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PREFACE

The scope of this thesis has been limited to a gen-
erai, exploratory discussion of health care delovery in a
rural county. Included in this discussion is an examination
of the public and private health sector's response*to the
health care needs of the permanent residents of San Benito
County.

As time, funding, and other resources were limited
for this study, the mental health sector of the health care
delivery system was not included in the scope of this thesis.
Also the provision of care to the migrant farmworker popula-
tion of the county and an assessment of their health needs
was not made, as it is the feeling of the author that a
major study should be undertaken concentrating solely on
this population's special needs.

The development of this study was very often a
joint effort by many others besides myself. Esperanza
Walters, Margot Smith, and Hector Garcia collectively con-
tributed many hours of input into the development of the
study. Their continued interest and guidance was invalu-
able. The tremendous effort of collating, addressing, and
mailing entailed in the community health questionnaire was
primarily possible due to the assistance of Aileen Bauder,
and Niessa and Adrian Cisneros. Much of the data presented
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herein was collected only through the continued cooperation
of community members (particularly those families responding
to the community health survey) and health providers., Par-
ticularly cooperative were the staff of Hazel Hawkins
Hospital, San Benito County Health Department, and E1 Centro
de Salud. |

A final acknowledgement must be made to Allan Nishita
for not only his many hours of assistance with the clerical
activities necessary to the development of this study, but
also for the emotional and financial support necessary for
it's completion. It is hoped that the information herein
will help to make possible conditions far better than those

which took a year and a half of his life.
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Chapter 1

INTRODUCTION

The process of obtaining initial access and main-
taining that access throughout the consumer's search for
health care has increasingly come undér public scrutiny.

The consumers of health care have found that often because
of their gender, age, ethnicity, or their place of residence
they cannot obtain care for preventive, curative, or even
emergency situations. Many people keep trying to find that
elusive level of care that will enable them to lead healthy
and healthful lives by traveling many miles, by searching
out many providers. Other consumers give up the search and
accept only fragmented, and, at best barely adequate care.
The rest simply reject the delivery system that offers so
little that they become sicker or try to cure themselves or
they die.

For many of us this analysis of the process we go
through to get health care that really fits our needs and
our lives it all too true. Although for many urban dwellers
modern medical resources are abundant and in prbximity such
factors as ianguage, the laék of transportation, and medical
insurance makes that modern medicine unavailable. For rural
communities modern medicine and its distributors are either

1



nonexistent or in such small numbers only a few can use
their services. Those few are often the wealthy, the influ-
ential, the ''old families" of the area. For the rural per-
son access to health care means having little access at best
and no access at worst.

This thesis lays out a study of access in a rural
county in California. Why was a rural county chosen? As
has been alluded to above, a rural area personifies all
those elements that tend to limit access in the urban areas
of this country and more. The rurality of the area itself
creates obstacles to obtaining‘care. And why access and
not another framework that could explain the low level of
care in a given location, for example, the effect of the
economy on the health care delivery system of the nation.

It is the author's feeling that the framework provided by
the concept of access gives a broad and relevant look at
what 1s occurring in the particular geographic area chosen
and, more generally, any rural area. It is hoped thét a
short review of the various theories that make up the body
of knowledge concerning access will further support the use

of this framework.

Purpose

The'purpose of this thesis is to determine the level
of access to the health care delivery system of San Benito
Coﬁnty which is experienced by the population of that county.

Evaluated will be the level of care, the health care needs



of the county's population, how the health care delivery
system is attempting or has attempted to meet those needs,
and what elements could, in the future, further access to

health care delivery in San Benito County.

Hypothesis

It is hypothesized that the citizens of San Benito
County, California, are not receiving complete access to
health care delivery in the county and are thus going out of

the county to seek care.

Operationalization of the Hypothesis

Herein the term ''citizen of San Benito County,
California", will mean those people residing within the
geographic boundaries of the county on a permanent or semi-
permanent basis rather than those residing in other loca-
tions and are merely passing through those boundaries.

Herein the term '"complete access to care' of a medi-
cal nature will be defined as the ability to receive health
care at a level that the consumer perceives as acceptable.
Further, this process of receipt must be so defined as to
insure both immediate and long-term health for the consumer.

Finally, to make an asserted effort to bring about, ..an

active state of physical, emotional, and social well-being

that contributes to the achievement of human potential”.1

1San Benito County Comprehensive Health Planning
Council, Home Health Services for San Benito County, Mid-
Coast Comprehensive Planning Association, Salinas, December,
1974, p. 5.
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It must be kept in mind that access is a process that occurs
throughout the consumer's search for health care, not the
initial outreach for care. This process begins with the
consumer's birth and ends with the death of the consumer.
Herein the term '"health care delivery system' shall
connote that system of practitioners and/or providers .of
health care that either receive monies for their services or
are mandated bf a governmental body as a county or state

agency.

Basic Questions

(1) What immutable variables affect access to
health care? (such as age, sex, marital status, educational
level, race, ethnicity, length of residency in county, and
language)

(2) What enabling variables affect access to health
care? (such as income level, occupation, source of income,
mode of payment for health care, and ease of obtaining care
with such factors as travel time, office waiting time, ease
of obtaining an appointment, and ability to find a family
physician, affecting that ease)

(3) What are the health care delivery system's re-
sources in San Benito County? (acute and non-acute hospi-
tals, physicians, dentists, non-traditional providers such
as curanderas, Christian Science practitioners, and spiri-
tual healers, pharmeceutical distributors such as pharma;

cists, and over-the-counter drug distributors, home care



providers, and emergency care services and facilities)

(4) What is the ratio of hospital beds and physicians
to the population of San Benito County?

(5) How does the county's population obtain health
care within the county?

| (6) How is the Hazel Hawkins Hospital Emergency Room

utilized by the county's population?

(7) What is the rate of county populatioﬁ leaving the

county to obtain care?
METHODS AND PROCEDURES

In order to develop a common information base a re-
view of the literature written about the concept of access
will be made. Accompanying this review will be a formula-
tion of a theoretical framework to be used. Following the
two general sections will be a discussion of the need for
research in this field of investigation. Shifting from this
discussion the study will then examine general characteris-
tics of San Benito County and its population in order to
provide the reader a description of the county's society and
the institutions that serve it. Focusing even narrower there
will then be a discussion of access to health care in rural
counties across the nation and an application of the elements
found on a national level to the county level of San Benito.
Completing this section will be a general profile of medical

facilities and providers in San Benito County.



Turning from essentially secondary data to that of
primary, a presentation will be made of the data collected
in the studies to be discussed later in this section. Fol-
lowing this analysis of the date will then be a section dis-
cussing the conclusions made utilizing the primary data col-
lected and recommendations for further studies and change in
the delivery system to better serve the county's population.

The primary data presented in this thesis Waé gath-
ered by a variety of methods in order to complete the four-
studies undertaken. These included a patient origin study,
a comparative study of deaths in the county, a survey of
health providers serving San Benito County, and a mail survey
of the county'é population. Supplementing the four studies
were informal interviews with community members and providers
and participatory observation of health facilities and com-

munity meetings.

Death and Fetal Death Study

In order to determine the health needs of San Benito
County and to investigate trends in illnesses within the
county as they compare with adjacent édunties and with the
state as a whole, a review of death and fetal death éertifi-
cates was made. To review the death certificates permission
was necessary from the San Benito County Health Department.
Upon receiving permission a review of the 1974 death and

fetal death certificates was made.



From the form utilized by the California State
Department of Vital Statistics two data collection instru-
ments were developed. Utilizing these instruments one hun-
dred and twenty nine certificates were reviewed. (See Appen-
dix.)

When the review of certificates was completed the
data was compiled and tabulated. To analyze ﬁhe data, cross-
tabulations were made using Dominguez and Garcia's Health

Resources for Unemployed Latinos in the United States which

analyzed similar data collected in Santa Clara County. (See

Appendix.)2

San Benito County Health Survey

A survey of San Benito County residents was made in
order to gain data on the effect of various immutable and
enabling factors on the receipt of health care within the
county. Also to be studied was the level of consumer utili-
zation of out-of-county providers and facilities as an alter-
native to in-county care. Finally, the utilization of
various non-traditional practitioners was studied.

