducted 990 interviews with noninstitu-
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tionalized elderly persons. The results are prc
sented and diseussed here in the context of the 
usefulness of health status Jllodels and COJllmu
nity-oriented primary Clre. 

Methods 
The Survey 
The cope approach lIses epidemiological meth
ods for community diagnoses. ~ Personal inter
views with l1ol1institutionalized persons in the 
Youngstown, Ohio, metropolitan area living in 
households with at least one person fJ2 years of 
age or older were completed between September 
and December 1 <)H7 . We excluded those in nurs
ing hOJlles, adult day care centers, skilled nursing 
sites, or other long-term care facilities but in
cluded persons living in retirement villages, high
rise buildings, or low-income housing complexes. 
llouseholds were selected from a random sample 
of telephone directory listings. Appointments 
were made by telephone when possible. Each in
terview gathered 700 pieces of information and 
lasted an average of I hour. Twenty interviewers, 
all with extensive survey research experience, re
ceived 5 hours training in the administration of 
the questionnaire. Interviews were completed 
with HS percent of the eligible households 
contacted. 

Sample Validity 
Because telephoIle directories were used in sam
pling, our study may undercount the poor, who 
are less likely to have telephones. Those with un
listed numbers also are not represented. To assess 
the v,llidity of the sample, the demographic char
acteristics of respondents were compared with 
I t)HO ()hio census data. There were close matches 
for age, race, sex, and federal poverty status 
Crable I). The sample appears representative of 
elderly persons living independently In 
Y(Hlngstmvn. 

We cOIlsidered Youngstown to he similar to 
other distressed, Midwestern urban areas. To test 
this assumption, key demographics (per capita in
come, percent in poverty, percent fJ) years of age 
or older, and percent minority) from the I t)HO 

ceIl sus were compared with other metropolitan 
centers in Ohio (Toledo, Akron, Warren, Cincin
nati, Dayton, and Lorrain). Youngstown was not 
atypical, indicating that our study resuits might 
be generalizable to other distressed areas. 
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Table 1. lkmographil' Characteristics of Elderly Persons in 

Youngstown, Ohio. 

YOllllgstOWIl Stlldv II!HO (:ellSlI' ( )hio)'" 

Percent Il Percellt Il 

.\ge (years) 
(,~ ~~-(,+ 11).7 I\H 11J.3 +,027 
(,) _(,I) 111.7 Hll ~H.5 \,I)\H 

70-7 + 22.+ 221 ':11.1 +.IH!l 
75 -7 1) 1+.0 1.1H 15.2 .1, IS') 

KO-K+ 7.5 7+ V.) I,VK3 

H5 + 'i.7 56 7 .. 1 1,5.16 
Race 

White 7KJ, 77H 71)J) I X,\ l+ 
( ;clldcr 

1\ tell +1.(1 +12 +1.1 '1,570 
PoverT\" status 

.\hove K.l.O 7+H X!l.2 20,07H 

:'SOlJrCl': ()hio l)au l: "l'r~ (:CllltT, ( :OllllllilIlS, ( )hio, 

Major Variables 
llealth Statlls 
I kalth status measures included Crable 2): 

1. "Perceived health status," which quantified 
the personal view of the respondent'S physical 
well-being. III 

2. "Functional status," which measured how 
\vell persons performed tasks associated with 
activities of daily living (ADL).II Several 
states, including Illinois, Oklahoma, and Indi
ana, have developed a Determination of Need 
(DON) scale, which combines ADL and un
met needs and is used to allocate J"ledicaid 
home health services and nursing home subsi
dies. 12 Respondents scoring at least 2H quali
fied for services; those scoring from!) through 
27 were categorized "at risk"; those scoring H 
or less were categorized as showing no signifi
cant impairment or need. 

3. "Symptom or problem" checklists, whieh 
were not exhaustive but captured respond
ents' major complaints. 

The following variables were used to try to ex
plain health status Crable 3): 

Social Stress and NeigbiJorhuod 
"Social stress and neighborhood" 11 were meas
ured in three ways: overall quality of life, per
ceived distress in the neighborhood, and per
ceived criminal activity in the neighborhood. 
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Informal Supports 
An index of "social support" was measured by 
number of children living within one-half hour 
travel time, brothers and sisters living within 
one-half hour travel time, relatives or friends in 
the area, and regular callers. 

