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Abstract:
The purpose of the study was to identify factors that contribute to the use of the emergency department
(ED) for nonurgent health problems in a Indian Health Service (IHS) facility. In addition, factors which
contributed to missed appointments in this same facility were identified. High rates of ED use for
non-urgent conditions and missed appointments contribute to such problems as poor follow-up, time
limitations for health maintenance and wasted appointment time. The study addressed three categories
of factors that were thought to contribute to this pattern of use. Categories were 1) accessibility to
health services, 2) motivations for using the ED, and 3) perceptions regarding the roles and purposes
the ED serves in a selected population. A semi-structured ethnographic, interview approach was
coupled with a demographic questionnaire to collect data. Results indicated that more than one half of
the patients lived within five miles of the ED and access in terms of ownership of a car and a phone
were not important. Most patients perceived their health problem to be serious and becoming worse; a
majority presented themselves to emergency room staff with problems of a nonurgent nature. Finally,
confusion existed concerning the physical location of the ED: most patients perceived their visits to be
to the hospital clinic. 
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Abstract

The purpose of the study was to identify factors that contribute 
to the use of the emergency department (ED) for nonurgent health 
problems in a Indian Health Service (IHS) faci l i ty .  In addition, fac
tors which contributed to missed.appointments in this same faci l i ty  
were identified. High rates of ED use for non-urgent conditions and 
missed appointments contribute to such problems as poor follow-up, time 
limitations for health maintenance and wasted appointment time; The 
study addressed three categories of factors that were thought to 
contribute to this pattern of use. Categories were I) accessibility to 
health services, 2) motivations for using the ED, and 3} perceptions 
regarding the roles and purposes the ED serves in a selected popula
tion. A semi-structured ethnographic, interview approach was coupled 
with a demographic questionnaire to collect data. Results indicated 
that more than one half of the patients lived within five miles of the 
ED and access in terms of ownership of a car and a phone were not 
important. Most patients perceived their health problem to be serious 
and becoming worse; a majority presented themselves to emergency room 
staff  with problems of a nonurgent nature. Finally, confusion existed 
concerning the physical location of the ED: most patients perceived
their visi ts  to be to the hospital clinic.



Chapter I

INTRODUCTION

Utilization of hospital outpatient (OP) services in the United 

States has more than doubled,in the years since 1946. In community 

hospitals alone, a 51.5% increase in the use of these services is 

reported between 1970 and 1980. In 1981, 34.0% of total OP visits  were 

to the emergency department (ED) (American Hospital Association, 1981: 

XIV, 4,20). It has been estimated that ED utilization has increased by 

an average of 10% per year nationally (Brook, 1973:333; Davidson, 

1978:122; Pisarcik, 1980:16).

In Montana in 1980, there were a total of 269,760 ED visits  which 

comprised 36.4% of all OP visi ts  (AHA, 1981:92). For Montana 

nonmetropolitan areas in 1980 almost half, or 41%, of all OP visits 

were to the ED. In federal fac i l i t ies  in Montana in 1980, ED visits 

totaled 34.9 thousand or 16.7% of all OP visits  (AHA, 1981:92).

It  has been well documented that many of these ED visits  are for 

nonurgent health problems. One estimate put the figure at between 70 

and 85% of total ED visits  (Powers, 1983:145). The trend toward ED use 

for nonurgent primary care is associated with increased ED patient 

census during evening, weekend and holiday periods (Vaughn & Gamester, 

1966:59). The result of this pattern of ED use is that EDs seem to be 

supplanting private physician offices and clinics as a source of primary
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health care and maintenance (Massinger, 1976:186, Powers, 1983:145; 

Torrens & Yedvab, 1970:71).

In this researcher's two years of employment as a registered nurse 

in the ED of a federal Indian Health Service (IMS) hospital in rural 

Montana, i t  was observed that the majority of patients that presented 

themselves to the ED for care had health problems of a nonurgent nature 

including requests for over-the-counter medications, dressings and 

medication r e f i l l s .  It was also observed that many of these same 

patients had missed clinic appointments for care of the same problem.

In another rural Montana IMS hospital, the rate of missed appointments 

is estimated at 50% (Werk, May 14, 1983). Observations by this 

researcher at a non-Indian hospital in Montana revealed the same pat

tern of ED util ization. '

Statement of the Problem

Problems that arise from the above-described patterns of ED 

util ization are related to episodic acute care by practitioners 

unfamiliar with a patient 's health history and l ife  situation. Time is 

not available for complete health maintenance. Care in the ED is 

typically more expensive because of the necessity of full 24-hour 

staffing regardless of patient census and the wide range of specialized 

equipment and supplies that must be readily available at all times. 

Because patients are triaged or sorted according to the severity of 

their presenting condition, waiting times for those with nonurgent 

conditions can be excessive. It has been shown that evaluation of 

treatment given in the ED and of patient response to that treatment is
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compromised because follow-up care is done by a different practitioner 

(Brook, 1973:337-38; Pisarcik, 1980:16; Powers, 1983:145).

In rural settings, these problems can be compounded by the distances 

patients must travel to obtain care and the expense of such travel. In 

addition, a frequent condition of rural hospitals is the absence of an 

in-house physician and an ED staffed by floor nurses that float to this 

department when necessary. ED use for nonurgent care in this situation 

is very expensive and inefficient (Rosenblatt & Moscovice, 1982:164). 

Problems specific to IHS fac i l i t ies  because of this pattern of use 

include wasted appointment time when waiting times for scheduling can 

exceed two weeks, and unavailability of physicians, nurses, and 

ancillary personnel for nonurgent patients that present to the ED. 

Despite these problems, ED use is s t i l l  on the rise.

In reviewing the li terature concerning patterns of ED utilization 

and user characteristics, i t  is apparent that information about rural 

populations in general and rural Indian populations in particular is 

lacking. Differences in values and attitudes about health care between 

urban and rural populations can affect health care utilizaton. In 

addition, accessibility to health care is a function of the time and 

distance i t  takes to procure care as well as the availability of health 

professionals. Finally, the socioeconomic conditions of a population 

determine the ability to use whatever health services might be 

available. The studies reviewed by the researchers that address ED 

utilization problems have all used urban or suburban populations in 

which values, attitudes, time, distance, personnel availability and



socioeconomic conditions differ from those of rural populations (Copp, 

1976:26).

Therefore, the purpose of this study was to identify factors that 

contribute to the use of emergency services for nonurgent health 

problems in a rural IHS hospital. In addition, factors which contri

buted to missed appointments in this same fac i l i ty  were identified.

4
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Chapter 2

REVIEW OF THE LITERATURE

A condition in rural ED1s that can be expected to be affected by 

util ization patterns concerns the quality of care given in rural EDs. 

The hospital is the focal point and anchor of emergency care. With 

the advent of emergency medical technicians and the improved 

pre-hospital care of c r i t ica l ly  i l l  persons, the frequent inadequacy of 

rural hospital emergency care has come to the foreground. One study 

indicated that 23% of injured persons died of injuries that were 

probably survivable using resources available in a rural hospital. One 

half of these were attributed to the hospital phase of care (Rosenblatt 

& Moscovice, 1982; Chap. 6).

I t  becomes apparent that rural ED1s have the onus of providing and 

maintaining quality emergency care. With the lack of professional 

personnel resources and subsequent inadequate staffing of rural ED's, 

i t  is not unusual for rural hospital nurses to be in it ia l  responders 

when a c r i t ica l ly  i l l  patient arrives at the ED. This requires a high 

level of preparation in emergency nursing for rural nurses as well as 

physicians and pre-hospital caregivers.

An ED staff  that is overwhelmed with nonurgent patients is being 

diverted from the time necessary for education and training to prepare 

for providing quality ED care. A study by Ellis (1980) revealed that a 

majority of rural Montana ED nurses were not prepared to give advanced
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Cardiac Life Support even though potentially they were expected to 

in i t ia te  this type of care. Nursing is also involved to some extent in 

community activities that concern ED care; these include Emergency 

Medical Technician training, accident prevention and consumer educa

tion. Time must be provided for these also.

A problem of quality of care specific to Montana rural Indian 

Reservations is the at risk, population for trauma. The median age on 

Montana reservations is 19.6 (U.S. Department of Commerce, 1980). This 

means that for trauma, Montana Indians are at a greater risk than the 

general population whose median age is 30.1 according to s ta t is t ics  

reported by Trunkey (1983). In his article he reports that trauma 

accounted for twice as many deaths in the 15-24 age group than i t  did 

in the next most at risk group, age 25 to 35.

Pisarcik (1980) notes that when ED staff  people are caTied upon to 

care for nonurgent patients, frequently an attitude of anger and 

resentment develops. Negative attitudes affect nurse-patient 

interpersonal relationships and subsequently affect quality of care.

A review of the literature addressing the problem of increased ED 

use has revealed many different approaches in the attempt to identify 

contributing factors in use for nonurgent conditions. The factors 

identified as contributing to problems in ED-use by various investigators 

so far fall  into three categories:

1. Accessibility

2. Motivational

3. Perceptual
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Accessibility

Access to health services can be viewed as a function of the time 

and distances involved in obtaining health care, as well as the 

availability of health professionals and the financial resources needed 

to pay for these services. Access can also be viewed in terms of the 

quality of care available to one seeking care.

Geographic proximity to EDs figured prominently in studies by 

Hilker (1978), Wabschall (1983) and Weinerman (1966). In these 

investigations of urban and suburban hospitals, the majority of users 

lived within 15 minutes of the hospital. In Primeaux1s (1977) article 

on the care of American Indian patients, she-cites lack of 

transportation and financial resources as reasons for missed 

appointments and ED use.

Copp (1976) describes the relative inaccessibility of rural people 

to professional health care and their greater exposure to socioeconomic 

conditions conducive to neglect of health problems. The distance and 

difficulty of travel necessary for obtaining health care for the rural 

patient is very apparent. A review of rural subpopulations shows that 

they share several characteristics including income and powerlessness. 