A sample of ohe thousand families was randomly se-
lected from those having listed telephone nimbers in the

most recent telephone directory. To insure that a self-

2Simon Dominquez and Hector B. Garcia, Health Re-
sources for Unemployed Latinos in the United States, paper
presented at the Annual Meeting of the American Public '
Health Association, Chicago, Illinois; November 17, 1975.




8
select sample was not selected it was found that there were
approximately one telephone per family group within the
county when adjusting for the unlisted telephones. Also, the
utilization of a telephone listing sample excluded the mi-
grant population who would tend not to secure a private tele-
phone nor would be available during the winter months when
the migrant population would be at its lowest and when this
survey was carried out. This, however, was considered and
since the migrant population's health needs are not within
the scope of this study this was not problematical.

The popuiation sampled then, were one thousand fami-
lies randomly selected from listed telephone numbers who had
obtained that listing prior to August, 1976,

A questionnaire packet was mailed to those one thou-
sand families which included a cover letter in both English
and Spanish as well as a bi-lingual questionnaire and a
stamped return envelope. (See Appendix.) Each return enve-
lope was coded to indicate what families had not returned
their questionnaire and two weeks later a follow—up letter,
also bi-lingual, was mailed to those families,

In addition to a follow-up letter, an article in the
local newspaper was utilized to accelerate returns. (See
Appendix.)

Returned questionnaires were then tabulated by hand
for frequencies and cross-tabulations and then put in table

form for analysis. (See Appendix.)



San Benito County Physician Survey

A survey of all physicians was undertéken to investi-
gate what enabling and immutable characteristics of San
Benito County health consumers affect access to those physi-
cian's services. The total population of nineteen physicians
serving the county were surveved with a one-hundred percent
response.

Physicians were mailed a questionnaire packet which
included a cover letter, questionnaire, and self-addressed,
stamped return envelope. It was explained in the cover let-
ter that the physicians' staff could complete the question-
naire for the physician when'necessary.(See Appendix.)

As all the questionnaires were returned within the
deadline stated on the cover letter no follow-up letter was
necessary. Upon receipt of all qgestionnaires,_tabulations
were made from the responses for frequencies. Due to the
limited nature of the questionnaire no cross-tabulations

were made. (See Appendix.)

Emergency Room Study

A review of utilization of San Benito County's
Hazel Hawkins Hospital Emergency Room by consumers was made
to determine the level of the utilization, the nature of
that utilization, and its appropriateness in terms of emer-
.gency or non-emergency status of the patient's complaint.
In order to implement the review it was necessary to secure

permission from Gary Di Mecurio, Hazel Hawkins Hospital
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Administrator, to review Emergency Room records as well as
patient's charts when those Emergency Room patients had
prior admissions at Hazel Hawkins.

After reviewing a sample Emergency Room recérd from
a data collection instrument was developed, Utilizing this
instrument the Emergency Room records were reviewed as well
as the charts of the Emergency Room patients with prior
admissions. This totaled fourteen hundred and fifty-five
separate Emergency Room visits and records. Six hundred and
fifty-eight of those records were unavailable for review due
to mis-filing or current admissions. Upon completion of the
data gathering phase the data was tabulated, cross-tabulated,

and put in table form for analysis. (See appendix.)

Patient Origin Study

In order to determine the level of utilization of
out-of-county phyéicians and facilities in non-emergency
situations a patient origin study of count residents going
outside the county to give birth was made. For purpoées of
comparison an additional examination was made of the deli-
veries made within the county.

The in-county births were studied in similar
fashion to the death certificate study. Permission had to
be received.from the San Benito County Health Department
before birth certificates could be examined, and, once
received, a data collection instrument was designed, Certi-

ficates were then reviewed and analyzed, (See Appendix.)
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Out—of-coﬁnty births were examined by the review of
birth certificates from the three adjacent counties of Santa
Clara, Santa Cruz, and Monterey. These three counties were
chosen due to their proximity and the traditional flow of
consumers to these counties. The birth certificates were
reviewed at the California State Department of Vital Statis-
tics in Sacramento and permission had to be also received
prior to review.

The same data collection instrument was used for the
in and out-of-county birth studies and the certificates for
1975 were chosen for review as they are the most recent
records to be completed by the Vital Statistics Department.
The same process of review, tabulation, and analysis was
utilized as with the in-county births and the data from both

groups was then analyzed. (See Appendix.)
PROBLEMS ENCOUNTERED IN DATA COLLECTION

There were three primary problems encountered while
collecting the data which is presented in this study. These
were time, money, and difficulties with mailing.

| It was found that to do a very complete study of the
entire health care delivery system in San Benito County - in-
cluding mental and migrant health delivery - much more time
was ngeded than that allowed by the confines of the School
of Social Work. Due to this many times throughout the study
further areas of study will be suggested for those doing

research in this area.
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As no source of funding was fbund to finance the
cost of this study it was necessary for the author to absorb
the expenses incurred. Much of the data, such as the birth
and death certificates reviewed, had to be paid for, travel
to Sacramento on two separate occasions was necessary and
printing and mailing expenses were incurred. Due to all of
these expenses the final cost of the study was approximately
four hundred dollars. As this expense had to be absorbed by
the author's family it can be easily concluded that it is
necessary for the School of Social Work to develop sources
of funding in the future for research projects, such as this,
which is providing valuéble primary data to a county pre-
Viously without such information.

The largest and most persistent problem encountered
in this study was that of mailing difficulties. Due to the
author's reliance on secondary information regarding mailing
fees for the community health survey it was necessary to pay
nineteen cents for each envelope returned’and many envelopes
ended up in dead letter offices throughout the state. It
was only after many long-distance phone.calls that the let-
ters were returned to the author so that tabulation could
take place. With better planning this could all have been

avoided.



Chapter 2

BACKGROUND OF THE STUDY
REVIEW OF THE LITERATURE

Access is a complex and many faceted concept. The
schools of thought are many, but, for the most part'two

trends are found in the literature. The first group of lit-

¢

erature implies that,

".,..access is a function of the characteristics
of the delivery system or the population. In-
dices of access, for this group, are simply des-
criptors of the organization or availability of
care or the_attitudes or resources of potential -
consumers."

The second group of literature concludes that access

can be evaluated by,

'""..,outcome indicators of the rate or quality of
passage through the system, such as utilization
rates or satisfaction scores. These measures,
they argue, permit external validation of the im-~
portance of the system and individual character-
istics."

As we look at the characteristics that make up these
two types of concepts we will develop a working definition

of access.

3Mid—Coast Health Systems Agency, Overview of the
Mid-Coast Health Systems Agency, Salinas, 1976,

4Lu Ann Aday and Ronald Anderson, Access to Medical
Care, Health Administration Press, Ann Arbor, 1975, p. 5.

13
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Access has been emphasized by two sources as ser-
vices which are available to the consumer wherever and when-
ever needed and the point of the delivery system is well-
defined.” In 1973, for instance, Rogers noted the decline
in the number and availability of primary care physicians in-
hibits access of consumers to the system.6 It was also found
in 1970 that the emergency rooms of acute care hospitals are
becoming primary care centers due to the absence of primary
care physicians as a result of specialization, a reluctance
of physicians to make house calls, and the unavailability of
private physicians in the inner city.7
Two aspects of access are discussed by Donabedian in

Aspects of Medical Care Administration. The first socio-

organizational attributes are those characteristic of the
resources which either facilitate or obstruct the efforts of
the consumer to obtain care. These include such variables
as sex of the provider, specialization, fee scale, etc,
Geographic accessibility refers to, "...the friction of

space that is a function of the time and physical distance

5T.S. Bodenheimer, Inquiry, "Patterns of American
Ambulatory Care Systems", Vol. II, March-April Supplement,
1973, pp. 68-75.

