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Health Care Access of

Povert-Level Older Adults

in Subsidized Public Housing

SYNOPSIS

Objective. To assess the health status, access and use of health care and unmet
health care needs of poverty-level residents of the Seattle Housing Authority
over the age of 62.
Method. An in-person interview survey of a quota sample of community residents.
Results. About half of SHA residents reported problems accessing care and six-
teen percent reported being denied care. Multivarate analysis showed that
encountering barriers to health care use were associated with having insufficient
funds for monthly living expenses and lack of transportation. Over 90% of the
population knew where to seek health care, so knowledge about sources of care
did not appear to be a barrier. SHA residents met or exceeded national goals for
completion of six out of nine recommended exams and procedures. SHA resi-
dents had unmet needs for services not covered by Medicare or provided by vis-
iting nurse services.
Conclusions. The results suggest that SHA residents know how to access
medical care, and that visiting nurse services may be remarkably effective in
meeting some medical care needs of SHA residents. It appears access to care by
residents of subsidized housing could be improved by addressing transportation
and financial barriers, and by providing more services to residents on site.
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Health, Dept. ofHealth Services,
University of Washington, Seattle, WA
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Lw ow-income and poverty-level older adults are one of the most
invisible and difficult to reach groups in our society. They have
limited financial resources to draw on in paying the out-of-pocket
expenses associated with Medicare'-partly because they spend a
greater proportion of their total income on health care relative to

other expenses than those under the age of 65.2 In addition, health problems
(such as restricted activity days, bed days, and chronic conditions requiring
ongoing care) are more frequent in low socioeconomic groups, creating more
demand on their incomes to pay for health services.3 Despite these prevailing
conditions, a thorough review of the literature did not reveal any current
reports on the unmet health care needs of poverty-level older adults.

May/June 1996 * Volume I ll

m

260 Public Health Reports



Bafriers to Care

Methods

We conducted a community survey to gather descriptive
information on the health behaviors, health status, barriers
to health care access, and
unmet needs of adults 62
and older living in Seattle
Housing Authority (SHA)l
facilities. In 1990, 1,872=
elderly (ages 62 and older)
persons resided in dwellings i iI1K -7
provided by SHA. The
median age was 76 years,
92% lived alone, and 69%
were female. The 1990
median income for high-rise
community residents where
the majority of the elderly live, was $5655.4 All SHA resi-
dents were below the 1990 federal poverty-level income eli-
gibility requirements of $6652 per year for an individual.

In 1983, Visiting Nurse Services of the Northwest
began conducting monthly Weilness Clinics in space pro-
vided by the SHA with funding from the United Way. The
clinic staff provides health screening and education, foot
care, and flu immunizations. They also provide assessment
and monitoring of chronic health problems and referrals to
other health care providers when appropriate. Clinic nurses
maintain contact with home care staff and resident man-
agers to promote continuity of care. In turn, resident man-
agers can alert clinic nursing staff to residents in need of
medical care.

We used quota sampling to survey residents ages 62 and
older in 28 SHA facilities distributed throughout the Seat-
de area. Each site was sampled until the number ofmen and
women surveyed matched the 1990 reported sex and age
distribution of the total SHA elderly population. Potential
subjects were contacted by building managers and if they
agreed to be interviewed were then contacted by our survey
project staff for an appointment. Appointments were sched-
uled for 148 interviews, and 125 were completed. The 23
scheduled but not completed were due to people refusing
interviews (N=4), time conflicts or scheduling problems
(N=13), illness (N=2), or an inability to understand the
interview process (N=4).

