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National Medical Care Utilization
and Expenditure Survey

The National Medical Care Utilization and Expenditure
Survey (NMCUES) is a unique source of detailed national
estimates on the utilization of and expenditures for various
types -of medical care. NMCUES is designed to be directly
responsive to the continuing need for statistical information
on health care expenditures associated with health services
utilization for the entire U.S. population.

NMCUES will produce comparable estimates over time
for evaluation of the impact of legislation and programs
on health status, costs, utilization, and illness-related behavior
in the medical care delivery system. In addition to national
estimates for the civilian noninstitutionalized population, it
will also provide separate estimates for the Medicaid-eligible
populations in four States.

The first cycle of NMCUES, which covers calendar year
1980, was designed and conducted as a collaborative effort
between the National Center for Health Statistics, Public
Health Service, and the Office of Research and Demonstra-
tions, Health Care Financing Administration. Data were ob-
tained from three survey components. The first was a national
household survey and the second was a survey of Medicaid
enrollees in four States (California, Michigan, Texas, and
New York). Both of these components involved five interviews
over a period of 15 months to obtain information on medical

care utilization and expenditures and other health-related infor-
mation. The third component was an administrative records
survey that verified the eligibility status of respondents for
the Medicare and Medicaid programs and supplemented the
household data with claims data for the Medicare and Medicaid
populations.

Data collection was accomplished by Research Triangle
Institute, Research Triangle Park, N.C., and its subcontrac-
tors, the National Opinion Research Center of the University
of Chicago, Ill., and SysteMetrics, Inc., Berkeley, Calif.,
under Contract No. 233-79-2032.

Co-Project Officers for the Survey were Robert R.
Fuchsberg of the National Center for Health Statistics (NCHS)
and Allen Dobson of the Health Care Financing Administration
(HCFA). Robert A. Wright of NCHS and Larry Corder of
HCFA also had major responsibilities. Daniel G. Horvitz
of Research Triangle Institute was the Project Director primar-
ily responsible for data collection, along with Associate Project
Directors Esther Fleishman of the National Opinion Research
Center, Robert H. Thornton of Research Triangle Institute,
and James S. Lubalin of SysteMetrics, Inc. Barbara Moser
of Research Triangle Institute was the Project Director primar-
ily responsible for data processing.
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Family Use of
Health Care:
United States, 1980

By Marvin Dicker, Ph.D.,

National Center for Health Statistics,
and Jonathan H. Sunshine, Ph.D.,
Applied Management Sciences, Inc.

Executive Summary

Information on families’ use of health care in 1980
is presented in this report. The data discussed here were
gathered in the national household sample of the National
Medical Care Utilization and Expenditure Survey. In
this sample, information was collected on health prob-
lems, health care received, expenditures for care, health
insurance, and related topics throughout calendar year
1980 from approximately 6,800 families in the U.S.
civilian noninstitutionalized population. (The report en-
tirely excludes families with military heads, even if they
have civilian members.)

For this report, a family was initially defined as
(1) two or more persons living together who were related
by either blood, marriage, adoption, or a formal foster
care relationship or (2) a single person living outside
such relationships. But because these data were collected
across an entire year, the important concept of “longitudi-
nal family” was developed. This concept was necessary
to deal with the fact that the composition of a family
could change over time and that families could come
into existence and go out of existence over time. As
the data are based on this dynamic concept of families,
all measures of the use of health services are calculated
in annual rates.

Family data are important for understanding the
health care system because decisions to seek and use
health care are usually family decisions, health care
is usually paid for out of family resources, and family
distributions for health-related variables differ from the

NOTE: The authors are grateful for the support received during all stages
of the preparation of this report from our colleagues at both the National
Center for Health Statistics and Applied Management Sciences, Inc. At the
National Center for Health Statistics, Gretchen K. Jones did special and
innovative programming, Robert J. Casady consulted and advised on difficult
problems of weighting and estimation, and Rolfe Larson and Margot Brown
were exceptionally helpful as table editors and text consultants. Robert A.
Wright and Mary Grace Kovar also made important contributions to this
report.

At Applied Management Sciences, Inc., Alfred J. Meltzer and Colleen
Goodman provided executive management, skillfully making the firm’s re-
sources available to meet the changing needs of the project. Alan Cohen
provided a unique combination of programming skills and statistical knowledge
as the staff member principally responsible for data processing. Dr. Robert
Clickner acted as statistical consultant for most of the project, and Jan Edelmon
served as research assistant throughout. Dorothy Kennedy and Celestine Darby
gave yeoman service in word processing, including the demanding work
of table preparation.

distributions found for individuals. Data on both multi-
ple-person families (families that averaged 1.5 persons
or more during the year) and one-person families
(families that averaged less than 1.5 persons during the
year) are presented in this report. Only findings for
multiple-person families, however, are addressed in this
section. It is multiple-person families that are usually
referred to in discussions of families by both the general
public and professional social scientists.

General Findings

¢ The burden of illness in the U.S. population, as
measured by poor or fair health on a scale of per-
ceived health status, is much more widespread among
families than among individuals. For example, 25
percent of families with all members under 65 years
of age had a member whose health was rated fair

or poor, compared with 10 percent of all persons
under 65.

*  The completeness of health care coverage (by a pub-
lic coverage program or by private health insurance)
also differed between families and individuals. Again
comparing persons and families under 65 years of
age, 29 percent of families had members without
full-year coverage, compared with 19 percent of per-
sons without such coverage.

Percent Using Care

» Families most likely to use inpatient hospital care
were families that had an unstable head-spouse struc-
ture over the year (54 percent using inpatient hospital
care), families with a member whose perceived
health status was rated poor (51 percent); and families
whose members in aggregate spent a total of 20
or more days in bed in 1980 because of illness
or injury (60 percent).

» Families most likely to use hospital outpatient or

emergency room care were those whose members
in aggregate had a total of 20 or more bed days



in 1980 (79 percent), those with five or more mem-
bers (78 percent), and those with an unstable head-
spouse structure (72 percent).

Families most likely to use dental care were those
with 1980 income of $35,000 or more (88 percent),
those with a head, spouse, and child (81 percent),
those with two or more full-year workers (80 per-
cent), and those with all members having full-year
health care coverage solely from private insurance
(80 percent).

Ambulatory physician care was used by 93 percent
of families. Relatively little variation existed among
family categories in the percent using this form of
care.

Similarly, 93 percent of families acquired a prescrip-
tion medication at least once during 1980. Again,
relatively little difference was found among family
categories.

Quantity of Care Used: Average Use

Of families that used inpatient hospital services,
those types of families whose average use was among
the highest, as measured by the average aggregate
number of days spent in the hospital by all family
members, were families with an unstable head-
spouse structure (mean 26 days), families with a
member rated as having poor perceived health status
(mean 21 days), and families with a member who
could not perform a usual activity (mean 20 days).

Of families that used hospital outpatient or
emergency room care, those types of families whose
average use was among the highest, as measured
by the average aggregate number of hospital outpa-
tient and emergency room visits for all family mem-
bers, were families with a member rated in poor
health (mean 7 visits) and those with an unstable
head-spouse structure (mean 7 visits).