6D.E. Rogers, New England Journal of Medicine, °
"Shattuck Lecture-The American Health Care Scene™, Vol. 288,
June 28, 1973, pp. 1377-1383.

7D.K. Freeborn, and M.R. Greenlick, Medical Care,
"Evaluation of the Performance of Ambulatory Care Systems",
Volume 11, September 1970, pp. 26-35.
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that must be traversed to get eare.”8

It is pointed out by Mechanic in Public Expectations

and Health Care, that the availability of services and re-

sources is not sufficient to account for whether entry to
the system was achieved.9 Also what must be considered is
the willingness of the consumer to seek care. This is de-
pendent upon attitudes about health, knowledge about health
care and social and cultural definitions of illness. This
point of view is taken exception with, however, by Shortell
as he feels access in terms of costs, waiting time and

other types of internal economy, availability, psychological
factors or knowledge of health do not indicate whether the
consumer wants entry into the system and whether he/she ob-

10 g points out that a form of external

tains that entry.
validation which indicates differences with respect to get-
ting care should be utilization rates for a period of time.

In Health Care in Transition, Somers states:

"A considerable part of the problem...is the fact
that so many people still lack access to good health
care. .For many, it is quantitatively deficient. For
many more, including many in the middle and upper-
income categories, it is qualitatively lacking parti-
cularly in the educational influence of a good doctor-

8A. Donabedian, Aspects of Medical Care Administra-
tion, Harvard University Press, Cambridge, 1973,

9D. Mechanic, Public Expectations and Health Care,
John Wiley and Sons, New York, 1972,

108. Shortell, Patterns of Medical Care, presented at
Workshop, Center for Health Administration Studies, Chicago,
April 5, 1973.
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patient relationship, a lack that probably dis-
turbs the patient more than it does the doctor.

wll
Access has been characterized by some researchers as
‘being best considered in the context of whether consumers in
need of care receive it or are thwarted in their attempt.
The analogy of a '"medical iceberg' has been used to repre-
sent consumer's medical needs which might be treated by a
physician. The area above the water line indicates those
needs actually receiving medical attention and the portion
below, those needs being neglected. The larger the areas
above the water the greater the access to care for the
group of consumers represented by the iceberg.12
Consumer satisfaction has been used by two research
groups to gauge access. Anderson reported using consumer
evaluations which measured satisfaction with waiting time in
physician's offices, availability of care during non-working
hours and the difficulty or ease in obtaining doctor's care.l3
Freeborn and Greenlick stated satisfaction with accessibili-
ty of care may be evaluated by consumers attitudes regarding

the extent of services available at a time and location

needed and whether the consumer perceived a change in his/her

11A.R. Somers, Health Care in Transition, Hospital
Research Trust, Chicago, 1971, p. 23,

12R.G, Beck, International Journal of Health Services,
"Economic Class and Access to Physician Services Under Public
Medical Care Insurance', Vol. 2, Summer, 1973, pp. 341-355.

13R. Anderson, et. al., Economics and Business Bulle-
tin, '"The Public's View of the Crisis in Medical Care™, Vol-
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conditiqn as a result of care.14

THEORETICAL FORMULATION

The consumers access to medical services may be con-
sidered as a type of social indicator of the process, behav-
ioral and subjective outcomes of the consumers entry to the
health care system. A framework that can be applied to the
utilization of health services dependent and manipulable and
non-manipulable independent variables. Aday and Anderson
state that such an approach implies:

"...an approach to or use of a given service or
object and the foctors that affect or impede this
process. Webster, for example, defines access as
'permission, liberty, or ability to enter, approach,
communicate with, or pass to or from or to make use
of.' Health services utilization research, provide
a framework to describe those factors that inhibit
or facilitate entrance to the health care delivery
system, measurements of where, how often, and for
what purposes entry is gained, and how these inhib-

iting (or facilitating) factors operate to affect
admittance."

NEED FOR RESEARCH

As a result of the National Health Planning and Re-
sources Development Act of 1974 (Public Law 93-641) the

Mid-Coast Health Systems Agency was created. In the

ume 24, Fall, 1971, p. 44052,
145 K. Freeborn and M.R. Greenlick, op. cit.

15Lu Ann Aday and Ronald Anderson, op. cit, p. 6.
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Overview of the Mid-Coast Health Systems Agency the HSA was

described as:

1

'...an attempt to reorganize the health care
system so that it is more efficient,_ effec-
tive, and responsive to the people.”lg

Along with Monterey, San Luis Obispo, and Santa Cruz
Counties, San Benito is represented by consumers, providers,
and members of the county's Board of Supervisors. It is the
responsibility of these local representatives to provide in-
put into the Health Services Plan which will, when completed,
be the basis for the Health Systems Agency's planning and
evaluative activities. These activities will potentially
have great impact upon the health care delivery system in
San Benito County as we know it today. Due to a low level
of respresentation on the various planning committees, true
input about the country's needs and desires for the delivery
system's future seems doubtful.

Also, there is very little empirical data about the
health care delivery system in San Benito County. What data
there is either has not been made available to the residents
of the county and those implementing health planning decision,
or has not dealt in a broad basis with the interaction be-
tween consumer and pfovider within the county or the flow of

consumers out of the county to obtain care. It is hoped

16San Benito County Chamber of Commerce, Economic
Profile for San Benito County, Hollister, January, 1975, p. 4.
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that this proposed study will provide data that will con-
tribute greatly to the body of knowledge about the health
care delivery system within the county and that this data
will be useful in re-thinking the delivery system and plan-
ning for its future,

In addition to providing new data about health care
delivery system of San Benito County it is hoped that this
will contribute knowledge to the field of public health
social work. I hope to use the perspective of a social
worker in studying a delivery system within the sphere of

public health.

CHARACTERISTICS OF THE POPULATION

Geographic Characteristics

The subjects of this study reside in the portion of
California known as the Central Coast Range of the state.
On the east lies the Diablo Range with Fresno on the oppo-
site side. To the south and west, beyond the Gavilan Range,
is Monterey County with Salinas (the county seat) twenty-
'five miles away. North lies Santa Clara County.

The county encompasses 890,690 acres and is seventy

17 Surrounded on the east

miles long and twenty miles wide.
and west sides by mountain ranges creates a dry, even cli-

mate conducive to agriculture which is the major industry of

17United States Department of Commerce, Bureau of
the Census, 1975.
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the county. The northern portion of the county's terrain

is flat or rolling hills and proceeding south the ranges on

either side converge until. the southern-portion of the area

which is for the most part hilly and mountainous.

Table 1

Geographic Distribution18

San Benito Cbunty

% of Change

County Census Divisions 1970 1974
Hollister CCD 12730 13809
Bolsa-Pacheco CCD 2018 2114
San Juan Bautista CCD 2898 - 2978
San Benito-Bitterwater CCD 580 599

18226 19500

- e wm em e e

Table 2

Jurisdictional Distribution19

San Benito County

8.5%
4,8%
2.8%
3.3%

7.0%

% of Change

Jurisdiction 1970 1974
Hollister 7663 8575
San Juan Bautista 1164 1200
San Benito County )

Unincorporated 9399 9725

18226 19500

11.9%
3.19%

3.5%
7.0%

18United States Department of Commerce, Bureau of
the Census, 1975,
19

Ibid,
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Table 3

20

Urban/Rural Distribution

San Benito County

Urban/Rural 1970 1974 % of Change
Urban (2500 and up)* 7663 8575 11.9%
Percent 42% - L4, - -
Rural (less than 2500)* 10563 10925 3.5%
Percent 58% 567 - -
18226 19500 7.0%

*U.S. Bureau of Census Definition

Population Characteristics

The urban areas of the county are located in the
northern portion. Hollister, which houses the county gov-
ernment, had a population of 8,575 in 1974 and all but ten
percent of the county's entire population of 18,226 lives
within a ten mile radius of Hollister.21 |

The other incorporated cities in the county are
San Juan Bautista and Tres Pinos with populations of 1,144
and 331, respectively.

