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Abstract

Objectives—To adapt a daily hassles measure for a low-income population and assess the

relationship between hassles and health seeking behavior.

Methods—The mixed methods approach used cognitive interviews (N = 23) to inform an

adapted measure of daily hassles. The adapted scale was then tested via surveys (N = 144) in

community health centers; multivariate logistic regression models were used to assess

relationships among variables.

Results—Hassle concerning having enough money for emergencies (76.5%) and worrying about

personal health (68.8%) were among the most common. Increased health-related hassles were

associated with an increased likelihood to delay needed care.

Conclusions—Findings suggest daily hassles are unique among low-income populations and

should be considered in health behavior interventions.
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Several hazardous health behaviors such as smoking, unhealthy diet, and physical inactivity

are associated with negative health outcomes and are disproportionately prevalent among

low income or other traditionally underserved pop-ulations.1-4 Among these same

populations, performance of preventive health behaviors is low and delay in seeking medical

care is not uncommon.5-8 This contributes to poorer self-rated health, less frequent

healthcare utilization, and poorer health outcomes in low-income populations.4 A large body

of literature exists that highlights low income or low socioeconomic status (SES) as the

“fundamental” contributor to health inequalities.9,10 Often, low-income, underinsured, and

uninsured patients can find lower-cost care in a “safety-net” healthcare setting, health

centers that primarily serve underinsured, Medicaid, and uninsured patients. However,

whereas financial access to preventive health services may alleviate some of the barriers for

low-income populations, studies in other countries show that even with universal health

services free of charge, inequalities along the socioeconomic gradient persist in preventive

health seeking behaviors and health outcomes.11,12 This adds to the complexity of

determinants of health in low-income populations.

Although there are a number of factors related to screening behaviors in low socioeconomic

status populations, stress, particularly that associated with SES, has been poorly studied in

relation to preventive care. Literature has postulated that consideration of stressors and

strains provides a contextual link among socioeconomic disadvantage, low levels of

preventive health behaviors, and negative health outcomes. This literature6,13-16 suggests

that people who experience socioeconomic disadvantage also experience higher frequencies

of stressful events and have fewer resources to ameliorate this stress. This may include

large-scale life events but also daily events that contribute to overall stress levels.

Measuring daily stress, or daily hassles, and understanding their impact on health is

challenging, and many measures of hassles were developed in more economically

advantaged populations. For example, the Daily Inventory of Stressful Events was initially

introduced during the National Study of Daily Experiences in a population that was mostly

white and had completed some college or higher education.17 Also, while shown to be a

valid measure of daily stressors, the Daily Hassles scale was similarly developed and

introduced in relatively advantaged populations with high education and income levels.

Such measures may not capture hassles that are more commonly experienced by

socioeconomically disadvantaged populations, such as finding resources for basic daily

needs. Time and resources dedicated to struggling to meet basic needs may compete against

those needed for things like preventive care. Thus, there is a need to examine these measures

in socioeconomically disadvantaged populations to maximize their utility in understanding

the association between hassles and health. Finding appropriate measures of hassles will be

important in understanding how they interfere with preventive care and health maintenance

and will help researchers identify strategies and targets for successful interventions, or to

understand why previous interventions may have been less successful.

There are several potential explanations for how daily hassles can affect preventive health

care. Some research suggests that individuals who continually face daily hassles or stress

react more rapidly to situations (“reactive responding”), thus, reducing resources available

for planning for the future or scheduling health activities such as cancer screening or seeking
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other preventive health care.13 Others suggest that as SES decreases, stressors and demands

(to meet basic needs) increase, creating a cycle of lacking adequate resources to deal with

such life obstacles.14 Both of these propose that while individuals are busy attending to

stressors or hassles, they are less likely to actively promote their own health. This concept is

especially relevant to preventive health behavior performance, as there may not be acute

“cues” (ie, symptoms) to place it higher than other priorities. The consequence is that after

delay, services like screening may detect health issues at later, more advanced stages, which

then require more personal time and resources to be addressed. Accordingly, identifying the

hassles that impede timely screening, and helping individuals access care despite those

hassles could lead to opportunities for prevention, earlier detection, and reduced burden

from cancer.

