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Introduction

Project Access, a physician-driven program partnering with the Medical Society of Sedgwick County, connects low-income uninsured to specialty care and hospital services.  One of its goals is to encourage more appropriate use of existing primary care resources and reduce the use of local emergency departments for primary care visits among the low-income uninsured.  To achieve this goal, there is a need to better understand the knowledge, attitudes, and beliefs about use of the emergency department for primary care by the uninsured.  However, little is understood of the antecedents of medical care seeking behaviors of the uninsured.  

Project Purpose  

The purpose of this study is to investigate the knowledge, attitudes, and beliefs about care-seeking behaviors (emergency department (ED) use versus a primary care home) of low-income, uninsured residents of Sedgwick County, Kansas.  The study is designed to better understand the antecedents of care seeking behaviors, barriers to care, and cultural influences that precede a visit to the ED for primary care medical services.  

Background
Primary care is defined as one’s regular source of care characterized by continuity, comprehensiveness, coordination, availability and convenience (Stewart et al, 1997; Donaldson, 1996; Blumentahal, 1995; Starfield, 1992; Starfield, 1991; Aday et al, 1984).  Increased continuity and comprehensiveness of care, has been found to be associated with greater use of preventive services, higher compliance with appointment keeping, improved use of medications and better health outcomes (Carcillo et al, 1995; Benson et al, 1984; Charney et al, 1967).  

Conversely, lack of a regular source of care is associated with increased reliance on ED services (Lambrew et al, 1996; Baker, Stevens & Brook, 1994; Grumback et al, 1993).  Risk factors for under use of primary care include minority status (Wagner & Guendelman, 2000; Hellinger 1995, Wood et al, 1995; Walcott-McQuigg et al, 1994; Blendon et al, 1989; Newacheck et al, 1988; Woolhandler et al, 1988; Hough et al, 1987; Wells et al, 1987), low income (Hueston & Hubbard, 2000), cost of care (Elnicki et al, 1995), not having health insurance (Ayanian et al, 2000; Baker et al, 2000; Stewart et al, 1997; Idler & Angel, 1990; Freeman et al, 1987; Mossey & Shapiro, 1982), and younger age (MacLean et al, 1999; Ziv et al, 1998; Halfon et al, 1996, Mayefsky et al 1991). 

Significance  

During the 1980s and 1990s, ED visits increased by 21.5% and 27%, respectively (Meggs et al, 1999; Friedman, et al 1992).  Cunningham et al (1995) found that 7.6% of the periodically uninsured and 5.1% of the chronically uninsured had nonurgent ED visits.  Furthermore, he found that for poor persons, (below 100% FPL), near poor (100-125% FPL) and low income (126-200% FPL), nonurgent ED use was 9.8%, 10.2% and 7.9%, respectively.  For persons with fair or poor health status, nonurgent ED use was 9.5% and 14% (Cunningham et al (1995).  The uninsured tend to seek care at the ED, only when health problems have exacerbated and have become intolerable (Vastag, 2001).  Asplin et al (2000) reported that laypersons were somewhat more likely to use convenience as a factor in assessing the role of the emergency room, whereas physicians were more likely to use more restrictive biomedical criteria.  

Elimination or substantial reduction in nonurgent ED use is frequently offered as a strategy for reducing health expenditures, but the evidence is inconsistent.  Baker & Baker (1994) reported ED visit charges for nonurgent conditions are 2.5 to 3 times higher than office-based physician visits.  However, Williams (1995) suggests the true costs of nonurgent care in the emergency department are relatively low.  This study reported an average charge of $124 and an average cost of $62 for nonurgent visits, therefore, the potential savings from a diversion of nonurgent visits to private physicians’ may be much less than has been previously thought.  

Medical Care Seeking Behaviors  

Koziol-Mclain et al (2000) studied the context in which patients choose to seek health care in ED settings.  Five themes emerged as reasons for seeking care: 1) toughing it out, 2) symptoms overwhelming self-care measures, 3) calling a friend, 4) nowhere else to go, and 5) convenience. Despite the fact that the patients had nonurgent medical problems, their stories often revealed that distress in their lives had influenced their need for emergency care. Patients’ stories relayed a context for ED visits that goes beyond medical diagnoses. 