The population has grown from 15,396 in 1960 to
18,226 in 1974 and estimates project an increase of approxi-
mately twenty percent in 1980. Also the population of the
county is 48.4% rural with a density of 13.9 persons per

square mile. The population is evenly distributed between

20United States Department of Commerce, Bureau of
the Census, 1975,

lean Benito County Chamber of Commerce, op.cit.
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the young (45.5 percent were twenty-one or younger in 1970)
and middle age (44.2 percent) population and with a small
percentage of the population over sixty-five years of age

(10.3 percent).22 The median age of the population was 27

years.
Table &4
. .23
Population Density
San Benito County
Land Area Population Density

(mi?) 1970 1974 1970 1974
Hollister 2 7663 8578 3831.5 4287.5
San Benito-Bitterwater 931 580 ° 599 0.6 0.6
Balance of Rural Cty. 464 9983 10326 21.5 22.3
Total County 1397 18226 19500 13. 14,

Table 5
Population Estimates and Projections24
for San Benito County

Year l Population : % Change
1950 14370 7.86%
1960 11550 9.68%
1965 17000 9.68%
1970 18300 7.65%
1975 19700 7.65%
1980 21000 6.60%
1985 , 23000 9.52%
1990 25100 9.13%

22San Benito County Chamber of Commerce, Population
Projection, Hollister, August 1974, p. 1

24 .

231b1id4. Tbid.
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Racial Composition

The racial composition of the county in 1974 was
comprised of 52.9 percent white, or "Anglo', 44.9 percent
Spanish-surnamed, or ''Chicano', and 2.2 percent Black or
other races. These as well as other statistics from the
1970 census have been found to be inaccurate by up to 10
percent of the actual number and this should be taken into
consideration. There were 3.3 people per Anglo household
and 4.0 Chicanos per household. The median Anglo family's
income was $9,028 as compared to the median Chicano's in-
come of $7,866. Nine hundred and ninety-nine Anglos
received Social Security as compared to 331 Chicanos in 1969,
There were 11.6 percent of the Chicano households headed by
women as compared to 9.1 percent of the Anglo households.

And finally, 13.6 percent of all persons fell below the
"poverty level" as defined by the Social Security Administra-

tion.25

25United States Department of Labor Manpower Admini-
stration, Summary Indicators for San Benito County in Cali-
fornia, Lawrence Berkeley Lab,, Data Systems and Reports,
Region IX, Manpower Package No, 1, November 1, 1972, p. 6,



Race

All
White
Black
American
Indian
Chinese
Japanese
Filipino

Table 6

Selected Population Characteristics

26

San Bénito County, 1970

24

Ethnic Group

Spanish American 8185

Race

All

White
Black
Other

Population Percent Sex Median Age

Ratio All Male Female

18226 100% .98 27 26.4 27.5
17553 96.3% .98 -- 26.4 27.5

63 0.4% 1.52 -- 15.4 19.5

54 0.3% .80 -- -—--- ~——--

34 0.2% 1,83 -- -———- -—--

111 0.6% 91 -- -—--- ~——-

148 0.8 2.61 -- —e-- -—=-
44.97% 1.00 20.9 20.9 21,2

Median Years
of Schooling

Population
Per Household

School Yrs. Comp.
by % Persons 25/up
Under 8 H.S, Coll.

Ethnic Group

Spanish American 4.0

26

Years Grad. Grad,

3.3 10.4 24,7 44.1 7.0
3.3 10.5 24,5 43,9 7.1
4.1 6.0 30.0 50.0 0.0
2.8 10.0 36.2 49.2 4.3
8.3 45.5 23.0 1.6

United States Department of Labor Manpower Admini-

stration, Summary Indicators for San Benito County in Cali-
fornia, Lawrence Berkeley Lab,, Data Systems and Reports,
Region IX, Manpower Package No. 1, November 1, 1972, p, 6.
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Table 7
Family Income27
1970
Median % Below Poverty % $15,000
Income Level or More
San Benito : $ 8939 10.7% - 16.9%
State $10732 8. 4% 26.7%
Urban - $10899 8.1% 27 .47
Rural Non-Farm $ 8958 11, % 18.7%
Rural Farm $ 9238 9.9% 22.8%

Family Income By Race28

Race/Ethnicity # of Families Median #Families + Median
Unrelated of

14+ years
Total 4375 $8939 5774 $7334
- White 4275 9028 5647 7385
Black 18 4399 18 4399
Other 81 7574 109 6821
Spanish-American 1714 7861 2147 6637

Emplovmeﬁt Characteristics

In 1974 the labor force was distributed thus:29
Population . . e e e e e e e .oy oo s s 19,600
Civilian Labor Force . . . . « « . . . . . . . . . . 12,300
Employment, Total. . . e oo 11,775
Non- agrlcultural Wage and’ Salary Workers C e e e 5,425
Manufacturing. . . . . . . . . . . . . . . . . . . . 2,375
Non-Manufacturing. . . . . . . . . . . . . . . . . . 3,050
Trade. . . . . . . . . . . . o 000 e e e e 975

SService. . . . . .. oo e e e e e 475
Government . . e e e e e v .« . L075
All Other Wage and Salary ‘Workers. . . . . . . . . . 525
Agriculture. . . . e e e e e e o .. h,975

27California Department of Finance, Population Re-
search, June 1974, Projections.

28 29

Ibid. Ibid.
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The unemployment rate swings from a low of 4,3 per-
cent as in September 1974 to a high of twenty percent in
March of 1975. This swing is due to the large number of
workers in agricultural related industries and also to the
large number of industries in the county that are dependent
upon government contracts as well as those industries sensi-
tive to the economic situation of the country. Another fac-
tor that may be increasing the unemployment rate is the
growing number of farm workers that are remaining in the
county looking for off-season work that would normally leave
the county at the end of the growing season.

Agriculture currently employs 44 percent of the
yearly labor force. The prevailing wage for agriculture is
$2.50 per hour. This is .25 cents more than the prevailing
rate in county industry and .40 cents more than the state
minimum wage of $2.10 per hour.30 However, these figures
are somewhat misleading due to the fact that a great deal of
the agricultural workers are paid by the ''piece'". For in-
stance, ybu would be paid by the row or by the bushel or

crate, rather than by the flat hourly rate.31

30United States Department of Labor Manpower Admini-
stration, op. cit., p. 7.

3l1pi4.
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Table 8

Selected Characteristics of the Labor Force32

San Benito, 1970

All White Black Other opanish-.
American

Total Labor Force 7228 7046 30 152 3152
Percent 100% 97.5% YA 2.1%  43.6%
Total Employed 6530 6360 30 140 2650
Percent 100% 97 .47 .5% 2.1% 40.6%
White Collar 2251 2220 6 25 567
Blue Collar 2146 2092 9 45 1036
Service 788 757 15 74 768
Farm 1345 1291 -- 12 679
Low Pay/Status 1923 1825 24 7.9% 1041
Unemployed 698 686 0 502
Percent 9.7% 9.7% O 15.9%
High (January) - 16.7%
Low (September) 4.3%

PROFILE OF FACILITIES SERVING SAN BENITO COUNTY

Facilities serving the communities of Hollister, San
Juan Bautista, and Tres Pinos include educational institu-
tions, 14 churches, 2 libraries, one daily newspaper, one
radio station, two movie theaters, one live theater, one 9,
and oﬁe 18-hole golf course, one bowling alley, two state
parks, and one national park.

Transportation is a serious consideration in San
Benito. 'Beyond the public modes of transportation to and
from Hollister and cities outside, there are none eﬁisting

to the outlying areas of the county. Those public trans-

32United States Department of Labor Manpower Admini-
stration, op. cit.
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portation modes include a line of the Pacific Greyhound, an
airport with charter and private plane service and the pub-
lic dial-a-ride (San-Tran) recently implemented as a joint‘
city and county venture. San-Tran runs on week days in
Hollister and twice weekly to San Juan and Tres Pinos. This
leaves such population areas such as Aromas and Paicines
without public transportation to the county seat or out of

the county.