Many of these groups live in areas of such low population density that 

they are unable to support a conventional health care system. 

Recruitment and retention of physicians and nurses are long-standing 

problems in rural communities, especially in Indian populations where 

physician contracts are only two years in length (Cordes, 1976:56).

The physician to population ratio in areas outside standard
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metropolitan service areas is less than one-half that of standard 

metropolitan service areas (Rosenblatt & Moscovice, 1979:63).

In the urban populations studied, access in terms of times of 

physician availability was hard to measure because the majority of 

patients assumed that their physicians would not be available and did 

not attempt to contact them prior to ED use (Milker 1978:11/5,

Wabschall, 1983:39).

Access in terms of time was a factor in Pisarcik1s study (1980). 

Many people used the ED because i t  did not interfere with work hours 

and was available all evenings, nights and weekends.

Access in terms of financial resources was addressed in an overview 

by Olson (1966). Insurance companies and Medicaid frequently pay for 

care in an ED when they do not pay for the same care in a regular 

clinic.

In all of these studies of ED use, data has been collected in urban 

or suburban EDs. In this era of overabundance of health resources, the 

American Indian population as a rural ethnic group tend to have the 

poorest health and are the most rural (Copp, 1976: Chap. 2). Even with 

the benefit of federal IMS fac i l i t ie s  on each reservation, health care 

remains less than optimal due to the problem in util ization of 

available services.

Motivational Factors.

A motive can be defined as something (as a need or desire) that 

causes a person to act (Merriam-Webster, 1971:325). The Health Belief 

Model (HBM) developed by Rosenstock and others (1966) l i s t s  four



9

variables that affect one's motivation to seek health care. These 

include beliefs concerning one's susceptibility to a disease; the 

perceived severity of one's condition; the ratio of benefits for 

seeking care to the barriers involved in the search; and the cues to 

action that trigger one to care-seeking behavior. Susceptibility 

involves one's belief in the possibility of contracting a given disease 

or condition. Severity of one's condition involves the emotional arousal 

created by the thought of contracting a given disease and the 

difficulty i t  would bring about in terms of mental and physical 

functioning. Benefits to seeking care involve beliefs concerning the 

effectiveness of alternative actions and barriers to seeking care 

involve the perceived inconvenience, discomfort and expense associated 

with alternative care-seeking action. Al I four of these variables 

fluctuate in level of importance and influence in one's l i fe  situation 

and health matters over time. I t  is their interaction that produces 

care-seeking behavior. Cues to action can be described as triggers 

that lead to overt care-seeking behavior. These cues can be internal 

as in the perception of one's bodily state or health risk, or external 

as in the interpersonal interaction with significant others that 

convinces one of the need for health care.

Stoeckle and others (1963) in a review of the li terature concerning 

patients' decisions to seek health care conclude that the actual coming 

to the doctor may be initiated not only by the patient himself, but by 

h is family or by institutions that may demand medical attention such as 

employment physicals or industrial accidents or illness. They go on to 

say that once the decision to seek care is made, a patient 's  actions
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and choices are influenced by the structure and availability of health 

services as well as his knowledge of alternatives and his socioeconomic 

status.

A study by Kahn and others (1973) found that the perception of 

increasing severity of one's condition was the major factor in a 

patient 's  decision to seek care in the ED. Powers et al (1983) and 

Satin (1973) found that the level of stressful l ife  events contributed 

to use of the ED as well as perceived locus of control. Patients 

scoring low on internal locus of control were more likely to use the 

ED.

Scherzer (1980) in a study of families frequently using an urban ED 

for care compared the s tabil i ty  of a family's relationship with a 

hospital or neighborhood clinic and found that the s tabil i ty  or 

instabil i ty of this relationship had l i t t l e  effect on ED use. In 

conclusion, they hypothesize that the major variables affecting a 

family's util ization pattern are satisfaction with a primary care 

fac i l i ty  and the perceived abili ty of different health care fac i l i t ies  

to deal with a particular health situation.

Socioeconomic status and ED use have been the subject of many 

studies. In the classic Yale Studies in Ambulatory Care by Weinerman 

et al (1966), i t  was shown that the ED in an urban general hospital 

constituted a major health care resource for the inner city 

economically deprived minority population. For those in a higher 

socioeconomic bracket, the ED served as a back-up care resource for 

patients who perceived that private care was unavailable. Other factors 

which played a role in ED use were the stabil i ty  of a relationship with
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a private physician; with those not having a stable relationship tending 

to use the ED more; residential stabil i ty; geographic proximity to the 

hospital and lack of knowledge about other resources.

Other studies of central urban and suburban EDs support the 

findings of Weinerman, i . e . ,  that EDs are used more for nonurgent 

problems and a major source of health care by those of the' lower 

socioeconomic group (Budassi & Barber, 1981: Chapter I; Kahn, 1973:159; 

Pisarcik, 1980:10; Scherzer, 1980:295; & Wabschall, 1983:38).

The decision to use the ED has been shown to depend on many other 

factors beside the perception of worsening condition. Gamester &

Vaughn (1966) found that instructions from one's physician to go to the 

ED for care figured highly in a patient 's  decision to use this source 

of health care. Roth (1972) found that rates of physician referral to 

the ED or self-referral were related to the type and location of the 

fac i l i ty .  Self-referral was more frequent in big city EDs and 

physician referral was more frequent in smaller suburban EDs. Hilker 

(1978) found that the decision to go to the ED was made by a family 

member or friend two-thirds more often than i t  was made by a health 

professional in his investigation of use of pediatric EDs. Weinerman 

(1966) also found that most referrals to the ED made by lay people were 

rated as being for nonurgent conditions by professionals and those made 

by professionals themselves were rated as being for more urgent 

conditions.



12

Perceptual Factors

Perception i£ operationalized in this study to include one's 

beliefs concerning the purposes and functions of an emergency service 

as well as one's belief in the effectiveness of emergency service for 

their health care. In this study i t  was compared with one's belief 

concerning purposes, functions and effectiveness of clinic service.

Torrens & Yedvab (1970) describe three perceived roles that EDs 

fu l f i l l  in communities depending on the population they serve. These 

roles include one as that of EDs being trauma treatment centers that 

provide equal service to all socio-economic groups. In their second 

role they serve as substitutes for private physicians in the middle 

class group when private care is perceived as unavailable during 

evenings weekends and holidays. In their third role, EDs serve as a 

family physician for poor minority groups. In the la t ter  two of these 

roles, the perceptions of the staff and clientele were at odds.

Findings by other investigators support the existence of differing 

roles for different EDs (Budassi & Barber, 1981: Chap. I; Jones, 

1982:451; Olson, 1966:55 & Wingert, 1968:875).

WabschalI (1983) and Pisarcik (1980) found, in their studies of rea

sons why,patients With nonurgent health problems preferred the ED, that 

expediency and immediacy rated high in importance. Expediency factors 

included not having to make and then wait to keep a clinic appointment, 

and the knowledge that all services for diagnosis and treatment were 

available at all times in the ED. A number of patients also perceived 

that the care in EDs was superior to that of clinics even though in
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Pisarcik1s study the same ED physicians rotated through the clinic. 

Immediacy was described in terms of having to wait longer at the clinic 

prior to being seen. Personal rapport and consistency in care with one 

physician or nurse were not rated as important. Alpert (1969) refutes 

this by his finding that more of the users in his study had no such 

consistency in care.

Gamester & Vaughn (1966) suggest, from their study in 22 hospitals 

of reasons why patients use EDs, that the consumer's belief that any 

illness however slight requires immediate attention and his 

unwillingness to postpone treatment until regular clinic hours 

contribute to increasing ED use. In comparison, in his study, insurance 

coverage, convenience and lack of a family physician did not contribute 

significantly to ED use.

Powers (1983) and Milker (1978) found that overall convenience of 

ED care even for nonurgent problems was the major factor in ED use.

Roth (1970) listed advantages that lay people attribute to ED care 

including 24-hour availability; no requirement for an appointment; 

diagnosis and treatment for all types of health problems always 

available; and often short waiting periods. This investigator wondered 

if  the question should be why anyone would choose any other type of 

care.

Oilman and others (1975) in an analysis of the characteristics of ED 

users found that only a small number of patients were frequent users 

and tended to give a sense of falsely high ED census. The majority of 

patients in their study were infrequent users who believed that going 

to the ED seemed the best way to handle even a nonurgent health



14

problem. This finding agrees with the findings of Weinerman (1966). 

Ullman, et al, conclude from their study that patients will use the 

fac i l i ty  they believe will provide them with the greatest overall 

satisfaction.

Davidson (1978), in his review of the li terature concerning 

patterns of ED use, concludes that people in different areas and 

situations use emergency services differently. He goes on to say that 

these differences occupy such a wide range that further research is 

needed to establish and account for them. He suggests that data need 

to be collected about reasons for and patterns of use in different 

communities and different size hospitals and that these need to be 

looked at over time. He also suggests that identification of factors 

in reasons for and patterns of use could lead to better planning and 

structuring of health resources to f i t  target populations.

Summary

In agreement with the findings in Davidson's (1978) li terature 

review, i . e . ,  differences in ED util ization in different areas and 

situations, the review of the li terature by this researcher reveals the 

same wide range of differences.

The studies reviewed were all concerned with urban and suburban 

populations in which values, attitudes, relating to health care of 

these populations can be expected to differ from those of rural 

populations in general and rural Indian populations in general. 

Wabschall (1983:37), Powers (1983:145) and Pisarcik (1980:18) in 

attempting to identify patients' perceptions of ED purposes revealed
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very specific factors contributing to ED use. Unfortunately each of 

these investigators used samples of less than 75 patients. Primeaux 

(1977) mentions possible contributing factors to ED use in an Indian 

population but offers no supporting data for her statements.