O’Brien et al (1995) noted that many ED patients are unaware of the high cost of receiving care in an emergency department, and may not know where to find services for nonurgent care in their community.  This study reported five variables associated with self-report of the ED being the regular source of health care: 1) annual income less than $30,000, 2) refused care in an office or clinic in the past, 3) perception that an ED visit costs less than an office visit, 4) absence of chronic illness, and 5) reluctant to use the ED if a $25 copayment were enforced.

Methods

Study Sample:  

Seven focus group interviews were conducted with an age, gender and ethnically representative convenience sample of adult patients (aged 18 to 64 years), who were uninsured and had used the ED in the previous year.  Participants were recruited through local emergency departments, local indigent clinics, charities, and snowball recruitment techniques.   A $30 incentive was provided for focus group participation.  Informed consent was obtained at the time of the focus group interview.  Human subjects approval obtained through the University of Kansas Medical School-Wichita (UKSM-W), Wesley Medical Center and Via Christi Regional Medical Center Institutional Review Boards (IRB).  

Focus Group Procedures:  


Demographic data elements were collected at the beginning of each focus group and included age, gender, marital status, ethnicity, education, income, insurance status, and county residency.  In addition, health resource use, knowledge and perceptions were assessed.  The focus group interviews were tape recorded and transcribed.  Transcripts were studied for themes across groups.  

Results

Focus Group Demographic Characteristics:  

Eight focus groups were conducted with 35 participants.  Focus group participants were younger (mean age 39 years, SD 12 years) and predominantly female (77%).  Approximately 40% were married or lived with someone, while nearly 60% were single, separated, divorced or widowed.  African American, Spanish-speaking and White focus group representation was 40%, 40%, and 20% respectively. Approximately one-third spoke Spanish as their first language.  Nearly 40% reported a high school education or less, while just over 40% reported some technical school or college education.  The majority was employed, and reported an annual income of less than $20,000 per year; the remaining 45% were unemployed.  Participants reported living in Sedgwick County an average of 16 years (SD = 17).  More than 50% had lived in Sedgwick County 7 years or more.  

Insurance and Health Status:  

All participants were currently uninsured, however 45% had been insured in the previous year.  For those reporting being uninsured greater than one year, 25% had never been insured, 17% were uninsured greater than 5 years, and 11% had been uninsured between 1-5 years.  Moreover, all participants reported between 1 and 3 uninsured adults in their household, and nearly 40% reported between 1 and 5 uninsured children living in their households.  Focus group participants were asked, “How would you rate your current health?  Would you say it is excellent, very good, good, fair or poor?”  Only 20% rated their health as excellent or very good, while 45% rated their health as fair or poor.  

Medical Care Use:  

Approximately 60% of the participants reported 1 or 2 ED visits in the past year, however, nearly 17% indicated they had used the ED 4 or more times.  While 45% reported 0 or 1 doctor visits in the past year, 15% of the participants reported ten or more visits to a doctor in the previous year.  More than 20% reported being turned away from a doctor’s office in the past.  Participants were asked to rate the difficulty in obtaining medical care when needed, with 1 being extremely difficult and 5 not difficult at all, only 6.5% of the focus group participants indicated they had no difficulty in obtaining medical care, while 42% rated it as extremely difficult or very difficult.  The remainder rate health care access as difficult or somewhat difficult.  

Perceptions of Urgency to Seek Medical Care for Health Problems:  

To assess the uninsured perceptions about how quickly they need to be seen for a medical problem, four categories of medical care needs were assessed including, urgent, nonurgent, chronic and annual exam. To assess perceptions of urgent health problems, participants were asked, once you decide to go to the doctor for a problem like fever, diarrhea, vomiting or uncontrolled pain, how long could you wait to get an appointment to be seen? The majority  (75%) of participants indicated they would wait 1-2 days.  