Of families that used dental care, those types of
families whose average use was among the highest,
as measured by the average aggregate number of
dental visits for all family members, were families
with five members or more (mean 9 visits), families
with a head, spouse, and child (mean 8 visits), and
families with income of $35,000 or more (mean
8 visits).

Of families that used ambulatory physician care,
those types of families whose average use was among
the highest, as measured by the average aggregate
number of visits for all family members, were
families whose members in aggregate had more than
20 bed days (mean 16 visits), families with a member
rated in poor health (mean 16 visits), and families
with a member unable to perform a usual activity
(mean 15 visits).

Of families that acquired prescription medications,
those types of families whose average use was among
the highest, as measured by the average aggregate
number of prescription acquisitions for all family
members, were families with 2 member rated in
poor health (mean 31 acquisitions), families with
a member unable to perform a usual activity (mean
28 acquisitions), families with members covered by
a combination of Medicare and private insurance
(mean 26 acquisitions), and families with a member
65 years of age and over (mean 25 acquisitions).

Quantity of Care Used: Extremely
High Use

Another factor that distinguishes types of families

from one another is the amount of use incurred by the
10 percent of the population with the highest use. This
extremely high use is measured in the detailed tables
by the amount of use found at the 90th percentile of
the population for each type of family. The following
types of families are the highest users among all ex-
tremely high user families:

Of families that used inpatient hospital services, ex-
tremely high users were families with an unstable
head-spouse structure (58 days or more in the hospi-
tal), families with a member 65 years of age and
over (52 days or more), and families with a member
whose health status was rated poor (52 days or more).

Of families that used hospital outpatient and
emergency room care, extremely high users were
families with an unstable head-spouse structure (17
visits or more), families with a member rated in
poor health (15 visits or more), and families with
a member unable to perform a usual activity (14
visits or more).

Of families that used dental care, extremely high
users were families of races other than white or
black (22 visits or more), families with an average
size of five or more (22 visits or more), and families
with an income of $35,000 or more (18 visits or
more).

Of families that used ambulatory physician care,
extremely high users were families with a member
rated in poor health (33 visits or more), families
whose members in aggregate had more than 20 bed
days (31 visits or more), and families with a member
unable to perform a usual activity (31 visits or more).

Of families that used prescription medications, ex-
tremely high users were families with a member
rated in poor health (65 acquisitions or more),
families with a member unable to perform a usual
activity (59 acquisitions or more), families with
members covered by a combination of medicare and
private insurance (59 acquisitions or more), and



families with a member 65 years of age or over
(57 acquisitions or more).

Other Findings

Among families with all members under 65 years
of age, families with no health care coverage used
less health care than did families with either partial
or full health care coverage.

Among families with all members under 65 years
of age and all members having full-year health care
coverage, a number of interesting patterns of associa-
tion were found between family characteristics and
use of health care in 1980.

—Generally, a positive relationship was found be-
tween family size and the percent of families using
each type of care. However, among families that
used care, no consistent relationship was found
between family size and the quantity of care used.

—Among families headed by a husband and wife,
those with children were more likely than those
without children to use each form of health care.
However, among families that used each form
of care, no single pattern was found with respect
to the quantity of care used.

—The relationship between family income relative
to the poverty level and use of care was variable.
For hospital inpatient care and hospital outpatient
and emergency room care, families were generally
less likely to use care the further they were above
the poverty level. For dental care, the pattern
was the reverse.

—Families that did not exist for the entire survey
year or that experienced a change in composition
during the year were almost twice as likely to
use hospital inpatient care as were stable families.
For other types of health care, there was generally
little or no difference between the two categories.



Introduction

This is the first in a series of descriptive reports
dealing with families’ use of and expenses for health
care in the United States during 1980. Data are presented
on the use of five major types of health care: hospital
inpatient care, ambulatory physician care, hospital outpa-
tient and emergency room care, dental care, and the
acquisition of prescription medicines. Other types of
health care, such as long-term care, are not discussed.
In other descriptive reports in this series, data will be
presented on family out-of-pocket and total expenses
for health care.

Data presented in this report are from the National
Medical Care Utilization and Expenditure Survey
(NMCUES). In NMCUES, information was collected
on health problems, health care received, expenditures
for care, health insurance, and related topics. Data were
obtained throughout calendar year 1980 from a sample
of the U.S. civilian noninstitutionalized population.
NMCUES included both a national household sample
encompassing approximately 6,800 families and four
State Medicaid samples. All information in this report
is based on the national household sample. Detailed
technical information on the sample, estimation proce-
dures, and measurement procedures can be found in
Appendixes I and II.

NMCUES differs from most surveys of health in
that it was a panel (or longitudinal) survey. Altogether,
either four or five interviews, approximately 3 months
apart, were conducted with each family in the sample
from early 1980 to early 1981. In each interview, infor-
mation on all family members was gathered, usually
from a single family respondent.

Definition of the Family

Because NMCUES is a longitudinal survey covering
an entire year, the important concept of longitudinal
family was developed to deal with the facts that the
composition of a family can change over time and that
families come into existence and go out of existence
over time. The concept of longitudinal family used in
this report is presented in detail in Appendix I. In brief,
and simplified, it is as follows.

At a point in time, a family is defined as a group
of persons sharing a common housing unit and related

by blood, marriage, adoption, or a formal foster care
relationship. An unmarried student 17-22 years of age
living away from home is also considered part of a
family.

When an initially sampled family had a change in
membership during 1980, the prechange and postchange
groups were considered the same family if and only
if the “majority” of members of the prechange group
became members of the postchangé group and the
“majority” of members of the postchange group had
previously been members of the prechange group. For
the purpose of counting a “majority,” persons moving
into or out of the sample universe—namely, the universe
of civilian noninstitutionalized persons resident in the
United States—were omitted from the count. Thus, for
example, persons born, dying, or moving into or out
of institutions or the military were omitted from the
count.

Only families with civilian heads are included in
this report. Data on families with military heads, even
though they had civilian members, were omitted. Data
were not collected on the health care use of military
heads of family, and inclusion of these families would
have led to other anomalies as well. This omission elimi-
nates approximately 0.7 percent of families in the
NMCUES sample.

Purpose of Report

This report supplements the. more familiar reports
published by the National Center for Health Statistics
on individuals’ use of health care. It is published under
the assumption that-an examination of the U.S. health
system from the perspective of the family will add to
our understanding of that system. There are several
reasons why focusing on families can improve our under-
standing of the United States health care system.

First, the family is the social unit that consumes
and pays for health care. Decisions to seek and use
health care (except in certain emergencies) are usually
family decisions. They involve family decisionmaking
processes and the allocation of family resources.