Rosenstock' s (1974) Health Belief Model addresses motivations for 

seeking care in a large cross-section of the population of middle 

America. The HBM is therefore a model that may not apply to rural 

Indian populations because the close association between religion and 

medicine, and the differing world view and concept of illness may 

contribute to different motivations.

In the investigations concerning geographic access, Weinerman 

(1966), Hilker (1978)., Wabscall (1983) and Pisarcik (1980) all 

addressed distance in terms of urban,or suburban space and 

transportation. The perceptions of distance in terms of access and 

transportation in rural populations may be different than those of 

urban or suburban populations.

In summary, the researcher agrees with Davidson's (1978) 

conclusions that further research is needed to establish and account 

for differences in ED util ization. Further research is especially 

needed in rural areas.
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Chapter 3 

Methodology

The purpose of this study was to identify factors that contribute 

to the use of the ED for nonurgent health problems. In addition, fac

tors which contributed to missed appointments in this same faci l i ty  

were identified. This chapter discusses the research design, method 

and data analysis procedures.

Definitions

Adult: Any male or female 18 years of age or older.

Indi an: Any person one-quarter or more degree American 

Indian or Alaskan Native descent who is eligible 

for IHS care.

Mental
Impairment: Any condition temporary or permanent that would 

prevent one from giving voluntary consent to 

participate in this study.

The following definitions are frequently used as an evaluation of 

urgency for patients presenting to the ED (Weinerman 1966:1040) and 

will be used in this study for the purpose of sample selection.

Emergent: Condition requires immediate medical attention; time 

delay is harmful to patient; disorder is acute and 

potentially threatening to l i fe  or function.
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Urgent: Condition requires medical attention within the

period of a few hours; there is possible danger to 

the patient if  medically unattended; disorder is 

acute but not necessarily severe.

Nonurgent: Condition does not require the resources of an

emergency service; referral for routine medical care 

may or may not be needed; disorder is nonacute or 

minor in severity.

Setting

The Fort Belknap Indian Health Service hospital is a 19-bed acute 

care fac i l i ty  located at the government agency on the Fort Belknap 

Indian Reservation in Northcentral Montana. It is one of three IHS 

hospitals located on Montana Reservations. Indian Health Service 

Hospitals provide health care to any person of American Indian or 

Alaska Native descent. These hospitals provide on-site care to all 

eligible persons regardless of place of residence. Contract medical 

care for services available only at a non-IHS faci l i ty  or by a non-IHS 

provider are also provided. However, to be eligible for contract medi

cal care, an eligible party must be a resident of the reservation on 

which the hospital is located. Exceptions are students attending 

school away from the reservation and those residing off the reservation 

for less than 120 days. In the event of approval for contract ser

vices, an eligible party's own health insurance is billed f i r s t  and 

the IHS pays the remainder. If one does not possess health insurance
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the IHS will pay the total of the cost of contract medical care. Proof 

of descent may be required. (Ground, Oct. 14, 1983).

Personnel of IHS hospitals may be civil service employees who hold 

permanent positions or commissioned officers' of the Public Health 

Service whose appointments are usually two years in length. Most pro

fessional positions, i,. e ., physicians and some nurses, are commissioned 

officers and are non-Indians from outside the reservation communities.

In addition to acute primary inpatient care. Ft. Belknap Hospital 

offers outpatient clinic and ED service, pharmacy, laboratory, x-ray, 

dental, community health and environmental health services. With the 

exception of inpatient and ED services, these operate from 8 a.m. tg 5 

p.m. Monday through Friday. The major service unit of this faci l i ty  is 

the eligible residents .of the Reservation and the surrounding area 

which includes the communities of Harlem, Chinook; Malta and Havre as 

well as residents of the numerous farms and ranches in the area.

The Fort Belknap Reservation was established in 1886 for the Gros 

Ventre and Assiniboine Plains tribes. A joint tribal council admini

sters the tribal business for both groups (Appendix I ) (Barry,

1976:32,68A).

The main sources of employment on this reservation are the tribal 

government and the federal IHS and Bureau of Indian affairs (BIA) 

programs. In addition, farming and ranching contribute to the economic 

picture. The median family income is $8,011 (U. S. Department of 

Commerce, 1980).

This agency consists of the IHS fac i l i ty  including the hospital, 

i ts  adjacent buildings and staff  housing, the BIA and Tribal offices
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and private housing. A grocery store, restaurant, craft shop, and com

munity college are located at the edge of this complex.

Three miles west of the agency and off the reservation is Harlem, a 

town which offers all services except a hospital. A pharmacy is 

located there also which has a contractual agreement with the IHS 

hospital for providing medications prescribed by hospital physicians 

but unavailable at the hospital. The Harlem hospital operates Monday 

through Saturday from 9 a.m. to 6 p.m. and Sunday 10 a.m. to 4 p.m. 

(Orlando, June 25, 1983). Many tribal members reside in this town.

The total on and adjacent reservation population is 2,151. The 

off reservation population is 2,126, bringing the total enrollment to 

4,260 as of October 1982 (Fort Belknap Tribal Office, 1982). A popula

tion analysis of on and adjacent reservation age groups revealed a 

range of infant to 100 years for males and infant to 91 years for fema

les. The modal age group for both males and females is 11 to 20 years. 

The mean for all' age groups is 21.4 years with a median of 19.6 years. 

In the male population the mean age is 25.1 years with a median of 22.9 

years. The mean age of females is 26.2 years with a median of 23.5 

years (Fort Belknap Tribal office, October, 1982; LI. S. Department of 

Commerce, 1980). Figure I below is a graphic representation of the 

Reservation age distribution.

A comparison of these data with state and national census figures 

reveals that this population is significantly younger than state and 

national populations. Median age for Montana in 1981 was 30.1' years 

and for Blaine and Phillips Counties on which this reservation is 

located is 27.,4 years and 29.5 years respectively (Montana State
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Department of Health and Environmental Sciences, 1981:6). The median 

age nationally according to the 1980 census is 30.0 years (Hansen, 

1981:61).

Figure I . POPULATION DISTRIBUTION:' FORT BELKNAP RESERVATION
AND ADJACENT AREA. 1982.

M F

91-100 years91-100 years

81-9081-90
71-8071-80
61-7061-70
51-6051-60
41-5041-50

31-40 '
21-3021-30
11-2011-20

InfantsInfants

N = 2151 
Mode =15 
Mean =21.4 
Median =19.6

A comparison of economic data with state and national census 

figures also reveals significant differences. The median family income 

on this reservation as previously indicated was $8,011 per year in 

1979. The mean income is unavailable. There were 802 persons for whom 

poverty status was determined. For the State of Montana for the same
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time period the median family income was $18,413 per year with ,a mean of 

$20,659 (U. S. Department of Commerce, 1980). The median family in

comes for Blaine and Phillips counties in 1979 were $14,832 and $13,724 

respectively (U.S.D.C., 1980).

The outpatient department of this hospital processed a total of 

21,286 patients in fiscal year 1982 with a high of 2,128 in October

1981 and a low of 1,550 in January 1982. The average monthly census
)

was 1774 patients. These outpatient figures exclude those patients seen 

in a sa te l l i te  clinic on the reservation at Hayes which is approximately

20 miles south of the agency. OP visits  increased by 0.7% between

fiscal year 1982 and 1983 to date (IMS, 1983).

The Hayes clinic operates two days a week on Tuesdays and Thursdays 

and offers general outpatient services. Minimal emergency service is 

available. In fiscal year 1982 this clinic processed a total of 3,854 

patients with a high of 459 in March 1982 and a low of 248 in January 

1982. The average monthly census was .321 (!HS, 1983).

The OP and ED at this hospital are .physicalIy in the same place, 

including six exam rooms and a cardiac-trauma room with emergency 

equipment. Emergency department visi ts  are separated from OP visits

primarily by the time of patient arrival at the hospital. Any patients

arriving at the hospital between 9 a.m and 5 p.m. are counted and 

recorded as OP regardless of whether or not they have a scheduled 

appointment. Patients without appointments are classified as walk-ins 

by the staff  and worked into the clinic flow without too much dif

f iculty unless the patient 's request is for a physical exam or Pap 

smear, in which case she or he is instructed to make an appointment for a
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later date. During this time, any patient presenting with an emergent 

condition is counted as an ED patient. After the OP clinic, closes at 5 

p.m. and until 9-a.m. all patients coming to the ED are counted as ED 

patients (Doney, June 17, 1983; McGuire, June 27, 1983).

Design

The research was an exploratory descriptive study (Polit & Hungler,

1978) using a semi-structured ethnographic interview format (Spradley,

1979) and background information questionnaire to collect data. The 

target population was all patients that presented to the ED of the 

Fort Belknap hospital during pre-selected time periods on June 24 

through June 27th, 1983 and July 8th through July 10th, 1983. All inter

views were conducted by this researcher. A total of 30 interviews were 

planned and 24 were completed.

The dates and times for data collection were decided upon after a 

preliminary site v is i t  and interview with an ED staff nurse at the 

fac i l i ty  indicated that these would likely be busy times (Werk, May 14, 

1983). The busiest times were chosen for efficiency in data 

collection.

The design tools are discussed in detail later in this chapter, but 

basically consisted of an open-ended interview schedule coupled with a 

demographic questionnaire. Both sets of questions were designed to 

e l ic i t  information concerning the three previously described categories 

of factors: access to the faci l i ty ,  motivation for coming to the ED and

perception of the role of the ED in providing care. A consent form was 

also designed to insure voluntary informed consent of all subjects.
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Permission for the study was given in writing by the Service Unit 

Director at this hospital (Appendix II).

SampIe Selection

The sample subjects consisted of all adult patients who met the 

following cri teria:  I) those who presented to the ED during the data ,

collection periods, 2) those whose chief complaint on arrival was 

nonurgent according to Weinerman1s (1966) definitions and 3) those who 

were without mental impairment and able to speak English. Adult 

patients were chosen for ease of interviewing and to insure informed 

consent and privacy. It was also thought that the parental motivation 

for seeking care for children would confound the data, therefore 

patients under 18 years of age were omitted. Subjects with nonurgent 

health problems were selected in keeping with the purposes of the 

study.

