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Improving the Health Experiences of Low

Income Patients

Catherine Kobler Riessman

Over the last several decades there has been a
debate about the relationship between social
class and the use of medical care. Histori-
cally, the poor used fewer health services than
the middle class. More recently, however, low
income groups have come to exceed the
middle class in service use,' leading some to
conclude that equality of access has been
achieved.

However, analyses based on rates of use are
severely misleading, since they fail to take into
account the poor health of the economically
disadvantaged, In studies which compare indi-
viduals with the same level of illness, low
income groups have the lowest use of ser-
vices.? In addition, crude comparisons of phy-
sician visits obscure important regional, racial,
and age differences. For although income dif-
ferentials in total use have narrowed consid-
erably since the early 1960s, sizable gaps re-
main for particular groups and for particular
health problems.

Children’s health visits reveal particularly
marked class and racial differentials. Young
children from families with incomes less than
$5,000 a year are almost twice as likely as
children from families with incomes $25,000 or
mote not to have had a physician visit in the
last year. Despite higher rates of disability,
poor and minority children have fewer total
visits than affluent and white children. The
difference in the average number of physician
visits by race is especially striking, with white
children under seventeen having 4.3 visits per

year compared to 2.9 for black children. Class
and racial differences in immunization rates are
also striking. A recent national survey found
that 45 percent of children ages 1-4 who lived
in urban poverty areas were immunized against
polio, compared to 54 percent of equivalent
non-poverty area children. In comparing racial
groups the findings were even more marked: 40
percent of non-white children compared to 64
percent of whites.’

Cumulatively, these findings suggest that de-
spite improvements since the 1960s, social class
and race continue to limit access to medical care.
This article will focus primarily on class. As a
theoretical context for the later discussion, I will
identify the two perspectives which have shaped
the analysis of class differences in health behav-
ior, briefly evaluating the evidence for each
perspective. Following this, I will describe two
programs which represent structural innovations
in the delivery of medical care to low income
women and children: birth centers and pediatric
home care. These programs provide the begin-
nings of an alternative vision of care, for they
depart from customary structures and medical
practices in certain key ways.

Two major explanations have been suggested
for the relationship between social class and the
use of health services. The first argues that the
poor are less likely than the middle class to use
health services—and particularly preventive ser-
vices—because of a “culture of poverty.”
Others argue that the explanation lies in social
structural arrangements. ‘
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The Culture of Poverty View

The culture of poverty explanation argues that
the lack of attention to health is part of a “way of
life”—an entrenched culture of values and
attitudes which encourages dependency and dis-
courages self reliance.* According to this view,
the poor are less likely to use medical care
because of a constellation of culturally transmit-
ted health beliefs and predispositions.® Important
among these is a crisis-oriented approach to life
which leads the poor to accord greater priority to
immediate rewards than to long-term goals. Asa
consequence, medical care is sought only in
emergency situations or in times of severe illness,
and often after considerable delay. Poor groups
seek immunizations, prenatal care, and asympto-
matic checkups less frequently because they lack
a “psychological readiness” and future orienta-
tion. Low income people use preventive services
less and are less knowledgeable about appropri-
ate health behavior because their culture does not
place a high value on health, They have negative
attitudes toward medical care and do not believe
in its efficacy. Experiencing a sense of helpless-
ness and resignation in coping with their environ-
ment, the poor do not exhibit the active, indi-
vidually responsible, and disciplined behavior
necessary in seeking appropriate medical care, As
Rosenblatt and Suchman state:

The body can be seen as simply another class of
object to be worn out but not repaired. Thus teeth
are left without dental care... Corrective eye
examinations, even for those who wear glasses, are
often neglected ... It is as though ., . blue collar
groups think of the body as having a limited span of
utility, to be enjoyed in youth and then to suffer
with and to endure stoically with age and
decrepitude.®

This culture is passed from generation to genera-
tion, creating a self-propelling cycle of poverty
and poor health. Efforts to intervene and change
patterns of behavior will be largely fruitless given
the values and traditions deeply embedded in the
culture. Rosenstock summarizes this perspective:

The culture of poverty may originally have been
based on a history of economic deprivation, but it
seems to be a culture exhibiting its own rationale,

and structure, and reflecting a way of life that is
transmitted to new generations. It is therefare
suggested that while financial costs may serve as
barriers to obtaining health services, their removal
would probably not have the effect of creating
widespread changes in health behavior of the poor,
at least not in the foreseeable future.”

