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accept full responsibility for the'analysis, conclusions and recommendations in-

cluded in this report,
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Study Director
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T. Introduction

A, Background and Objectives of This Study

The U,S. National Health Survey was established by an Act of Congress in 1956, and

under this Act, the U,S. Public Health Service was directed to conduct a continuing

survey of disease, accidental injuries and impairments in the U.S. 7To carry out these

broad objectives, three general programs have been developed:

ll

The Household Survey: The Bureau of the Census, through its National

staff of lay interviewers, conducts household interviews every week with
a stratified probability sample of U.S. households, From direct questions
to family members, information is obtained on such matters as the pre-
valence of disease, injuries and iﬁpairments, rhe nature and duration

of any disability, and on the types of medical cara received,

Special Studies: A program of special studies is designed to supplement

the household survey, It is recognized that the household survey may not
be the most efficiént or appropriate method for collecting all kinds of
health information, For such problems as undiagnosed and non-manifest
disease, and for the development of U.S, norms for height, weight,

blood pressure levels, hearing and eyesight and other pﬁysiological
characteristics, actual physical examinations and clinical tests by
competent medical personmnel are required, 1In addition, special health
studies may involve analytical comparisons of existing hospital, doctor

or public health records and household reports.

Methodological Studies: In order to evaluate the effectiveness of the

different methods used to collect health information and to improve the

data collection process, special methodological studies are required,
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One of the first special studies to be initiated by the National Health Survey
will be a single visit health examination of a representative sample of the natiomal
population, The basic plan is to first conduct the regular Census household intere
view with a cross~section of American houmeholds and then persuade a subesample of
requndeﬁﬁs to:come for an actual health examinatioh by a special team of doctors
aﬁd‘nurses. It will then be possible to establish, for the first time, certain health

norms for the American public,

Since an ungatisfactory response rate can nullify the best planned and best

conducted sample survey, and prevent any valid generalizations of survey find?#gs,
- the staff of the National Health Survey early recognized the probléﬁ‘of non-response
as ‘a cru¢ial one, Aware that respondent cooperation and non«cooperation involve
quesﬁiqna-of human motivation and behavior, the Publie Health Service asked the
v; Nationél Opinion Resecarch Center of the University of Chieago to invéstiga;e the

! problem, NORC was asked to determine, if poséible, the factors which influence

. willingness_to_pgrticipate in a health examination and to develop recdmmeﬁdations to

maximize the participation rate.

B, Other Relevant Research Findings

An indicatioh ofnthe serious magnitude.of the non-cooperation problem is revealed
by‘thxee other recent health surveys, Despite the most intensive persuasioﬁvgfforts,
from 3040 percent of the public failed to cooperate on a free health examination.
Obviocusly guch large non‘participafion rates would create gerious doubts about the

validity of the research findings,

A summary of the pqrticipation rates achieved in these three limited population

; studies is presented below,
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ACCEPTANCE OF MEDICAL EXAMINATIONS IN THREE POPULATION SURVEYS

Medically Examined
Percent of

. Persons Base Population
Hunterdon County (15) (1952~55)
(Commission on Chronic Illness) 1/ : 846 72 (weighted)
Baltimore (7, 13) (1953-55)
(Commission on Chronic Illness) 809 63
Pittsburgh (2, 6) (1953-54)
(Arthritis Study, U, of Pittsburgh) 429 61

1/ Numbers in parentheses refer to references listed in the bibliography

which appears at the end of this report. (Appendix B)
Unfortunately, none of these studies had built into their basic plans any
’ systematic scheme for determining the reasons for cooperation or nom-cooperation.
| Chen & Cobb (5), however, did a post-examination attitude study in the Pittsburgh
arthritis survey and were able to gain some insight into the problem, Othgr research-
ers have reported subjective impressions and some sociological characteristies of
cooperétors which provide additional clues about the factors influencing cooperation.
Most of these other health examination studies, however, were limited in their scope.
Some were directed primarily at assessing the health needs of a local community (1,
7, 10, 11, 12, 15) while othérs were limited to the study of particular illnesses
or conditions (2, 3, &, 5, 6, 8, 9, 16). The only relevant national study was one
conducted by NORC (14) in 1955 under sponsorship of the Health Information Foundation,
It consisted of a detailed opinion study of American attitudes toward health needs,
doctors and doctor experiences, medical facilities and other related health matters,
While the report on this study has not yet been released, we were able to utilize its
- major findings in formulating the hypotheses for this study. Some of the relevant

findings of these prior health examination studies are briefly summarized below,
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Hochbaum (9) in reporting on participation in a voluntary chest-X-ray program,
concluded that there were three sets of conditions that were most important in deter-
mining cooperation in a medical examination, The first is described as a psycholog-

ical state of readiness, including belief in the possibility of oneself contracting

the disease. He distinguishes between real belief and mere verbal endorsement of the
value of diagnostic (X-ray) detection., Real belief involves aeceptance of the idea
that a peréon can be sick without knowingvit, and a feeling that one can benefit from
the early detection of disease. Given the psychological state of readiness or the
belief in the potential personal benefit from an examination, two other sets of

conditions need to be met ~- the gituational and the envirommental., The situational