To assess perceptions of nonurgent health problems, participants were asked, “once you decide to go to the doctor to be seen for a sinus infection or stomach pain, how long could you wait to get an appointment to be seen?”  For a nonurgent health problem, 67% indicated they would wait 1-2 days to be seen by a doctor.  To assess chronic medical care needs, participants were asked “once you decide to go to the doctor for a problem like diabetes, high blood pressure or another chronic problem, how long could you wait to get an appointment to be seen? Nearly 75% indicated they could wait up to 2 days to be seen for a chronic problem.  To assess perceptions of annual care needs, participants were asked, “once you decide to go to the doctor to be seen for an annual exam, how long could you wait to get an appointment to be seen?” Nearly 60% indicated they would wait only 1-2 days, while only 20% would wait seven or more days.  

Focus Group Results

Health Problems that Result in an Emergency Department Visit:  

Participants sought ED care for illnesses perceived as urgent in nature because symptoms had become sufficiently severe to interfere with daily activities of life (unable to go to work, unable to care for children, or self-care measures had been exhausted). Common ailments described by participants included toothache, back pain, strep throat, unrelieved stomach aches, allergic reaction, bone fracture, severe laceration, partial amputation, heart problems, kidney stones, vomiting blood, and tick bite with fever.  Although ED staff would generally consider conditions such as toothache, strep throat, stomach ache and back pain nonurgent, the symptoms described by participants suggested severe pain and incapacitation.  All groups understood the difference between an urgent and nonurgent condition. Most sought care at the ED due to access to care problems.  Lack of insurance and a primary care home prevented early medical intervention for participants.  
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An additional shared point of view was “at least they will see you in the ED.”  Participants stated the ED is open when you need to be seen by a doctor, and they’re not allowed to turn you away.  From their perspective, injuries and illnesses do not happen Monday through Friday from 8 am to 4:30 pm, and the ED presents a viable solution to their medical care needs.  Participants were asked how much income they lose for a trip to the doctor’s office vs. the ED.  The average loss of income reported by participants was $51 (CI $29-$94) for a physician office visit, and $65 (CI $21-157) for an ED visit.  

Lack of insurance and a primary care home prevented early medical intervention for participants.  When participants were asked, “If you could see a doctor in a clinic rather than the ED would you go to the clinic doctor?  Why or why not,” a consistent theme across focus groups emerged.  Participants stated they would prefer to be seen by their “own” doctor for illness-related problems (“one-on-one care”), and they sought medical care at the ED care as a last resort.  Participants reported no regular primary care provider or site of care.  Most stated they thought a referral from the ED physician would allow simpler and quicker access to a referral doctor.  

Barriers to Accessing Medical Care:  

Four general themes emerged when participants were asked what are the most common problems that make it difficult to get medical care, including financial, access to care, provider, and language/cultural barriers.  The majority of participants reported not being able to pay a $65 charge for a physician office visit, or they had an unpaid bill from previous visits.  Therefore, they delayed a doctor visit for illness until symptoms were severe.  Moreover, indigent clinic services were perceived as costing more than they could afford.  Emergency care was a last resort due to the cost associated with care.  Participants agreed that being seen by a doctor would be less expensive than being seen in an ED.  
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The majority reported “doing without” medications they couldn’t pay for, and relied heavily on provider samples.  In the Spanish-speaking groups, participants stated they generally don’t have funds to purchase prescriptions immediately after a doctor’s visit, so they ask friends, family members, and/or neighbors for enough money to pay for the prescription, and then would fill the prescription two to three days after the doctor visit.  Other groups reported they seek “left over” prescription medicine from family members or friends, when they didn’t have funds to pay for prescriptions.  This was especially true for pain medication and antibiotics.
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Access to care barriers included transportation, office hours not available when medical care was needed, having to wait for an appointment at a clinic, having no regular doctor and a lack of relationship with a physician.  A major barrier to using indigent clinic services was the lack of consistency in providers, and long wait times for appointments for urgent health problems.  Participants reported that great effort was expended to convince scheduling staff that they were sufficiently ill to be seen by the doctor sooner vs. later.  Participants expressed dissatisfaction about the paperwork that must be completed to qualify for the sliding scale fee at indigent clinics.  In addition, there is a perception needed services are not available at all clinics.  