Public Services33

Law Enforcement and Fire Control
.State-California Highway Patrol (32 uniformed per-
sonnel)
.California Department of Conservation, Division of
Forestry (19 fire fighters)
.County-Sheriff's Department and County Jail (14
uniformed personnel and 7 sworn reserves)
.City of Hollister-Police Department (18 uniformed
personnel) - ‘
.Fire Department (7 full-time and 25 volunteers)
.City of San Juan Bautista-Police Department (2 uni-
formed personnel)
.Fire Department (all volunteer)

Education Facilities

.State-Bureau of Migrant Education (Region 1)
Serves 759 children within San Benito area, 60% in
labor camps and 40% in cities, '

.County-San Benito Unified School District
Previously 35 schools and now consolidated to 15
public schools (k-8th), one public high school and
three private schools (k-8th)

33United States Department of Commerce, Bureau of
the Census, 1975.
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ACCESS TO HEALTH CARE IN RURAL COUNTIES

Access to health care and availability of health
services in rural localities is often undermined by poverty;
lack of buying power; limited availability of public ser-
vices, such as sewage disposal, pure drinking water, adequate
housing, and public health care; chronic health problems, and
a high incidence of traffic fatalities and post-accident

fatalities.

Rural counties in this nation are, for the most part,

poor as one of every four people living in a rural area is

below the poverty level.34

""Median family income of rural people is about
27% less than that of urban families. Moreover,
health insurance is much more commonly available
in urban areas where approximately ninety percent
of the families have some kind of medical insur-
ance contrasted with sixty to sixty-five percent
in non-urban_areas, depending on the rurality of
the areas."

San Benito is one of those poor counties, In 1970
the median family income was $8,939 which has risen only

36

‘about five percent in the past six years, Further, unem-

ployment has risen to a high of up to twenty percent during

34Neveille Doherty, Rurality, Poverty, and Health,
United States Department of Agriculture, Economic Research
Service, Agricultural Report, No. 172, 1970, p. 1.

35Rural America, Inc., Toward a Platform for Rural
America, Report on the First National Conference on Rural
America, Washington, D.D., April 14, 1975, p. 19.

36Rhesa Penn, American Journal of Public Health, ''The
Application of a Model for Health Care Service in a Rural
Setting, Volume 63, No. 1, January 1973, p. 33,
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winter mbnths which would indicate that those families living
under the poverty level are greatly increasing thus exceeding
the 34.9 percent reported in the 1970 census. >’

Public assistance, once thought to be an aid to the
receipt of health care through the Medicaid Program (known
as Medi-Cal in California), does not insure that service
will actually be provided. While working as an Eligibility
Worker from San Benito County Welfare Department, the re-
searcher had learned, on many occasions, that often people
just above the poverty level could not afford a liability
which would have to be prepaid before Medi-Cal stickers
would be made available. Also the use of publicly financed
health care proved to be considered as stigmatizing and the
process of receipt demeaning. This results in a lack of
utilization of the health care services that might be avail-
able. Finally, many services are not financed by the Medi-
Cal Program and man&, although financed, must be reviewed by
a Medi-Cal consultant before services may be provided. This
can take months to come through,

Buying power is a serious consideration to the poor
consumer as she/he does not have the ability to secure the
same amount'of services as does the middle and upper class
consumer, The poor have been characterized as paying more

for food, rent and personal services which make medical care

37United States Department of Labor Manpower Admini-
stration, op. cit., p, 10.
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a highly priced convenience.38 Preventive care such as
physicals and dental examinations are eliminated almost en-
tirely as well as much needed pre-natal care for the poor
mother.

"Although the first trimester is the traditionally

advised time for starting prenatal care, only 647

of the mothers reported coming in that early, while
23% came in during the fourth and fifth months of
their pregnancy, and 13% waited until the sixth month
or later to start prenatal care."39

Beyond the obvious expenses found when seeking health
care are additional expenses which include the cost of trans-
portation to the doctor or hospital for the patient and the
family, the wages lost when a person must leave their job
during working hours to go to the doctor or to take a family
member, and the expénse of hiring a baby sitter to care for
small children while seeing a physician or while obtaining
care in a hospital.

In 1975 the California Department of Health's
Infectious Diéeases Section conducted an Immunization Asses-
sment Survey. It was found that the proportion of kinder-
garten students immunized with polio, measles, Rubella and
mumps was the same throughout the state, However, only 35%
were immunized by their family physicians while the state

level was 75%.40

38Bernard Challenor, American Journal of Public
Health, "Health and Legal Services in a Disadvantaged Com-
munity," Volume 63, No. 9, September 1973, p. 814,

391bid.

40

Bo Tunestam, An Overview of San Benito County, Cal-
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Health problems are a pervasive consequence of
rurality, Housing though thought to be standard or above
standard in the urban areas of the county fall below stan-
dard in the less visible areas such as in Aromas. The labor
camps within the county, for instance, and only fourteen are
now operating with a permit from the County's Health Depart-
ment.41

In 1973 a San Jose firm reviewed the plumbing char-

acteristics as an indication of housing standards and found

the following:

Table 9

PLUMBING CHARACTERISTICS42

in San Benito County

Plumbing Facilities With All Plumbing Facilities. . . 5,674
Lacking some or all Plumbing Facilities . . . 189
Lacking only hot water. . . e e e 50
Lacking other Plumbing Facilities C e e e 139
Piped Water in Structure. . . . . . . . . . . . . . . 5,752
Hot and cold. . . . . . . . . . . . o . . . 92
None. . . . . . . . . . . .00 19
Flush Toilet For Exclusive Use of Household . . . . . 5,746
Also used by another household. . . . . . . . 10
None. . . . . . . . .« . . . ... 0 108

ifornia Department of Health, Sacramento, 1976, p, 814,

“l1pid, p. 67,

42Nestor Barrett, County of San Benito, California,
Land-use, Housing, and Scenic Highways Elements of the Gen-
eral Plan 73, San Benito County Brd. of Supervisors, Hol-
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Bathtub or Shower for Exclusive Use of Household, . , 5,746
Also used by another household. . . ., , . ., . 6
None. . . . ., . . . . . 000 0 e 108
Complete Kitchen Facilities For Exclusive Use of
Household . . . . . . . . . . . . . . . . . . 5,714
Also used by another household. . . . . . . . 11
None. . . . . . . . . . . . . .. .. ... 138
Source of Water _
Public System or Private Company. . . . . . . 3,974
Individual Well . ... . . . . . . . . . . . . 1,755
Other . . . . . . . . . . . . . 000 121
Sewage Disposal
Public Sewer. . . . . . . . . . . . . . . . . 3,033
Septic Tank or Cesspool . . . . . . . . . . . 2,770
Other , . . . . . . . . . . 0.0 47

Also found in this housing study was the comparative-
ly high percentage of substandard housing units when San

Benito County was compared to adjacent counties and to the

state:
San Benito County 6.0%
Santa Cruz County 2.8%
Monterey County 3.3%
San Luis Obispo County 3.2%
Fresno County 4.5%
Merced County 4.6%
California 3.9"/o43

When using the United States Bureau of the Census

definition of rural housing units San Benito County was

found to have a deficiency rate of 7‘5%.44

The elderly of the county represented 10.3% of the

lister, 1973, p, 14,

43Nestor Barrett, op. cit., p, 13,

44San Benito County Chamber of Commerce, op. cit., p.l.
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population which is slightly higher than the state's average

of 9.3%.45 Of this group of 1,880 people there were 459

Chicanos counted in 1970 and 536 elderly in fhe county liv-

46

ing alone. What we have then, is a predominantly white

population of elderly, most of whom are near or below the

poverty line and many of whom live alone, often in isolated
hoﬁsing.47 Access to health care in the county for elderly
people, as elsewhere, is supposedly assured by the Medicare
Program, but it has been found that,

"

...equality in financing is not sufficient to
guarantee equal access to medical care. Even in
Medicare with uniform benefits for all covered
persons, higher income persons, whites, and per-
sons residing outside of the South receive far
more benefits than do other elderly persons."