influences include the person's obsexvation of what he suspects may be symptoms of
disease, along with the social, medical and campaign pressures which encourage and
reinforce the individual's intention to act, The environmental factors are defined
}‘as the physical circumstances which facilitate the appointment process, These in~
clude the existence of appropriate facilities and knowledge of their whereabouts, as
well as the ease and convenience with which the individual can avail himself of these
facilities (time of appointment, distance to be traveled, ete.,). Hochbaum concluded
that these three sets of conditions -cut across the usual demographic stratifications
of sex, income, education, etec., in influencing decisions to cooperate in health

examinations,

Cobb (2) in his study of the prevalence of arthritis and rheumatism in Pitts-
burgh found that people who do not cooperate in a clinical examination survey usually
have had less experience with médical care, rate their own health higher,and less
often report the presence of chronic disease. While the non-cooperators do not

differ appreciably from those who do cooperate with regard to negative attitudes

toward medical personnel and institutions, they more often give "prefer my own
doctor™ as the principal reason for refusing to participate, This may indicate some

distrust of other doctors,
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The Baltimore study by the Commission on Chronic Illnéss (7, 13) concluded that
there were five principal motives for cooperatiom:
1. Conformity to a group pattern
2, Fear of contracting diseases because of family history or specific
symptoms
3, Curiosity about the exam procedures
4, Hypochondriasis

5. Spezisl need for good health to stay on one's job

From largely subjective reports of the survey staff, it was also concluded that
the following factors were sometimes obstacles to cooperationi

1. Fear of the physical, economic and social conseéuences of disease

2. Religious or cultist beliefs about medicine ‘

3. Preference for one's own doctor

&, Misinformation or lack of information about the exam

5. Lack of confidence in the effectiveness of the exam

6. Incomnvenience in the time or place of the ex

7. Indifference to health matters

3, The cost

Of the other studies that were reviewed for their application to our problem, a
degree of consistency was reported on only some of the personal and demographic
characteristics of those who‘cooperate and those who refuse to cooperate on health
surveys, Sd;giof the more significant observations can be summarized as follows:

1, Married people are more likely to cooperate in health examinations than

ummarried (11, 15, 14).

2, There are no differences in response on the basis of sex (7, 2, 6).
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Middle-aged are most likely to cooperate (16, 1, 2, 6),

There is least participation among the older population (15, 10, 11, 2,

6, 7, 14, 9).

There was some divergence in the findings about the role of education,

The better educated are more likely to cooperate in general health programs;

the less educated are the least cooperative (15, 14, 11, 16, 12), BUT

participation is poorest among the high school educated; participators

more often.come from the lower and upper education groups (7).

There is less participation in the low income group (10, 14, 7, 16, 15),
There is more participation among the middle income groﬁp (12),

Proxy (non-self) respondents more often agree to accepi the exam and
follow through on having it (7). BUT self respondents give more adequate
(comprehensive) reports of their health status (15).

The findings on the role of reported unmet health needs are likewise
inconclusive, Non~participators indicate an awareness Qf fewer health
needs -~ in terms of the absence of reported chronic conditions, less
illness over a given period, higher rating of their current health and
the degree to which they are taking good care of their health (2, 6, 7),
However, actual unmet health neeads are>believed to be greatest among
low income =~- 1ow‘socio~economic status groups, who are least coopera-
tive in health programs (10, 12). And the middle socio-economic status

group seems to seek most treatmeat for illness (12).

8, The findings with regard to prior experiences with doctors are also

inconclusive, Some evidence suggests that participators and non-
participators cannot be differentiated on the basis of having a regular
doctox, and/or having used a doctor over a given period, and/or the length

of time since last physical exam (1, 11).
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Some studies have found considerable use of non-medical personnel for
treatment of illness (10), especially among low socio-economic status
groups (12). Low socio-economic status groups also report having a
regular family doctor less oftean (10).
As noted before, the Pittsburgh study noted that participators report more
previous medical experiences than non-participators (7).

9. Participation in health surveys is gfeater when others in the respondent's
reference group (family, friends, co-workers, etec.) favor participation

(16, 9, 14, 7, 12),

Many factors undoubtedly account for the lack of greater agreement among the
findings of the various studies. As noted earlier, they wexre conducted for different
purposes and the findings often were not intended to be applicable to a cross-section
of the national population, Questions and their wording differed, as did the response
categories and the classificafion categories for respondents, There was no attempt

at coordination among the studies, Thus, actually, any degree of agreement %= k&u&x v

significan&?’tEven where there is disagreement, however, it helps to focus attention .,

~on the possible relevant factors influencing decisions to cooperate on a health

survey,
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II, Study Design

A, Pactorg That May Influence Decisions to Cooperate on a Health Examination

" After evaluating the available information from previous research, and after inten-
sive discussions with members of the National Health Survey staff, the following fac-

tors were listed schematically,as possibly relevant to the problem of cooperation:

1, Knowledge, Information and Experience with Medical Matters

a, Identification of symptoms, knowledge of treatments and cures
b: Exposure to different sources of information on medical matters
1) Sources usually consulted
2) Other sources
¢. Personal medical history
1) Incidence of disease and accidents
2) Types of treatment
2) Self diagnosis
b) Doctor visits
¢) Hospitalizations
d) Clinics
e) Chiropractors, Naturopaths, ete,
3) Time incapacitated in past year

4) Availability of clinics =~ membership in medical plans