Second, focusing on families eliminates covariance
problems that arise when several members of the same
family are treated as independent actors but, in fact,



are responding to a common stimulus. Covariance prob-
lems arise when, as in NMCUES and most other surveys
of persons, the basic sampling unit is the household,
not the individual, and all household members are in-
cluded in the survey. The behavior and experience of
household members, and also of family members, are
often not independent of each other or of the environmen-
tal conditions and social situations within which the
household or family exists. For example, similar behavior
by a number of individuals below the poverty level
may not reflect several independent acts but rather may
simply reflect the response of a single family to its
economic situation. Also, family members may have
similar propensities for disease conditions.

Third, the distribution of health-related phenomena
among families may be quite different from the distribu-
tion of these phenomena among individuals. For exam-
ple, during the first 6 months of 1980, 33 percent of
all families had at least some public health insurance
coverage, compared with only 21 percent of all individu-
als (Dicker, 1983a, Table 1).

Fourth, families are often heterogeneous in nature;

that is, they tend to contain different types of individuals
(typically both males and females, old and young). As
a result, differences in behavior and experience at the
individual level may cancel each other out both as deter-
minants of decisionmaking and in statistical distributions
at the family level. For example, almost all families
with two members or more have both male and female
members. (In NMCUES, only 2 percent of all multiple-
person families did not include members of both sexes.)
Therefore, the well-documented finding that females use
more health care and have higher health care expenditures
than males (Feldstein, 1983, p. 3) is less relevant for
assessing the burden of illness on the family than for
assessing the burden on individuals.

To summarize, the heterogeneity or homogeneity
of family membership, the associated canceling out or
clustering of statistical effects, and the fact that the
family rather than the individual is the unit of health
care decisionmaking and payment may have conse-
quences for the U.S. health system that cannot be under-
stood from the study of individuals.



Analytical Procedures

Strategy

A longitudinal panel survey like NMCUES has at
least two advantages over a cross-sectional survey or
a conventional time-series survey in which the same
subjects are not reinterviewed. First, because of repeated
interviews with the same subjects, a relatively more
accurate count can be acquired of health events. A panel
survey gives, for example, an accurate count of both
incidence and prevalence, something a cross-sectional
survey cannot do. Second, through a panel survey,
change can be measured both in the unit of analysis
(in this case, the family) and in the health events as-
sociated with the unit of analysis. Thus, changes in
these health events can be associated with changes in
the unit of analysis.

Two general strategies can be used for carrying out
analyses of this type of data. One involves change-over-
time research designs. In these designs, measurements
on the unit of analysis are taken at different points in
time and then compared with one another. (See Campbell
and Julian, 1980.) Another strategy is to treat the data
as referencing an extended point estimate (in this case,
the year 1980). In this design, repeated measurements
are aggregated or combined to give a single total measure-
ment characterizing the time period in question. (See
Dicker, 1983b.) The total measurement is a summary
of the overall health experience of a family and the
overall experience of its members during a time period.
As a result, single summary measures incorporate the
time-related change experience of a family. This second
approach is the one followed in this report.

Quantitative measures of families are reported here
as average values for families during the time they were
eligible for the survey. For example, family size was
measured as the average number of family members
during the period the family was eligible for the survey.
This measure thus takes into account variability in family
size over time. Qualitative measures of families used
in the report include a category for families that changed
as well as categories for families in which there was
no change. For example, the measure of family head-
spouse structure includes a category for families that
changed their head-spouse structure during their period
of survey eligibility (labeled “other” in the tables) as
well as a category for head-and-spouse families and

a category for head-only families. This set of categories
again takes into account variability over time.

Standardization for Part-Year Families

One problem in analyzing data from a longitudinal
survey is that some families enter and leave the survey
universe during the time covered by the survey. This
has two consequences. First, the number of different
families in the longitudinal universe is larger than the
number of families that would be found in a cross-
sectional survey. Second, a fair number of families (about
12 percent in NMCUES) did not exist for the full survey
year (Dicker and Casady, 1984).

If each family that ever existed during the year were
treated equally as one unit, the count of families, which
would be equal to the gross total number of distinct
families that ever existed during the year, would be
larger than the average number of families that existed
at a single point in time (the average cross-sectional
estimate). Also, if each family that ever existed during
the year were treated as one unit, measures of the health
behavior of families would not be comparable, for some
family behavior counts would be for a whole year and
some for less than a whole year. Some standardizing
procedures were called for, and the following procedures
were chosen.

The population of families was time adjusted so
that, for example, half-year families counted as only
one-half of a unit. Therefore, in this report, the total
number of families in any category represents the total
number of family years for that category. (Alternatively,
this can be thought of as the average daily number
of families in that category during the year 1980.)
Moreover, the counts for any health behavior event were
adjusted to represent annual rates for that event. For
example, a family in the survey for one-half of the
year and having two physician visits is represented as
one-half of a family year unit using physician care at
an annual rate of four visits per year. Because these
concepts are awkward to use in writing, families are
usually discussed in the following text as if they re-
presented one unit each, and the counts of events are
discussed as if they were actual counts rather than rates.
The reader should keep in mind, however, that when



the text uses the term “family,” family year is meant,
and all health behavior counts are rates per family year.

This standardizing scheme readily allows for the
calculation of estimates of the total number of health
events that occurred within a family category in 1980.
The mean number of events per family year multiplied
by the total number of family years for the category
gives the estimated actual number of events that occurred
in that category during the year. For example, black
multiple-person families had a mean annual rate of 4.3
hospital days per family year (Table 11). This number
multiplied by the number of family years for the category
(4.3 x 6,090,000) gives an estimate of 26.2 million
actual hospital days in 1980 for the population of black
multiple-person families that ever existed in 1980. (For
more details on the weighting procedures, see Appen-
dixI.)

Sampling Error

Because the statistics shown in this report are based
on a sample of families rather than on information from
all families, they are subject to sampling error. The
standard error is a statistic that measures such errors.
Standard errors for means, percent distributions, and
percents of families using care are reported in Ta-
bles [-XXX in Appendix I. Because NMCUES is a
survey with a complex design, the usual simple formulas
for computing standard errors are not applicable, and
reported standard errors were computed with a special
software package for estimating standard errors (Shah,
1981).

To alert the reader to potential reliability problems
resulting from sampling errors, an asterisk has been
placed in front of estimates whose reliability is problema-
tic because of a sample size of fewer than 50 families
or a relative standard error (standard error divided by
the estimate) of greater than 30 percent.

Nonsampling Error

Estimates presented in this report are also subject
to nonsampling errors, such as biased interviewing and
reporting, misrecording of responses, undercoverage,
and nonresponse. Extensive efforts were made to
minimize these errors in the data collection and data
processing for the survey (Bonham, 1983).

In terms of nonsampling error, it should be noted
that data in this report were derived from information
furnished by a survey of households—that is, “consum-
ers” of health care. Data reported by providers of care
(for example, in surveys of physicians, hospitals, and
nursing homes) are generally different from those re-
ported by households. Such differences result in part
from differences in the definitions of covered events
and the scope of surveys. Other differences may result

from nonsampling errors. For example, Sunshine (1984)
presented evidence of differences in the reporting of
health care coverage by families compared with informa-
tion from administrative record sources. Anderson and
Thorne (1985) specifically compared use of health care
and expenditures on health care as reported by families
in NMCUES with estimates underlying the national
health accounts, which are generally provider based.
They reported good agreement in total U.S. use of health
care and out-of-pocket expenditures on health care once
coverage differences, such as the omission of military
and institutionalized persons in NMCUES, were taken
into account. However, they found approximately a 10-
percent difference between the national health accounts
and NMCUES in total expenditures for health care. A
more detailed discussion of sampling and nonsampling
error is found in Appendix I.

