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Introducton
Substantial effort and funds are de-

voted to monitoring access to health serv-
ices in the United States.1-10 Whether or
not people have a regular source of am-
bulatory care has been a traditional mea-
sure in surveys on access and use ofhealth
services.4-7,9,11-12 It has been recognized
that access problems, such as financial
barriers and provider unavailability, are
not the only reasons for not having a reg-
ular source of ambulatory care.13-14 Yet
this indicator is often used to compare the
access to continuity of care for different
sociodemographic subgroups. It is some-
times assumed that the absence of a reg-
ular source ofambulatory care is primarily
accounted forby access barriers. Whether
or not this characteristic identifies groups
that are at high risk of not receiving con-
tinuity of care because of access barriers
has not been critically evaluated.

To evaluate the usefulness of this in-
dicator as a measure of health services
access, we analyzed data from the 1986
Robert Wood Johnson Foundation's ac-
cess to health care survey. The analyses
had three main objectives: 1) to identify
the reasons Americans lack a regular
source of ambulatory care; 2) to examine
whether or not such reasons vary by de-
mographic subgroup; and 3) to determine
if the absence of a regular source of am-
bulatory care identifies sociodemographic
subgroups at high risk for not obtaining
continuity of care because of access bar-
riers.

Medwhds
This 1986 national telephone survey

used random-digit dialing and had a re-
sponse rate of 76 percent. The Waksberg

screening procedure was used to minimize
the number of nonworking numbers di-
aled.15 Persons with chronic or serious
medical illnesses were oversampled to al-
low for adequate evaluation of access
problems of persons with major health
problems. The results presented are
weighted to produce estimates for the US
population. Detailed descriptions of the
weighted-probability sampling technique
have been published previously,5,8,10,16
and the interview and schedule data are
available from the Inter-University Con-
sortium for Political and Social Research
at The University of Michigan. Weighted
and unweighted sample sizes by social
characteristics are presented in the appen-
dix.

As part of the survey, each inter-
vieweewas asked, "Is there one person or
place in particular you usually go to when
you are sick or want advice about your
health?" Those who answered "no" to
this question were asked: "Many people
do not have one particular place to get
medical care. What is the reason that you
do not have a regular doctor or place to
go?" Interviewers were instructed to
record the responses to this item verba-
tim.

The survey on access to health care
sampled 10,130 Americans, but verbatim
responses were stored for a subset of the
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interviewees; this subset consists of con-
secutive cases obtained by random-digit
dialing (n = 5,748), and there are no sub-
stantive differences between this subset
and the overall sample with respect to key
variables (regular source of ambulatory
care, age, sex, geographic region, income,
ethnicity, or insurance status).

To aid in developing a classification
system for categorizing verbatim re-
sponses, we asked 20 health care provid-
ers to list reasons that people lack a reg-
ular source of ambulatory care. This
generated a list of82 specific reasons. This
listwas then simplified into a five-category
classification structure: 1) financial prob-
lems; 2) local resource inaccessibility; 3)
did not want a regular source of ambula-
tory care (divided into four subgroups, de-
scribed below); 4) transitoxy loss of their
regular source of ambulatory care; and 5)
no response or response not classifiable.
Pilot testing of a sample of actual re-
sponses revealed high reliability, and re-
viewers did not feel that further revisions
of the classification structure were
needed.

Financial problems included being
unable or unwilling to pay the expected

cost of medical care. Local resource in-
accessibility included those who reported
an inadequate supply of health care pro-
viders in their area or who reported logis-
tical problemswith getting care (i.e., prob-
lems with parking, transportation, or
contacting their health care provider).

Two investigators (RAH and AMB)
independently reviewed and categorized
all verbatim responses. Inter-rater agree-
ment was 96 percent for classification into
the five main categories and 94 percent for
classification into categories and subcate-
gories. Upon joint review, most disagree-
ments were easily resolved, and when re-
viewers continued to differ, the response
was designated as non-classifiable.

Analyses were performed on five de-
pendent variables: 1) the proportion who
did not have a regular source of ambula-
tory care, and the proportion who lacked
a regular source of ambulatory care be-
cause of 2) financial problems; 3) local re-
source inaccessibility; 4) not wanting one;
and 5) transitory loss of a regular source of
ambulatory care. Each variable was bro-
ken down according to eight respondent
characteristics: age, sex, self-reported
health status, household income, ethnic-

ity, education, medical insurance status,
and urban vs. rural residence. For respon-
dents age 22 or younger, main wage earn-
er's education was used.