Formal Supports 
"Human service agency utilization" was meas
ured by use of nonhospital services (Visiting 
Nurses, Dial-a-Ride, Volunteer Service to Seniors). 

Barriers and Access 
"Barriers and access" was measured by the regu
larity and frequency of physician visits, over
night hospitalizations, dental checkups, ability to 
visit physicians, ability to meet out-of-pocket 

Table 2. Health Status Measures. 

Measure Percent n 

Subjective health rating* 
Excellent (4) 12.0 119 
Good (3) 44.7 443 
Fair (2) 31.5 312 
Poor (I) 11.5 114 

Range = 1-4 Mean = 2.4 S.D. = 0.H5 

DON scalet§ 
Need (2B+) 1.6 16 
At risk (9-27) 9.7 96 
No-need (O-H) HH,7 87H 

Range = 0-61 Mean = 3.45 S.D. = 6.55 

Symptom index*§ 
0 18.7 IllS 
1-3 46.1 456 
4-6 24.5 243 
7+ 10.7 106 

Range = 0-16 Mean = 2.96 S.D. = 2.68 

"Respondents were asked: "How would you rate your overall health at 
the present time;" 
tRespondents were asked: " ... I'd like to ask you about any special 
needs you might have .... " Tasks included ADL and IADL (instru
mental activities of daily living), such as: telephoning, into-out of bcd, 
outside home, shopping, managing money, preparing meals, eating, 
housework, laundry, dressing, grooming, hathing, howel-hladder, rou
tine healtb, special health, and heing alone. 
tResl'ondents were asked: "Are you presently experiencing or have you 
recently had any of the following prohlems?" Symptoms-problems in
cluded: difficulty walking, loss of hearing, impaired vision, shortness of 
hreath, swelling of ankles and feet, cannot get parts of my body to 
move or do as I want, severe pain, weigbt loss, chest pain, abdominal 
pain, recent broken bones, broken hip, see or hear things others don't, 
controlling StlKII, blood in urine, and tits and seizures. 
frhe DON scale and symptom index were transformed into natural 
logarithms to correct for skewness. 

health care expenses, partIcIpation in nutrItIon 
programs, ability to get meals delivered at homc, 
and adequacy of transportation. 

Demographics 
In addition to standard demographic characteris
tics (age, race, sex, poverty status, etc.), number 
of poor women and minorities living alone were 
measured. H,') 

Findings 
Federal Poverty Rates 
cope assumes that community needs change 
constantly and therefore must be reevaluated 
regularly. Nationally, poverty rates among eld
erly persons are falling, presumably leading to 
improved health status. Some elderly persons, 
however, are left behind.9 In Youngstown, for 
instance, poor elderly persons fare much worse 
than the national average (Table 4); 18 percent 
are poor; and among those living alone, women, 
and minorities, poverty rates were above the na
tional average. Under simplified health status 
models, Youngstown's elderly persons would ap
pear to have unmet health needs, poor access to 
medical care, and poor health as a consequence. 

Health Status 
Based on our respondents' subjective percep
tions, Youngstown's elderly persons seem to 
suffer poor health (Table 2). Forty-three per
cent rated their health as "fair" or "poor" - sub
stantially higher than the national average of 
one-third. 10 

But the DON scale showed a different inter
pretation. Less than 2 percent would qualify for 
services by scoring 28 or higher, and only 1 in 10 
scored at risk of service need (9 to 27). DON 
scores suggest that only a handful of Y oungs
town's noninstitutionalized elderly persons were 
severely impaired or had major unmet needs re
lated to impairments. 

DON measures both functional status and un
met needs. Forty-nine percent had no impair
ments, which was well below the national figure 
of 60 percent. 10 One-third had one or two impair
ments, and 71 percent had no unmet needs asso
ciated with impairments. Twenty-two percent 
had only one or two impairments or unmet 
needs. Only 7 percent had three or more impair
ments and unmet needs. 
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Table 5. Dependent Variables Used in the Study. 