Other Limitations of the Data

The population totals in this report were adjusted
to accord with totals from the March Supplement to
the 1980 Current Population Survey, which is based
on an updating of the 1970 census. Thus, population
totals will be found to differ somewhat from those of
the 1980 census.

Data on institutionalized and noncivilian individuals
and all families with military heads, even those with
civilian members, are omitted from this report. Although
institutionalized persons are relatively few in number,
they are heavy users of health care and contribute signifi-
cantly to total utilization of care. As a result of exclu-
sions, total utilization of health care as presented in
this report is less than total utilization of health care
in the United States.

Health use variables are generally not normally distri-
buted. Rather, the typical distribution involves a substan-
tial percent of families with no use and a small percent
of families with very high use levels in the right-hand
“tail” of the distribution. As a result, the mean is a
less informative statistic than it is for normally distributed
data. In order to be more informative, tables in this
report generally contain not only means but also informa-
tion on the percent of families using care, medians,
and other percentiles of the population of families that
used care. Because of the right-skewed distribution of
the use measures, mean use among families that used
care is generally well above median (50th percentile)
use.

For convenience of presentation, all estimates pre-
sented in detailed tables in this report have been rounded
to the nearest whole integer for percentiles, to the nearest
single decimal place for percents and means, and to
the nearest thousand for numbers of families. As a conse-
quence, estimates for subcategories may not aggregate
to precisely the same estimate as is presented directly



for larger categories. Because of rounding, data in text
tables also may not precisely add to totals.

Tests of Significance

All tests of significance discussed in this text, unless
otherwise stated, are multiple ¢ tests at the .05 level
of significance based on the Bonferroni inequality. (See
Levy and Lemeshow, 1980, p. 296.) This report, how-
ever, is primarily descriptive. Relationships among vari-

ables that are identified here by tests of significance
indicate statistical associations and should not be taken
to imply causality. In some studies of causal relationships
in the use of health care, it is stressed that certain proce-
dures are required for a reasonable degree of assurance
that causal relationships have been properly identified.
It is necessary both to use multivariate analysis involving
several variables simultaneously and to carry out inten-
sive analysis of specific patterns of relationships. (See,
for example, Andersen and Benham, 1970, and Hershey,
Luft, and Gianaris, 1975.)



Variables and Organization
of Report

Health Care Services

In this report, data are presented on families’ use
of five types of health care services: hospital inpatient
care, ambulatory physician care, hospital outpatient and
emergency room care, dental care, and acquisition of
prescription medicines. These are the dependent variables
in the report. More details on the measurement of these
types of health care can be found in Appendix II.

Family Characteristics

For each type of health care, the relationship between
use of care and a set of 18 selected family characteristics
was examined. These family characteristics were gener-
ally treated as independent variables that account for
variations in family use of care. This is the logical
structure of Tables 1-60, which comprise the bulk of
the data presented here. All 18 family characteristics
are found in the stub (row label) of each table (except
where not pertinent or redundant). Characteristics can
be grouped into five general categories as follows:

* Demographic characteristics.

Family size.

Age of family head.

Age structure of family (presence of members
under 65 years of age and 65 years and over).

Sex of family head.

Race of family head.

Ethnicity (Hispanic or non-Hispanic) of family
head.

»  Structure and stability characteristics.
Head-spouse structure.
Child-adult structure (combined with head-spouse
structure).
Family dynamics.

*  Socioeconomic and educational characteristics.
Total family income.
Family poverty status.
Education of family head.
Family employment status.

¢ Health status characteristics.
Worst perceived health status of any family
member.

Most severe limitation in usual activity of any
family member.
Total bed days for all family members.

¢ Health care coverage characteristics.
Combpleteness of family health care coverage.
Source(s) of family health care coverage.

Definitions of these family characteristics are presented
in Appendix II.

Three family characteristics have been suggested as
being particularly important for understanding family
and/or individual health care use. They are family size,
the age structure of the family, and the completeness
of health care coverage. Because of the importance of
these characteristics, the detailed tables include tables
that “partial,” or control, for these family characteristics
as follows:

*  Family size—Data are presented either on multiple-
person families (average family size 1.5 persons or
more) or on one-person families (average family
size less than 1.5 persons). (Because of variability
in family membership over time, family size is an
average size over time.)

»  Family age structure—Families are divided into those
with no members 65 years of age and over (“‘younger
families™) and those with at least one member 65
years of age and over (“older families”). Tables
are presented that cover younger families only, older
families only, and both age categories combined.

»  Completeness of family health care coverage—
Health care coverage refers to the situation in which
a public health care coverage program (such as Medi-
care or Medicaid) or private health insurance can
be used to pay all or part of the health care expendi-
tures of a family’s members. Families are divided
into those in which all members had health care
coverage for their entire period of survey eligibility
(“complete coverage™) and those in which some or
all members did not have health care coverage during
their entire period of survey eligibility (“incomplete
coverage”). Tables are presented that cover only
families with complete coverage, only families with
incomplete coverage, and both coverage categories
combined.



Table Order

A knowledge of the sequence of the 60 detailed
tables makes it easier to find and use particular sets
of data. First, the tables are arranged in sets of 10
according to health care services:

* Family use
bles 1-20.
Number of hospital discharges, Tables 1-10.
Number of days spent in the hospital, Tables 11—

20.

e Family use of ambulatory physician care, Ta-
bles 21-30.

*  Family use of hospital outpatient clinics and hospital
emergency rooms, Tables 31-40.

of hospital inpatient care, Ta-

*  Family use of dental care, Tables 41-50.
*  Family use of prescription medicines, Tables 51-60.

Tables are arranged in the same order within each
set of 10, according to the partialling (or control) vari-
ables. The arrangement is as follows.

Lastdigit of
table number Families included in table

L, Multtiple-person families—all

2 L. Multiple-person families—all younger famiiies

3 L Multiple-person families—younger families with
complete health care coverage only

4 Multiple-person families—younger families with
incomplete health care coverage only

5 ... .. Multiple-person families—all older families

6 ... ... One-person families—all

7 oo One-person families—all younger families

8 ........ One-person families—younger families with
complete health care coverage only

9 ... One-person families——younger families with
incomplete health care coverage only

o ........ One-person families—all older families

For instance, suppose a reader is interested in hospital
outpatient or emergency room care for multiple-person
families with all members under 65 years of age that
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have members with part-year or no health care coverage.
Because hospital outpatient and emergency room service
is found in Tables 31-40, the reader starts with that
set of 10 tables. The multiple-person family tables end
in numbers 1-5. The table ending in 4 is for families
with all members under 65 years of age and with some
members having part-year or no health care coverage.
Therefore, the reader should turn to Table 34 for the
desired information.