While the culture of poverty concept has been
widely criticized,® it remains an influential para-
digm within the social sciences. Many health
investigators rely implicitly on aspects of this
theory when they use personal and cultural
deficits to explain class differences in health
behavior (e.g. particular health attitudes, individ-
ual and subcultural belief systems, and psycho-
logical predispositions such as external locus of
control).’ These individual and social characteris-
tics are often examined without taking into
account the context of care—the characteristics
of the medical systems to which different classes
have access. The paradigm is also influential in
current national health policy, which emphasizes
improving health by changing individual values
and behaviors,

The Structural View

The alternative perspective emphasizes the struc-
tural constraints which prevent low income
people from having genuine access to quality
medical care.' There are, according to this view,
two types of constraint. The first is material,
Poor people, by definition, have fewer financial
resources with which to purchase care in the
medical marketplace, particularly services of a
preventive nature. Even with health insurance
programs, such as Medicaid, there is evidence
that equal access does not exist for all groups.
Many low income people are not eligible for
these governmental programs and many states
provide inadequate coverage because benefits are
limited." Thus low utilization may be seen as a
realistic adaptation to economic circumstances.

The second set of structural constraints stems
from the very organization of medical care
services. In our two-class system of care, middle-
class people are likely to receive care in private
offices whereas poor people are likely to receive
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care in public clinics, or in out-patient depart-
ments and emergency rooms of general hospi-
tals.”? In these settings, care can often be imper-
sonal and dehumanized. Further compounding
the problem is inadequate transportation in poor
neighborhoods, as well as inconvenient clinic
hours and long waits in the hospitals themselves.
Providers in these settings have little control over
the nature of their work, for they are responsible
typically for seeing large numbers of patients in
block appointment systems. Under these condi-
tions, there is little chance for providers to have
on-going relationships with particular patients.
In addition, the patients in these settings often
have to maneuver between many specialty clinics
to obtain the services they need, and the services
themselves are likely to be disease-oriented (or
curative) rather than preventive. Cumulatively,
these characteristics of the system have a deter-
rent effect, discouraging people from seeking
care, particularly preventive care.

According to the structural argument, it is this
“culture of medicine,”!® rather than deficits in
the culture of the patient, that is responsible for
the low utilization rates among some segments of
the poor. This medical culture is comprised of the
particular habits, customs, and expectations of
health professionals as well as the needs of the
bureaucratic organizations in which they work.
An important part of the medical culture is the
emphasis on high technology and sub-specialty
care. To low income patients, this culture and its
attendant institutions may seem, in Anselm
Strauss’s words:

terribly massive and complex, crowded and
busy; while the personnel seem often impersonal,
brusque, or even insulting . .. physicians go from
patient to patient, spending brief moments with
most . . . patients may sit for long periods of time
waiting to be called . .. Patients see all of this and
may silmply respond fatalistically to the rush and
bustle.

In sum, the structural view assigns primary
responsibility for the ali- nation of low income
patients to their material disadvantage and to the
systems barriers they face when seeking care.
According to this perspective, the poor have had
multiple negative experiences with organiza-
tional systems, leading to avoidance behavior,

lack of trust, and hence a disinclination to seek
care and follow medical regimens except in dire
need. The assumption is that “good” experiences
will result in behavior change. The lack of
appropriate utilization of health care by lower
socioeconomic groups is not deeply culture
bound, according to this view. It can be modified
if there are changes in professionals and the
organization of medical care,

The Evidence

Ten years ago I reviewed the evidence on the
relationship between social class and the use of
medical services in an attempt to test the power
of the culture of poverty explanation compared
to the structural view." 1 critically examined
evaluative research from a series of demonstra-
tion programs which were initiated in the 1960s,
including neighborhood health centers, family
planning and comprehensive care programs.
Cumulatively, the data revealed that the health
behavior of the poor could be radically altered,
and within a relatively short period of time, by
introducing structural changes in the way ser-
vices were offered.