To develop the interview survey, we held resident focus
groups to identify appropriate and relevant topics within our
apriori identified areas of interest and to elicit the residents_
own needs and concerns for inclusion as topics in the survey.
The survey instrument included mental and physical health,
functional state, and demographics. It also included mea-
sures to assess residents' ability to access health care, factors
affecting health care utilization, and personal living situation.
Questions addressing the Healthy People 2000 national
objectives for older adults5 and the Guide to Clinical Preven-
tive Services periodic health examination schedule for per-
sons ages 65 and older6 were included. The 112-question

survey was interviewer administered in an average of 60 min-
utes and included open-ended as well as standardized
response questions. We used the Institute of Medicine's
Access to Health Care in America framework to identify and

define barriers to access.7 We
classified the responses to the

_ question "Which of the fol-
lowing have ever made it
hard to get care?" into three
categories: financial, per-

*= _ sonal, and structural. T-test
mean and chi-square test

1 1" M |_ comparisons were done
between those encountering
and not encountering barriers
to care.8 Multivariate analysis
was done using logistic re-

gression to compute adjusted comparison statistics.9

Results

In all, we surveyed 125 SHA residents. Their mean age
was 77 (range: 62 to 98), 71% were women, and they were
predominately white (77%). (See table 1.) A large propor-

Table 1. Demographic characteristics of 125 older
adults living in subsidized public housing, Seattle, WA,
1990

Variable Number

Age (years)
62-74.........................
75-98.........................

Gender

Female ........................

Male ..........................

Ethnicity
White.........................
African American/

Asian American/Native
American/Hispanic/Other .

Education

College graduate/some college......

High school graduate .............

Less than high school .............

Ran out of money

before month's end ............

Self-reported health

Excellent/very good/good..........
Fair/poor ......................

Stayed in bed due to illness

at least once during previous year...
Needs more help with transportation

than currently available............

Percent

58
67

46

54

89

36

71

29

50
23
52

41

47

53

71

29

77

23

40

18

42

33

58

42

50 40

36 29
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tion (41%) had not graduated from high school. Forty-two
percent described their health as fair or poor; the rest said
their health was excellent, very good, or good. Forty percent
of those we surveyed reported that they had stayed in bed
due to illness or injury at least once in the past 12 months.
Running out of money before the end of the month and
needing more help with transportation than currendy avail-
able were commonly encountered living problems.

In response to the question "Do you know a place to go
if you needed the following?" over 90% of the total survey
population said they knew where to get physical exams; eye
exams; and illness, injury, and emergency care. However,
46% of these poverty-level older adults reported having had
problems obtaining health care (table 2). A total of 36 peo-
ple (29% of the total surveyed) reported having encountered
one or more financial barriers. Lack of money or private
health insurance was the most frequently encountered bar-
rier to accessing health care. Nine percent of the residents
reported encountering doctors who wouldn't accept Medic-
aid/Medicare payment. Eleven percent could not afford to
fill prescriptions. Transportation problems comprised the
majority of structural barriers encountered including having
no transportation to get to the doctor and the distance being
too far. Personal barriers were reported less often but
included having been treated badly when trying to make an

Table 2. Barriers to obtaining medical care, counseling,
or dental care reported by 125 older adults living in
subsidized public housing, Seattle, WA, 1990

Number

Reason (N=57) Percent

Financial Barriers (n=36)
No money or no private health

insurance ....................

Physician wouldn't take Medicare/
Medicaid .....................

Couldn't afford to fill

prescription ..................

Personal Barriers (n= I I)
Too embarrassed or scared to go ...

Was treated badly when tried

to make appointment ...........

Structural Barriers (n=30)
Had to wait too long

for an appointment.............
Didn't know where to go to

get care......................

No transportation ...............

Too far........................
Other.........................
None of these ..................

27

11

14

12

4

16

12

13
12
17

70

NOTE Respondents gave all reasons that applied; therefore,the sample does not
add to 100%.

appointment and being too embarrassed or scared to go.
The 20 people responding in the affirmative to the

question "Have you ever tried to get health care for yourself
but were denied or turned away?" were asked more in-depth
questions. In response to "Who denied you care?" these
people mentioned private doctors, clinics, and hospitals. In
response to "What kind of care were you seeking when you
were denied care?" they reported routine physicals, injury,
illness, dental, or hospital care. In response to "Why were
you denied or turned away?" they reported inability to pay,
clinic scheduling problems, and refusal of the clinic or doc-
tor to accept Medicaid or Medicare payment.

In a forced fit logistic regression model including age,
ethnicity, education, and self-reported health, two factors-
insufficient income to meet personal needs and needing
more help with transportation-were significantly associ-
ated with encountering financial and structural barriers.
Staying in bed due to illness or injury in the past 12 months
was significantly associated with financial barriers, and
being a woman with structural barriers.

