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Abstract (Document Summary)

This study focused on the use of 14 evidence-based preventive services for the low-income population over age 50:
colorectal, breast and cervical cancer screening, cholesterol screening, counseling around diet, exercise, tobacco, alcohol
and illicit drugs, and immunizations for influenza, tetanus and pneumonia. Population characteristics and rates of delivery of
these preventive services are compared for low-income users of community health clinics vs private doctors' offices/HMOs.
Three nationally representative data-files from the National Health Interview Survey-the Person-Level File, Sample Adult
File, and Sample Adult Prevention File-were linked to obtain the necessary data on preventive services use in the 12,024
persons over age 50. Among the population of persons over age 50 living below 200% of the poverty threshold, those using
community clinics were more likely to be younger, a racial or ethnic minority, less formally educated, in poorer health,
uninsured, and more likely to face time, transportation or cost barriers to obtaining health care (p < .01 for all comparisons),
than their counterparts using private doctors' offices/HMOs. Community health clinics performed as well as private
doctors/HMOs in the delivery of cancer screening, cholesterol screening and immunizations to lower income persons over
50 years. Rates of counseling about diet and exercise were higher among users of private doctor's offices than among users
of community health clinics users (40% vs. 31% respectively, p = .02). Despite the severe resource constraints under which
they operate, and the greater vulnerability of the population they serve, community clinics deliver preventive services at rates
comparable to private doctors' offices and HMOs. [PUBLICATION ABSTRACT]
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[Headnote]

ABSTRACT: This study focused on the use of 14 evidence-based preventive services for the low-income population over age 50:
colorectal, breast and cervical cancer screening, cholesterol screening, counseling around diet, exercise, tobacco, alcohol and illicit
drugs, and immunizations for influenza, tetanus and pneumonia. Population characteristics and rates of delivery of these preventive
services are compared for low-income users of community health clinics vs private doctors' offices/HMOs. Three nationally
representative data-files from the National Health Interview Survey-the Person-Level File, Sample Adult File, and Sample Adult
Prevention File-were linked to obtain the necessary data on preventive services use in the 12,024 persons over age 50. Among the
population of persons over age 50 living below 200% of the poverty threshold, those using community clinics were more likely to be
younger, a racial or ethnic minority, less formally educated, in poorer health, uninsured, and more likely to face time, transportation
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or cost barriers to obtaining health care (p < .01 for all comparisons), than their counterparts using private doctors' offices/HMOs.
Community health clinics performed as well as private doctors/HMOs in the delivery of cancer screening, cholesterol screening and
immunizations to lower income persons over 50 years. Rates of counseling about diet and exercise were higher among users of
private doctor's offices than among users of community health clinics users (40% vs. 31% respectively, p = .02). Despite the severe
resource constraints under which they operate, and the greater vulnerability of the population they serve, community clinics deliver
preventive services at rates comparable to private doctors' offices and HMOs.

KEY WORDS: primary health care; preventive services; low-income; community health clinics.

INTRODUCTION

Low-income persons, defined in this study as persons with incomes less than 200% of the poverty threshold, suffer
disproportionately from preventable morbidity and mortality. Improving the rates of adherence to effective preventive
interventions by low-income groups is a goal of HP2010.1 Physicians' practices/HMOs and community health clinics
constitute the bulk of primary care safety net providers2 for low-income persons over age 50, the age group for whom most
preventive interventions are recommended.3

Within this "low-income" population using the primary care safety net, patient characteristics differ by site. Community clinics
tend to have a larger proportion of clients who are uninsured and in poorer health than do physicians' private practices.4
From the health care delivery perspective, differences also exist by site infrastructure: Community clinics tend to have less
financial security, relying on a tenuous patchwork of funding,4 and in some cases carrying out their mission while on the
verge of financial insolvency.5 As core safety net providers,4 community clinics are often viewed as operating less efficiently
than private practices or HMOs and are less able, due to resource constraints, to document their health care delivery
outcomes.4,6 Some have further argued that government run safety net community clinics are at a financial disadvantage
not just because they serve larger proportions of patients unable to pay for their care, but also because they are subject to
hiring, procurement and other rules with which they must comply.4,7-8 Given these challenges faced by community clinics, it
seems logical to ask whether they do as good of a job as private practices and HMOs in delivering preventive services to the
low-income population over age 50.