Another consistent finding was a perceived lack of providers showing respect.  Participants voiced frustration with providers’ perceived concern with collecting insurance information and completing forms prior to investigating their medical problem.  A general sense of preferential treatment for insured people was expressed (e.g. treated sooner, more politely, and with higher quality service).  Language and cultural barriers included providers not being able to communicate in the patient’s language and patient’s low literacy.  Spanish-speaking participants described a fear of retribution for their illegal status as a major reason for not seeking medical care until absolutely necessary.  

Barriers to Obtaining Health Insurance:  

The majority of participants indicated they would purchase insurance, if it were available at a reasonable price.  Those who had been previously insured reported paying approximately $200 per month for 80/20 coverage, a $10 co-pay for office visits, and prescription payment support.  ED visits had not been a covered benefit.  Most indicated that health insurance was not available through their workplace, and therefore, it was out of reach.  “Premiums are just too steep.”  

[image: image6.wmf]Low-Income Uninsured

Appointment Wait Time 

for Chronic Medical Problem

N=20

> 7 days

2-7days

1 day

0 days

Percent

50

40

30

20

10

0


Family coverage was reported as not affordable, and those with children expressed regret in not being able to purchase health insurance coverage for their families.  Those who had previous experience with health insurance stated it reduced their choice of providers.  They indicated a preferred provider organization (PPO) would be better than a health maintenance organization (HMO), because it allowed greater choice in doctors and hospitals.  Spanish-speaking participants reported limited experience with insurance benefits.  
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In addition, there was a perceived “lack of value” associated with health insurance.  Most stated that even with health insurance, medical care was beyond their reach due to co-pays.  There was general agreement that it would be cheaper to apply premium payments to doctor visits. All participants expressed concern about the rising cost of living—paying for essentials made it difficult to afford insurance of any kind.  White respondents described insurance premiums as “outrageous” and often didn’t remain at job long enough to qualify.  Spanish-speaking participants had never had access to health insurance through their employment.  These participants reported a variety of job types, including temporary services, construction, painting, meatpacking, and body shop mechanic.  Participants indicated they must work 1,000 hours on a construction job before benefits would kick in, and by then most jobs are completed.  


Barriers to Staying Healthy:  


When asked, “What does it mean to you to be healthy,” there was general consensus that health was important for their jobs, their families, and for themselves.  Several common barriers to staying healthy emerged, which included, stress, lack of access to primary care, lack of access to regular medical care for chronic conditions, not being able to afford life necessities (food, shelter, transportation), and not being able to afford prescription medications.  


The most common response was stress.  “Too much stress in my life. . . It can be overwhelming, stress on the job, stress from the supervisor.  Even lack of transportation can be stressful.”  The inability to afford the basic necessities of life, such as groceries, transportation, rent, utilities, or to fill prescriptions after seeing a doctor for an illness, was reported as a source of stress, particularly by minority participants.  Focus group participants with chronic conditions reported being unable to remain with a primary care provider due to costs of office visits, and not being able to afford daily medications such as insulin or hypertension medications.  A large number of participants stated they thought not being able to afford a routine, annual physical kept them from being healthy.  

Perceptions of Primary Care Services:  

The African-American and white focus groups reported that primary care meant one-on-one care—being an individual, and not a number; however, Spanish-speaking groups had little exposure to the health care system and had no understanding of primary care services.  The decision of when to seek medical care varied somewhat among groups.  African Americans stated they self-refer, “when you’re sick, you’re sick.”  Spanish-speaking participants reported they may consult friends or family, or self-refer, the decision depended on the perceived urgency of medical problem.  White participants’ decision-making was age dependent; younger participants sought advice from parents, while older participants self-refer, based upon the urgency of the medical condition.  


Respondents were asked, “If there were a nurse or health professional you could call on the telephone to help you with this decision (when it is time to go see the doctor), would you call this number and follow their advice?”  There was general consensus across all focus groups that they would call and talk to a nurse to ask advice about when they needed to be seen by a physician.  Participants were familiar with, and stated they had used Ask-a-Nurse programs, in both Wichita and Kansas City.  They indicated they thought such a program would reduce physician visits, stating “they helped you decide if you needed to go now, or could wait, or not have to go at all.”