In this formative mixed-methods multi-phase study, we sought to: (1) examine common

daily hassles in a low income population to inform an adapted hassles scale measure and

then (2) measure the relationship between common daily hassles and preventive health

behavior performance as well as health status.

STUDY 1: Cognitive Interviews and Scale Modification

Method

Study design—To examine common daily hassles and their meaning, and to adjust an

existing hassles scale for a very-low-income population, we conducted formative cognitive

interviews (N = 23). We specifically focused on how respondents defined hassles, and on

gathering recommendations for modifying items.

Sample recruitment—Participants in the cognitive interview study were recruited from a

large urban community health center by distributing flyers and hanging informational

posters about the study in the participating site. Study staff was stationed at a recruitment

table in the health center main lobby on varying days and times to screen and enroll

interested individuals. To be eligible, individuals had to speak English and be a patient of

the participating health center. Because the parent study was focused on cancer screening,

we restricted participation to those aged 40 years or older, the age at which average-risk

individuals are recommended to begin routine screening for certain cancers.

Procedures—After individuals expressed interest in participating and were determined to

meet eligibility criteria, they were given study information materials and provided informed

consent. Cognitive interviews were administered by a trained interviewer at the participating

health center. The interviewer read each survey question, allowed the participants to answer,

and asked the participants about the relevance of the item and their thoughts and opinions

about answering it. Interviews lasted approximately 30 to 45 minutes, and participants

received a $25 gift card for completion. Each interview was audio-recorded and transcribed

verbatim.

Measures—We drew items for our hassles scale from the Hassles and Uplifts scale.18 We

eliminated some items proactively (eg, hassles related to financial investment), anticipating
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that they were not appropriate for a primarily low-income population. A sample probe for

the survey question was: “What does this mean to you?”.

Analysis—Our objective in the analysis was to identify item-specific recommendations for

changes to wording or for whether an item should be retained. Cognitive interview data were

compiled and organized into responses to specific items. Multiple members of the research

team (RR, KG, AJ) reviewed and compiled the responses to each item, focusing on

responses related to comprehension, salience, and item appropriateness. We used consensus

to decide whether or not to retain items. Interviews were stopped when we determined data

were saturated in regard to whether items were appropriate or needed modification.

Results—Cognitive interview participants (N = 23) were mostly African-American

(78.3%, N = 18) and male (60.9%, N = 14) between the ages of 40 and 73 (mean 50.67,

SD=7.21). Half (N = 12) reported income less than $800 per month, most of whom earned

less than $400 per month. More than half reported having health insurance (60.9%, N = 14).

Table 1 describes the demographic characteristics of both Study 1 and Study 2 respondents.

Meaning of “hassles”—When asked, respondents offered several interpretations of what

“hassle” meant to them. Common responses referred to extra stress, strains, inconvenience,

and frustration. Respondents used words such as “problem,” “worry,” “trouble”, and

“aggravation” to describe what the term hassle meant to them. For example, one person

explained that hassle “means something that is getting on my nerves. And just like, I'm

steady worrying about it.” Another respondent defined hassle by describing her current

situation. She explained that she could no longer afford to pay her car insurance and was

now taking the bus, which took longer and required advance planning: “Even though I left

an hour before I had to, I still wound up late….So the things that I could have done in 20

minutes are now taking me as long as 2 hours to do, and it's driving me nuts. It's just driving

me crazy.” Another participant described it as, “like you trying to accomplish something but

there's something blocking the way where you can get nothing.” These definitions of hassles

seemed consistent with the types of experiences reflected in our hassles items, which mostly

included chronic occurrences rather than single acute events.

Item evaluation—Based on responses to the employment questions, we developed a new

item about “finding work,” as many participants in the setting were unemployed and, as one

participant said, “[finding work has] been a problem.” This reflects both the sample and the

economic reality of the time of data collection. We left many items unchanged, as

participants seemed content with the item and did not express difficulty answering them.