\'ariabic 

()II,Iiill or life 

:-ki!:(hhorhood distress 

"'cighl)()rllOod crime 

Social network 

Lese of human services 

Barriers to access: 

Scc phvsician 

Tillles sce phvsician yearll" 

,\ (onths since hospitalized 

Seck dl'lltal care regularly 

Inahility to pal' phpician 

Inahility to payout 
of pocket 

L: nablc to participate 
in nutrition program 

LJluhlc to get home
dd i I'lTcd mca Is 

Inadcquate tramportation 

NUlllher of Itellls 

III 

III 

IS 

2 H JABFP Oetobcr-I )ccember I 'NO Vol..1 No. -f 

TI'jlicalltclll or 
()uestion 

(h-crall qualitv of life. 
blllill" life, housing, 

neighborhood. friendships 

Noisc. tratlic. 
I"t:rmin. litter. 
I'acant pl"Opcrt y 

(hTrall crime. 

drunkenness, 
vandalism. vioknce 

Friends. rclatilTs 
someone calls, 
SOlllC visits 

Individual agencies used 

Do ~'ou have a physician 
I'OU scc regulaI'll" 

()n average. hoI\' many 

times a Year do ~'0\1 

see I'our physician? 

How long has it been 
since you \\'ere last 
hospitalized 
, )I'crnight' 

Ilo\\' many Illollths has it 

hcen since V'HI sa\\' a dentist 
or had a dental examina
tion: 

lias y'our inability to pay 
el'C!' prevcnted vou from 

seeking carc from a phy'si
cian? 

lias your inability to pal' 
the out-of-pocket expenses. 

such as a ,~lcdicarc dcduct

ihle or phannac.I' charges. 
kept you from seeking medi
cal care' 

Would \,(HI like to 

parricip,lte in a nutrition 
program bnt could not: 

HalT vou elTr needed a 
home-dd i I'CITd meal bilf 
couldn'r gct (JIlC? 

Do yoU necd nlOre adequ,ne 

transp' lI·tati, lil' 

Pcrccnt Value 

I.X (Poor) 0 
H I 
-f.X 

ILl .1 
25.1 -f 
53.6 « ;0",1) 

5-t.i (1,,1'.') 0 

17.0 I 
10.0 2 
IX.6 Oligh) 

7-+.2 (I.ow) 0 

11.5 I 
X.S 

1.3 None 
6.6 

Il.') 

22.7 3 
32.2 -f 
23.2 

-fS.X None 
3X.6 
10.1 
-fl) 

2.1 -f+ 

<)O.X Yes 

11.7 None 
3<).3 1-3 
2-f.5 -f-6 
1 S.H 7-12 
X.X 13+ 

H.7 None 
.11.1 1-12 
19.1 13-35 
-f(U 36+ 

-f<).O Yes 

I 1.0 Yes 

<).0 Yes 

1.0 Yes 

7.0 Yes 

12.0 Ycs 
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The most frequently compromised actIvItIes 
associated with daily living in the DON scale 
were: special health impairment (28.0 percent), 
unable to work outside home (16.3 percent), blad
der problems (IS. 9 percent), routine health (15.0 
percent), shopping (12.0 percent), housework 
(lI.S percent), getting into and out of bed (10.2 
percent), and being alone (S.9 percent). About 1 
percent were totally impaired on any given ADL 
on average, although 4.6 percent could not work 
outside the home, and 3.5 percent had difficulty 
shopping. 

Elderly persons in Youngstown report no 
more or less symptomatic health problems than 
those in other areas. The mean of the symptom
problem index was 3.0, with one-third (35.2 
percent) reporting four or more. The most fre
quently occurring symptoms or problems were: 
difficulty walking (33.9 percent), loss of hearing 
(29.5 percent), impaired vision (29.3 percent), 
shortness of breath (28.7 percent), swelling of 
lower limbs (25.4 percent), trouble with body 
part movement (25.2 percent), and severe pain 
(22.3 percent). 