Organization of Discussion

The focus of this report is on presenting a large
amount of data on family use of health services rather
than on testing hypotheses or developing a detailed analy-
sis or particular variables. As a consequence, the exten-
sive descriptive data in the tables are far too voluminous
to be discussed completely in the text. Therefore, only
selected findings are presented.

Moreover, the detailed tables are far from exhausting
the full range of information that can be found in the
NMCUES family data. A public use tape of family
data from NMCUES will be available from the National
Technical Information Service at approximately the time
that this report is published. Many variables and relation-
ships not covered in this report or in companion reports
on health care expenditures can be investigated through
use of the tape. Data users are invited to obtain a copy.

The presentation of findings from the detailed tables
begins with a comparison of families and persons with
respect to the distribution of the burden of illness and
completeness of health care coverage. A discussion fol-
lows of patterns in the use of care by some family
characteristics, including age, size, completeness of
health care coverage, health status, head-spouse-child
structure, stability, and income relative to the poverty
level.



Comparison of Families
and Persons

Data are presented on three measures of the burden
of illness among families in the United States in 1980.
These are: (1) a scale of perceived health status, in
which families are ranked by the worst perceived health
status of any family member; (2) a scale of limitation
in activity, in which families are ranked by the most
severe limitation in activity of any family member; and
(3) a scale of bed days, in which families are ranked
by the total number of bed days for all family members
over the year.

Perceived Health Status

A comparison of the distribution of persons and
families in 1980 according to perceived health status
is presented in Table A. As ratings of perceived health
status have a subjective element to them, it is a common
practice to combine the “fair” and “poor” categories
into one category of perceived “poorer” health (compared
with the combined “good” and “‘excellent” as perceived
“better” health). In this way, some of the error that
may result from subjective classification is avoided.

A much larger proportion of families must deal with
members with poor or fair health than would be suggested

by the distribution of such health ratings among persons
(Table A). For example, for the population of persons
and families with all persons under 65 years of age,
25 percent of multiple-person families had a member
whose health was rated fair or poor, compared with
10 percent of persons. For the population of persons
and families with at least one family member 65 years
of age or older, 53 percent of multiple-person families
had a member whose health was rated fair or poor,
compared with 37 percent of persons. Clearly, poorer
health is a more widespread problem when examined
from the perspective of families than when examined
from the perspective of persons. Data for the other health
status measures, although not presented here, support
this conclusion.

Health Care Coverage

The distribution of the completeness of health care
coverage is also different for families than for persons.
This is partly the result of the intrinsic nature of different
units of analysis. Persons can have only three coverage
states: covered full year, covered part year, and never
covered. Families, on the other hand, may have at the

Table A
Perceived health status of persons and families, by age: United States, 1980

Under 65 years'

65 years and over?

Multiple- Muitiple-

All All person  1-person All All person  i-person

Perceived health status® persons families families  families  persons families families  families
Number inthousands . . . . . ........ 199,355 465,741 47,327  “18,434 23,469 418,502 410,809 7,693

Percent distribution

Total . . ... ... ... ....... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Excellent .. ................. 52.9 36.0 31.2 48.4 25.9 20.2 13.2 30.0
Good . ............ ... . ... 36.9 421 44.0 37.2 37.0 34.7 33.6 36.3
Fair . ... .. ... .. . . 7.5 15.0 16.9 10.1 25.0 26.7 28.8 23.7
Poor. .. ................... 2.6 6.8 7.8 4.4 12.1 184 24.4 9.9
Fairorpoor . . . ... ... ......... 10.0 21.8 247 14.5 37.1 451 53.2 33.6

'For families, all members must be under 65 years.
2For families, at least 1 member must be 65 years and over.

3For families, this rating is the worst perceived health status of any family member.
“Recalculated from Tables 2, 5, 7, and 10. Number of families shown here are smaller than numbers shown in Tables 1 and 6 because persons of unknown health
status are excluded.
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same time members who are covered full year, part full-year coverage or no coverage at all than is true

year, and never. This allows for many more coverage of persons. Of multiple-person families, 29 percent had
combinations than are available to persons. Nevertheless, members who were not covered for the full year, com-
a comparison can be made between families and persons pared with 19 percent of persons reporting either part-
by collapsing the many possible family coverage year coverage or no coverage. In other words, 3 out
categories into three categories: (1) all members covered of 10 families in which all members were under 65
for a full year, (2) at least one member with less than years of age had members in 1980 who were not covered
full-year coverage, and (3) all members without any by health insurance for the full year. This statistic could
coverage. This comparison is found in Table B for not have been inferred by an examination of person-level
families and persons under 65 years of age. A larger statistics.

percent of families have members with either less than

Table B
Health care coverage of persons and families for the population under 65 years of age, by type of family: United States, 1980

Multiple-person 1-person

Health care coverage’ All persons Al families®® families®® families®>
Numberinthousands . . . . . . .. .. .. .. . . ... 199,355 65,846 47,327 18,519
Percent distribution

Total . . . . e 100.0 100.0 100.0 100.0

SOME COVErage . . . . . . . e e e e e e e 91.3 93.4 95.8 87.5
Full-yearcoverage . . . . . .. . . . ..o i i i i 81.2 70.6 71.0 70.1
Part-yearcoverage . . . . . . .. ... ... 10.1 22.8 24.8 17.4
Nocoverage . . . . . . . . .. i i e 8.7 6.5 4.2 125
Total with less than full-year coverage . . . . . . ... .. ... ..... 18.8 29.3 29.0 29.9

"For families, “full-year coverage” means that all members were covered by some health care coverage plan {private or public) all year. “Part-year coverage” means
that at least 1 member was not covered for the full year; other members were covered for either all or part of the year. “No coverage” means that no members were
covered during the year. For both families and persons, "some coverage" is the sum of “full year” and “part-year” coverage.

2All family members under 65 years.

®Recalculated from Tables 2 and 7.
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Multiple-Person Families

In this section, the use of health care by multiple-
person families is examined. Data are presented on two
statistics, (1) the percent of families using care (which
is equivalent to the probability of a family using care)
and (2) mean quantity of use for those families that
did use care. This two-part description of health care
use follows a model recommended by the Rand Corpora-
tion and has been found to be superior to other approaches
(Duanetal., 1982).

First, use of health care by family age and complete-
ness of health care coverage is examined. Next, the
relationship between other family characteristics and the
use of health care is examined. Here the focus is primarily
on families in which all members are under 65 years
of age and all members have full-year health care
coverage.

A single subset of families was chosen because of
interaction effects in the relationship among age of family
members, completeness of health care coverage, type
of service used, and measure of use (percent of families
ever using the service, or mean total number of hospital
days, physician visits, prescription acquisitions, and so
forth). When another variable, such as an additional
family characteristic, is added to this matrix, the possible
interaction effects become very large and too unwieldy
to analyze in this report.