One particular item that was dropped from the scale based on the interviews was a question

about having money for “extras such as vacations or eating out.” Common replies to this

item were that “those [issues] aren't even on board” and that “The only people that don't

have money for vacation are those who had money in the first place.” One participant

replied sarcastically, “You being funny. Yeah, we go to the Caribbean all the time,” then

concluded with a definitive and emphatic “No.” Because the prevailing sentiment from

participants was that the item was insensitive to individuals who had trouble affording basic

necessities, it was dropped from the scale.
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It is important to note that some respondents suggested that money for housing/utilities or

food/clothing was not an issue because they received assistance from government or from

family, such that the expense was not really a hassle: “I get help through…Section 8

[paying] my full rent. So …none, I guess.” However, a different participant commented,

“That's why I'm staying with somebody else. Yeah. That's a hassle.” These 2 statements

suggest that “hassle” was defined differently by different participants.

Whether a situation was defined as a hassle reflected the participants' individual situations

and the difficulty they encountered in navigating that life circumstance. We adjusted

response categories to allow participants to state “not applicable” in addition to “not a

hassle.” This helped participants such as those who felt the family questions did not apply to

their life (if they were without family or estranged from family) or who were on disability

(so neither employment nor finding work questions applied).

We also asked participants how they interpreted the “how you would be treated” part of the

delay of care item; participants overwhelming referred to attitudes and disrespectful

comments by healthcare providers or staff.

STUDY 2: Quantitative Study of Hassles

Overview and Design

To assess level of hassles and health behaviors in a low-income population, we conducted a

longitudinal survey study of patients (N = 144) at federally qualified health centers.

Respondents were surveyed at baseline, 6 months, and 12 months. Hassles were assessed at

baseline data collection, which is the focus of this analysis. The cognitive interview and

health survey samples were recruited from different health centers and did not overlap.

Sample Recruitment

Survey participants were recruited from a network of federally qualified health centers by

posting flyers in the main and ancillary waiting rooms and in the main lobby. Additionally,

study staff members placed a table in the main lobby and were present multiple days per

week to recruit individuals in person. To be eligible, individuals had to speak English and be

a patient of a participating health center. Similar to the recruitment process for cognitive

interviews, because the parent study was focused on cancer screening, we again restricted

participation to those individuals age 40 years or older, for whom screening

recommendations become more salient.

Survey Procedures

Interested eligible participants were escorted to a private area to obtain written informed

consent and collect contact information for future follow-up. Participants were given the

option to self complete surveys or have them administered by study staff; most surveys were

administered by the interview staff. Baseline health surveys took approximately 30 to 45

minutes to complete, and participants received a $15 grocery gift card upon completion.
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Survey Measures

Dependent variables

Delay of needed care: Three items assessed whether individuals had delayed seeking

needed medical care due to 3 reasons: cost, not having a way to get there (transportation),

and how they thought they would be treated while there. Delay questions due to cost and

transport were derived from the National Health Information Survey. Delay due to how one

perceived they would be treated was based on these questions but informed by previous

findings that concern about how providers interacted with patients sometimes kept patients

from seeking care, and was supported by the Study 1 questions about the item.

Self-rated health: Self-rated health status was measured through a single question about

self-perceived general health with Likert response options (excellent, very good, good, fair,

poor) that is commonly used in national surveys such as the Behavioral Risk Factor

Surveillance System.

Independent variables

Daily hassles: Hassles were measured using the items adapted through Study 1 presented

above. A total of 18 items were included in the final scale used in the health surveys. The

adapted scale was found to be internally reliable (α = .90). Most hassles represented

financial or health factors.

Demographic characteristics: Demographic measures were derived from national surveys

such as the Behavior Change Consortium and National Health Interview Survey (NHIS).

Measures included sex, age, race, ethnicity, years of education, monthly income, marital

status, and employment status, as well as the length of current (un)employment. Other

measures included to describe the study population included a measure of homelessness and

was assessed by asking participants if they had ever spent 24 hours or more living on the

streets or in a shelter.