Outside of studies focused on breast and cervical cancer screening9-13 little has been published using national data
comparing this age group's use of other preventive services in these two settings. This study focuses on the use of 14
preventive services recommended for the general adult population over age 50 by evidence-based guidelines:3,14-15
namely, colorectal, breast and cervical cancer screening, cholesterol screening, counseling around diet, exercise, tobacco,
alcohol and illicit drugs, and immunizations for influenza, tetanus and pneumonia. The purpose of this study was twofold, 1)
To describe the low-income U.S. population over age 50 using the two most common types of primary care safety net sites,
private physician's offices/THMOs and community clinics; and, 2) To compare the utilization of preventive services in these
two settings.

METHODS
Data Source and Sample

The 1998 National Health Interview Survey (NHIS)16 was the source of data for this study. The NHIS is conducted by the
National Center for Health Statistics (NCHS), Centers for Disease Control and Prevention (CDC). The NHIS administers
face-to-face interviews to a nationally representative sample of households to obtain information on the health and other
characteristics of each member of the household. The 1998 NHIS was designed to over-sample black and Hispanic persons
for more reliable estimates of these groups. The weights have been adjusted to the national civilian, non-institutional
population estimates by age, sex and race/ethnicity based on projections from the US census. NHIS uses a complex
sampling design requiring special software (SUDAAN17) to estimate sampling errors for population-based estimates.

Items on Preventive Interventions including screening, counseling and immunizations come from the 1998 NHIS Adult
Prevention Module. This was linked with data resulting from the Adult Core of the NHIS that included items on health care
access and utilization. In total, three NHIS data files, the Person-Level File, Sample Adult File, and Sample Adult Prevention
File, were linked to obtain the necessary data on the 12,024 persons over age 50 that constitute the sample for the present
analyses. The total household response rate was approximately 90.0%; the response rate for the Sample Adult component
was 83.8%.16

Setting

NHIS respondents obtaining their routine and primary care in physicians' practices/ HMOs and community health clinics
were the focus of these analyses because these sites were the routine care providers for the vast majority of this population.
"Community health clinics" include federally qualified community health centers (FQHC), FQHC "look-alikes" which do not
receive federal Section 300 funds, rural health clinics, independent community clinics, private not-for-profit clinics, and local
health department primary care clinics.4

Main Independent Variable: Type of Primary Care Site
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The "type of primary care site" variable was constructed from four items in the Adult Core of the 1998 NHIS section on
Health Care Access and Utilization. These items were: 1) "Is there a place that you USUALLY go to when you are sick or
need advice about your health?" 2) What kind of place is it-a clinic, doctor's office, emergency room or some other place?
Response categories were: "Clinic or health center," "Doctor's Office or HMO," "Hospital Emergency Room," "Hospital
Outpatient Department,” "Some other place," or Refused/Don't Know. Those who responded that they had more than one
place in question #1 were asked: 3) "What kind of place do you go to most often-a clinic, doctor's office, emergency room or
some other place?" All respondents were then asked, 4) "Is that the same place you USUALLY go when you need routine or
preventive care, such as a physical examination or check-up?" For the overwhelming majority (96%), the routine care place
was the same as the sick care place. Those respondents who reported a different routine and sick care place were asked,
5.) "What kind of place do you go to when you need routine preventive care, such as a physical examination or check-up?"
For the four percent of respondents who went to different places for routine care and sick care, their "primary care site" for
these analyses was designated by their routine care site. Thirteen people were missing data for the variables used to create
the "type of primary care site" variable.

While important as providers of safety net care, the sample sizes of respondents using hospital out-patient department/Other
and Emergency Room/No Site categories were too small to make reliable estimates in bivariate and stratified analyses; thus,
these two safety-net sites were excluded from the analyses. Since the structure and process of care in hospital outpatient
departments and emergency rooms can vary greatly, we felt that it would be inappropriate to combine these groups into one
category.