Urgency of Care Concepts:  


Focus group participants were asked what urgent care and nonurgent care meant to them, and to provide examples of urgent and nonurgent problems.  All groups understood the difference between an urgent and nonurgent condition.  Examples of nonurgent medical conditions included nosebleed, stomachache, flu, cough, cold, or minor ailments.  Examples of urgent medical conditions included snakebite, chest pain or shortness of breath, laceration, gunshot wound, spider bite, car accident, acute asthma, or a lot of pain that doesn’t decrease after trying a number of other things, and there is no other alternative.  

Suggested Solutions by Focus Groups:  

As a final question, participants were asked, “If you could plan the best possible health care for you or other adult family members or friends, what would it look like?”  Three general themes emerged, including better medical services, more and better medical information and medical instructions, and more available health education.  Participants suggested that access to primary care services such as annual exams, vaccinations, and routine laboratory tests would help them to stay healthy.  Additional services such as dental care, eye exams and chiropractor visits would be helpful, but were financially beyond their reach.  Due to financial constraints, prescription purchases were nearly impossible.  They suggested that prescription coverage or some type of support to purchase prescriptions would be of great benefit.  “It would be great not to have to worry about affording medicine.”  

All participants requested more respectful medical providers.  “I would like to have the old fashion one-on-one doctor.  Now, all we have is fast service doctors--like fast service food."  They want a doctor who is knowledgeable, and can tell them what’s wrong with them.  They stated they don’t like being asked the same questions, again and again during health history during a physician office visit.  


They also suggested that evening clinic or physician office hours would make it easier to see their own doctor, versus having to use the ED.  “I have to wait until my husband comes home from work to get to the doctor.”  Participants also suggested they would like to be able to have easier access to information about medical care providers.  There was general consensus across groups that they don’t know how to acquire information about medical care providers in the Sedgwick County area.  
Another general area of suggested improvements involved medical information or medical instruction.  Participants believed that a better exchange of information/communication during ED, clinic or physician office visits would help them to better understand their medical problem and follow up care instructions.  Some expressed frustration with the complexity of information provided during a visit to the doctor, and that they still didn’t understand their medical problem after being seen.  

A related information issue was the complexity of billing information.  Participants stated they were overwhelmed by bills from multiple sources (hospital, emergency physicians, radiologists, and physicians’ offices).  “I can’t make heads or tails about the bill.  I don’t know what I owe, or if I’m being double billed, or just where all the bills are coming from.  None of it makes sense.  Can’t they make it simpler?”  

Another theme arising from focus groups centered on health education and health promotion solutions.  Participants were very interested in health education about self-care, and how they could keep themselves healthier so “I don’t have to see the doctor so often.” The majority of participants also stated they would attend classes about nutrition, and what constitutes a healthy diet.  Many expressed interest in exercise programs to help them keep in better physical condition and be healthier.   

Those with chronic diseases expressed an interest in classes about their disease, about treatments for the disease, and prevention strategies to help them maintain better health.  They also thought access to a nurse they knew, who was familiar with their condition, and they could talk to about their disease was another suggestion to stay healthier.  Spanish-speaking participants stated health education classes should be offered in Spanish as well as English, and that information/education classes about how, when and where to access and use available community resources should be offered to new immigrants.  Moreover, they suggested health information/health education pamphlets written in Spanish should be available at medical provider locations.  

Discussion

In this study, low-income uninsured sought ED care for illnesses they perceived as urgent due to interference with daily activities of life.  Participants understood the difference between an urgent and nonurgent condition, and sought care at an ED as a last resort due to financial, access, provider or language/cultural barriers.  Four of the five themes reported by Koziol-Mclain et al (2000) parallel findings in this study, with the exception of convenience.  Moreover, 3 of 5 criteria reported by O’Brien et al (1997) were observed, including lower income, being turned away from a doctor’s office in the past, and no chronic medical problem.  Similar access problems were also reported in the 1997 and 2001 Sedgwick County Community Health Assessment (CHAP) in which cost, access, and knowledge deficits presented barriers to medical and dental care, and prescription medications.  Findings suggest that provider and patient definitions of conditions “appropriate” to be seen in the ED are vastly different, and that categorization of ED visits may need to be based on psychosocial problems as well as medical problems.  