Survey analysis—IBM SPSS v.20 was used for analysis of survey data. Descriptive and

bivariate analysis using chi-square and t-tests were conducted to describe the study

population and bivariate associations. The 18-item hassle scale was then summed to

represent a continuum from less to more daily hassles experienced. The scale was stratified

into 2 separate topic-based scales representing financial hassles (5 items, α = .80) and

health-related hassles (4 items, α = .63). Self-rated health was collapsed into a dichotomous

variable (Excellent/very good/good and fair/poor). Years of education were dichotomized

into did not graduate high school and or a high school diploma/GED and/or higher

education. Multiple logistic regression models were utilized to examine the relationship of

hassles to delay in seeking medical care (due to cost, the way individuals would be treated,

and due to transportation issues) and self-rated health. All models controlled for the

influence of education level, sex, and insurance status. Results were considered statistically

significant with a 2-tailed test at p < .05. Goodness of model fit was assessed and model

assumptions were tested.
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Results

Demographics

The survey sample included 144 adults age 40 and older. African Americans comprised the

majority of the sample, representing 87.5% (N = 126) of the study population (Table 1).

More than half of the respondents identified as male (61.8%, N = 89), and the majority were

over the age of 50 (57.6%, N = 83). The sample was very low-income; nearly all (93%, N =

126) reported income < $1200 per month ($14,400/year), and 45.2% (N = 61) reported <

$400 earned per month (including disability and food stamps). Over one-third (36.1%, N =

52) did not have a high school diploma or GED. The majority of respondents were either

unemployed (49.3%, N = 71) or disabled (29.9%, N = 43). At least one lifetime episode of

homelessness was reported by 75% (N = 105) of the respondents. Over half of the sample

(52.1%, N = 75) was without health insurance coverage at the time of the survey. Of the

individuals with insurance, 79.3% (N = 65) had either Medicare or Medicaid. Fair/poor

health was reported by most respondents (54.2%, N = 78).

Hassles distribution

Table 2 describes hassle items and responses. Among the most commonly reported hassles

were having enough money for emergencies (76.5% answered ‘somewhat’ or greater, N =

104), taking care of or worrying about personal health (68.8%, N = 95), having enough

money for food and clothing (68.6%, N = 96), having enough money for housing and

utilities (68.4%, N = 93), and having enough money for healthcare, insurance, or

medications (61.9%, N = 86). The least common hassle was providing financial care for

someone outside of the home (32.4%, N = 45). The sum score of the full hassle scale had a

mean of 15.73 (SD±10.44). The financial hassles (5 items) and health (4 items) sub scales

had means of 6.54 (SD±4.45) and 3.88 (SD±3.10) respectively. Bivariate analysis showed

no significant difference among hassles scores and sex, race/ethnicity, education level, or

monthly income. However, those without insurance had significantly higher hassle scores

(t(137)=3.34, p < .001). Table 3 provides the multiple regression results of hassles sub scales

predicting delay of seeking care due to cost, treatment, and transportation issues and

predicting very good self-rated health status.

Delays due to cost

Individuals with less than a high school diploma (OR = 0.39, 95% CI = 0.17, 0.88) and those

without current health insurance (OR=0.27, 95% CI=0.12, 0.64) were less likely to have

delayed needed care due to cost. Additionally, individuals who reported greater health

hassles were more likely to delay due to cost (OR = 1.23, 95% CI = 1.06, 1.43). Sex and

financial hassles were not significant predictors of delaying care due to cost.

Delays due to how one might be treated

We also examined delays in care due to the way individuals thought they would be treated.

For concern about how one would be treated, health hassles were again associated with

greater likelihood of delays in care (OR = 1.21, 95% CI = 1.01, 1.41), but financial hassles
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were not. Education level, insurance status, and sex were not significant predictors of delay

in seeking medical care due to the way individuals thought they would be treated.