Controls

It was anticipated that some subjects may not have been able to 

read the consent, form; therefore each consent form was read in its 

entirety prior to the subject's signing. Each subject was able to sign 

the consent in English and each indicated verbalIy that he or she 

understood the benefits, risks and voluntary nature of the interview.

Initial plans were to interview each patient in privacy in the x-ray 

room away from the main ED area prior to evaluation by the ED staff 

to prevent identification of the subject by the staff  and to control 

for response bias following the ED encounter. Removal from the ED area
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was not possible because after 5 p.m. a metal gate was lowered in front 

of the ED area and each ambulatory patient presenting walked upstairs 

to get the nurse or after midnight rang a doorbell at the entrance. 

Consequently, each patient saw a nurse immediately upon arrival and an 

init ia l  assessment, history and vital signs were taken.

Instrument

As apparent in the literature review, each ED is different and 

serves a different population. The selected population for this study 

was rural Montana Indians. No instrument was available that would 

address factors in ED use unique to this population. Therefore a two- 

part instrument was designed to e l ic i t  information concerning motiva

tional, perceptual and accessibility factors in ED util ization. A 

consent form was also developed to explain the purpose of the study 

risks, and benefits to each participant (Appendix III).

The Background Information questionnaire is a tool that was 

designed to gather information concerning accessibility in terms of 

available transportation, distances travelled to the ED, road conditions 

as well as demographic information and cultural background (Appendix 

IV). It consisted of 30 items with 17 forced choice and 13 open-ended 

responses. Some items were taken from Weinert1s (1982) Tool for Theory 

Development questions and were designed with an awareness of reser

vation l ife  based on the first-hand knowledge of this researcher 

accrued during many years of residence on a Montana reservation. 

Questions were also based on a preliminary vis i t  to Fort Belknap to 

assess the geography, communities and ED function.
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The ethnographic Interview Schedule (Appendix V) was designed to 

e l ic i t  information concerning the three previously described factors in 

ED use. I t  consisted of 19 open-ended questions. A pilot study using 

the init ia l  set of questions was done with eight Indian people selected 

because they were familiar with IHS care as consumers. The purpose of 

this init ia l  step was to establish internal validity and re l iab il i ty  

and sequence of questions. In addition, two English instructors edited 

the interview schedule for organization and clarity of wording.

A semi-final form of both tools was administered to four patients 

at another IHS fac i l i ty  ED in a pilot study two weeks prior to data 

collection. The pilot study resulted in the addition of one question 

to the Background Information tool concerning the possession of health 

insurance. One question was added to the Interview Schedule dealing 

with who made the decision for the patient to use the ED.

The final demographic tool consisted of 31 questions, 18 of which 

were forced choice and 13 of which had open-ended responses. The final 

interview guide had 19 open-ended questions. Questions I through 9 

elicited information on the motivation to use the ED in terms of health 

problem; i t s  perceived severity; i t s  change over time and duration; who 

made the decision to seek ED care; and the s tabili ty  of a relationship 

with a physician. Questions 5 and 6 were designed to collect informa

tion about treatment that was sought prior to using the ED, such as 

treatment at the Hayes Clinic or from traditional caregivers in the 

community, i . e .,  medicine men, Indian medicine substances used or cere

monies.

Questions 10 through 14 dealt with patterns of clinic use and
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accessibility. These were designed to gather information about missed 

appointments and the reasons for missed appointments that may have been 

related to abili ty to keep an appointment.

The final five questions (15 through 19) were designed to. e l ic i t  

information concerning frequency of ED use, perception of ED purpose and 

preference for using the ED versus the Clinic. During the course of 

data collection i t  became apparent that an additional question was 

needed to determine if  the subject perceived the visi t  as an ED or c l i 

nic v is i t .  Since this final question was not added until part way 

through the collection procedure, eight responses are missing. The 

questions were also designed to assess the patient 's knowledge of 

alternative sources of care. The date, day of the week and time of ED 

vis i t  was also recorded for each interview.

Data Collection

The data collection was done in blocks of time of varying amounts.

I t  was not known until the researcher's arrival that the OP clinic was 

not considered the ED by administration and staff  until after 5 p.m. 

and on weekends. In keeping with hospital policy, data collection was 

done only during the evenings, nights and weekends. Below is a graphic 

representation of data collection items.
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Figure 2. Sampling schedule with percent interviewed (N=24)

Time of Day SaturdayFrida.y Sunday Monday Friday Saturday Sunday
Midnight

Midnight

One trip to Fort Belknap was planned for data collection, but an 

additional trip was necessary to interview a total of 24 subjects. 

Seventeen were interviewed in the f i r s t  four days and the final seven 

were interviewed two weeks later in the last three days.

Plans were to interview each subject prior to full assessment by 

the ED staff ,  but as indicated previously, the waiting time to see the 

nurse was almost nonexistent and that prior to seeing the doctor was 

less than 15 minutes in most cases. A result of the unexpected rapid 

access to the nurse and physician was that all patients were inter

viewed after seeing the nurse and almost all after seeing the 

physician.

Patients were approached when i t  was convenient for them and the 

staff;  at which time the study was explained. If preliminary verbal 

consent was given, patients were asked to come to the interviewing room 

when they had been seen. The interviewing room was an unused examination 

room at the end of the hall away from the main triage area. In a few
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instances, especially for those patients requesting medications and 

supplies, patients were approached as they were leaving.

In an effort to establish rapport prior to interview, the 

researcher explained that she was Blackfeet. A Montana State 

University nametag was worn at all times inscribed with the 

investigator's name and t i t l e .  None of those approached refused to be 

interviewed.

Data Analysis

Content analysis was the method used to analyze the information 

gathered by the open-ended questions on the Interview Schedule. 

Variables were identified and frequencies counted for each. The 

demographic information was analyzed by counting frequencies, ranges, 

and measures of central tendency.

Independent variables such as age, sex, education, income, degree 

Indian and condition were measured against dependent variables such as 

ED preference, severity, condition change and distance travelled to the 

ED. Following is a l i s t  of variables that were cross-tabulated for 

each category.

Motivation

I. condition by degree Indian

2. condition by age

3. condition by sex

4. condition by distance

5. condition by income

6. condition by time of arrival
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7. severity by education

8. severity by distance

9. severity by degree Indian

10. condition change by distance

11. decision by severity

12. number of doctors seen by desire to see same doctor

13. number of doctors seen by frequency of ED use 

Perception

1. preference of service by desire to see same doctor

2. income by frequency of ED use

3. degree Indian by preference of service

4. degree Indian by frequency of ED use 

Accessibility

1. time of arrival by possession of car

2. time of arrival by distance

3. sex by income

4. degree Indian by income

5. sex by education

6. degree Indian by having insurance

7. education by income

Because of the small number of subjects (N=24) the data were 

collapsed when possible into bivariate contingency tables and tested; 

for significance using the Chi-square. In a few cases the data could 

not be collapsed into two variables; therefore, six-celled tables were 

used and tested for significance using the same method. The following 

chapter reports the findings.
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Additionally, the clinic appointment schedules were reviewed and 

compared with the OP log to determine the number of missed appointments 

for two days and the number of walk-in patients during OP clinic hours 

for the period.
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Chapter 4 

FINDINGS

This research was an exploratory descriptive study using an eth

nographic interview approach. Factors that contributed to ED use were 

identified using information revealed by content analysis of the inter

view responses and tabulation of information from the demographic tool. 

Frequencies were calculated for each variable identified. Cross

tabulations were done on variables that were expected to have some 

relationship. Because of the small number of subjects (N=24) in this 

study, all data were collapsed when possible into four-celled con

tingency tables. In some instances, the nature of the variables was 

such that they could not to be collapsed without' losing information.

The Chi-square was used to test for significance of relationships bet

ween variables.

The reader is referred to Appendix VI and V for an example of the 

actual tools used. In reporting the findings, the percentages were 

reported to the nearest tenth.

Description of the Sample

Twenty-four (N=24) interviews were conducted for this study. This 

number represented 43.6% of the total 55 patients that used this ED for 

care during the data collection periods. Forty-two patients (76.4%) of 

the total were screened by this interviewer and 18 (42.8%), were
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omitted from the sample because they did not f i t  the selection c r i 

teria .  Most of these 18 were omitted because of age. One patient was 

missed because an interview was being conducted and 12 came to the ED 

when the interviewer was not present. . Twenty-seven patients (49.1%) 

presented to the ED on, the two Saturdays, included in the data collec

tion period, 12 (21.8%) on Sunday, 10 (18.2%) on Friday and six (10.9%) 

presented on Monday.

Forty-seven (85.5%) of the total 55 patients had health problems of 

a nonurgent nature. The remaining eight (14.5%) were classified as 

having urgent or emergent health problems. These results are greater 

than those estimated by Werk (May 14th, 1983), but consistent with those 

reported by Powers (1983:145).

Information concerning clinic util ization at this fac i l i ty  was 

available for only two days of the data collection period because the 

appointment schedule was erased each day before the clinic closed. On 

Friday there were 43 scheduled appointments of which 18 (41.9%) were 

kept indicating that 58.1% were missed. There were 23 walk-in patients 

that day or 56.0% of the total recorded clinic v isi ts .  On Monday, 

there were 30 scheduled appointments of which 21 (70.0%) were kept and 

30% were missed. Twenty-six patients (55.0%) of the total 47 recorded 

OP visi ts  were walk-ins. These figures are in keeping with estimates by 

Werk (May 14, 1983) and the researcher.