All three measures of health status were positively, 
but only moderately, correlated with each other 
(symptom-problems with DON, r = 0.56; subjec
tive health with DON, r = 0.41; and symptom
problems with subjective health, r = 0.45). 

Access to Health Care 
~ majo.r goal of COPC i6 promote health by 
ImprovIng access to care. Sofne elderly persons in 
Youngstown used no health and human services. 
Nine percent reported not seeing a physician reg
~larly. Twelve percent had not seen a physician 
In more than 1 year, less than the national aver
age of IS percent. 10 Twenty percent had not been 
hospitalized in the past 5 or more years; 32 per
cent had not been hospitalized in the past 2 years. 
Dental services were used less: one-half had not 
seen a dentist regularly, and 56 percent had not 
seen a dentist in the past year. 

Human services targeted at the poor elderly 
population were more frequently used in 
Youngstown than nationally. Forty-six percent 
o~ our elderly sample used no services (compared 
wIth 79 percent nationally), while 39 percent vis
ited one agency during a 2-year period (com
pared with 22 percent nationally).14 In addi
tion, informal helping networks of family and 

Table 4. Poverty Rates among the Various Elderly Groups In 

Youngstown Compared with the Nation (Percentages). 

Target (;roup 

All elderly persons 
Elderly couples 
All elderly persons living alone 
Elderly women living alone 
Elderly men living alone 
Nonwhite elderly persons living alone 
White elderly persons living alone 

*leF Inc. and Commonwealth Fund.",') 

Nation-
wide* 

10 

4 
1'.1 

20 

15 

43 
1(, 

Youngs-
town 

1M 

H 
2M 

.11 

IH 
51 

1'.1 

f · d 15 flen s were well-developed. Only 1.3 percent 
had no one on whom to rely for help. 

Barriers to Finding Care 
COPC assumes that barriers exist, at least for 
some health care, and some elderly persons in 
Youngstown perceived the following barriers in 
obtaining medical care: II percent believed they 
were unable to pay to see a physician, and 9 per
cent said they were unable to pay out-of-pocket 
expenses. Inability to afford medical care was not 
exclusively the problem of the poor. In fact, those 
living just above the poverty level but without 
full medical insurance benefits appeared to be 
worse off than the poor. However, perceived in
ability to pay and out-of-pocket expenses did not 
limit access to physicians or hospitalization. 

Those using more human services were more 
likely to report that money was a problem in ob
taining care - perhaps, human services substi
tuted for medical care. For example, if physicians 
could not improve functioning in arthritic pa
tients, patients might have had to rely on home
maker services. 

Only 3 percent could not obtain home-deliv
ered meals when they needed them. Seven per
cent were unable to participate in nutrition pro
grams -lack of transportation prevented their 
reaching congregate meal sites. 

Surprisingly, even though the elderly are per
~eived to be immobile, only 12 percent reported 
Inadequate transportation. If> In fact, 95 percent 
owned an automobile. 

Social Distress 
The quality of neighborhood influences health 
and treatment strategies under COPe. Overall, 

Health and Poverty of Elder! y 235 
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elderl y persolls illY ou ngstown were moderately 
satisfied with quality of life in their neighbor
hoods and believed it was improving. Four-fifths 
(7X.7 percent) indicated that their quality of 
life - based on overall quality, housing, neigh
borhood, and friendships - was better now than 
1 () years ago. One-fourth (25.X percent) thought 
that crime was a problem in the neighborhood, 
while nearly one-half (45.5 pcrcellt) experienced 
some social distress and lack of services. About 17 
percent reported that the ethnic neighbor
hoods -largely made up of extended families, so
cial clubs, and church groups - which once pro
vided social support, had deelined. 

Because measures of social distress were mod
erately correlated, there appears to be a small 
proportioll of elderly persolls living in distressed 
neighborhoods who have multiple health and 
social problems and who could be urgeted 
under COPe. 

Correlates with Health 
Persons in need or at risk can be identitied bv 
correlating health status with other explanatory 
vari,lbles Crable 5). Nearly all variables - demo-

graphics, access, barriers, and social distress
were moderately correlated with measures of 
health status. (;enerally, the poor, those unable to 

atford medical care, minorities, women, the aged, 
persons living alone, and persons living in poor 
quality neighborhoods, with inadequate support 
networks and using human services, were more 
likely to have health problems. Not surprisingly, 
elderly persons who had recently seen a physi
cian were more likely to report symptoms and 
problems. 