Dependent Variables-Preventive Services Utilization

Colorectal cancer screening was assessed via two indicators, fecal occult blood tests and
proctoscopy/sigmoidoscopy/colonoscopy, the latter three referred to collectively in this paper as "endoscopy."18 All
screening tests were defined for the participant prior to questions on utilization. Based on screening guidelines,3,14 FOBT is
recommended annually for persons 50 years and over. An endoscopy was considered "recent” if it had been obtained in the
prior five years. For mammography and clinical breast exams, a recent test was one delivered in the previous two years.
Pap smears were considered "recent" if received at least once in the previous three years.

Respondents were also asked about receipt of immunizations: a tetanus shot in the previous ten years; and, for persons
over age 65, a flu shot in the past year, and ever-receipt of a pneumonia vaccine. Lifestyle counseling by the primary care
provider was also queried among those who had a general physical exam or routine checkup in the past three years.
Counseling interventions measured included: whether the provider had asked about diet, exercise, tobacco use, alcohol use
and illicit drug use during the past three years. Respondents were also asked when a doctor or other health professional
checked their most recent total blood cholesterol. Evidence-based guidelines available to clinicians prior to the 1998 NHIS
included the USPSTF3 and the NCEP.15 For these analyses, receipt of a non-fasting cholesterol in the past five years is
therefore considered recent.

Controlling Variables

Demographic (age, gender, race/ethnicity, region) socioeconomic (education), health insurance and health status were
assessed as controlling variables in stratified analyses and in logistic regressions. Additional independent variables of
interest assessed respondents' reasons for delaying care in the past year. We felt that it was important to assess
respondent-specific (as opposed to site-specific) perceived barriers to obtaining preventive care. Respondents were asked
whether they had delayed getting medical care in the past 12 months for any of the following reasons: Time limitations (Not
being able to get through by phone, not being able to get an appointment soon enough, having to wait longer than they were
able to see the doctor, hours open for clinic/doctor office visits), and lacking transportation. In exploratory analyses, reasons
for delay correlated highly with income and socioeconomic status. Hence it seems that these reasons for delaying care were
better indicators of the respondent-specific barriers, i.e. (income, child care, job demands) than being indicators of the
accessibility of their primary care sites. If they said yes to any of these items, they were categorized as delaying care for a
reason related to "time or transportation barriers." Respondents were also asked if they didn't get certain types of care in the
past 12 months because they could not afford it, including prescription medicines, mental health care or counseling, and
dental check-ups or dental care. If they said, "yes" to any of these three items, respondents were categorized as not getting
care in the past 12 months due to cost barriers.

Analyses

All statistics were weighted by the NHIS sample weights to the U.S. population. The Survey Data Analysis statistical
computer package (SUDAAN)17 was used to take into account the complex sampling design of NHIS in order to calculate
the standard errors. Cross-tabulations used the chi-square statistic to assess significance. Logistic regressions were used to
determine the adjusted proportions of persons receiving each of the preventive services of interest according to the main
independent variable, type of site, adjusting for age, gender, race/ethnicity, education, region, health and status. Statistical
significance was assessed for all comparisons made in Tables 1 and 2 between the two types of primary care sites
(community clinics vs. private doctors' offices/HMOs).
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RESULTS

Among the population over age 50 living below 200% of the poverty threshold, those using community clinics were more
likely to be younger, a racial or ethnic minority, less formally educated, in poorer health, uninsured and to face time,
transportation or cost barriers to obtaining health care than their counterparts using private doctors' offices/HMOs (Table 1).
Of the 3377 persons over age 50 living at less than 200% of the poverty threshold who responded to the 1998 Adult
Prevention Supplement, 18.2% (611) used community clinics as their site of primary care (includes routine care), 68.3%
(2298) used private doctor's offices or HMOs, 8.3% (280) had no routine care place or used the emergency room, and 5.2%
(175) used a hospital out-patient department or "other place" (Figure 1).