Of the 24 patients interviewed, 11 (45.8%) presented on the two 

Saturdays, six (25;0%) on Sunday, four (16.7%) on Friday and three 

(12.5%) on Monday. Most of these patients, nine (37.5%), came to the 

ED between 12 noon and 4 p.m. Six (25.0%) came between 8 a.m. and 12
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noon, and five (20.8%) came between 4 p.m. and 8 p.m. Only four (16.7%) 

came after 8 p.m. No patients presented to the ED in the three hours of 

one collection period between the hours of 12 p.m. and 3 a.m. Most of 

the patients that came to the ED when the researcher was not present 

came between 6 a.m. and 8 a.m. These figures indicate a trend toward 

weekend day use in this ED.

Demographics

Age and Sex

Males represented nine (37.5%) of those interviewed and females 

represented 15 (62.5%). Age range for the entire sample was from 19-46 

years with a mean of 32.5 years and a median of 32.5 years. There was 

no definite mode.

The age range for females was 19-45 years with a mean of 32.0 years 

and a median of 29 years. There was a trimodal distribution of 24, 25 

and 32 years. The age range for males was 19-46 years with a mean of 

32.5 years and a median age of 31.0. There was no mode in this group.

Collectively, the modal age group was 19-29 in which there were 12 

patients (50.0%) of the to ta l . The next most frequent age group was 

40-46 years in which there were seven patients (29.2%). It is apparent 

that this sample was much older than the general reservation population 

in which the mean age was 21.4 and the mode 15 years.

Degree Indian

The degree Indian of this sample ranged from one-quarter to full .  

This variable was in i t ia l ly  tabulated using four categories: I) full;
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2) 3/4 - 7/8 degree; 3) 1/2 degree; and 4) 1/4 - 3/8 degree. Using 

these categories, most of the sample, nine (37.5%) were full Indian. 

Both the 1/4 - 3/8 degree group and the 1/2 degree group contained six 

(25.0%) each. Only three patients (12.5%) were in the 3/4 to 7/8 

degree group. Because the full degree group and the 3/4 to 7/8 degree 

group have many commonalities observed by the researcher in terms of 

cultural backgrounds and behavior patterns such as traditional ceremo

nial ism, speech patterns and level of sophistication concerning health 

matters; these two groups were collapsed into one. The researcher 

recognizes that while these attributes were not measured, they have 

important implications concerning the abili ty to express oneself and 

decision-making. When collapsed, each of the two groups comprised 50% 

of the total .  Odd degrees such as 11/32 were converted to percentages 

and placed in the appropriate category.

Education

The level of education showed a great range; from eight years of 

school completed by four (16.7%) to 16 years completed by one patient 

(4.2%). The mean years of school completed was 12.0 years as were the 

median and mode. In addition, seven (29.2%) had completed nine to 12 

years of school and eight patients (33.3%) had completed more than 12 

years. One person (4.2%) held a baccalaureate degree; ten (41.7%) held 

high school diplomas; six (25%) held a Graduate Equivalency Diploma; 

and three (12.5%) had vocational training certif icates. Only four 

(16.7%) had no formal training or education.
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Employment Status

This sample consisted of ten patients (41.7%) who were working full 

time; nine (37.5%) were unemployed but looking for work and five 

patients (20.8%) were unemployed but not looking for work. The total 

of unemployed was 14 patients (58.3%). A greater rate of unemployment 

was reflected in the data for this sample than that of the whole reser

vation in which the unemployment rate was 8.9% in 1979 (U.S.D.C.,

1980).

Three people (12.5%) had professional :or semi-professional 

occupations; nine (37.5%) had vocational-technical occupations; eight 

(33.3%) had unskilled occupations; two (8.3%) were full-time students 

and two (8.-3%) had no regular occupation. Twelve (50.0%) reported they 

were full-time homemakers and 12 (50.0%) were not.

Range of yearly income was from less than $3,000 to $39,900 per 

year with a mean of $11,063. Median income was $9,000 and the modal- 

category was $6,000 to $8,900. The median income for the sample was 

similar to that of the reservation and below the state median of 

$18,413. The mean family income was much less than the state mean 

family income of $20,659 and also below those of Blaine and Phillips 

Counties at- $14,800 and $13,700, respectively. Sixteen (66.7%) of the 

sample had no health insurance and eight (33.3%) did.

Residence

Nineteen (79.2%) of this sample were from the Fort Belknap 

Reservation. No data concerning tribal affil ia tion were collected.
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Three (12.5%) were from other reservations and two subjects (8.3%) were 

Chippewa-Cree with no reservation aff i l ia t ion.

Eleven (45.8%) of these subjects lived at the Fort Belknap agency 

or in Newtown, a housing project one-half mile from the hospital; five 

(20.8%) lived in Harlem, three miles away; five (20.8%) lived in Hayes, 

20 Miles away; and one (4.2%) lived in the country. Three subjects 

(12.5%) lived in the other off-reservation communities of Havre, Dodson 

or Malta. A total of 17 (70.8%) resided on the reservation and seven 

(29.2%) resided off.

Distance from the hospital varied from less than one mile to more 

than five miles. True distances for the more than five-mile category 

were not determined. Eleven (45.8%) patients lived within one mile of 

the agency, and four (16.7%) lived one to five miles from the hospital. 

Only nine (37.5%) lived more than five miles away. A total of 15 

patients (62.5%) lived five miles or less from the hospital. These 

findings support those reported by Weinerman (1966) that geographic 

proximity was related to ED use.

More than one-half (13 or 54.2%) of the subjects lived at or came 

to the agency everyday; six (25.0%) came one or more times each week 

and five (20.8%) came less often. All of those living more than five 

miles away came to the agency during the day.

Commerce

Most of this sample (15 or 52.5%) did the major part of their 

shopping and business at the agency or in Harlem. Nine persons (37.5%) 

did most of their business in Havre which is 45 miles from the agency.
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or in Chinook or Malta, which are approximately 20 miles away. One 

person (4.2%) did most of his business and shopping in Great Falls 

which is 200 miles distant. One person lived in LodgepoTe5 a reser

vation community which is closer to Havre than is the agency.

Transportation

Sixteen (66.7%) patients owned cars and eight (33.3%) did not. 

Twenty-one (87.5%) reported they were able to drive. Of the nine 

patients who did not drive and/or did not own a car, three reported 

that they walked to the hospital, four were driven by family members or 

friends and two reported they rode with friends. Fifteen (71.4%) of 

the 21 patients who owned cars reported that their cars were always 

functioning; five (23.8%) reported that their cars were usually func

tioning and only one (4.8%) reported his car usually not functioning.

No data were available for three patients. Sixteen (66.7%) reported 

that the roads they travelled to the hospital were paved, two (8.3%) 

reported gravel roads. Seven (29.2%) reported good road conditions in 

bad weather, seven (29.2%) reported bad roads, i .e .  drifted in, snow 

packed or icy and two (8.3%) reported fa ir  road conditions in bad 

weather. The data were missing from eight questionnaires.

Phone

Sixteen (66.7%) subjects indicated they had a phone and eight 

(33.3%) had none. Of the eight subjects without residential phones, 

six were able to use the phones of family members or friends anytime. 

Two people used public phones which were available during the day only.
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Five of those without phones had access to one within one mile of their 

home (most were within one block) and; three were more than a mile away 

with a maximum of two miles.

Motivation Findings

Question I. What is the health problem/condition you are here for 

today?

Content analysis of the responses to this question revealed three 

major reasons for ED use. Twelve (50.0%) subjects reported symptoms of 

minor illness; eight (33.3%) came to the ED for over-the-counter medi

cations, to pick up medication left in the pharmacy or to get supplies 

such as bandages. Four (16.7%) came for laboratory tests or x-rays 

including one request for an OP electrocardiogram.

Question 2. How serious dp you think your health problem is?

The range of severity in the responses was from not very serious to 

very serious. Nine (37.5%) subjects indicated they thought their 

health problem was not very serious. Ten (41.7%) indicated they 

thought their health problem was serious and three (12.5%) thought it  

was very serious. Two (8.3%) responded they did not know how serious 

their  health problem was. One of these two subjects had come to the ED 

to pick up over-the-counter medication for a family member.

Question 3. How long have you had this problem?

The range of duration in the responses was from 24 hours or less to
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more than one month. Six (25%) indicated a duration for their health 

problem of 24 hours or less; eleven (45.8%) indicated a duration of two 

to three days; three (12.5%) indicated a duration of four to seven 

days, and two (8.3%) a duration of more than one week. Two (8.3%) sub

jects indicated a duration of their health problems for more than one 

month.

Question 4. Has i t  changed recently? Better? Worse?

Six (25%) subjects indicated that their health problem had become 

better recently. Fourteen (58.3%) indicated i t  had become worse and 

four (16.7%) indicated i t  was the same.

Question 5 and 6. Have you been treated for your health

problem/condition by anyone other than a doctor, nurse or dentist?

If so, what treatment did you receive?

Twenty-two (91.7%) indicated they had received no treatment by 

anyone other than a doctor, nurse or dentist. One subject (4.2%) had a 

throat culture by a community health representative and one (4.2%) per

son who was picking up medication for a family member did not know if 

the family member had received any other treatment.

Question 7. Who decided or advised you to come to the emergency

room for this problem?

Thirteen (54.2%) subjects reported that the decision to come to the 

ED was made by themselves; six (25%) reported they were instructed by an
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ED staff  member and five (20.8%) reported they were advised by a family 

member or friend. Of the six subjects who were instructed by an ED 

staff  member, four were instructed by the physician, one by a nurse and 

one by a dentist.

Question 8. How many different doctors have you seen in the last

year?

The responses ranged from no doctors seen in the last year to six 

with a mean of 3.6 and a median of 4.0. The mode was five. Nine 

(39.1%) patients had seen five or six different physicians in the last 

year; seven (30.4%) had seen three or four physicians, and seven 

(30.4%) had seen zero to two. Data were missing from one questionnaire.

Question 9. If you could see the same doctor for all your health

care and treatment, would you do so? Why? Why not?