Further, it was found by Anne and Herman Somers in

Medicare and the Hospitals, that the elderly with incomes

above $15,000 per year visit physicians almost 607% more fre-
quently than persons with similar health conditions and in-

comes below $5,000.49

Access, then, for the rural elderly
is not quite as assured a benefit as we might prefer to be-

lieve.

4SKaren Davis, Lessons of Medicare and Medicaid for
National Insurance, Brookings Institutions, Washington, 1974,
No. 295, p.. 206.

46

47 48

Ibid. Ibid. Ibid,

49Anne Somer and Herman Somer, Medicare and the Hos-
pitals, The Brookings Institution, Washington, 1967, p, 207.
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Associated with the low income of the rural popula-

>0 Chronic health condi-

tions are:-

"...defined by the United States Public Health
Service as heart conditions, rheumatism, mental
and nervous conditions, high blood pressure,
visual impairment, and some orthopedic impair-
ments. Even when allowances are made for the
greater number of older persons living in rural
areas, the incidence of such activity-limiting
conditions increases with rurality. Farmers, in

particular, experience a high rate of chronic
illness."51 :
Table 10
Vital Statistics52
San Benito 1960 1970 1974
# Rate # Rate El4 Rate
Deaths 153 9.9 174 9.5 162" 8.4
Live Births 384 24.8 403 22.0 373 19.4
Fetal Deaths N ¢) _——— 5 -———— 6 -——
Maternal Deaths =--- -_——— -—- -———— - -——
Infant Deaths
All 5 -——— 5 —— 10 _————
Neonatal 3 -———— 3 ———— 8 -_————
1-11 months 2 -——— 2 R 2 ————

50

Neveille Doherty, Rurality, Poverty and Health,

United States Department of Agriculture, Fconomic Research

Service, Agricultural Report, No, 172, 1970, p. 2,

Slipid,

52
1975,

California Department of Health, Vital Statistics,
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Table 11

Most Commonly Reported Diseasess

~in San Benito County

Diseases 65 66 67 68 69 70 71 72 73 74
Hepatitis 1 23 3 6 17 7 3 2 4 10
Salmonellosis - -- 1 -- l - - - -- 1
Shigellosis 7 3 -- -- 1 -- 2 2 -- 1
Streptoccocal

Infections _—— e- - 1 3 1 1 1 1 4
Tuberculosis 5 3 7 6 7 1 1 3 5 4
Venereal

Diseases 19 5 8 19 13 12 14 22 16 29

Chronic health problems reduce income thus reducing
the buying power needed to acquire health care. A vicious
circle is instituted. In the 1970 census count it was found
that 683 people under sixty-five and 1424 peopléwover sixty-
five were disabled which constitutes a large portion of the

county's population.54

Also to be considered is the fact
that chronicity is a very slow process that may affect many
" more of the population in less disabling terms and thus not
fully be enumerated.

Farm related occupations are especially susceptible
to chronic disease. The average farm populatioﬁ was found -

by the federal government to have 12.4 percent of the popu-

lation suffering from chronic disease as compared to 9.5%

>3california Department of Health, Communicable
Diseases, 1975.

54United States Department of Commerce, Bureau of
the Census, 1975. ‘ ‘
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of the rural non-farm population‘55 The average farm worker
lost seventeen days per year due to restricted illness caused
by chronic disease in relation to twelve days lost by all

56

other occupations. And finally rural farm rates for bed-

disabling injuries per 1000 people per year was 87 compared
to 73 for rural non-farm workers.57
Chronic Illness directly affects the income of the
consumer by limiting his/her ability to work. The ability
to keep a jqb and thus some source of income in turn effects
the ability of the consumer to purchase the needed health
care necessitated by her/his illness. Loss of access is

thus directly caused by a lack of income resulting from loss

of working days and possible job loss.

Table 12
Deaths From Accidental Causes58
San Benito 1970 1971 1972 1973 1974
Total Deaths 156 128 152 125 122
Accidental 25 11 17 12 11
Transport 19 10 15 10 4
Non-Transport 6 , 1 2 2 7
Other —— -——— - -—- _——
Percent Acci-
dental 16% 8.6% 11,2% 9.6% 9.0%

55Uhited States Department of Labor Manpower Admini-
stration, op. cit., p. 9.
56 57

Ibid. Ibid.

58California Department of Health, Vital Statistics,

1975.
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Access to emergency care facilities and transporta-
tion is an important concern in San Benito. There is one
ambulance service available to the entire population of the
county which is enough perhaps to service on rural community
but does not begin to cover the needs of a county with a
population located sixty to seventy miles away from the ser-
vice's location, The problem of undetected accidents for
long periods of time for emergency care to arrive on the
scene of the accident or other medical emergency.

With an abundance of major freeways and highways
adjacent to the county as well as the infamous Pacheco Pass
Highway traffice accidents are the most probable type of
emergency in the county. It has been found that:

"...People injured in rural counties were almost
four times as likely to die of their injuries as
were people injured in urban areas, despite the

occurrance of more gurvivable injuries in rural
traffic accidents."

A final barrier to health care receipt in Southwes-
tern areas 6f the nation is the omnipresence.of a health
care delivery system that does not represent the cultural
beliefs and practices of the majority of the population,

San Benito County is representative of this situatiqn as
the majority of the population of the county is Spanish sur-

named and the health care delivery system Anglo, It can be

59United States House of Representatives, Subcommit-
tee on Rural Development of the Committee on Agriculture,
Effect of Federal Programs on Rural America, United States
Printing Office, 1969, p. 683
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assumed from this that the population may use a language
other than English as their major language, have a different
culture and realize a different life expérience than do the
Anglo Health care professionals within the county, These
differences could very easily conflict with the health care
delivery system's values.

Language is the first barrier to complete accessibi-
lity of the system. In 1970 the number of Spanish speaking

60 Secondly,

people in the county was estimated to be 7,392.
cultural differences such as the traditional use of folk
medicine may create conflict. Many people will use the ser-
vices of a curandera until quite ill and then use the ser-
vices of a physician after their illness needs emergency
attention, A prevalence of Anglo male physicians, for exam-
ple, may create problems for a Chicana accustomed to receiv- .
ing care from a woman curanders. Class aﬁd cultural differ-
ences may arise between provider and consumer as well as a
lack of sensitivity and education of these differences by
the provider. All of these barriers make complete access
questionable. |

Such access is crucial for the Chicano(a) due to the

experience of a high rate of medical pathology. It is known

that Chicanos/Chicanas have an exceedingly high mortality

60'United States Department of Labor Manpower Admini-
stration, op. cit,, p. 9.