We also evaluated associations be-
tween having a regular source of ambula-
tory care and receipt ofcervical and breast
cancer screenings;10 seeing a physician for
serious medical symptoms;17 and needing
medical, surgical, or supportive medical
care and not being able to obtain it.5,8 We
measured receipt ofcare for serious symp-
toms using a method developed by Sha-
piro et al.17-18 Each respondentwas asked
serially about one of five serious symp-
toms: 1) shortness of breath with light ex-
ercise or light work; 2) chest pain while
exercising; 3) loss of consciousness; 4) ab-
normal bleeding; and 5) weight loss of 4.5
kb. or more not caused by dieting. Sub-
jects who reported one or more serious
symptoms during the past month were re-
ported as having sought care if they had
contacted a physician for any ofthe symp-
toms.

Results
Overall, 17.0 percent of respondents

reported not having a regular source of
ambulatory care. However, analysis of
verbatim responses found that 0.6 percent
of these respondents had misunderstood
the question and actually had a regular
source of ambulatory care. Most errors
were due to subjects thinking they were
being asked if they saw their doctor reg-
ularly (i.e., "I have a family doctor, but I
don't go in that often."). Correction of
these errors did not alter any of the asso-
ciations between a regular source of am-
bulatory care and the respondent charac-
teristics. This paper presents results using
corrected responses.

After correction for the errant re-
sponses, we found that 16.4 percent of all
respondents lacked a regular source of
ambulatory care (Table 1). Bivariate com-
parisons showed that those aged 13 to 44
were more likely than other age groups to
lack a regular source of ambulatory care.
Also, not having a regular source of am-
bulatory care was more common among
the uninsured, those in excellent or good
health, males, Hispanics and Blacks.

Table 2 shows the reasons respon-
dents lacked a regular source of ambula-
tory care, as a percentage of those lacking
a regular source of ambulatory care and as
a percentage of the total sample. Of the
841 respondents who reported not having
a regular source ofambulatory care, 8 per-
cent reported not having one because of
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financial barriers, and 5 percent because
of local resource inaccessibility. In con-
trast, 61 percent reported not wanting a
regular source ofambulatory care; most of
these reported not having perceived a
need for care. In addition, 18 percent re-
ported a transitory loss of their regular
source of ambulatory care, and 8 percent
had no answer available. Overall, 2.2 per-
cent of all respondents reported lacking a
regular source ofambulatory care because
of financial barriers or local resource in-
accessibility (Table 2).

To evaluate the relative associations
between the respondents' sociodemo-
graphic characteristics and the dependent
variables (no regular source ofambulatory
care and the four reasons people reported
not having a regular source of ambulatory
care), we computed logistic regression
models for each dependent variable (Ta-
ble 3). Respondents aged 13-44were more
likely than those in other age groups not to
have a regular source of ambulatory care.
This difference was distributed among the
four reasons for lacking a regular source of
ambulatory care (Table 4). Those in ex-
cellent or good health were more likely to
lack a regular source of ambulatory care,
chiefly because of not wanting one. Men
were more likely than women to lack a
regular source of ambulatory care due to a
greater likelihood ofhaving financial prob-
lems, not wanting a regular source of am-
bulatory care, and transitory loss of their
regular source of ambulatory care (Table
3). The uninsured were more likely than
the insured to lack a regular source of am-
bulatory care, due to a greater likelihood
of having financial problems, not wanting
a regular source of ambulatory care, and
transitory loss of their regular source of
ambulatory care.

The poor were not found to be more
likely than the non-poor to lack a regular

source of ambulatory care, but were more
likely to lack a regular source of ambula-
tory care for financial reasons (Table 3).
Similarly, level of education and place of
residencywere not associated with having
a regular source of care, however, those
with less education were more likely to
report a financial barrier to obtaining a reg-
ular source of ambulatory care, and rural
respondents were much more likely ..."
Level of education was even less likely to
be associated with having a regular source
of ambulatory care, but those with less
education were more likely to report a fi-
nancial barrier to obtaining a regular
source of ambulatory care (Table 3). Yet
rural respondents were much more likely
to lack a regular source ofambulatory care
because of local resource inaccessibility
(Table 3). In all these instances, the global
measure, regular source of ambulatory
care, failed to identify those with greater
risk for having access barriers to a regular
source of ambulatory care.