Positive responses were given by 16 (66.7%) subjects and negative 

responses were given by four (16.7%) subjects. Three (12.5%) responded 

ambivalently by giving no definite yes or no to this question.

Positive responders gave 36 reasons why they would see the same doc

tor. Content analysis of the given reasons revealed factors related 

to four concepts: I) continuity of care 2) getting to know, trust  and 

like one physician 3) qualifications of the physician and 4) expe

diency. Responses relating to continuity were given 18 times (50.0%). 

Responses included reasons such as "the doctors would know my health 

history" or "I wouldn't have to keep repeating what my problem is".
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Responses relating to getting to know, trust and like a physician were 

given 13 times (36.1%). These responses included such reasons as "I 

could depend on one doctor", "I'd trust one doctor more" or "I'd get to 

one doctor and feel more comfortable". Responses relating to the 

qualifications of the physician were given four (11.1%) times including 

such reasons as "this doctor is female", or "this doctor is very good". 

One response relating to expediency was given (2.8%) and had to do with 

the subject not having to wait to get pain medication.

Content analysis of eight reasons given by negative responders 

revealed factors related to three concepts: I) qualifications of the 

physician, 2) access in terms of availability of permanent physicians 

at this faci l i ty ,  and 3) the desire to get more than one opinion 

regarding a diagnosis. Responses relating to qualifications of physi

cians were given four (50%) times. These responses included such 

reasons as "these doctors are interns", "they are not real doctors" and 

"the patients are guinea pigs". Responses relating to access in terms 

of the availability of permanent physicians were given twice (25%) 

including such responses as. "you can't see the same doctor all the time 

here" and "they (the doctors) turn over so fast you can't depend on 

them". Responses relating to the desire to get more than one opinion 

were also given twice (25%) including " i t ' s  better to get two opinions" 

and "I'd rather see a doctor who specializes in my health problem".

Access and Clinic Use Findings

Question 10. Have you had an appointment for this health

problem/condition in the last two weeks? At this clinic?
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Eighteen (75%) subjects had not had an appointment for their health 

problem in the last two weeks. Six (25%) had had an appointment; one 

of the six was seen by a dentist four days before; one had an appoint

ment at the Hayes Clinic and one had an appointment for an x-ray five 

hours prior to his ED v is i t .  One subject was keeping an appointment in 

the ED at the time of interview.

Question 11. Did you keep your clinic appointment? If not what 

. are the reasons?

Of the six subjects who had had appointments, three (50%) had not 

kept them. Reasons reported included being out of town at the time of 

appointment and not being able to get off work, one of the subjects had 

an appointment the morning of the interview when the x-ray technician 

would be working, but missed i t  and had to return again the next day.

Question 12. Did you attempt to cancel your appointment?

Of the three subjects who had missed their appointments two (66.7%) 

had attempted to cancel and one (33.3%) had not.

Question 13. Did you attempt to contact your doctor or nurse

before coming here today?

Eleven (45.8%) reported they had called and talked to the ED nurse 

or doctor. Thirteen (54.2%) reported they had not attempted to contact 

the nurse or physician prior to coming to the ED. One of the 13 had an 

appointment at the ED.
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Question 14. By what means of transportation did you come to the 

clinic today?

Twenty subjects (83.3%) reported they came by car. Of these 20, 

five drove themselves and 15 were driven by a family member or friend. 

Four (16.7%) subjects, reported they walked to the hospital ^

Perception Findings .

Question 15. How often do you use the emergency room for health 

care?

Only 19 subjects responded to this question with numerical values. 

Three responses included always, rarely, and not very often and one- 

subject didn't know how often he used the ED. Data are missing on one 

questionnaire. These five responses were counted as no data cases in 

the calculations of responses.

Frequency of ED use ranged from never to twice a month. When these 

data were grouped, three subjects (15.8%) reported they used the ED 

less than once a year; 12 (63.2%) reported a frequency of one to three 

visi ts  per year; one (5.3%) reported a frequency of four to six visits  

per year; one (5.3%) reported seven to ten visits  per year and two sub

jects (10.5%) reported a frequency of more than ten visi ts  per year. Of 

the two subjects reporting ED visi ts  in excess of ten visi ts  per year, 

one reported a frequency of 15 visi ts  per year and one reported a fre

quency of two visi ts  per month. No attempt was made to determine the 

reasons for frequent ED use.
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Question 16. What do you see as the purpose of the emergency room?

A content analysis of the 31 responses revealed five categories of 

perceived purposes. The most frequent response was related to the per

ception of the ED's abili ty to deal with health problems immediately. 

This response was given by 13 (41.9%) subjects. Six responses (19.4%) 

were related to the convenience of ED service in terms of hours of 

operation, and the-availability of pharmacy service. Five (16.1%) 

responses were related to the ED's abili ty to deal with serious health 

threats such as traumatic injuries and heart attacks. Three subjects 

(9.7%) each responded with perceptions related to diagnosis and t rea t

ment as the purpose of the ED. One subject (3.2%) perceived the purpose 

of the ED as that of determining if he "was going to live or die and to 

get referred out for treatment".

Question 16A. Is your visi t  today to the ED or clinic?

This question was added to determine if respondents perceived their 

v is i t  as being to the clinic or the ED. Six subjects had been inter

viewed before the need for this question became apparent. Of the 18 

respondents, nine (50.0%) reported their v isi t  was to the clinic and 

seven (38.9%) reported their visi t  as being to the ED. Two subjects 

(11.1%) stated they "didn't know" which they were visiting: they would

have to "wait to see what's wrong with me before I decide". Additional 

comments revealed a variety of perceptions concerning the location and 

function of the ED. Perceptions included one that the ED was just the 

large cardiac-trauma room. One subject reported that if  he walked to



45

the hospital i t  was a clinic v is i t  but i f  he came by ambulance i t  was an 

ED v is i t .  One person f e l t  that if  one came anytime without an appoint

ment i t  was to the ED. One person stated that the ED and. 11 after hours 

clinic are the same". One person wanted to know where the ED was 

located. And as indicated before, two people "didn't know" i f  their 

health problems were emergencies so "didn't know" if  their visits  were 

to the ED or not.

Question 17. Do you think there is a difference between the clinic 

and the emergency room? Please explain.

Seventeen (70.8%) subjects thought there was a difference and six 

(25.0%) thought there was no difference. Data were missing on one 

questionnaire. The positive responders gave a total of 17 responses 

related to perceived differences. Ten (58.8%) of the 17 responses con

cerned the differences in the time i t  takes to be seen between the ED 

and clinic.  Nine thought patients were seen faster in the ED and one 

thought patients were,seen slower. Two responses (11.8%) concerned the 

physical location of the ED. Both thought the ED was the large car

diac trauma room. Four responses (23.5%) concerned specific health 

conditions for which the ED or clinic would be used, i . e .  the clinic is 

for physical exams, dental care, well babies and the ED is for trauma. 

One responder (5.9%) perceived the difference to be in terms of whether 

one was able to see the physician or not, "in the emergency room you 

might not get to see the doctor and have to come back the next day".

The six negative responders gave six responses concerning perceived 

lack of difference between the ED and clinic.  Two (33.3%) perceived no
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difference in waiting times; i t  was too long in each case. Two (33.3%) 

perceived the treatment to be the same in terms.of the type given and 

attitudes of the staff .  One person (16.7%) perceived no difference in, 

physical location and one person (16.7%) perceived no difference but 

did not elaborate.

Question 18 & 19. Do you Prefer to use the emergency room or make

a clinic appointment? What are the reasons?

Fourteen subjects (58.3%) reported they preferred to make a clinic 

appointment for health care and gave a total 17 reasons. Content 

analysis of the responses revealed three reasons for preferring a c l i 

nic appointment: I) convenience in terms of arranging their  time,

getting a babysitter and, not having to wait to be seen, 2) health con

dition in terms of their  usual health problems not being in need of ED 

service, and 3) abili ty to choose which physician to see and to make 

sure a physician is seen. Eleven (64.7%) preferred an appointment for 

convenience, five (29.4%) preferred the clinic appointment for health 

conditions and two (11.8%) preferred an appointment for the ability to 

choose a physician or to see one.

Seven (29.2%) subjects preferred to use the ED, five (71.4%) for 

reasons relating to rapidity of being seen and two (28.6%) for reasons 

relating to convenience. One of these two stated "I just come over 

(to the hospital) and sign up when I need to." Three subjects (12.5%) 

responded that a preference would depend on their health condition and 

the time they became i l l .
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Cross-Tabulation Findings

Factors concerning motivation to use the ED,.,perception of the role 

of the ED and access to ED services which were expected to be related to 

demographic factors were cross-tabulated and tested for significance.

Because of the small number of interviews (N=24) the data were 

collapsed when possible into bivariate contingency tables and tested 

for significance using the Chi-square. Relationships were accepted as 

significant at the .05 level of confidence.

Motivation factors such as condition, severity, decision-making, 

number of doctors seen, were measured against demographic factors such 

as age, sex, education, income, distance travelled and degree Indian. 

Only one relationship showed any significance above the .05 level of 

confidence. Sex and condition were related significantly to the .02 

level of confidence indicating that females used the ED more often for 

minor illness and medication and supplies. Actual frequencies are 

reported in Table I. These frequencies were cross-tabulated using a 

six-celled table to avoid loss of data.
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TABLE I. CONTINGENCY TABLE OF SEX BY CONDITION

SEX

CONDITION MALE____________FEMALE TOTAL

Illness 4 (44.4) 8 (53.3) 12
Medication 

and Supplies I (11.2) 7 (46.7) 8
Lab/x-ray 4 (44.4) 0 (0.0) 4

TOTAL 9 15 24

N = 24 

X2 = 8.883 

df = 2 

P = <.02

Motivation'factors and demographic factors that showed no signifi

cant relationships to the .05 level of confidence, but displayed trends 

were age and condition with twice as many (66.7%) patients in the 19-29 

age group visiting the ED for minor illness than those in the 30-46 

group (33.3%). Another trend noted was the relationship of the degree 

Indian and condition with twice as many (66.7%) of the 1/4 to 1/2 

degree visiting the ED for minor illness as in the 3/4 to 4/4.degree 

group (33.3%). Three times as many (50.0%) in the 3/4 to 4/4 degree 

group visited the ED for medication and supplies than did in the 1/4 to 

1/2 degree group (16.7%). A third trend was observed in the rela

tionship between the number of physicians seen in a year and the f re 

quency of ED use. Those patients who had seen three or fewer
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physicians tended to use the ED less frequently (90%) than those who 

had seen four or more physicians (75%).