Transportation

No hassles were significantly associated with delays in care due to transportation; education

level, insurance, and sex were not associated with this delay.

Self-rated health

Similarly, only health hassles was a significant predictor of having at least a “good” self-

rated health status. Greater hassles were associated with lower likelihood of “very good”

self-rated health (OR = 0.81, 95% CI = 0.70, 0.93).

Conclusion

Individuals from traditionally medically underserved groups – ie, individuals with low

income, underinsured or uninsured, or who identify as racial/ethnic minorities – experience

substantial health disparities. These disparities can be partially explained by lower rates of

preventive care or by delays in obtaining timely treatment. One possible explanation for

lower rates of care is that these groups may face daily hassles that interfere with their ability

to attend to preventive and other non-acute health related behaviors. We conducted a series

of studies to explore hassles and healthcare utilization in a low-income population.

In our cognitive interviews (Study 1), we qualitatively evaluated an existing hassles scale

and found that certain hassle items (such as having money eat out) were not relevant to a

lower income population and that some prominent hassles (such as finding a job) were

missing from the scale. Daily hassles may be different or exacerbated in populations with

few resources. We also found that participants wanted to differentiate between something

not being a hassle and it not being relevant to their current situation (this was most

commonly encountered around family and work hassles). Thus, we modified items and

response options to meet participant understanding and experiences. The implications of

allowing people to differentiate between “not a hassle” and “not applicable” deserve further

evaluation.

In the cross-sectional quantitative survey (Study 2), we explored the revised scale and found

that many socioeconomically disadvantaged individuals, even those who access healthcare

through the healthcare safety-net system, face hassles such as having enough money for

emergencies, taking care of personal health, having enough money for food and clothing,

and housing and utilities. Self-rated health status was lower among persons reporting

multiple health hassles.

Higher reported hassles were associated with reporting delays in seeking or accessing

healthcare. Socioeconomically disadvantaged adults may have daily stressors, hassles, or

competing priorities that affect not only their ability to engage in health protective

behavior(s) but also their willingness to do so. For example, in one international study, Cai

et al19 found 46% of people who declined screening colonoscopy reported that lack of time

was among the main reasons for refusal. Socioeconomically disadvantaged populations may
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spend some of this valued time focused on the “hassle” of obtaining basic needs such as

food, clothing and shelter. If they have employment, paid time off for procedures or medical

visits may not be available. In a study of homeless individuals, Gelberg et al20 found that

individuals who reported frequent hassles securing basic or “subsistence” needs were more

likely to delay obtaining needed medical care. Likewise, competing priorities for basic

needs, such as welfare appointments or finding a job or housing have been shown to outrank

healthcare appointment referrals.21 Helping individuals address these basic needs may help

them improve healthcare utilization. An example where legal hassles and health have been

recognized formally is through the development of Medical-Legal partnerships which aim to

afford proper benefits and protections to primary care patients in an effort to improve health.

Some legal needs such as food stamps, housing subsidies, and insurance access/benefits

mirror the hassles reported by participants in our study and may add additional information

to the context in which individuals seek preventive care.22 Studies have found multiple

benefits to the interdisciplinary efforts found through Medical-Legal Partnerships.23 Efforts

to improve health and increase healthcare utilization amongst disadvantaged populations

may first need to address some of these hassles and basic needs, such as adequate and safe

housing, or access to transportation assistance, before time or resources can be devoted to

getting preventive care.

Some of the most common hassles among health survey participants in our study involved

having enough money for food, clothing, housing, utilities, and/or emergencies. Also

common among health survey participants were hassles with taking care of one's health and

having enough money for healthcare. We found that despite having some level of entrée into

the health system (all respondents were recruited at community health centers), people

reported hassles related to health, and these were associated with lower utilization of

healthcare services. This has potential implications for overall health. Delayed care may

result in or exacerbate multiple acute health conditions. When these individuals finally enter

into the medical system, their most pressing health issues take priority, skewing focus

toward acute rather than preventive care. This notion is consistent with Kushel et al's finding

that patients who reported instability in housing (eg, difficulty paying for housing or

utilities, etc.) and food insecurity (eg, not being able to pay for; worrying about not having

enough) were more likely to have higher rates of acute health care utilization (eg, higher

emergency department usage, higher rates of inpatient care and longer hospital stays).24