More recent research provides further support
for these findings. Although methodological
problems remain,”® the findings confirm the
primary importance of characteristics of the
medical care system in suppressin% or enhancing
use among low income groups.'”!

Interestingly, there is some recent evidence that
attitudes themselves may no longer be a factor at
all in determining utilization among the poor. In
a study in the Chicago area, blacks and persons
with low education, compared to whites and the
well-educated, had more symptoms and were
more likely to endorse the idea of visiting a
doctor for symptoms. However, these same
groups used public services as their source of care
and, consistent with previous research, this type
of medical care was associated with fewer visits."

In sum, the evidence reveals that deficits in the
system of care rather than individual character-
istics of patients are primarily responsible for
unequal use. Moreover, it appears that the
problem is not economic, at least in a narrow
sense, When a variety of factors are examined
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simultaneously, different levels of financial co-
verage do not explain why those with lower
incomes use medical care less frequently.?
Rather, the evidence strongly suggests that the
problem lies in broader economic arrangements
which insure a two-class system of care. Diana
Dutton underscores the implications of the
results:

neither improved financial access nor health educa-
tion efforts alone will eliminate current income
differentials in use, unless accompanied by struc-
tural improvements in existing delivery systems.
Fundamental changes in the organization and distri-
bution of care must occur, if equitable patterns of
use are to be more than health policy rhetoric,®

The Current Crisis

Increasingly conservative national health care
policy has dramatically changed the availability
of medical services in the United States. Federal
budget cuts have eliminated many medical orga-
nizations, most notably neighborhood health
centers, that were developed in the 1960s as
structural alternatives to traditional medical ser-
vices, Despite the indisputable evidence of the
efficacy of these programs in reducing or elimi-
nating class differences in access and use of
preventive medical services, national health pol-
icy seems to have rejected a structural approach
in favor of a policy of changing individuals.
Paralleling the increasingly conservative
changes in national health policy, the past decade
has seen a growing scholarship that has reexa-
mined many of the assumptions and claims of
medical practice, concluding that much of the
“health crisis” is a consequence of medicine
itself. These writings locate the cause of a range
of problems in the “culture” of medicine, includ-
ing the beliefs, customs, and behaviors of physi-
cians, as well as the political and economic
relationship of medicine to other institutions,
including the state. Some have used their cri-
tiques to challenge the medical paradigm itself,
including its reliance on technology, professional
expertise, and curative treatments that result in,
among other things, the separation of the sick
from potentially supportive networks of friends
and family. These critiques are perhaps best

exemplified in the statements of the women’s
health movement.?

In light of government retrenchment from
structural solutions, as well as the simultaneous
recognition of the questionable value of those
services that do exist, an analysis of utilization
needs to be reconceptualized. The issue is not

simply the availability and access of medical

services to the poor, but also an assessment of the
services themselves.

Are there models in the current period which
offer any promise? More specifically, do pro-
grams exist which improve the health experi-
ences of low income patients by changing the
structure of medical care, so as to provide easier
access, greater equality between provider and
consumer, and more humane care?

I will describe two programs which are cur-
rently operating and which can be evaluated on
the basis of these criteria. The two models are
birth centers and home care for chronically ill
children. These programs represent alternative
approaches to meeting the health care needs of
women and children. In addition, each program
provides a model of care which is potentially
corrective of key aspects of the culture of
medicine.

Perhaps most interesting, these programs rep-
resent innovations which emerged from chal-
lenges from within the professional community.
The first set of programs—birth centers—is an
innovation from nurse-midwifery. This service
arose at the same time feminists were challenging
traditional medical approaches to women’s prob-
lems, including birth. The second program—
home care for chronically ill children—is an
innovation from medicine, It was developed by a
Department of Pediatrics of an urban teaching
hospital.

Birth Centers

The management of childbirth has undergone
dramatic changes in this century. Whereas in
1900 only S5 percent of babies were born in
hospitals, by 1979 97.4 percent of all births
occurted in hospitals—the vast majority of these
attended by physicians. More recently, there is
evidence of a trend away from hospital and