The subset of families (all members under 65 and
all with full-year coverage) was selected because it in-
cludes 58 percent of all multiple-person families and,
more importantly, 69 percent of all families with chil-
dren. (By comparison, the subset of families with a
member 65 years of age or over constitutes only 4 percent
of all families with children.) Thus, the discussion can
be concentrated on the relationship of selected family
characteristics to family use of health care services among
the most appropriate family population (the one with
more “culturally ideal” families of parents and children).
At the same time, the possible contaminating effects
of age of family members and completeness of health
care coverage are held constant. If a particular family
characteristic has a general effect on family use of health
care services, the effect should show up in this popula-
tion. Selected findings from other family populations
are also discussed.

Basic Findings

Table C shows the percent of all multiple-person
families which, in 1980, used the five types of health
care services discussed in this report. The types of health
care were not used with the same frequency. Three
major patterns of use are seen:

* A health care service used infrequently but by a
large minority of multiple-person families—hospital
inpatient care, including deliveries, used by 30 per-
cent of families.

* Health care services used by a large majority of
multiple-person families but far less than all—hospi-
tal outpatient and emergency room care, used by
60 percent of families, and dental care, used by
71 percent of families.

* Services used by almost all multiple-person
families—prescription medicines and ambulatory
physician care, each used by 93 percent of families.

Furthermore, Table C indicates that the same rank order
of use is maintained when both the age of family members
and the completeness of health care coverage are taken
into account.

Table C also presents the mean total number of
services used per multiple-person family using each type
of service—hospital days, physician visits, prescription
acquisitions, and so forth. As these measures are not
comparable from service to service, overall patterns must
be interpreted with caution. However, it is clear that
for some services, but not others, the age of family
members makes a big difference in the quantity of use.
For hospital inpatient care and prescription acquisitions,
families with older members (65 years of age and over)
used twice as many services as did families with only
younger members (all family members under 65 years
of age). The mean total number of days spent in the
hospital by families using inpatient hospital care in 1980
was 18 for families with older members, compared with
9 for families with only younger members. The equiva-
lent comparison for prescription acquisitions is 25 acquis-
itions compared with 13. No such profound effects re-
lated to age were found for the other services.
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Table C
Use of health care services by multiple-person families, by family age and health care coverage: United States, 1980

All members under 65 years

Some or
All with Some or all all members

All multiple- full-year without full- 65 years

Type of service person families Total coverage’ year coverage' and over
Numberinthousands . . . . . ... ........... 58,135 47,327 33,575 13,752 10,809

Percent of families
inpatient hospitalcare . . .. ... ... ........ 30.4 28.5 28.5 28.5 38.8
Ambulatory physiciancare . . . .. .. ... ... ... 93.1 93.6 95.0 90.1 91.2
Hospital outpatient and emergency room care . . . . . . 60.0 62.3 62.0 62.8 50.2
Dentalcare . . . ... ... ... ... . ... ..... 71.3 74.2 79.0 62.5 58.5
Prescription medications . . .. .. .. ... ... ... 92.6 92.6 93.7 89.8 92.9
Mean number per family with use

Inpatient hospital days . . . . ... ... ........ 114 9.2 9.6 8.4 18.4
Ambulatory physician visits . . . . ... ... ... ... 111 10.7 11.1 9.9 126
Hospital outpatient and emergency room visits . . . . . 4.2 4.2 4.2 4.1 46
Dentalvisits . . . . .. ... ... ............ 6.2 6.5 6.8 5.6 4.7
Acquisitions of prescriptions . . . . . ... ... 15.1 128 13.2 11.9 25.0

'Full-year coverage means that all members were covered by some health care coverage plan (private or public) all year.
NOTE: See also Tables 1115, 21-25, 31-35, 41—45, and 51-55.

Table D

Use of health care services by multiple-person families with all members under 65 years of age, by health care coverage:
United States, 1980

All members covered

Some All
All Some or all members members
Type of service full year part year not covered not covered

Percent of families

Inpatient hospitalcare . . . . ... ... ... ... ..., . 28.5 32.0 30.4 11.1
Ambulatory physiciancare . . . .. .. ... ... .. .. 95.0 90.8 91.9 83.8
Hospital outpatient and emergency roomcare. . . . . ... .. ... .. 62.0 64.1 65.1 53.2
Dentalcare . . . ... ... .. ... . . ... ... 79.0 65.3 62.7 51.2
Prescription medications . . . . . ... ... .. ... ... ..., 93.7 92.3 90.1 79.0
Mean number per family with use
Inpatient hospitaldays . . . .. .. ... ... ... ... ..., .... 9.6 8.8 76 ° *7.0
Ambulatory physician visits . . . . . . .. ... ... L L. L. 11.1 10.7 10.0 6.0
Hospital outpatient and emergency room visits . . . ... ... ... .. 4.2 4.2 4.4 2.7
Dentalvisits . . . . . . .. . ... ... ..., 6.8 6.2 5.2 33
Acquisitions of prescriptions . . . . ... ..o L oL, 13.2 12.6 12,5 7.6

NOTE: See also Tables 13, 14, 23, 24, 33, 34, 43, 44, 53, and 54.

Health Care Coverage

More detailed data on the relationship between the
completeness of health care coverage and family use
of health care for the population of multiple-person
families with all members under 65 years of age are
shown in Table D. Because of the Federal Medicare
program for persons 65 and over, it is among the younger
population that health care coverage should be most
variable. In Table D, the Table C category labeled “Some
or all without full-year coverage” is divided into three
health care coverage subcategories comprising families
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in which all members were covered, but some were
covered only part year; families in which some members
were not covered at all during the year, but others were
covered; and families in which no members were covered
at all during the year. The first two categories may
be considered forms of partial family health care cover-
age. Because families with these types of coverage tend
to show almost no difference in health care use patterns,
both types are referred to in the discussion that follows
as “partial coverage.” This gives three analytic
categories: full coverage (all family members covered
full year); partial coverage (all intermediate patterns of



coverage); and no coverage (no family members covered
at all during the year).

Using this analytic scheme, the overall general find-
ing of Table D is that in 1980 little difference existed
between families with full coverage and families with
partial coverage in either the percent using services or,
for families using a service, the quantity of use per
family, although dental care was an exception to this
overall finding. In contrast, families with no coverage
were less likely than families with either full or partial
coverage to use all health care services and, if they
used a service, were more likely to use a smaller quantity
of that service.

One of the strongest associations between full and
partial coverage on the one hand and no coverage on
the other was found for the percent of families using
hospital inpatient care—29 percent of families with full
coverage, compared with 11 percent of families with
no coverage—a difference of 18 percentage points.
Another strong association was found for the percent
of families using dental care. Because dental care is
not commonly covered by general health care coverage
(Farley, 1985), one would not expect dental care to
be related to the presence or absence of coverage. How-
ever, the proportion using dental care dropped from
79 percent for families with full coverage to 51 percent
for families with no coverage, a difference of 28 per-
centage points. Moreover, among families using dental
care, the mean total number of visits dropped from 7
for families with full coverage to 3 for families with
no coverage. A probable explanation for this relationship
is that higher income families are more likely than lower
income families to have health care coverage. Income
is strongly related to use of dental care, as shown in
Table 42.