Factors relating to perception of ED service such as purpose, pre

ference for using ED versus the clinic and frequency of use were 

measured against motivation and access factors such as desire to see 

one doctor, income and degree Indian. Only one relationship showed 

significance to the .05 level of confidence or greater. Ninety-two 

percent of those desiring to' see the same doctor preferred to make a 

clinic appointment compared with 0.0% of those preferring to use the 

ED. The reader is referred to Table 2 for actual frequencies.

Table 2. Contingency Table Of Service 
_______________Preference By Desire To See Same Doctor______________

Preference Same Doctor

Yes No Total

Appointment 13 (92.9) 0 13

ED I (7.1) 3 (100) 4

Total 14 3 17

N = 17 
X2 = 11.954 
df = I 
P = <.00L

No other trends were noted in perception cross-tabulations.

Demographic factors concerned with access such as sex, health 

insurance, education, income and degree Indian were measured against 

other access factors such as car ownership, distance travelled to the 

ED and time of presentation to the ED. Only two relationships were 

significant to the .05 level of confidence. . Twice as many patients who
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lived less than five miles from the ED (66.7%) came after 4 p.m. than 

those who lived more than five miles from the ED (33.3%). Refer to 

Table 3 for frequencies.

Table 3. Contingency Table of Time x Distance

Distance

Time < 5 miles > 5 miles Total

8A - 4P 9 (60) 6 (40) 15

4P - 12 MN 6 (66.7%) 3 (33.3) 9

Total 15 9 24

N = 24 
X2 = 12.2 
df = I 
P = <.001.

The second significant relationship concerned access indirectly in 

terms of income and sex. Females comprised 83.3% of those earning less 

than $9,000 per year compared with males who comprised only 16.7%.

Refer to table 4 for actual frequencies. A trend was also noted in the 

relationship of income to education with 83.3% of those earning less 

than $9,000 per year having completed 12 or fewer years of school com

pared with 16.7% of those having completed more than 12 years of school 

in the less than $9,000 per year range.



51

Table 4. Contingency Table of Sex by Income

Sex

Income: Mal e Female Total

<$9,000/yr 2 (22.2) 10 (66.7) 12

>$9,000/yr 7 (77.8) 5 (33.3) 12

Total 9 15 24

X2 = 4.44 
df = I 
P = <.05

Summary

These findings indicate this sample to be representative of reser

vation population in general with the exception of age for which the 

sample was significantly older, and that the majority of ED visits 

during this study were for nonurgent health problems. The findings 

also indicate a majority of visits were for symptoms of minor illness, 

and a significant number were for medications and supplies. Most of 

the visits  for minor illness were because of a perception of worsening 

health condition.

In regards to the perception of the role and purpose of the ED, the 

findings indicate that most of the sample perceived the ED in keeping 

with the traditional role as those of dealing with health problems 

immediately and dealing with serious health threats. A significant 

number of subjects perceived the ED in terms of convenience. Confusion 

concerning where and when the ED operated was indicated by the findings.
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The majority of patients preferred to use the OP clinic and most 

preferred to be treated by the same physician over time, but most used 

the ED more than once per year. Continuity was the most frequent 

reason given for desiring one physician and convenience in terms of 

waiting time was the most frequent response given for both clinic and 

ED preference.

A majority of the sample lived within one half mile of the ED and 

used the ED during weekend days. Access in terms of distance, phone, 

car, and road conditions were found to be not important.

Conclusions, implications and limitations of the study are pre

sented in the following chapter.
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Chapter 5 

CONCLUSIONS

The findings point out several factors that can be identified as 

contributing to use of the ED for nonurgent conditions in this sample.

Factors Unique to This Sample

The major factor for ED use in this study was that the 

ED and OP fac i l i t ies  at this hospital are physicalIy the same entity.

In addition, IHS policy, starting at the area office level and 

extending through to the IHS ED patient was unclear regarding the defini

tions of what was emergency room versus what was nonemergency room. 

Emergency condition and emergency department were functions of time 

rather than severity of illness or location.

Another factor identified in this sample was geographic proximity 

to the ED as a contributor to use. This finding is similar to that of 

other investigators as discussed previously (HiIker 1978:1216;

WabschalI 1983:38 and Weinerman 1966:1055), and may be related to the 

similarit ies in socioeconomic status among impoverished minority groups 

regardless of whether they'are rural or urban, and to the lack of 

knowledge concerning alternative sources of care. The finding that more 

full-degree Indian patients used the ED than any other group may indi

cate that certain behavior patterns among this group such as reluctance 

to verbalize in unfamiliar situations can preclude the sophistication
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necessary to schedule clinic appointments and to deal with clinic func

tioning.

Another factor identified as a contributor to ED use in this sample 

is the lack of an IHS pharmacy open after 5 P.M. and on weekends. One 

third of this sample used the ED. to obtain medications and supplies. 

Though distance to the pharmacy in Harlem probably was not important, 

the socioeconomic status of this sample suggests an inability to afford 

using the pharmacy in Harlem.

The length of employment contract of the IHS physicians is probably 

more related to lack of a stable relationship with one physician than 

i t  is to patterns of ED use. .Reasons for. desiring one physician given 

by this population are similar to those of rural populations.

Even though IHS care is free to all eligible reservation residents, 

a lack of health insurance by a majority of the sample implies a lack 

in choice of health care alternatives and may contribute to the nega

tive perceptions of the quality of care given at this fac i l i ty .  The 

hours of operation of auxiliary hospital services such as laboratory 

and x-ray contribute to ED visi ts  by requiring that a patient return 

i f  the f i r s t  presentation is at a time other than limited weekend 

hours of operation..

Factors Similar to Urban Factors

Geographic proximity, as indicated earl ier ,  was a major factor 

contributing to ED use in the sample. A significant number of patients 

(25%) in the sample were advised by ED staff  to use this resource.

This finding supports data reported by Stoecle and others that more is
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involved in the decision to use the ED than the patient 's  perception of 

his il lness.

A perception of worsening condition was a factor in deciding to 

seek ED care in this sample indicated by the finding that over one 

half of the sample viewed their health problems as serious or very 

serious and worsening.

Factors Similar to Other Rural Populations

Because there is a dearth of knowledge concerning rural1 health in 

general, only observations by the researcher of other rural ED popula

tions can be used as a comparison. The finding that over eighty 

percent of the ED visits  in the sample were for health problems of a 

nonurgent nature was consistent with patterns of use observed by the 

researcher in two other rural EDs. The finding that most ED visits  by 

this sample were on weekend days was also one that was similar to 

observations by the researcher in other rural EDs.

The researcher is in agreement with other investigators who 

conclude that each ED is different, serves different functions and 

occupies different roles in each community. The value of this investi

gation is that i t  begins to identify roles and functions of the ED per

ceived by a sample of ED users.

Factors Contributing to Missed Appointments

Only three of the sample had missed clinic appointments. Even 

though a review of clinic schedules revealed a high rate of missed 

appointments, i t  was not reflected in the sample. A reason for the
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small number may have been a response bias to a sensitive question, . , 

i •e ., Did you keep your clinic appointment? The small sample prevented 

an identification of factors contributing to missed appointments. An 

approach that addresses documented missed appointments would faci l i ta te  

identification^

Limitations and Implications

The major limitation in this study was the small sample and the use 

of only adult subjects especially in view of the lack of their  repre

sentativeness of the general reservation population. Because the Fort 

Belknap Reservation has a majority of residents in the trauma high risk 

group, an assessment of the- ED use patterns in the at risk age group 

would be valuable in terms, of planning preventative health teaching.

Another limitation was the time used for interviewing. A feeling 

of restiveness was perceived in many patients by the researcher; most 

reported someone was waiting in the car and they did not have much time. 

An approach in a different setting might have contributed to a more 

relaxed atmosphere.

Because most of the data collection (42%) occurred on Saturday, a 

bias may exist in terms of patterns of util ization. Scheduling of data 

collection times to cover a greater variety of days and times would 

have avoided the bias.

Unsolicited reports to the researcher by ED staff in regard to cer

tain patient 's  pattern and frequency of ED use indicated discrepancies 

with patterns and frequencies reported by patients. A review of medical
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records may reveal a more accurate pattern of ED use for selected 

patients.

The tool used in this study may have contributed to the confusion 

- concerning the location and function of the ED. In question 14 on the 

Interview Schedule (Appendix V), the fac i l i ty  is referred to as the 

clinic rather than ED even though the data collection was during ED 

times according to the hospital policy.

An assumption of the study was that use of the ED for nonurgent 

conditions constituted a problem in this hospital concerning ED u t i l i 

zation. The ease of handling walk-in clinic patients and the rapidity 

with which patients were assessed and treated in the ED indicates that 

this basic assumption may have been unfounded. Another limitation con

cerned the interviews done after the patients had been seen by the 

nurse or physician. A post-encounter bias may have been present in 

responses of the subjects who had already been seen. A favorable or 

unfavorable encounter could have been reflected in those responses, but 

no method was provided for determining the quality of the ED encounter.