The low correlations between poverty and 
health status mean that only 10 or 15 percent of 
the sample fit the simplified cope hypothesis 
that poor elderly suffer poor health. 

Multivariate Analysis 
Because bivariate relations yielded results that 
are not entirely consistent with expectations 
under health serviees models, they leave too 
much unexplained to be useful for clinicians. A 
variety of Illultivariate analyses (including multi
ple regression and analysis of variance) were used 
to try to clarify relations. The most revealing was 
an analysis of variance, using multiple classifica-

Table 5. Correlates of Health Status (Pearson's Products-Moment Correlations). 

Symptoms- Perceived 
D( ):\1 Problems Ht:alth 

I km' >graph ics 
('o\'tertl' -0.26'1' -0.21'1' -O.I'Jt 
Race IUI'I' IU·H 0.22"1 
( ;~Illkr 11.1-1 0.1 ''f 0.0.l 
:\g~ 0.1-1'1' 0.221' O.OH 
l.iving alon~ -O.IH -0.11* -(LOI 

Working -0.151' -0. I 5i' -11.1 It 

!\ece" 
S~~ l'hvsician regularlv -11.11' -O.il.l -ILOH 
.\\onths last seen l'hvsician -0.1.l* -(I.I-1'f -lUSt 
Times per vear sec physician -0.211' -O.IH -(Ull 

Social IH.:t 1\·01'1< -lUll -0.07 -0.10* 
IllInun servic~ a~ency O.2'Jt 0.2,'1' IUO* 

Barriers 

Inabilitv to pay -0.22"i" -0.2Hi' -0.17t 
(Jut of pocket -1),25'1' -0.2Ht -0.19t 
I ,ad transportation -0.1-1'1 -O.OHt -0.07 

S, >cial I )istress 

Quality of life -1).Ht -O.HI -O.IHi' 
Neighborhood (distress) -IUHi' 0.29t 0.12"1 
Neightborhoml (crilllt:l -O.2It 0.22'f 0.16t 
I·:tllllicitv lUll 0.00 0.0(, 

iI' = 11.11'. tl' = 11.111. 
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~ 

tion analysis, looking at sex, living arrangement, 
race, and poverty. We created 16 groups by com
bining gender (men, women), living alone (yes, 
no), race (white, minority), and poverty (above, 
below) to examine their effect on the DON and 
symptom-problem index. 

Results in Table 6 show that those groups most 
in need on the DON scale included persons who 
were not targeted - that is, of the top five groups 
in need, men, nonpoor, whites, and those living 
with someone appear. In fact, poor black women 
who were living alone rank fourth in need. 

Similar relations were discovered on the symp
toms-problems index, with the exception that 
women dominate the top five groups. 

Discussion 
Apparently, family medicine and the medical 
care system generally have served all but a hand
ful of the elderly living independently in Y oungs
town, regardless of their circumstance. Poverty, 
gender, living alone, and race were not strongly 
related to health status separately or when 
grouped together. Therefore, we cannot assume 
because persons were elderly, were poor and eld
erly, or were poor, elderly, and living alone that 
they were symptomatic, dysfunctional, or per
ceived themselves to be in poor health. In fact, in 
all groups studied, the majority believed they 
were in good or excellent health, had few func
tionallimitations and unmet needs, and had rela
tively few severe problems. 

From the COPC model perspective, our data 
provided only very general insights that could be 
used for patient management and provision of 
medical care. The measures were not well-cali
brated enough to perform their intended func
tion. Functional status, symptoms-problems 
complexes, and subjective health assessment, 
along with clinical examinations and patient his
tory, are the diagnosis and surveillance tools of 
CO PC and of health services research generally. 
The presumption that each measure contributes 
different kinds of information, which when taken 
collectively presents a more or less complete pic
ture of overall health status, should be viewed 
with some skepticism. 