When individuals present with multiple co-morbidities and/or in acute care outlets such as

EDs, preventive care (eg, cancer screening) may be seen as “less pressing” by patients and

their providers as demonstrated by various interventions to increase preventive care in such

sectors.25 Delaying care for any reason may worsen already existing health disparities when

conditions are not treated until they have progressed to later, more severe, stages where

complications are more likely, treatment is more challenging, and survivorship is lower.26

Together, these results may, in turn, add to or worsen hassles regarding costs of healthcare,

ability to work, manage one's health or healthcare, or the ability to get around as needed

(common hassles reported among individuals in our study).

Whereas some preventive care is relatively easily and quickly addressed (eg, blood test for

glucose, mammogram), others require a more substantial investment of time or resources.
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An example of this is colorectal cancer (CRC) screening, often done with colonoscopy.27-29

CRC screening is a prime illustration of a preventive behavior that has great impact but has

added challenges for low-resource patients. For example the cost of the preparation, time off

from work, transportation, and the need to have someone accompany them to the procedure

may cost far more than simply lost wages.30 Arranging rides or even getting time off from

work can be a challenge for many patients. Such extraneous costs may require active

planning or sacrifices on the part of patients who are already having trouble covering their

basic needs.

As seen in the results, this study showed that those with lower levels of education and those

without insurance are actually less likely to delay needed care due to costs. This contrasts

with traditional findings that suggest that being uninsured and having fewer years of

education were associated with less utilization. However, several possible explanations for

why contradicting results were found in our sample. First, our survey sampled from

federally qualified health centers, which specifically serve those without insurance. Co-pays

for those who are underinsured may be high, and sliding fee scales may even out some of

the financial barriers for uninsured patients. Previous studies also suggest that even with the

coverage of health insurance, health plans with high deductibles may be a deterrent to

seeking needed care.31 Lastly, it is important to note that, of those in our study who did have

health insurance, many had only Medicaid or Medicare coverage. Thus, whereas it may be

expected that those who are not covered by insurance would be more likely to delay care

because of costs, the associated medical care costs and situational costs (daily hassles) of

very low-income adults who have some form of insurance likely contributed to our finding.

Limitations

Our study has several limitations. Specifically, our survey sample was relatively small and

although the sample is unique – very low income, mostly male and largely African-

American – the limited range of demographics reduces our ability to examine or infer any

sociodemographic differences in hassles amongst these primary care patients. On the other

hand, this is a unique population comprised of persons who are unlikely to be represented in

many studies. They represent those groups experiencing some of the starkest disparities in

health today. The focus of the overall study on cancer screening meant we limited our

sample to adults age 40 and older. Younger adults not yet eligible for cancer screening may

have different hassles and healthcare utilization patterns. Our sole recruitment through

health centers is also a limitation, as these individuals are already seeking care at some level.

The predominant hassles and associations may have been different had we recruited from a

broader community-based sample to include larger variability in demographic makeup.

Individuals who are not seeking any care may face more – or different – hassles. However,

we do find it significant that even individuals who were reached through a health center

reported substantial health related hassles and delays in care. Additionally, there may have

been additional hassles or nuances to hassles that were not captured by our study, as we

started with an existing measure rather than a de novo exploration of hassles.

Despite these limitations, our study makes several important contributions to the literature.

First, this is one of the first efforts to refine the hassles items to be more appropriate for a
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low-income urban population, identifying critical hassles that participants felt affected their

day-to-day living. Second, our study highlights that healthcare is accessed within a context

of other life challenges and hurdles, such as trying to pay for basic necessities, which in turn

has the potential to affect preventive health behaviors like cancer screening. We found that

daily hassles with health are associated with delaying care both because of the costs

associated with care and because of the way individuals felt they would be treated, which

can contribute to population-wide health disparities. Financial hassles were common, but not

strongly associated with health care seeking. This may be due to their overwhelming

prevalence in our sample (nearly 70% reported that having money for food was a hassle).