61United Statés House of Representatives, op, cit.,

p. 683.
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61 The accident

rate, short life spans and high TB rate.
rate for Chicanos/Chicanas is three times as high as for
Anglos ﬁhich is partly due to the low-paying, high risk em-
ployment the Chicano(a) often must accept such signs of
malnutrition as growth retardation in terms of height was
found to be in evidence in forty-one percent of the Chicano/
Chicanas in the Southwest and West Coast and fourteen percent

were retarded in terms of height.62

PROFILE OF MEDICAL FACILITIES AND PROVIDERS

Acute General Hospitals63

Hazel Hawkins Memorial Hospital (Hollister)

Beds 38 8 4 50
Types of Beds Medical- Obstetrical-Pediatrics Total
Surgical

Admissions (1974)-1419
Patient Days (1974)-6854

Occupancy Rate: Medical Obstetrical-Pediatrics Total
Surgical Maternity

1972 37% 30% 25% 35%
1973 51% 24% 25% 447,
1974 447 17% 17% g 38%

Skilled Nursing Facilities

Hazel Hawkins Convalescent Hospital .(Hollister)

Beds: 41 with 12 under construction
Admissions (1974): 72
Patient Davs (1974): 25387

Occupancy Rates: 1972 1973 1974
72% 97% ' 99.4%

61United States House of Representatives, op. cit.,

p. 683.
621hid. ©31bid, 684.
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Hollister Convalescent Hospital (Hollister)

Beds: - 70
Admissions (1974): 40
Patient Days (1974): 14875

Occupancy Rates: 1972 1973 1974
98% 97.6% 95.47%

Clinics
Hollister Clinica de Salud Para Familias (Hollister)

Staff: One MD, One RNP, One LVN

Provides primary health care with one evening clinic
week. Receives external funding for allied health per-
sonnel and maintains active county-wide outreach into
farm worker communities,

Hollister Medical Center (Hollister)

Staff: 3 MD's (1 private and 2 NHSC), 3 RN's
Has no outreach program. Operates as a family prac-
tice group with one night clinic per week.

San Benito County Health Department (Hollister)

Staff: 1 MD (Part-time Health Officer), 3 Public
Health RM's. Receives state support through California
Department of Health. Walk-in and clinic services pro-
vided in the areas of immunization, family planning,
Crippled Children's Services, Child Health and Dis-
ability Prevention Program and venereal disease educa-
tion.

Other Services

San Benito Unified School District (Hollister)

Provides school nursing services, eye and ear testing,
Receives state funding from Department of Education.

Migrant Education Services (Santa Cruz)
Provides community workers as advocates, Maintains emer-
gency "health fund'' used for children with exceptional
needs and limited resources.

Health Providers Based Within the County

12 MD's 1 Chiropractor 18 LVN's

6 Dentists 2 Optometrists 3 Physical Therapists
68 RN's (44 active)

10 Pharmacists 4 Pharmacies



Chapter 3

HAZEL HAWKINS HOSPITAL EMERGENCY ROOM STUDY
ANALYSIS OF THE DATA

A study of Emergency Room (E.R.) utilization by San
Benito County residents at Hazel Hawkins Hospital was under-
taken to determine whom in the population was using these
services, when they were using them, how they were being
used, and what medical personnel was providing the service.
The period of January through June of 1976 was studied and
two distinct groups were found - that group which utilized
the E.R. and did not have any prior admissions to the hospi-
tal and those that had. In discussing these two groups they
will be identified as Group "A" and Group '"B'", respectively.

There were 2113 visits made to the E.R, in that 6
~month period. Six hundred and fifty-eight were unavailable
due to misfiling or readmissions during the period of the
study. Those charts or E.R. records which were included in
the study totaled 1455 or 69% of the E.R. visits made during

this period,

Demographic Profile of Emergency Room Patients

Those utilizing the E.R. were almost evenly divided
between male and female patients for both Group A and Group
B. The Patients in Group A tended to be in their teens to

late thirties, while Group B tended to be elderly. This
42
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represents a relatively young population which had no prior

admissions and a relatively elderly population with prior

admissions.
Table 12
AGE

Group A Group B Total

# % # A # %
Infant-1 year 123 10 13 7 136 9
2-5 146 = 12 7 4 153 11
6-10 93 7 6 3 99 7
11-17 183 14 16 18 199 14
18-35 249 20 26 13 275 19
26-40 235 19 31 16 266 18
41-55 139 11 25 13 164 11
56-62 29 2 17 9 46 3
63-75 36 3 28 14 64 4
76+ years 16 1 23. 12 39 3
No Record 12 1 2 1 1 1

TOTAL 1261 194 1455

This is also substantiated by the percentage of pat-
~ients under 18 years of age in botﬁ groups. Group A had 44
percent of the population under 18 while Group B had only 21
percent of its' population under 18.

Gréup A primarily was single with a smaller percent-
age (35 percent) married. In contrast Group B was generally
married with a smaller percentage (33 percent) single. A
significant percentage (13 percent) were widowed which gives
further indication of a predominantly elderly population not
only using the E.R. facilities, but also ha&e had prior ad-
missions.

Hollister was generally the city of residence for
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both groups with a significant amount of people using the E.R.

facilities from out of the county.

TABLE 13
CITY OF RESIDENCE

Group A Group B | Total

# YA # % #F . h
Hollister 901 71 149 77 1050 72
San Juan Bautista 100 7 12 6 112 8
Tres Pinos 14 1 4 2 18 1
Paicines 24 2 2 1 26 2
Aromas 2 1 - - 2 .5
Out of County 214 17 27 14 241 16
No Record _ 6 1 - - 6 .5

Total 1261 194 1455

Of the population 18 years and older in Group A, 53
percent were employed while 59 percent were not employed at
the time of the E.R. visit; The percentage of those employed
in Group B was less as only 39 percent were employed, 22 per-

cent were unemployed and 35 percent were retired.

EMERGENCY ROOM UTILIZATION
During the evening and weekends Ft. Ord contracts to
provide Army physicians to Hazel Hawkins Hospital. A San
Benito County physician is also on 24 hour call for those
patients that prefer the emergency servicés of a local phy-
sician.
It was found that 61.5 percent of Group A received

care from Ft. Ord physicians. Only 37 percent of the patients
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received care from a San Benito County physician. In sharp
contrast to this was the 92 percent of Group B which received
care from a San Benito County physician. Only 7 percent re-
ceived services in this group from a Ft. Ord physician.

Sixty percent of Group A had a family physician while
forty percent had no family physician. Both groups tended to
pay for the E.R. services with cash (out-of-the-pocket pay-
ment). Group B almost all had a family physician and tended
to pay for the services received with either private insur-

ance or out-of-the-pocket payments. (See Tables 15 and 16)

TABLE 14
MODE OF PAYMENT

Group A Group B Total
# o # T F# %
Cash 436 35 40 21 476 33
Blue Cross 139 11 19 9 158 11
. Medi-Cal 208 16 28 14 236 16
Compensation 85 7 9 5 94 6
Blue Shield 15 1 2 1 15 1
Kaiser 15 1 1 1 16 1
Medicare 26 2 33 17 59 4
Private Insurance 298 24 43 22 341 23
R.F.K. Insurance 24 2 5 2.5 29 2
Medicare/Medi-Cal 10 .5 9 5 19 2
CHAMPUS 7 .5 5 2.5 12 1

Total 1261 194 1455

4



TABLE 15
Tamily Physician and Kode of Pavment

Mode of Pavment ' Family Phvsiclan
Group A Group B Total
No - Family No Family No Pamily

Family Physician Family Physician Family Physician

Physician : Physician Physician

# % # % i % _# % _# % _# %
Compensation 63 13 22 3 - - ¢ 5 €3 13 31 3
Cash 16 35 269 35 - - Lt 21 167 34 309 32
Blue Shield 5 1 8 .r - 2 1 5 1 10 1
Kaiser 9 2 8 .5 - - 1 1 9 2 g 1
Medicare 15 3 11 1 33 17 15 3 4L 5
Medi-Cal 54 11 154 19 - - 28 14 34 11 182 19
Private Insurance 89 18 209 30 1 10C 4z 22 90 19 231 26
R.F.K. Insurance 7 1 17 2 - 5 2 7 1 22 2
Medicare/Medi~Czl b 1 6 5 - - 9 5 4 1 15 1
CHAMPUS - - 7 5 - - = 2 - - 12 1
Blue Cross 72 15 67 8 - - 19. 10 72 15 86 9

Total 485 778 1 193

Lg6 871

9%
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Forty-four percent of the visits to the E.R. made by
Group A were injuries incurred through accidents. For Group
B, however, accidents represented only twenty-eight percent
of the complaints presented by patients.

Of those incurring accidents in Group A the location
of the accidents was either at home or work with 53 percent
of the injuries occuring in those locations. Group B dif-
fered greatly from this with 43 percent of the injuries oc-
curing at home and 31 percent on the highway in auto or motor-
cycle accidents. The nature of the accidents for both groups
tended to be falls, work related injuries, or a by-product
of home injuries.