For example, consider the work of Ware, et 
al. 18 Their data presented clinical paradoxes be
cause measures of health status were not per
fectly correlated with the intended explanatory 

Table 6. Groups Most in Need. 

Targcted (,roup 

Men, living alonc, black, poor 
Women, living alone, hlack, nonpoor 
Women, not alone, white, I}(}(lr 
Womcn, living alone, hlack, p(Klr 
Women, not alone, black, I}()()r 

Grand mean = 3.41 
F = 5.614 (15,872), P = (WOO, 

Eta = 0.300 

Women, not alone, black, nonpoor 
Women, living alone, black, poor 
Women, living alone, black, nonpoor 
Women, living alone, white, poor 
Women, not alone, white, poor 

Grand mean = 2.95 
F = 7.33<) (15,872), P = 0.000, 

Eta = 0.335 

Dcviation from 
(;rand Mcan" 

DON score 
7.5<) 
5.17 
4.HJ 
3..1<) 
3.15 

Symptoms-Prolllems 
Index 
2.2<) 
2.26 
2.19 
1.34 
1.18 

• Analysis is a multiple c1assificatioll analysis (Mel\) analysis of vari
ance. Only the top five targeted groups arc reported. Results for other 
groups are available from the authors on re'luest. 

variables: one-third of the elderly perceived 
themselves in poor health but were without 
symptoms and functioned well; others (10 per
cent) perceived themselves to be in good health 
while reporting numerous symptoms-problems 
and impairments. I 7 

Such paradoxes have not been fully ex
plained. Is Elderly persons can misrepresent or 
misperceive health status for any of the following 
reasons: (1) psychopathological states, such as de
pression, not measured by indices of physical 
health; (2) hypochondriasis; (3) fear that admit
ting to ill health could lead to loss of independ
ence or financial security; (4) distrust of the 
medical community; (5) social isolation or loneli
ness; (6) personality factors; or (7) cognitive im
pairment. 

Despite obvious limitations, results from a 
community survey can be useful. Family physi
cians under COPC are sometimes blamed for 
failing to refer patients to human service agen
cies that could supplement medical care. The 
rarity of unmet needs and of severe dysfunction 
in our study suggests that physicians were not 
failing to refer people adequately. More likely, 
people in need of services found them without 
referral. 
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D 

Rather than concentrating on hUlllan service 
referrals and follo\v up, clinicians can usc IT
larionships within existing support Iletworks 
of family and friends. Because only a handful 
of elderly persons arc totall)' isolated, physi
cians can assess the nature and extent of infor
Illal support and caregiving and, where appro
priate, include these in patient management 

• Jj) 

strategIes. 
Recent sociological studies have ITne\ved in

terest in how neighborhoods and quality of life 
affect health. I ; It is often assumed that poor 
persons arc concentrated in poor neighbor
hoods - neighborhoods so pathological that the 
health and "veil-being of their residents are af
fected. Our analysis shows that a good neigh
borhood and quality of life are strong, but not 
always entirely consistent, predictors of health. 
Therefore, cope strategies should include 
measures to improve neighborhood and quality 
of life. 

Eliminating barriers to care, a major goal of 
cope, may not increase use of health care. 
Many barriers of poor elderly persons have been 
removed, yet some still do not seek care - in part 
because they do not need services, but also be
cause they may not want the services offered. 
Furthermore, perceived barriers are not limited 
to the poor. The more afHuent also report prob
lems with out-of-pocket expenses, transportation, 
and dental care. 

Conclusion 
Our cope survey illustrates that useful health 
care planning data and clinical perspective can be 
obtained from special populations, such as the 
independent elderly population. Indeed, our hos
pital administration and primary care facility are 
now using the information to revise outreach 
services and to instruct family practice residents 
and geriatric fellows. llowever, it is notable that 
most of the Illeasures, especially delllographic 
characteristics, are not robust predictors of health 
status and health care needs. Advanced Illultivar
iate analysis provides greater correlative power, 
but significant interpretive problems remain. We 
have rdined our measurement tools based on this 
initial experience so that the follow-up longitudi
nal surveys can achieve both a clearer ddinition 
of "health" and Illore reliable predictors of 
"health status." 
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