Third, overall, these findings suggest that people who experience more hassle with worrying

about their health and obtaining healthcare are more likely to have poor health in turn

creating a cycle of poor health and hassle with interactive effects. This has potential to

inform intervention efforts. Researchers interested in increasing appropriate healthcare

utilization such as preventive care in underserved populations should consider the life

context and hassles of the patients with whom they are working and the difficult choices

many individuals make when deciding what efforts and resources to put toward medical care

even when they recognize the health benefits of doing so. Further developmental work is

required to measure hassles and how they relate to healthcare utilization.
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Table 1
Demographic Characteristics for Study 1 and Study 2 Participants

Characteristics

Study 1
Cognitive Interview

(N = 23)

Study 2
Health Survey

(N = 144)

% (N)a % (N)

Sex

 Male 60.9 (14) 61.8 (89)

 Female 34.8 (8) 38.2 (55)

Ageb 50.67 (7.21) 50.95 (6.73)

Racial Composition

 White non-Hispanic 4.3 (1) 11.8 (17)

 Black/African-American 78.3 (18) 87.5 (126)

 Other 8.7 (2) 0.07 (1)

Monthly Income <$400 34.8 (8) 45.2 (61)

 % Employed 26.1 (6) 13.9 (20)

 Ever homeless unknownc 75.0 (105)

Education

 <HS diploma/GED 8.7 (2) 36.1 (52)

 HS diploma/GED or higher 73.9 (17) 62.5 (90)

Marital Status

 Married/with partner 26.1 (6) 15.3 (22)

 Separated/Divorced 30.4 (7) 37.5 (54)

 Never Married 26.1 (6) 39.6 (57)

 Widowed/other non-married 13.0 (3) 7.6 (11)

% Without Insurance Coverage 39.1 (9) 51.1(75)

% on Medicaid/Medicare unknown 45.1 (65)

Self-rated Health Status Fair/Poor unknown 54.2 (78)

Delayed Care

 Due to cost 43.5 (10) 46.2 (66)

 Due to way would be treated 17.4 (4) 24.5 (35)

 Due to no way to get there unknown 28.7 (41)

Have Regular Source of Healthcare 82.6 (19) 85.3 (122)

Note.

a
Percentages may not equal 100% with some missing responses.

b
Age presented as mean and standard deviation (SD).

c
Question did not appear in Study 1 interview.
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Table 2
Frequency of Response to Hassles Items from Health Survey Participants (N = 144)

Total reporting as hasslea , % (N)

Health Hassles

 Taking care of or worrying about your healthb 68.8 (95)

 Having enough money for healthcare, insurance, or medicationsb 61.9 (86)

 Your physical abilities to function and get around 51.8 (72)

 Obtaining medical care 51.1 (70)

Financial Hassles

 Having enough money for emergencies 76.5 (104)

 Having enough money for food, clothing, etc. 68.6 (96)

 Having enough money for housing and utilitiesb 68.4 (93)

 Financial care for someone who does not live with you 32.4 (45)

Employment Hasslesc

 Finding workb 52.3 (67)

 Worrying about keeping jobb 24.0 (12)

 Coworkers, supervisors, or employeesa 15.7 (8)

 The nature of jobb 11.8 (6)

Family Hassles

 Health of family member 45.0 (63)

 Family-related obligations 40.4 (55)

Additional Hassles

 Neighborhood or housing situation 57.0 (77)

 Personal Safetyb 42.3 (58)

 Discriminated against, talked down tob 40.4 (55)

 Taking care of paperwork 39.6 (55)

Note.

a
Percentage based on valid responses reporting at least somewhat of a hassle.

b
Denotes the question was added or modified from the original Hassles scale.

c
Employment questions had low response rates as a very small number (N = 20) were employed.
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