Participants were aware of the costs of ED care, and acknowledged an office visit was less expensive, but reported they could not be turned away from the ED.  Indigent clinic services were perceived as costing more than they could afford, and were perceived to be of less quality than ED care.  Perceptions associated with indigent clinic care must be addressed for the low-income uninsured to be motivated to seek primary care services at these sites.  

Although study participants were able to differentiate between urgent and nonurgent conditions, a gap between the urgency of a medical problem and how quickly they should be seen by a physician, was evident.  The majority of participants reported not wanting to wait more than 1-2 days for any doctor visit, regardless of its urgency.  This finding may be reflective of the perspective of low wage earners who struggle to meet day-to-day life necessities, such as food, rent or utilities.  Overwhelming life circumstances may prevent the low-income uninsured from looking forward a few weeks or even a few months to schedule preventive medical services.  Another possible explanation may be their limited interaction with the health care system for medical problems other than urgent or emergent.  Further investigation of these perceptions and attitudes are needed.  

Another consistent finding was a perceived lack of providers showing respect.  This finding suggests there is still a need for cultural and literacy sensitivity that is not only ethnically based, but socioeconomically-based as well.  Not only must the health care community understand and appreciate a patient’s cultural background, but also information exchange (both questions and answers), health-related instruction, insurance and billing information, must be offered in a manner that the patient, and/or patient’s family can understand.  

Study Limitations:  

The study sample was not randomly selected, and therefore results may not be representative to all low-income uninsured.  Initially, the study design called for recruitment using a random list of patients who had used the ED in the previous year for nonurgent medical diagnoses.  However, due to human subjects privacy concerns and HIPAA constraints, we were not able to use ED records to identify patients to be invited to participate in focus groups.  In addition, ED staff was not allowed to refer uninsured patients to the researcher due to the Emergency Medical Treatment and Labor Act (EMTALA) restrictions.  The researcher attempted to recruit patients in local ED waiting rooms with little success.  Results of this study may only apply to our community; however, study findings do parallel the results of other reported research.  The quantitative survey was performed on an extremely small sample, and should be repeated on a larger number of uninsured to assess whether the same attitudes and beliefs are generalizable to all low-income uninsured.  

Conclusions and Recommendations

Recent studies suggest the Children’s Health Insurance Program (SCHIP) has had a positive impact on health care access and utilization (Lave et al, 1998; Long & Marquis, 1999).  Perhaps this type of policy would also be effective for the adult uninsured population.  Policy solutions will have to be geared for both short-term uninsured, and long-term uninsured.  Current short-term solutions are not viable for those with low-paying jobs (McBride, 1994).  The cost of COBRA, which allows people to extend their health coverage for a few months while they are between jobs, may be affordable to middle income families, but certainly is not for low-income workers.  

Medical care for the low-income uninsured is fragmented and uncoordinated.  In terms of health status, death rates for chronic diseases and accidents are appreciably higher for this population (Dismuke et al, 1997).  Rates of obesity, physical inactivity, and smoking are higher than average.  Case complexity is greater than for the general population due to compounded social and medical needs.  ED and indigent clinic staff are caring for extremely complicated patients who may have little reason to change health care behaviors.  