A final limitation concerned the efficacy of Weinerman1s (1966) 

definitions of emergent, urgent and nonurgent health conditions. Though 

seemingly clear-cut, the researcher found i t  difficult  in some cases to 

classify subjects with the brief screening time available in which to 

gather histories and make observational assessments. Development and 

use of more precise definitions and arrangement of time for more 

complete histories could avoid this difficulty.
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Recommendations

The purpose of nursing research is to guide nursing research, c l in i 

cal practice and education. It  is with this purpose in mind that the 

following recommendations are made.

The finding that one half of the sample presented to the ED for 

medication, supplies, laboratory tests or x-rays reveals that the, ED in 

the study was used for services out of the realm of nursing's 

assessment, planning and intervention in patient care. Use of nursing 

personnel to provide over-the-counter (OTC) medication and supplies may 

be inefficient and expensive.

One possible solution to the problem of use of ED for OTC medica

tion and supplies may be to extend pharmacy hours into the evenings and 

weekends to provide service at times when i t  is sought. Another 

possible solution would be to arrange for other than nursing personnel 

to be available to distribute needed supplies. This could be done at a. 

location other than the emergency department.

A possible alternative to use of the ED for laboratory and x-ray 

services and the necessity of more than one visi t  to obtain these tests 

would be to extend the hours of operation of these departments. An 

assessment.of utilization patterns over time may provide information 

about the times when ED use is heaviest and extended hours for labora

tory and x-ray could be scheduled to coincide with these times and pre

vent the necessity of more than one vis i t  to evaluate a simple health 

problem.
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These suggested solutions would contribute to improved nursing 

practice by providing additional time for nurses to assess and plan the 

care of emergency patients. It would also provide additional time for 

nursing to participate in programs available for gaining knowledge and 

skil ls  necessary to provide optimum emergency nursing intervention in 

the rural setting. The finding that a majority of ED users in the 

study were full-degree Indian has implications for rural nursing educa

tion. Awareness by schools of nursing concerning patterns of ED u t i l i 

zation among different rural Indian groups can lead to appropriate pre

paration of nursing students planning to practice on or near Indian 

reservations. Knowledge of health care utilization patterns in popula

tions can contribute to more efficient planning of nursing services 

educationally and clinically.

The need for further nursing research is necessary to answer the 

following questions that were a result of this investigation:

1) What are the patterns of ED utilization in an IHS fac i l i ty  in 

which the ED and clinic are physically separated?

2) Does the concept of time among Indian populations contribute to 

the great number of walk-in patients compared to those with scheduled 

appointments?

3) What does the Indian patient consider an emergency?

4) What is the definition and purpose of the emergency department 

in IHS philosophy?

Finally, in view of the finding that walk-in clinic patients and 

nonurgent ED patients were rapidly and easily processed and that 

most of the clinic and ED personnel were members of the community,



further research is recommended to determine and compare beliefs con

cerning ED purpose and function between IHS staff  and patients. In 

many ED1s, use by nonurgent patients is considered to constitute a 

problem because staff  perceptions of purpose and function of the ED 

differ from those of patients. Determination of whether this is true 

in IHS fac i l i t ies  can lead to identification of personnel factors that 

contribute to ED use for nonurgent conditions.
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CANAm

(T l
OJ

I. Fort Belknap Indian Reservation. 2. Rocky Boy's Indian Reservation. 3. Blackfeet Indian
Reservation. 4. Fort Peck Indian Reservation. 5. Flathead Indian Reservation. 6. Crow
Indian Reservation. 7. Tongue River (Northern Cheyenne) Indian Reservation. 8. Yellowstone
National Park. 9. Wind River Indian Reservation, Wyoming (Arapahoe and Shoshone).
Source: Barry E. E., The Fort Belknap Indian Reservation the First Hundred Years.

Bozeman: Big Sky Press, 1974:68A.
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DEPARTMENT OF HEALTH & H U M AN  SERVICES
Public Health Service 
Health Services Administration

PHS Indian Hospital 
Ft. Belknap Box 103, RB.I 
Harlem,- Montana 59526

June  8,  1983

Ms. Cheryl ’ Magee, R . N . ,  B.S.N.
2 2 12 F o o t h i l l s  Dr i ve ,  Apt .  B 
M i s s o u l a , Montana 59803

Dear Ms. Magee:

P l e a s e  be a d v i s e d  t h a t  t h e  s t a f f  he re  has reviewed your  p r op os a l  „ and cannot  
f o r s e e  any problems w i t h  i t ,  t h e r e f o r e  you have p e r m i s s i o n  t o  c o n t i n u e  and we w i l l  
be l ook ing  f orward  t o  s e e i n g  you on June  24,  1983. Y o u w i l l  be i n t r o d u c e d  t o  t he  
o u t p a t i e n t  s t a f f  and g i ven a t o u r  o f  ou r  f a c i l i t y .

We w i l l  e x p ec t  a copy o f  a l l  t he  i n f o r m a t i o n  you g a t h e r ;  we may be a b l e  t o  
b e n e f i t  from t h i s  i n f o r m a t i o n  and improve t h e  d e l i v e r y  o f  , h ea l t h  c a r e  We a r e
l ooking  for war d t o  wor ki ng  w i t h  you and a s s i s t i n g  in wh a te ve r  way we can.

S i n c e r e l y ,

Tennyson L. Doney 
S e r v i c e  Uni t  D i r e c t o r

TLD/rla
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Number 
Date 
T ime

Consent to Participate in the Health Services Utilization Project.

I understand that the purpose of this study is to learn more about the 
use of health services.

It  has been explained to me that I have been asked to participate in 
this study because I am a patient at this hospital.

I confirm that my participation is voluntary and that I will receive 
no payment.

I understand that I may withdraw my consent and stop participating at 
any time without i t  affecting my access to health care at this 
hospital.

I agree to participate by f i l l ing  out the Background Information sheet 
and answering questions asked of me by Cheryl Magee, RvN., during a 
private interview.

I understand that all of my responses given during this interview will 
remain completely anonymous.

I understand that participation in this study may increase my waiting 
time to see the doctor during this v is i t ,  but that i t  will not reduce 
the time availabe for my care.

I confirm that I have been given an opportunity to ask questions about 
this  study, this consent form and the interview procedure and that my 
questions were answered satisfactori ly.

I give my voluntary consent to participate in this study.

Signed

Dated
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Number 
Date 
T ime

Background Information

1. In what year were you born? ______

2. Your sex?

1. Female

2. Male

3. What is your degree of Indian?

4. How many years of school have you completed?

5. What is the highest degree you have earned?

1. high school diploma

2. GED

3. associate arts >

4. bachelors degree

5. Masters degree

6. Doctoral degree

7. vocational training cert if icate

8. no degree

6. What kind of work do you do? (If  not currently employed, give
your usual occupation)._____________________________________

7. In addition to the work you indicated above, do you do any other
type of work?_______________________________________________

8. What is your employment status?

1. working full time
2. working part time
3. unemployed, looking for work
4. unemployed, not looking for work
5. retired
6. disabled



70

9. Are you a full-time homemaker?

1. no

2. yes

10. Counting all sources of income including wages, interest, welfare 
payments, gif ts ,  lease checks, etc., what was your total family 
income during 1982?

1. less than $3,000
2. $3,000 to $5,999
3. $6,000 to $8,999
4. $9,000 to $11,999
5. $12,000 to $14,999
6. $15,000 to $19,999
7. $20,000 to $29,999
8. $30,000 to $39,999
9. over $40,000

11. Do you have any type of health insurance?

12. Are you from this reservation?

I. Yes 2. No

13. If you are not from this reservation, what reservation are you
from?_____________________________________________________

14. Do you live in Harlem:

I. Yes 2. No

15. If not, where do you live?

__ name of town

__ in the country_________________________________________

16. How close to this agency do you live?

1. less than I mile
2. less than 3 miles
3. less than 5 miles
4. more than 5 miles
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17. How often do you come to the agency?

a) once a day
b) several times a week
c) once a week
d) every few weeks
e) once a month
f ) less than once a month

18. Is the agency/HarIem the place where you do most of your shopping 
and business?

1. No

2. Yes

19. If Harlem/agency is not the place where you do most of your 
shopping, where do you shop and do business?

__________________________________  Name of town

___________________  Distance from where you live

20. How often do you get to the town in Question 18?

a) daily
b) few times a week
c) once a week
d) every few weeks
e) once a month
f ) less than once a month

21. What time of day do you usually come to town?

22. Do you drive?

1. Yes

2. No

23. Do you have a car?

1. Yes

2. No

24. If you do not drive, how do you get to the clinic?
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25. Is your car working 

  always
__  most of the time
___ usually not

26. What kind of roads do you travel to get to the agency

___ paved
__  gravel
___ country

27. What is the condition of the road in bad weather

__ good
__  drifted in
__  muddy

28. Do you have a phone?

29. If not, where is the nearest phone you can use?

30. How far from your home is this phone?

31. How often can you use this phone?
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Number
Date
Time

Interview Schedule

I. What is the health" problem/condition you are here for today?

2 ; How serious do you think your health problem is?

3. How long have you had this problem?

4. Has i t  changed recently? Better? Worse?

5. Have you been treated for your health problem/condition by anyone 
other than a doctor, nurse or dentist?

6. If so, by whom and what treatment did you receive?

7. Who decided or advised you to come to the emergency room for this 
problem?

8. How many different doctors have you seen in the last year?

9. If you could see the same doctor for all your health care and 
treatment, would you do so? Why? Why not?



75

10. Have you had an appointment for this health problem/condition in 
the last two weeks? At this clinic?

11. Did you keep your clinic appointment? If not, what are the 
reasons?

12. Did you attempt to cancel your appointment?

13. Did you attempt to contact your doctor or nurse before coming here 
today?

14. By what means of transportation did you come to the clinic today?

15. How often do you use the emergency room for health care? Always? 
Sometimes?

16. What do you see as the purpose of the emergency room?

17. Do you think there is a difference between the clinic and the 
■ emergency room? Please explain.

18. Do you prefer to use the emergency room or make a clinic 
appointment?

19. What are the reasons?
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