A notable exception to the general pattern in which
families with no coverage use less care is the percent
of families using hospital outpatient and emergency room
care. None of the apparent differences among health
care coverage categories was statistically significant for
this service. Another exception is the mean total number
of hospital inpatient days per family. Again, none of
the differences was statistically significant. Despite these
exceptions, it is clear from Table D that families in
which all members were without health care coverage
were generally less likely than other families to use
health care services in 1980. It is also clear that families
with partial health care coverage generally did not differ
in their health care use patterns from families with full
health care coverage, with the exception, previously
noted, of the use of dental care.

Two major lines of explanation are found in the
literature for the relatively low use of health care among
families with no health care coverage. One explanation
is based on the fact that lack of health care coverage
tends to raise the out-of-pocket costs of care to families.
This higher cost is known to reduce use of care substan-
tially (Newhouse et al., 1981). According to this explana-

tion, lack of coverage is a cause of low use. A second
explanation is based on the fact that the population with-
out coverage has a disproportionate number of young
adults in good health (by certain measures), who are
innately relatively unlikely to use care. This explanation
suggests that families composed of such persons may
have decided to risk going without coverage (Kaspar,
Walden, and Wilensky, 1980; Wilensky and Walden,
1981). Lack of coverage is thus seen as, to some extent,
aresult of low use, not a cause of it.

The general absence of a somewhat reduced rate
of use among partially covered families is puzzling,
but a similar phenomenon has been reported for individu-
als with part-year coverage. Such individuals seem to
“bunch” their use of care during covered periods
(Wilensky and Walden, 1981).

Family Health Status

In 1980, family use of health care differed not only
with the type of service but also with the health status
of family members. The measures of family health status
discussed in this section are (1) families ranked by the
worst perceived health status of any family member
and (2) families ranked by the most severe limitation
of any family member in performing a usual activity.

Perceived Health Status

Table E presents data on health care service use
by perceived health status for the population of families
with all members under 65 years of age and all members
with full-year health care coverage. Thus, age and health
care coverage are held constant. For this population
of families, a general inverse relationship existed in
1980 between perceived health status level and use of
health care services. The poorer the health of a family’s
members, the greater the percent of families that used
a particular health service and also the greater the quantity
of use by families using the service. For example, the
proportion using hospital inpatient care in 1980 (meas-
ured by discharges from a hospital) was 22 percent for
families with all members rated as having excellent
health, compared with 49 percent for families with at
least one member rated as being in poor health. The
corresponding mean total numbers of days spent in a
hospital by all family members were 6 and 18.

The only major exception to the above generalization
is found for dental care. Here the relationship is generally
in the opposite direction. The poorer the perceived health
rating of a family member, the smaller the percent of
families that used dental care. However, among users
of dental care, there was no statistically significant differ-
ence in the mean total number of dental visits per family.
Ambulatory physician care presented a partial exception.
It appears that almost all families visited a doctor’s
office at least once during the year regardless of health
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Table E

Use of health care services by multiple-person families with all members under 65 years of age and all members with full-year health
care coverage, by perceived health status: United States, 1980

Type of service

Perceived health status’

Excellent Good Fair Poor

Inpatient hospitalcare . . . .. ... ... .. ............
Ambulatory physiciancare . . . ... ... ... ... ........
Hospital outpatient and emergency roomecare. . . . ... ... ...
Dentalcare . . . .. ... . ... . ... ...

Percent of families

21.9 28.0 35.4 48.8
94.9 94.5 96.0 96.6
56.3 62.0 67.8 78.2
80.8 80.4 74.9 70.7
90.8 94.0 97.3 98.2

Mean number per family with use

Inpatient hospitaldays . . . . ... .. ... ... .......... 6.4 8.3 12.2 17.7
Ambulatory physician visits . . . . . ... ... L o L. 8.7 11.3 13.1 16.8
Hospital outpatient and emergency room visits . . . . ... ... .. 3.1 4.0 4.5 8.2
Dentalvisits . . . . . ... ... ... ... . . .. . ... .. ..., 7.0 6.9 6.6 6.1
Acquisitions of prescriptions . . . . ... ..o L. 9.0 12.0 17.8 29.9
"This rating is the worst perceived heaith status of any family member.

NOTE: See also Tables 13, 23, 33, 43, and 53.

status. However, the number of ambulatory physician Table F

visits per family exhibited the expected general inverse
relationship.

Limitation in Activity

The person health indicator of limitation in activity
was converted to a family health indicator by classifying
families according to the most severe limitation in per-
forming a usual activity (play, school, or work, depend-
ing on age) reported for any family member. This health
status indicator is of interest because it has been used
as a proxy for locating chronically ill persons
(Newacheck, 1985a, 1985b). Moreover, using person-
level data, the activity-limited population has previously
been found to represent a more severe subset of all
persons with chronic illnesses (Newacheck, 1985a). By
analogy, families with members limited in activity should
represent a more severe subset of all families with chroni-
cally ill members because not all families that have
members with chronic illnesses have members who have
long-term limitations in usual activities.

Table F presents data on the activity limitation indi-
cator for the population of families with all members
under 65 years of age and all members with full-year
health care coverage. Thus, age and health care coverage
are held constant. In 1980, families that had members
who could not perform a usual activity were generally
more likely than families with no activity limitation to
use a particular health service and were more likely
to use a larger quantity of services. One of the strongest
relationships on both measures of health service use
was found for hospital inpatient care. Of families with
a member who could not perform a usual activity, 48
percent had a discharge from a hospital, compared with
26 percent of families with no limitation. The correspond-
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Use of health care services by multiple-person families with
all members under 65 years of age and all members with
full-year health care coverage, by limitation in activity:
United States, 1980

Limitation in activity

No Cannot perform

Type of service limitation usual activity

Percent of families

Inpatient hospitalcare . ... .. ... 25.8 47.7
Ambulatory physiciancare . . . . . .. 94.6 97.1
Hospital outpatient and )
emergency roomeceare . . . .. . ... 59.9 75.6
Dentalcare . .. ... ... ...... 79.7 73.4
Prescription medications . . ... ... 93.4 97.2

Mean number per family

with use
Inpatient hospitaldays . . . .. .. .. 8.0 18.2
Ambulatory physician visits . . . . . .. 10.5 14.0
Hospital outpatient and
emergency roomvisits . . . . .. .. 3.6 7.8
Dentalvisits . . . . ........... 6.8 5.9
Acquisitions of prescriptions . . . . . . 11.5 25.5

This table presents an abbreviated scale of the most severe limitation in usual
activity of any family member.

NOTE: See also Tables 13, 23, 33, 43, and 53.

ing mean total numbers of days per family spent in
a hospital by all family members were 18 and 8.