Is there a way to make the primary care system more responsive to low-income residents?  Removing financial, access and transportation barriers are just the beginning to improving access to the primary care system.  Understanding how, why, and when the uninsured make decisions to seek medical care will be crucial in changing care seeking behaviors and achieving Healthy People 2010 primary care objectives.  Study findings, especially the convergent perceptions of appointment wait times for urgent, and nonurgent, chronic and annual exams, suggest that low income uninsured use a different set of rules to guide their care seeking behavior.  Billings et al (2000) suggest systemic changes, such as reduced waiting times at clinics, expanded office hours, and enhanced telephone consultation capacity, may improve the timeliness and appropriateness of primary care access.  Moreover, the low-income uninsured would like services similar to those available to the insured, their “own” doctor for “one-on-one care.”   
Policy makers and the health care provider community will need to think outside the box, and view access problems from the perspective of the uninsured.  The uninsured will need to be involved in crafting a solution.  Access to medical care is a systems issue that needs to incorporate care seeking behaviors in the equation for a solution.  Society can no longer afford to play the blame game between public and private health care providers, and local, state and national government.  

Grumbach (2000) advocates that we must tell the story of the insured, and put a human face on the problems the uninsured experience.  He states that the challenge for our country is to translate empathy and outrage into political action.  Cunningham & Kemper (1998) state care for the uninsured is driven by state and local policy.  This report is an attempt to describe the experiences of the low-income uninsured in Sedgwick County, Kansas.  Hopefully, it will ignite further interest in improving the safety net for the uninsured.  
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Table 1:  Focus Group Attendance

          

Group



Date


Attendance

Pilot script 


August 14


3


Spanish-Speaking

August 23


9






September 10


3


African-American

August 30


8






September 13


3


Caucasian


September 19


3






September 23


3






October 30


3









Table 2:  Perceptions of Costs for Seeking 

Medical Care for Low-Income Uninsured
	
	Mean 

(Confidence Interval)


	Average cost for ED visit


	$270 ($29, $359)

	Average lost pay for office visit


	$51 ($29, $94)

	Average lost pay for ED visit


	$65 ($21, $157)
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Figure 2:  Barriers to Staying Healthy
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 Can not buy prescription meds

 Stress

 Not having healthy foods

 No access to preventive care

 Limited access to medical care

    for chronic disease


Strep throat is why I went.  I waited a whole week before I went.  I wasn't going to go, but I woke up crying, couldn't get my breath, my throat was swollen, and I couldn't swallow.  I was deadly sick, couldn't swallow, and couldn't do nothing.  





“If you can't afford the prescription from the doctor, you can't ask the pharmacy for help.  They just look at you like you have lost your mind."





“It’s cheaper to take the premium and just pay for the doctor bills, especially since insurance doesn’t pay a dime on the ED visits.”





“If you want insurance for the whole family, you just have to give them your whole check every week.”





“My health is important to me, because I got children.  I need to go to work . . . can't afford to not have good health, because our children are depending upon us. We need to stay healthy to live a better life.”
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Access to Care


transportation


office hours 


clinic paper work


no regular doctor


lack of relationship with doctor





Financial 


can’t afford office visit 


unpaid bill 


can’t buy prescription


 





    ED Use for Medical  Care





“Primary care means to me a one-on-one doctor that knows you in and out, that you can get on the phone and talk to.   I tell him I am feeling this way and he can tell me what to do, because he knows your history.  He knows you without having to look you up. . . . He knows your kids and you from day one.





“With gas prices going up, utilities, food, house payment, and all this stuff--believe me insurance is the least of our concern, even though it should be up with the rest.  It is the least because I can't go to work without gas, I need to pay utilities so can keep my family provided for.  All the other things are just as important, if not more important than insurance.





“The doctor just tells you do this and this, you don't understand why he just tells you to do this.  If you don't know why you are doing something then you can't tell if it is helping.”





“I hate the fact that they use big words.  The doctor says you have something and I say, OK, use the stupid people terms . . . and then he says, oh, I am sorry and tells me what I have in English, instead of these big words that I have no idea what they mean.”








“I charge it on my credit card.  It’s a bad cycle.  I pay down credit card bills, then go charge another office visit again and again.  I just go to work to pay medical bills and the interest on my credit card.  I have to charge my prescriptions, and they may cost more than the physician’s bill.”





“My question is does the definitions of urgent and non-urgent mean the same thing to medical people.  Do they know and are they using the same definitions as we are?”





Language/Cultural


limited literacy


language barriers


lack of respect









































Figure 1 :  Barriers to Medical Care in an Office Setting
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