For accidents and other non-illness types of complaints
only a small number of times were the pélice or other law
enforcement authorities notified. Only one percent of the
visits for both groups to the E.R. resulted in notification.
For Group A the police were generally the agency notified
while in the case of Group B the Mental Health Départment of
San Benito County received almost 56 percent of the referrals.
For the most part the Hollister Police Department was called
in to calm disruptive patients who were usually admitted in
an intoxicatedvstate. The Mental Health Department was no-
tified, for the most part, when a patient needed placement
in a locked psychiatric facility. According to the E.R. re-

cords possible child beatings, wife beatings, and overdoses
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tended not to be referred to law enforcement authorities but
rather were considered "accidents" by the E.R., Staff,.

For Groups A and B the E.R., was generally visited on
the weekends with 45 percent of Group A and 37 percent of
Group B utilizing the E.R. on Saturday and Sunday. During
weekdays the visits for éfoup A tended to occur during the
weekday hours between 8 A.M. and 4 P.M. or after work hours
of 5 P.M. to 8 P.M. The visits then decreased from 9 P.M.
to 7 A.M.

Patients in Group A generally were brought to the
E.R. by family members or transported themselves. A small
percentage (8 percent) were brought to the E.R. by the
county's only ambulance service. On the other hand, Group
B came generally by ambulance or by family members indicating
that they may have been too ill or seriously injured to trans-

port themselves.
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Table 16

MODE OF TRANSPORTATION TO EMERGENCY ROOM

Group A Group B Total

. % % %
Family Member 654 54 75 39 729 50
Self 382 30 28 14 410 28
Ambulance 95 8 78 40 - 173 12
Co-Worker 5 .5 2 1 7 1
Friend 46 3.5 6 3 52 3
Police , 21 3.5 2 1 23 1
School Authorities 5 .5 - - 5 .5
Employer 16 1 1 1 17 1
Hollister Valley 1 .5 2 1 3 .5

Manor
Scout Master 7 .5 - - 7 .5
Passerby 2 .5 - - 2 .5
No Record 27 2 - - 27 2
TOTAL 1261 194 1455

To determine if a visit was an émergency the defini-
tion utilized by the Subcommittee on Health and the Environ-
ment of the Committee on interstate and Foreign Commerce,
House of Representatives was used. This defined emergency
care as that for:

"...patients with severe, life-threatening, or
Potential}y digab}ing.conditions that"giquire
intervention within minutes or hours.

Keeping the definition above in mind it was found
that only 20% of the visits by Group A were emergencies.

Group B, however, had almost the opposite situation occur

with 78% of the visits emergency in nature.

64Subcommittee on Health and the Environment of the
Committee on Interstate and Foreign Commerce, A Discursive
Dictionary of Health Care, U.S. House of Representatives,
U.S. Government Printing Office, Washington, 1976, p. 53.
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Table 17

EMERGENT STATUS

Group A Group B Total

R % # % # %
Emergency 255 20 151 78 406 28
Non-Emergency 1006 80 _43 22 1049 72

TOTAL 1261 194 1455

The above data was supported by the data indicating
the disposition of the visit. Ninety-four percent of Group
A returned to their homes after the visit while ninety-five

percent of Group B were admitted to Hazel Hawkins Hospital.

Table 18
DISPOSITION
-Group A Group B Total
i % # A # %
Morgue 10 1 - - 10 1
Hazel Hawkins 11 1 185 95 196 13
Hospital
Jail 17 1 - - 17 1
Home 1185 94 9 5 1194 82
Doctor's Office 8 1 - - 8 1
Out-of-County 30 2 30 2
Hospital _ L . .
TOTAL 1261 194 1455

Using Kilman and Lanes Use of the Hospital Emergency

Room in Relation to Use of Private Physicians, published in

a recent issue of the American Journal of Public Health, an

analysis was made of the complaints presented at the E.R.65

65Howard Kilman and Dorothy Lane, American Journal of
Public Health, "Use of the Hospital Emergency Room in Relation
to Use of Private Physician’, Volume 66, No. 12, p. 1190,
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It was found that there were six types of E,R, utilization:
accidents, illnesses, maintenance, substance abuse, crimes
or self-inflicted injuries, and non-diagnosis. Three months
complaints or diagnosis were studied to control for season-
ally related illnesses or injuries.

Accidents represented 50 percent of the complaints
with a large number of lacerations making up the total. Ill-
nesses made up forty percent of the complaints with infectious
diseases such as viral syndrome and ear, nose, and throat com-
plaints such as ear infections the leading complaint. Three
percent of the complaints were actually maintenance oriented
activities such as laboratory testing, medication dispersal,
and cast application. Substance abuse made up 2 percent of
the complaints with overdosage leading in occurance. Crimes
or self-infiicted injuries made up one percent of the com-

plaints and non-diagnosis totaled four percent. (See Appendix).

DEATH AND FETAL DEATH CERTIFICATE STUDY

In order to examine various indicators of the level
of health within San Benito County death and fetal death cer-
tificates were examined for 1974 and 1975. Using the death
certificates for 1974 a comparison was made between the age,
ethnicity, and cause of death of Santa Clara and San Benito
Counties and the State of California as a whole. The certi-

ficated for 1975 were utilized to develop a profile of deaths
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which included such data as place of death, gender, birth
place, marital status, and level of deaths from crimes

and suicide.



TABLE 19
COMPARISON OF THE NUMBER AND PERCENT OF DEATHS IN 1974

IN SANTA CLARA AND SAN BENITO COUNTIES BETWEEN THE SPANISH SURNAMED,
THE WHITE, AND THE TOTAL POPULATION

SANTA CLARA COUNTY

Total County White Only Spanish Surnamed
Population Population Population
Age Group # YA # yA # %
Less Than 1 Year 197 3 140 3 44 8
1 to 4 Years 43 1 33 1 9 2
5 to 14 Years 88 2 63 1 17 3
15 to 39 Years 570 8 411 7 115 20
40 to 49 Years 441 6 369 6 48 8
50 to 64 Years 1334 20 1196 20 99 17
65 Years and Over 3981 60 3643 62 239 42
Total 6654 5855 571
Total (Percentage) 100 88 9

SAN BENITO COUNTY

Total County White Only Spanish Surnamed

Population Population Population

Age Group 3 % i To # A

Less Than 1 Year 6 5 2 2 4 22
1l to 4 Years S - - - - - -
5 to 14 Years - - - - - -
15 to 39 Years 5 4 5 4 - -
40 to 49 Years 6 5 5 4 2 11
50 to 64 Years 17 13 14 13 3 17
65 Years and Over 95 73 86 77 9 20

Total 129 111 18

Total (Percentage) 100 86 14

€S
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Using the table above it was found that San Benito
County had a slightly higher percentage (14 percent) of Span-
ish Surnamed deaths than Santa Clara County (9 percent).
Deaths for the white population were subsequently lower with
86 percent in San Benito and 88 percent in Santa Clara.

When comparing the ages of white deaths for the -two
counties it was found that Santa Clara had a higher infant
mortality rate while San Benito's rate of death was much high-
er for those over 64 years of age. For Spanish Surnamed deaths
in that year San Benito had a very high infant mortality rate
(22 percent) in comparison to Santa Clara (8 percent). San
Benito had no deaths in the age group of between 1 and 39
years while Santa Clara had 25 percent of its deaths occur in
this group. Also, as with deaths for the white aged of San
Benito, there was a higher rate of death for those 65 years
or older (50 percent) in contrast to Santa Clara (42 percent).

The data discussed above gives indication that for the
white population death tended to occur at a higher rate for
the elderly thanvthatvof Santa Clara County and had a very
low rate of deaths for infants. On the other hand, deaths
for the Spanish Surnamed were widely spread out with an ex-
tremely high level of death for infants and those 65 years or

older.
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