As with the scale of perceived health status, excep-
tions to this generalization exist for dental services and
ambulatory physician care. The association between fam-
ily activity limitation and family visits to a dentist was
the opposite of that found for hospital inpatient care.
Families that had members unable to perform their usual



activity were less likely to go to the dentist in 1980
than were families with no members limited in any way
(73 percent compared with 80 percent). Also, the family
scale of limitation in activity appears to be unrelated
to the likelihood of a family’s use of ambulatory physi-
cian care. Families that had members unable to perform
their usual activity were about as likely to go to physicians
outside a hospital setting as were families with no mem-
bers limited in any way. However, the former had a
higher mean total number of visits than the latter, 14
compared with 11.

If the family activity limitation indicator is accepted
as a proxy for locating families that have members with
severe chronic conditions, then data indicate that, for
the particular population of families examined in
Table F, such families in 1980 used much more hospital-
based care, both inpatient and outpatient, than did
families that had members without severe chronic condi-
tions. Note, however, that the family scale of perceived
health status also shows that families with members
in poorer health used much more hospital-based care
in 1980 than families in better health did (Table E).
With minor variations, the two indicators of family health
status show approximately the same patterns of relation-
ships for 1980. Poorer health of family members was
positively associated with the use of hospital-based care
and prescription medicines. It was negatively associated
with the use of dental care, and it showed no association
or a weak association with the use of ambulatory physi-
cian care.

Age, Health Status, and Inpatient Hospital Care

The associations between family health status indi-
cators and the use of hospital inpatient care in 1980
are among the strongest associations between family
characteristics and health service use found in this analy-
sis. Moreover, these associations do not disappear among
older families (families with some members 65 years
of age and over). The association remains strong among
both younger and older family aggregates when the age
of family members is held constant. When family health
status is held constant, however, the association between
age of family members and percent of families using
hospital inpatient care tends to disappear (Tables 11,
12, and 15). This phenomenon is demonstrated in
Table G. When health status is held constant, the differ-
ence between family age categories in the percent of
multiple-person families using hospital inpatient care in
1980 never exceeds 6 percent, and this difference is
not statistically significant. By comparison, when age
of family members is held constant, the difference at-
tributable to family health status differences never falls
below 21 percent. It appears, therefore, that family health
status rather than age of family members is the important
characteristic for understanding population differences

Table G

Percent of multiple-person families using inpatient hospital care,
by famiy age, perceived health status, and limitation in activity:
United States, 1980

Perceived health status
and limitation in activity

Younger  Older
families! families® Difference

Percent of families
with discharges

Worst perceived heaith status
of any family member

Excellent . .. ........... 21 22 1
Good ... ............. 28 33 5
Fair . ................ 34 40 6
Poor. ... ... .......... 49 55 6
Difference between excellent
andpoor . . . ... ... ... .. 28 33
Most severe limitation in usual
activity of any family member
None . ............... 26 24 2
Cannot perform usual
activity . . . . ... L 47 50 3
Difference . . . . ... ... .... 21 26

1All family members under 65 years.
2At least 1 family member 65 years and over.

NOTE: See also Tables 12 and 15.

in the percent of families using hospital inpatient care
in 1980.

On the other hand, both age of family members
and level of family health status interact in a synergistic
manner to quadruple the mean total number of inpatient
hospital days per family in 1980 from 6 for younger
families with all members in excellent health to 26 for
older families with at least one member in poor health
(Tables 12 and 15). To sum up, the relationship among
age of family members, health status, and health service
use appears to be complex.

Family Size

It is generally believed that family size is positively
associated with the use of health care services (Feldstein,
1979, 1983). However, family size and health care
service use have been examined in very few national
studies. One study (Wilder, 1969) in which 1963-64
data from the Health Interview Survey were used, will
be examined in more detail later in this report.

Table H presents data on the relationship of family
size to use of health care services among families in
which all members were under age 65 and all members
had full-year health care coverage. Generally, a positive
association can be seen between larger family size and
the percent of families ever using each of the health
care services (most notably, hospital inpatient care, hos-
pital outpatient and emergency room care, and dental
care). However, no equivalent consistent association
exists between family size and the quantity of use of
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Table H

Use of health care services by multiple-person families with all members under 65 years of age and all members with full-year health
care coverage, by family size: United States, 1980

Family size
5 or more
Type of service 2 persons 3 persons 4 persons persons
Percent of families
Inpatient hospitalcare . . . . . . ... ... ... ... ..., 22.0 28.2 325 34.9
Ambulatory physiciancare . . . ... ... ... ... .......... 924 95.6 96.5 96.8
Hospital outpatient and emergencyroomcare. . . . .. .. .. ... .. 50.3 63.5 64.6 77.9
Dentalcare . . . . . . ... .. ... 69.6 78.8 84.6 88.4
Prescription medications . . . . .. ... ... ... ... ... ... .. 89.1 96.0 95.9 96.0
Mean number per family with use
Inpatient hospital days . . . . . ... ... ... ... ... . ..... 114 9.5 9.0 8.5
Ambulatory physician visits . . . . . .. ... ... oL L. 8.7 10.3 12.7 13.8
Hospital outpatient and emergency room visits . . . . .. ... ... .. 4.4 4.3 4.0 4.2
Dentalvisits . . . . . ... ... ... .. ... 4.8 5.8 8.0 9.3
Acquisitions of prescriptions . . . ... .. Lo o Lo 14.1 11.8 13.3 13.2

NOTE: See also Tables 13, 23, 33, 43, and 53.

these services. For three services (hospital inpatient care,
hospital outpatient and emergency room care, and pre-
scription medicines), once a family used the service,
the mean total use did not increase with increasing family
size. For example, whereas 78 percent of families with
five persons or more used hospital outpatient and
emergency room care in 1980, compared with 50 percent
of two-person families (a difference of 28 percent), both
family categories showed the same mean total number
of visits by all family members (four per family).

The two exceptions to this pattern are ambulatory
physician visits and dental visits. For these services,
family size made a difference in the total quantity of
use per family. With increasing family size, the quantity
of use went from 9 to 14 visits per family for ambulatory
physician care and from 5 to 9 visits per family for
dental care.

The relationship of family size to health service use
among older families (those with a member 65 years
of age and over) should be mentioned briefly. (See Ta-
bles 15, 25, 35, 45, and 55.) When family size is held
constant, older age among family members is consistently
associated with increased use of some services (notably,
hospital inpatient care) but not others. When age is
held constant, the same generally positive association
can be seen between larger family size and the percent
of families ever using each health care service as is
found among younger families. For quantity of use,
however, a statistically significant relationship is found
for only one health care service, ambulatory physician
care.

In summary, a generally positive relationship exists
between family size and the percent of families ever
using a health care service for both older and younger
families, but no such consistent relationship exists for
quantity of use. The effect of age of family members
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on the use of health care services when family size
is held constant is also inconsistent. It increases use
among some services, decreases it among others, and
sometimes shows no relationship. The relationship of
family size to health care service use appears to be
more complicated than at first thought.

Family Structure

Because of the longitudinal nature of the survey,
it was possible for families to have changes in head-
spouse structur