However, lacking a regular source of
ambulatory care was a risk factor for not
receiving recommended medical care (Ta-
ble 4). Those who did not have a regular
source of ambulatory care were less likely
to have received breast and cervical can-
cer screening and to have seen a physician
when they had a serious medical symp-
tom, and they were more likely to report
being unable to obtain medical or surgical
care they needed during the past year.
Theywere also less satisfiedwith the med-
ical care they had received.

Discussion
Whether or not people have a regular

source of ambulatory care has been a
commonly used process measure of ac-
cess and is used as an indicator ofwhether
the respondent has a source of continuity

of care. Having a regular source of ambu-
latory care is felt to be particularly impor-
tant for those with chronic conditions as
well as for maternity and child care.
Whether having a source of continuity of
care improves efficiency or promotes bet-
ter quality of care has not been well stud-
ied, and our results do not shed light on
this issue. However, we did find that lack-
ing a regular source of ambulatory care
identifies a group that is less likely to re-
ceive recommended health services and
that is less satisfied.

The presence or absence of a regular
source of ambulatory care is also used to
evaluate different population subgroups'
access to obtaining a source of continuity
of care. In this study, we found that the
global measure, regular source of ambu-
latory care, could not be relied upon for
this purpose. First, we found that most
people who lack a regular source of am-
bulatory care do not report access barriers
as the reason. Only 13 percent of those
who lacked a regular source ofambulatory
care reported problems with finances or
availability of local health care providers,
whereas 61 percent reported not wanting
one. Although each study employed
slightly different classification structures,
our findings of why people lack a regular
source of ambulatory care are consistent
with previous reports.'-'14

Second, in most instances, regular
source of ambulatory care was a poor in-
dicator of which groups were more likely
to have access barriers to obtaining con-
tinuity of care. For instance, rural respon-
dents were no more likely than urban re-
spondents to lack a regular source of
ambulatory care; however, a rural resi-
dence was the only major risk factor for
having problems with local resource inac-
cessibility. Therefore, relying upon the
global measure would be misleading in
terms of the importance of access prob-
lems for rural residents in obtaining a
source of continuity of care. Similarly, of
the three variables most strongly associ-
ated with lacking a regular source of am-
bulatory care due to financial problems,
two (household income and level of edu-
cation) were not associated with the global
measure, regular source of ambulatory
care.

This study has several limitations.
Telephone surveys bypass the 5 percent to
10 percent of the population who do not
have telephones, resulting in underrepre-
sentation of the poor, elderly, and
uninsured,'9-21 groups that are particu-
larly at risk for access problems. Still, sup-
plemental face-to-face interviews con-
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ducted in 1986 demonstrated, as others
have found,19-21 that inclusion of non-
telephone households would affect per-
centage estimates only slightly. Nonethe-
less, small percentage differences in
national surveys can represent millions of
people. Furthermore, both survey tech-
niques completely miss the homeless and
those in institutions. In addition, the re-
sults are self-reported and are therefore
dependent upon the reliability of respon-
dents' recall. We are not able to determine
whether population subgroups have dif-
ferent thresholds in reporting an access
barrier. Also, 1.4 percent of respondents
did not have a classifiable verbatim re-
sponse. Although we found no pattern of
one group being statistically more likely to
have no available response, it may be that
some of the weaker associations or trends
might have been altered if responses had
been complete. Finally, some of those
who have a transitory loss of their regular
source of ambulatory care or do not cur-

rently want one, may have unreported ac-
cess barriers or may encounter access
problems if and when they try to obtain
one.

We conclude that most people who
do not have a regular source of ambula-
tory care report that they do not want one,
and the global measure, regular source of
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ambulatory care, fails to identify hose so-
ciodemographic subgroups who are at
greater risk of having barriers to obtaining
a source of continuity of care. Therefore,
ifwe are truly interested in who is at risk
for access barriers to obtaining continuity
of care, the reason for lacking a regular
source of ambulatory care must be eval-
uated. El
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