While serving a population with poorer health status and less insurance, community health clinics performed as well as
private doctors/HMOs in the delivery of colorectal, breast and cervical cancer screening and cholesterol screening, and
immunizations to lower income persons over 50 years (Table 2). Rates of counseling around diet and exercise were higher
among users of private doctor's offices/HMOs than among users of community clinics. For users of both types of primary
care settings, rates of colorectal cancer screening and immunizations were considerably lower than recommended.1

CONCLUSIONS

Despite severe resource constraints, and the greater vulnerability of the population they serve, community clinics deliver
preventive services at rates comparable to private doctors' offices and HMOs for low-income persons over age 50. A large
subgroup of this low-income population, i.e., persons age 50-64, for whom many preventive interventions are recommended,
do not yet qualify for Medicare. Thus, this population is especially dependent on the primary care safety net, and it is
reassuring that their rates of receipt of preventive services are similar whether they are seen in community clinics or
physicians' private practices/HMOs.

A local study of older black patients (> or =70 years old) using neighborhood health centers in Cleveland, Ohio13 found that
FQHCs achieved high rates of performance for influenza and pneumococcus vaccination (59% and 64% respectively). As in
our national analyses, their rates of fecal occult blood testing for colorectal cancer screening were extremely low.

A recent analysis of CHC users found that: Individuals of lower (vs. higher) socioeconomic status were more likely to use the
CHC for their preventive care services. Individuals with some type of insurance other than Medicaid or Medicare were less
likely to obtain cancer screening services at a CHC than uninsured individuals.19 In our study of the NHIS data, persons
were categorized by the type of site that they said they used for their primary care, including their routine care. Thus it is
unlikely that the comparable use of preventive services in community clinics and doctors' offices is simply a result of persons
going to community clinics for just their routine care needs.

Limitations of this study include our inability to include hospital outpatient departments since the sample size of respondents
in the adult prevention supplement was too small for this type of site. Secondly, self-report of receipt of screening services
usually overestimates rates, but there is no reason to think that this bias would not be consistent across types of sites of
primary care. Thirdly, there is wide variation in type of community health clinics across the country. While we cannot break
down NHIS respondents using community clinics into those at federally qualified (FQHC) vs. non-federally qualified clinics,
this sample should still be an accurate reflection of community clinic care for this population as it is practiced today in the
U.S. More specific data collection within national health care survey efforts, on the types of clinics people use, would help to
identify the types of community clinics people use. This would likely require a provider level component such as that used by
the National Ambulatory Medical Care Survey that specifies characteristics of the clinics' organization, administration and
funding.

Research on federally qualified community health centers has documented that they are effective in improving access to
primary care, reducing inappropriate hospitalizations, and delivering care of a quality similar to other provider types.20-23
While much research and policy attention has been paid to federally qualified community health centers (Section 330 of the
Public Health Service Act), the majority of lower income persons obtain their primary care in clinics which are not federally
qualified community health centers. For example, in 1998 only an estimated 8% of uninsured Americans, 20-25% of poor
and near poor uninsured Americans, and 9% of Medicaid beneficiaries, received their primary care at federally qualified
health centers.24 Since the majority of community clinics are not federally qualified, it is important to assess all types of
community clinics in research because the majority of lower income persons who get their primary care from community
clinics get them from sites other than Section 330 designated sites.
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FIGURE 1
Type of safety-net site for persons over age 50 and under 200% of the poverty threshold.

Assessment of nationally representative data on preventive services utilization stratified by the type of site of care is useful in
order to gain insight into how to target primary care-based screening interventions. Even though they serve a more
vulnerable subgroup of low-income persons, community health clinics performed as well as private doctors/HMOs in the
delivery of colorectal cancer and cholesterol screening, counseling around exercise and drugs, and immunizations. In both
primary care settings, rates of colorectal cancer screening and immunization were considerably lower than recommended.
The populations obtaining care in the different types of safety net sites, while all "poor" still had additional socioeconomic
and demographic differences according to the type of setting. Thus, intervention efforts to improve rates of preventive
services use in one setting may not apply to patients in the other types of settings.

In sum, community health clinics perform as well as private doctors' offices and HMOs in delivering evidence-based
preventive services to low-income persons over age 50. In the absence of universal health care coverage, ensuring the
viability of these safety-net sites is critical to the receipt of preventive services by a large segment of the U.S. population.
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