Table 3 shows a comparison between the frequency of
exams and procedures in the group we surveyed and the
Year 2000 recommendations.5 SHIA residents have a high
level of exam frequency, with the exception of dental care,
pap smears, and mammograms. The pap smear and mam-
mogram data do not exactly coincide with the recom-
mended exam schedule, as our questions only addressed the
year prior to the interview.

Discussion

The Seattle Housing Authority population has lower
education levels, worse health, and lower income than most
of their elderly counterparts in the United States.2'10 More
than 90% of residents knew where to obtain care, and their
exam frequency compared very favorably with Year 2000
objectives, yet 46% reported encountering financial, per-
sonal, and structural barriers. The primary barrier to care
encountered by our study population was lack of money or
private health insurance (22%) and an additional 9% said
that they had been refused care due to their Medicare or
Medicaid status. Low Medicare reimbursement schedules
are seen by some experts as the source of reduced physician
interest in treating elderly patients.11
A number of studies have found a larger burden of

health care expense and a reduced ability to access care
among the elderly with poor health and few financial
resources.12'13'14 Among the people we surveyed, those who
encountered barriers to care did not have enough money to
meet their monthly expenses, had significantly more bed
days, and more transportation problems than those not
encountering barriers.

In six out of nine categories of nationally recommended
exams and procedures, SHA resident exam schedules for the
previous twelve-month period met or exceeded the stated
target levels.5 The -high level of exam frequency reported in
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Table 3. Frequency of exams among 125 older residents
of Seattle Housing Authority facilities in relation to
Year 2000 objectives

Proporanr of sPO
who had exam or procedure Year 2000

Exom or procedure in post 12 monhs oes

Men and women (N= 125)
Flu shot ................%....... S8% 60-80%

yearly

Fecal blood test ........ ......... 46% 50% every

1-2 years
Blood pressure check ............. 97%* 40% yearly
General physical ........ ......... 71% 40% yearly
Eye exam .............. ........ 65% 40%yearly
Dental exam .................... 38% 60% yearly

Women (n=89)
Pap smear ...................... 33% 70% every

1-3 years

MD breast exam ........ ........ 67% 60% every

1-2 years

Mammogram past year ............ 39% 60% every
1-2 years

'Service provided on site by Visiting Nurse Services of the Northwest

our survey indicates the success of the outreach and advo-
cacy program provided by Visiting Nurse Services. Exam-
ples of other programs aimed at improving care access for
low-income elderly include the Tulsa County Medical Soci-
ety Very Important Person (VIP) program-which enables
physicians to identify elderly persons with limited resources
who need special assistance in accessing care1"-and Project
Safety Net, started by the UCLA School of Medicine,
which provides comprehensive geriatric assessment in com-
munity- based outreach programs operating from senior
service centers, meal delivery sites, churches, and low-
income housing units16.

We identified areas of unmet need for potential inter-
vention, specifically, provision of better transportation
options and identification of doctors willing to take
Medicare/Medicaid patients. Gaps between needed services
and Medicare coverage could be addressed by legislative
action to correct entitlement schedules and reduce out-of-
pocket expenses. The primary strength of our study is the
detailed nature of the in-person interviews, in which open-
ended questions about health and general living concerns
were induded. The cross-sectional design ofour study limits
our findings to noncausal associations between factors of
interest. Future research evaluating care delivery programs
such as the Visiting Nurse Services of the Northwest's
Wellness Clinics could provide effective model guidelines
for improving the health of our poverty-level urban elderly
population. Needs assessments of similar populations that

do not have access to the services provided by such clinics
would likely reveal greater levels of need and barriers to care
than those found among SHA residents. Reducing the bur-
den of health care expense and increasing access to care are
dearly identified areas needing improvement.

Dr. William Carter at Amgen Corporation and Dr. Donald
Patrick and Ms. Jane Goodman at the Northwest Preven-
tion Effectiveness Center, University ofWashington, con-
tributed substantively to this work. This research was
funded in part by grant R48/CCROO02181 from the Cen-
ters for Disease Control.
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